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WELCOME EDITORIAL

On behalf of the editorial boards of JPAE and JAAPA, 
we are delighted to present this joint article collec-
tion to commemorate the 50th anniversary of the 

PA profession. Building on a rich history of PAs, we believe 
that an amazing journey still lies ahead for us. We share 
a history that is full of colorful characters and unlikely 
pioneers, and present a contemporary view of exceptional 
PAs and PA educators who are shaping the future. PAs 
continue to provide high-quality, comprehensive healthcare 
and form trusting relationships with patients and families. 
Over the past 50 years, the profession has demonstrated 
creativity and amassed a record of innovation in patient 
care and medical education. Enjoy this collection and its 
journey through 50 years of PAs—where we have been, 
who we are, and what lies ahead. 

Where we have been “A 
people without the knowledge 
of their past history, origin, and 
culture is like a tree without 
roots,” according to civil rights 
activist Marcus Garvey. We 
highlight important points in 
our profession’s history, its 
origin, and culture. For the 
newer generations of PAs, 
educators, and students, these 
stories reveal the foundation 
of the PA profession. The 
stories also reveal opportunities 
and collectively form a call for 

new trailblazers and builders for the PA profession. The 
collection reminds us all of the critical, often diffi cult, work 
being performed every day on the clinical frontlines that is 
evolving new areas of patient care and redefi ning older 
paradigms for PA practice. We also offer articles to inform 

myriad discussions and the ongoing strategic vision of PA 
education and postgraduate training. 

Who we are Tremendous 
changes have occurred in the 
PA workforce since October 
6, 1967, when three Navy 
corpsmen became this 
country’s fi rst PAs. We have 
seen a shift in the clinical 
specialties in which most PAs 
practice, increased autonomy, 
and progressive changes in 
licensure and reimbursement. 
In the classroom, gender 
patterns among PA students 
are reshaping the profession 
and bring necessary attention 
to key issues affecting female 
PAs. Thousands of PAs in the 

United States are now complemented by PAs and similarly 
purposed professionals at various stages of professional 
development all over the world. Adoption and adaptation of 
the PA model is literally changing the face of the profession 
globally, and we hope these forces will inform strategies in 
the United States to improve and advance the profession.

The one dimension of the PA workforce that does not seem 
to have changed signifi cantly since 1967 is its character. PAs 
and PA educators continue to embrace teamwork, demonstrate 
commitment to public service and volunteerism, and take 

risks in order to better serve 
our patients and better 
prepare students for practice. 
We see this moment in our 
history as a pivotal one to 
hold steadfast to our shared 
values and the altruistic 
principles that have defi ned 
us as a profession. If we can 
continue to operate as 
character-driven leaders, the 
path ahead will be bright.

What lies ahead Important 
questions remain about the 
future of the PA profession. 
What value will be placed on 
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diversity? How will policy decisions in the PA education 
community affect how our future workforce represents and 
honors the beliefs of the patients we serve? The degree to 
which PAs will practice in primary care in the future is 
unknown. How will PA education, which is seeing record 
numbers of new programs, overcome the challenge of 
inadequate capacities for clinical education? Our collection 
reminds us that predicting the future is a fool’s errand, but 
many stories offer important questions and challenges for the 
years ahead. Uncertainty and ambiguity will likely be a part 
of what lies ahead, and this connects us with what our 
profession’s earliest pioneers often felt. We encourage all to 
learn from their experiences through the stories in this 
collection and apply the lessons learned as we blaze new trails. 

We honor our history and the many PAs and supporters 
who built the foundation of the profession. We celebrate 
the generations of PAs who have committed themselves to 
caring for patients and supporting families with humility, 
compassion, and integrity. We recognize the talent and 

ingenuity of many PA educators who have consistently 
prepared competent PAs and encouraged volunteerism and 
professional advocacy. We also acknowledge the many 
individuals outside the PA profession who were integral in 
the development of the PA movement and those who work 
tirelessly today to advance the profession, including its 
research and educational goals. We accept the mistakes we 
have made along the way and encourage all to learn from 
them as we move forward. Rapid growth in the PA workforce 
and expansions in PA programs will create many differences 
in opinion and perspectives on how the next 50 years should 
unfold. We offer this fi nal thought: the many stakeholders 
in the PA profession are strongest when we work together, 
despite our differences. Let us always listen to one another 
and value diverse perspectives but vigorously defend the 
values and altruistic principles that defi ne us as a noble 
profession. And no value is more important than ensuring 
that the patients and families we serve are at the heart of 
every decision we make. JAAPA
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When physician assistants (PAs) graduated from 
the fi rst pilot programs in the late 1960s, what 
if they had not been allowed to practice because 

there was no state licensure law applicable to them? 
Licensure of all healthcare occupations in the United 
States is governed by the states.1

This was hardly a trivial matter, as several prominent 
national organizations, including the American Medical 
Association (AMA), the American Hospital Association, 
and the Department of Health, Education, and Welfare 
(now Health and Human Services), issued a moratorium 
on the licensure of new healthcare occupations.2-5 Their 
shared conclusion was that many existing licensure laws 
were functioning to protect a given occupation from “out-

siders” wanting to gain entry into the occupation rather 
than protecting the public from unqualifi ed practitioners. 
Yet nearly everyone who studied the idea of PAs taking 
on roles and tasks heretofore performed only by physicians 
was solidly supportive. What to do?

To solve this vexing problem, an extensive National 
Institutes of Health-based study of the licensure of all 
healthcare occupations in all 50 states was performed in 
1969 by Alfred M. Sadler, Jr., MD, and Blair L. Sadler, JD, 
at the request of Roger O. Egeberg, MD, the Assistant 
Secretary of the Department of Health, Education, and 
Welfare. The authors concluded that a simple amendment 
to the medical practice act of a given state would permit 
qualifi ed PAs to practice.6 State medical practice acts, both 
then and now, defi ne the practice of medicine and impose 
sanctions for unlicensed practice. Amending medical prac-
tice acts to let PAs function without being at risk for the 
“unlicensed practice of medicine” was the logical starting 
point for authorizing PA practice and a way out of the 
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ABSTRACT

The history of how PAs in the United States were fi rst 
granted practice authority under the medical practice acts of 
the various states and territories begins in the 1960s with an 
imaginative way to circumvent the moratorium on licensure 
of new healthcare occupations in place at the time, while 
allowing the requisite fl exibility for the new profession to 
take hold and thrive. In the subsequent decades, separate 
licensure for PAs was required and adopted. Despite the 
enormous success of the PA profession over its fi rst 50 years, 
challenges remain.
Keywords: PAs, physician assistants, licensing, regulation, 
states, practice authority
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FIGURE 1. In 1966, the State of California charged ex-Navy OR 
technician Roger Whittaker (right), an assistant to neurosurgeon 
George Stevenson, MD (left), with engaging in the unlicensed 
practice of medicine. Both men were found guilty but assessed 
only a small fi ne. Whittaker was invited by Eugene Stead to join 
the incoming class of PA students at Duke University. The case 
underscored a need for legislation to permit physicians to 
delegate tasks to qualifi ed providers.
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legal conundrum. E. Harvey Estes, MD, and Martha Bal-
lenger, JD, studying the same issues at Duke University, 
came to a similar conclusion.7

After thorough study, the AMA adopted recommended 
language for an amendment to a state’s medical practice 
act that was simple and direct. After defi ning the practice 
of medicine, they suggested that the following language 
could be added: “Nothing in this article shall be so con-
strued as to prohibit service by a physician’s trained assis-
tant, a registered nurse, or a licensed practical nurse if such 
service is rendered under the supervision, control, and 
responsibility of a licensed physician.”2 This language 
obligated the PA to function within the scope of practice 
of the supervising physician and required that both the 
physician and PA be liable for a medical error committed 
by the PA. This was referred to as the Delegation Amend-
ment and was adopted in many states (including Con-
necticut and North Carolina) in 1971.8 Other states that 
used regulatory boards to authorize and review the practice 
of PAs were designated as regulatory amendments. Com-
bining both variations of authorization, by the close of 
1972, 24 states had enacted PA enabling legislation, and 
15 additional states were considering such legislation.9 For 
a table describing each state’s type of amendment as of 
1973, see Sadler, Sadler, and Bliss.6

THE IMPORTANCE OF ACCREDITATION 

AND CERTIFICATION

The success of the National Board of Medical Examiners’ 
(NBME) national certifying examination for the Assistant 
to the Primary Care Physician, first administered in 
December 1973, coupled with the AMA’s sponsored 
accreditation of PA programs (the Joint Review Commit-
tee on Educational Programs for Assistants to the Primary 
Care Physician) beginning in 1971, provided important 
assurances to state regulatory agencies and the public 
that the emerging PAs were competent to practice medi-
cine with the supervision of a licensed physician. The 
NBME had tested physicians since its founding in 1915, 
and the AMA had a long history of accrediting educational 
programs for allied healthcare personnel. Both were well 
established in their respective roles. The National Com-
mission for the Certification of Physician Assistants 
(NCCPA), founded in 1974, granted the designation PA-C 
for those PAs who successfully passed the NBME national 
certifying examination.10

The modifi cation of the medical practice acts of the 
various states was crucial to allowing certifi ed PAs to prac-
tice in the late 1960s and 1970s. This approach also allowed 
experimentation in a PA’s function and role from practice 
to practice and state to state. It was clear however, that as 
PAs took on more complicated tasks, separate licensure as 
well as other regulatory mechanisms would need to be 
explored and developed (Figure 1).11 This is precisely what 
has occurred from the mid-1970s to the present.12

THE EVOLUTION OF LICENSURE LAWS

Over the ensuing four decades, while states continued to 
recognize and authorize PA practice, the regulatory terms 
used for this authorization varied considerably. Some states 
chose licensure, but others referred to PAs as registered or 
certifi ed practitioners. Inevitably the PA identity and brand 
was obfuscated by this variation in terms. In some states, 
most notably New York, PAs designated themselves by the 
state’s regulatory term. New York State registered PAs, 
and thus New York PAs began to designate themselves as 
RPAs—registered PAs. There were other local variations. 
Because of a well-respected anesthesiologist assistant pro-
gram at Emory University, anesthesiologist assistants were 
included in the licensing law for PAs in Georgia—an 
anomaly that persists to this day.13

Ideally, regulatory terms should be descriptive, accurate, 
understandable, and standardized—a view shared by 
many who evaluate healthcare regulation. In 1995, the 
Pew Health Professions Commission Taskforce on Health 
Care Workforce Regulation recommended that states 
should “use standardized and understandable language 
for health professions regulation and its functions to 
clearly describe them for consumers, provider organiza-
tions, businesses and the professions.”14 The task force 
specifi cally recommended that states use the term licen-
sure for regulation of healthcare professions. An addi-
tional recommendation was that the term certifi cation 
be reserved for voluntary private-sector programs that 
attest to the competency of individual healthcare profes-
sionals. Reserving the term certifi ed for NCCPA certifi -
cation and using licensure for the permission awarded 
by the state promoted clarity. Registration, (used as the 
regulatory designation in a dozen states in their initial 
PA laws), generally refers to allowing someone to be 
placed on a list or registry. The different terms convey 
very different meanings.

Licensure is the most rigorous method of regulation. In 
a licensed profession, no one may practice without permis-
sion granted by the state. Generally, such permission is 
conditioned on the professional meeting certain criteria, 
which may include passing an examination and possessing 
certain educational and experiential qualifi cations. The 
rigorous requirements for PA licensure (graduation from 
a program accredited by the Accreditation Review Com-
mission on Education for the Physician Assistant and 
passing the NCCPA’s PA National Certifying Examination) 

Licensing of PAs creates 

credential parity with other 

healthcare professions.
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 became the norm nationally, although some states initially 
did not use the term licensure. Nearly all other healthcare 
professionals were licensed by states. Therefore, the specifi c 
licensing of PAs not only holds the profession to rigorous 
standards but also creates credential parity with other 
healthcare professions.

An additional rationale for using licensure as the regula-
tory mechanism for PAs is to ensure that other laws that 
should apply to PAs, indeed do so. Many categories of 
healthcare law refer to licensed providers. These laws usu-
ally are intended to include providers who have a specifi c 
state-authorized scope of practice. Thus, when a state uses 
a regulatory term other than licensure, PAs can be unin-
tentionally excluded from provisions that apply to licensed 
healthcare providers, such as laws that require licensed 
healthcare professionals to report certain injuries to law 
enforcement agencies.

Use of the term licensure also can promote consistency 
among states and US territories. This can be essential when 
federal or state governments respond to emergency or 
disaster situations. During the 2005 hurricanes, Louisiana 
Gov. Kathleen Blanco issued an executive order declaring 
a public healthcare emergency that suspended certain 
statutory provisions related to licensing of medical person-
nel. The order let healthcare professionals licensed in other 
states provide needed services in Louisiana.15

Third-party payer policies also frequently refer to 
licensed providers. This may be about covered or reim-
bursable services or to providers who may order specifi c 
tests or therapies. The use of terms other than licensure 
for PAs has created obstacles to practice and coverage 
for services.

In 1988, recognizing the need for leadership in the regu-
lation of the evolving PA profession, the American Acad-
emy of PAs (AAPA) adopted Guidelines for State Regula-
tion of PAs.16 The policy allowed for nationwide distribu-
tion of key concepts in regulation of the profession and 
guided state advocacy efforts. Recognizing the need for 
specifi c language that could be incorporated into laws and 
regulations, AAPA created model state legislation for PAs 
in 1991.17 Both the guidelines and the model used licensure 
as the regulatory term for PA practice.

States continued to move ahead in their recognition and 
regulation of PA practice, some more slowly than others. 
In 2000, Mississippi fi nally passed legislation formally 
authorizing PA practice, the last state to do so. The District 
of Columbia authorized PA practice in 1985, and all the 
US territories except Puerto Rico now authorize and regu-
late PA practice: American Samoa (1988), the Common-
wealth of the Northern Mariana Islands (1999), Guam 
(2000), and the US Virgin Islands (2005).

The use of the term licensure as the regulatory practice 
designation for PAs was considered so important by the 
leaders of the profession that it was identifi ed as one of 
the Six Key Elements of a Modern PA Practice Act estab-

lished by AAPA in November 2008. The six key elements 
were identifi ed to easily describe aspects of the model state 
legislation that let PAs practice to the full extent of their 
education and experience, without arbitrary state law 
barriers. (The remaining key elements were full prescriptive 
authority, determination of scope of practice at the practice 
site rather than in law or regulation, no restriction on the 
number of PAs and physicians who could practice together, 
absence of a chart cosignature requirement, and adaptable 
collaboration provisions.)18 The six key elements also act 
as a metric to compare states and track progress over time. 
In 2015, with the passage of a bill in Ohio, all jurisdictions 
that regulate PA practice use licensure as the regulatory 
term for PAs.19 Licensure became the fi rst of the six key 
elements to be universally enacted.20

The Guidelines for PA State Regulation and AAPA’s 
model law call for PAs to be issued a state license upon 
documenting that they meet the state’s licensure require-
ments. However, some early state laws for PAs either 
required proof of employment as a condition of licensure 
or referred to a PA as being “licensed to” a specifi c physi-

cian. Neither of these systems is acceptable. Like other 
forms of licensure (a driver’s license, for example) the state 
should issue a unique and separate license to PAs who meet 
state licensure conditions. This way a PA may apply for 
employment as a licensee, and employers know that they 
are evaluating and employing PAs who have been assessed 
and approved by the state. PAs should “own” their licenses 
in the same manner of other professional licensees. Similarly, 
licensing PAs “to” a physician does not adequately acknowl-
edge the identity of the PA profession. The PA does not 
exist absent a PA-physician relationship. This type of 
system fails to recognize and acknowledge the PA profes-
sion as a separate and distinct category of licensee, mar-
ginalizing the rigor of PA training and the identity and 
contribution of PAs. Unfortunately, 18 states still use some 
aspect of these antiquated systems.13

WHAT LIES AHEAD?

As technology affects medical practice and the ability to 
examine and evaluate patients via telemedicine advances, 
questions have arisen about the value of state-based licen-
sure for healthcare professionals.21,22 To date, the evolving 
consensus appears to support the concepts that state-based 

An interstate compact could 

expedite professional licensure 

for healthcare professionals 

in states.
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licensure has value, and that healthcare professionals 
should be licensed in the jurisdiction where the patient is 
physically located.23

For licensees who treat patients in multiple jurisdictions 
either using telemedicine, as locum tenens providers, or 
because they practice in border states, multiple state licenses 
often are required. Development of a uniform application 
for state licensure for physicians has facilitated rapid phy-
sician licensure, and AAPA is working with the Federation 
of State Medical Boards to develop and launch a uniform 
application for PA licensure.24

Similarly, an interstate compact could expedite profes-
sional licensure for healthcare professionals in states.25 In 
2016, AAPA adopted policy calling for development of an 
interstate compact for PAs.

A NEW PROFESSION, WELL RECEIVED

The launch, acceptance, and state licensure of an entirely 
new healthcare profession over 50 years is a remarkable 
success story. There are many reasons for the PA profes-
sion’s wide acceptance and rapid growth. Among them is 
the fact that PAs are well trained to care for patients and 
are eager to do so. PAs want to do this unencumbered by 
arbitrary barriers to their full ability to care for patients. 
Concurrently, the healthcare system has embraced the role 
of PAs, and the appreciation of PA value continues to 
increase. (Forbes and Money magazines have consistently 
rated the PA master’s degree among the most desirable in 
terms of employment opportunity, income potential, and 
job satisfaction.)26-28

Effective licensure systems for healthcare professionals 
can facilitate improved access to care. Although state 
licensure for PAs has evolved and become more progressive 
over the past half century, work remains to be done to 
assure that licensure systems enable PAs to function expe-
ditiously and fully (see “Optimal team practice: How to 
get there” on page 8 of this issue). JAAPA
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Although Mississippi was the last state to legislate 
physician assistant (PA) practice in 2000, people 
have been advocating for PAs in the state for more 

than 40 years. From the early 1970s, when the fi rst short-
lived PA program was established at the University of 
Mississippi Medical Center (UMMC), to 2010, when a 
new program opened at Mississippi College, PAs, physi-
cians, legislators, academicians, and healthcare profes-
sionals have persisted in order to ensure that PAs could 
use their skills and talent to add to the quality of life in 
Mississippi. 

THE FIRST PA PROGRAM

The fi rst PA program in Mississippi came about, like so 
many others, in the early 1970s as the concept of PAs began 
to take hold across the country.1 The program was the 
result of a collaboration by James D. Hardy, MD, and the 
late Donald W. Fisher, PhD (who died March 26 as this 
article was in press), both of whom would become giants 
in their respective fi elds. Hardy was the founding chairman 
of the Department of Surgery at the University of Mississippi 
Medical Center in Jackson, Miss., and led the surgical teams 

responsible for the fi rst human lung transplant in 1963 and 
the fi rst animal-to-human heart transplant in 1964.2 He 
was elected president of the American College of Surgeons 
in 1980 and served as chairman of surgery at UMMC from 
1955 to 1987. Fisher became the fi rst executive director of 
the American Academy of PAs (AAPA) and the Association 
of Physician Assistant Programs (APAP, now the Physician 
Assistant Education Association [PAEA]) in 1973. When 
he stepped down in 1980, 45 states had incorporated 
legislation for PAs in their medical practice acts.

In 1971, Hardy approached Fisher, who was then a 
graduate assistant teaching at nearby Hinds Junior College 
(now Hinds Community College), about working together 
to start a PA training program. He was dismayed at 
Mississippi’s poor state of healthcare and its residents’ 
limited access to providers—the state had the fewest 
physicians per capita then, and this remains the case today. 
Fisher agreed, even though he had no idea what a PA was 
at the time (Interview with Donald W. Fisher, PhD, August 
20, 2016). After some research, they established a program 
where didactics would be taught for 1 year at Hinds, 
followed by a clinical year of training in various departments 
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ABSTRACT

This article describes the history of physician assistants 
(PAs) in Mississippi, the last state to pass legislation 
 allowing for PA practice. A small group of PAs in the 
state began pursuing a PA practice act in the early 1990s 
with little political advocacy experience, and in 1994, the 
American Academy of PAs actively joined “The Battle 
for Mississippi.” In April 2000, after years of PA advo-
cacy, Mississippi passed the bill that would authorize PA 
 practice in the state.
Keywords: Mississippi, physician assistant, primary health-
care, PA training, medical licensure, nurses

FIGURE 1. Eight of the nine UMMC PA students, 1974
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at UMMC. They were able to secure federal funding and 
start with a modest class of nine students in 1972 (Figure 1). 
One of those students was Randolph Henderson, PA, who 
went on to become the fi rst PA licensed in Mississippi 
(Figure 2).

In 1973, Fisher left Mississippi for Washington, D.C., to 
lead the AAPA and APAP, and Theodore Dudley “Bob” 
Lampton, MD, FACP, took over as codirector of the 
program. Lampton was, in his own right, a founder of 
modern medical systems in Mississippi. He is credited 
with securing federal funding for the PA program through 
the Mississippi Regional Medical Program. The regional 
medical program was responsible for creation of the blood 
bank system, the dialysis programs, CPR programs, regional 
ambulance systems, UMMC’s dental school, the regional 
newborn care system, the fi rst critical care units and ICUs, 
and securing the funding of the fi rst renal transplantation 
programs in Mississippi (e-mail from Lucius “Luke” 
Lampton, MD, FAAFP, November 2, 2016).

In 1974, Lampton wrote to the Mississippi attorney 
general for guidance as to how the PA students could relate 
to physicians and what functions they could legally perform. 
He was told that no legislation existed but the attorney 
general offered to help draft a bill for the 1975 legislative 
session (Letter from Mississippi Attorney General A.F. 
Sumner to T.D. Lampton, MD, May 28, 1974).

Although the program had received accreditation status, 
disputes over who controlled the funding and lack of 
legislation over PA practice ultimately led to the decision not 
to admit a second class and to discontinue the program. Most 
of the graduates from the UMMC class of 1974 went on to 
practice as PAs, some in Mississippi, others elsewhere (see 
Three PAs talk about success in Mississippi on jaapa.com).

THE LEGISLATIVE BATTLE BEGINS

Efforts to pass a PA practice act in Mississippi began in the 
1970s but the handful of PAs practicing without a formal 
law met strong resistance from organized nursing and some 
less vocal resistance from organized medicine.3 Practice acts 
were drafted and defeated (sometimes without ever being 
introduced) off and on during the 1980s. The lack of a law 
led to a paucity of jobs. This, in turn, led to a small number 
of PAs, which made it diffi cult to create and run a state 
association capable of pursuing a legislative campaign.

In 1990, Murl Dotson, PA, a military PA practicing at 
Keesler Air Force Base in Biloxi, Miss., a federal facility 
that did not require a state license, learned that his state 
did not have its own PA practice laws. He learned about 
the state attorney general’s opinion that had been used as a 
guideline for physicians wishing to use PAs, and that no laws 
specifi cally prohibited PA practice. Dotson met a few other 
PAs also practicing at Keesler, one of whom was acting as 
a representative for the Mississippi Academy of Physician 
Assistants (MAPA). That organization was just a name at that 
time; however, Dotson and his colleagues decided to pursue 

a formal charter as a constituent organization of the AAPA 
(Telephone interview with Murl Dotson, PA, July 15, 2016).

In 1991, a physician in the Mississippi Delta had precepted 
a PA student from another state and wished to hire her 
after graduation. He was disappointed to fi nd out that there 
were no provisions for PA practice in state law, and contacted 
the developing MAPA group to help remedy the situation. 
This was the start of many fruitless efforts to create 
legislation that would facilitate the use of PAs in Mississippi 
(Telephone interview with Murl Dotson, PA, July 15, 2016).

When Ann Davis, PA-C, the AAPA’s director of state 
government affairs, stepped in to assist in 1994, progress 
began, although slowly (e-mail from Ann Davis, PA-C, July 
13, 2016). Every year, PAs gained more support from the 
medical community, legislators, and the public with help 
from Clare Hester and her lobbying fi rm Capitol Resources, 
a newly formed political action committee, and education 
efforts from MAPA. The Mississippi struggle became a 
national issue for PAs and donations from providers and 
organizations all over the country helped to boost spirits.

1994: THE BATTLE BEGINS

In 1994, the AAPA and MAPA began to work together to 
plan a legislative campaign. The plan included opening a 
dialogue with the Mississippi State Board of Medical 
Licensure, the Mississippi State Medical Association, and 
the Mississippi Nurses Association (MNA). In December 
1994, MAPA and AAPA representatives met with 
representatives from all three key organizations. Meetings 
with the medical licensure board resulted in the drafting 
of a bill that was approved by the board. Communications 
with the medical association resulted in the withdrawal of 
their opposition and the publication of “Physician Assistants 
in Mississippi” as the lead article in the December 1994 
Journal of the Mississippi State Medical Association.

In their meeting with the MNA board of directors, the PA 
representatives made a formal presentation on PA education 
and practice and answered questions for more than an hour. 

FIGURE 2. The fi rst PA license in Mississippi was issued to 
Randolph Henderson on October 2, 2000.
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 At the end of the meeting, the Mississippi nurses vowed to 
reevaluate their 1985 position paper opposing PA practice, 
and to keep the lines of communication open.

At a meeting in January 1995, the MNA decided to remain 
neutral on PA legislation in the 1995 legislative session; 
however, on January 30 of that year, MNA opposition 
resurfaced. According to MNA leadership, this change was 
a reaction to proposed rules (separate from the PA bill) 
drafted by the medical licensure board, which, if adopted 
as drafted, would have imposed new restrictions on physicians 
who worked in a collaborative role with NPs. In a letter to 
the chair of the Mississippi House of Representatives’ Public 
Health and Welfare Committee, the MNA stated, “Until 
recent issues have been settled and there is some assurance 
that nurse practitioners will not be squeezed out of the 
healthcare picture, we fi nd it impossible not to oppose a bill 
that will give physicians complete control over one provider 
while enacting rules and regulations that will greatly inhibit 
the practice of another.” As a direct result of the MNA’s 
letter, the bill was not scheduled to be heard in committee, 
which effectively killed it in the 1995 session.

MAPA and AAPA, again acting in concert, began to 
prepare for the 1996 session. Hester was added to the team 
and initiated efforts to gather additional support. By the 
start of the 1996 session, the list of PA supporters had grown. 
A newly drafted bill had the full support of the state medical 
association, the Mississippi Academy of Family Physicians, 
the Mississippi Primary Health Care Association, and the 
medical licensure board. The bill was written by state Rep. 
Jim Barnett, MD, and state Rep. Reta Holden, RN. The PA 
delegation unsuccessfully attempted to contact MNA 
repeatedly before the legislative session. At the start of the 
session, the MNA conveyed its 1996 plan—it would once 
again oppose PA licensure. A hearing on the PA bill was 
held in late January 1996.

Ten PAs, the MAPA lobbyist, and a representative from 
the state primary healthcare association were present to 
support the bill. A physician representing the state medical 
association gave compelling testimony in favor of the 
legislation. Once again, the only opposition came from the 
MNA and focused on three points:
• Many NPs were in training in Mississippi. The nurses 
presented a map of where NPs practiced and the numbers 
of NPs in training. They contended that NPs were fi lling 
or would fi ll all of the unmet healthcare needs in the state.
• PAs would be solely regulated by the medical licensure 
board and physicians would be able to delegate a wide 
variety of tasks to PAs. The physician representing the 
medical licensure board responded by saying that the board 
had taken a very conservative path when regulating 
physicians, and could be expected to do the same with PAs.
• Licensing PAs would lead to the necessity for a PA training 
program, which could compete for NP training funds from 
the state, although there was no plan for a PA program in 
Mississippi. 

Unfortunately, the MNA opposition again led to the bill 
dying in subcommittee.

1996: MEETINGS WITH THE NURSES

In late 1996, MAPA again invited the MNA to come to 
the table to discuss any concerns it might have with the 
PA legislation. In mid-December, representatives from 
MAPA, AAPA, and MNA met in Jackson to discuss 
proposed legislation. Following the meeting and discussions 
involving nursing leadership and NPs in the state, the MNA 
submitted a list of fi ve changes to the PA bill. The MAPA/
AAPA negotiating team made numerous counterproposals 
and were able to resolve all but one issue.

The MNA refused to negotiate on its demand that PAs 
must hold a master’s degree in order to be licensed in 
Mississippi, to mirror the requirement for NP practice. In 
a memo to the MAPA lobbyist, the MNA stated, “The 
nursing community strongly supports that a provider who 
will be practicing in the same arena, should hold to these 
same standards.” The Mississippi PAs decided not to add 
a requirement for a master’s degree because this was 
inconsistent with the national standards at the time, but 
suggested compromise language that would leave it up to 
the state medical licensure board to determine the educational 
requirements for PAs. (The state nursing regulatory board 
dictated educational requirements for NPs.) This proposal 
was rejected by the MNA.

1997: NATIONAL SUPPORT GROWS

With the start of the 1997 session, legislators proposed 
three bills that would regulate PA practice in Mississippi. 
At a press conference held at the state capitol, reporters 
heard from PAs, physicians, clinic administrators, legislators, 
and an NP, all urging Mississippi to join all other states 
and pass a PA licensing bill. The MNA was once again the 
only group in opposition. As in 1996, a hearing was held 
in a House subcommittee, and, just as in the previous year, 
no vote was taken on the PA legislation. The MNA 
opposition led to the bill once again dying in committee 
because the chair declined to call for a vote.

Even in the face of this defeat, support continued to grow. 
Throughout the remainder of the year, the list of supporters 
grew to include the Southern Governors Association, state 
medical association, state academy of family physicians, 
state primary healthcare association, state chapter of the 
American College of Emergency Physicians, National 
Association of Rural Health Clinics, National Association 
of Community Health Centers, National Rural Health 
Association, and the Southern Regional Project on Infant 
Mortality. In addition, Gov. Kirk Fordice declared October 
6, 1997, Physician Assistant Day in the state. MAPA, 
AAPA, and hundreds of individual PAs and PA supporters 
throughout the state continued with educational efforts, 
networking, and media relations work in preparation for 
the 1998 legislative session.
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1998: NURSING OPPOSITION CONTINUES

The immediate past president of the state academy of family 
practice presented compelling testimony in favor of PA 
licensure at a hearing of a state senate health subcommittee 
before the 1998 session. But once again, PA legislation died 
in a state house subcommittee due to opposition by the 
lone opposing group—the MNA. As he cast the fi rst “no” 
vote, the subcommittee chair stated, “I believe that I 
wouldn’t have any problem with either a nurse practitioner 
or a physician assistant treating me. But in the early 1990s 
we made a pact with nursing to increase training. Now the 
nurse practitioners are getting out and I believe we should 
allow them to get started. I am going to vote ‘no’ now. In 
the future I may change my vote.”4

1999: AVOIDING CONTROVERSY

1999 was an election year for state legislators in Mississippi. 
This meant legislators were generally unwilling to take up 
controversial legislation. Not surprisingly, the Public Health 
and Welfare committees in both the House and the Senate 
refused to hold hearings on the PA licensure issue, and the 
proposed bills died in committee. However, the 1999 
legislative session was successful on many fronts. Three bills 
for PA licensure were introduced—two in the House and 
one in the Senate. The 27 cosponsors represented a wide 
range of support: Democrats and Republicans, urban and 
rural legislators, and geographically diverse senators and 
representatives. 

Legislators were not the only ones supporting PAs. Due 
to educational efforts, support had grown throughout 
Mississippi. An increasing number of Mississippians 
understood the PA profession and wanted PAs added to the 
team of clinicians providing healthcare in their state. The 
issue received tremendous positive press coverage. A news 
conference held on January 18 to announce the introduction 
of the legislation for the 1999 session was covered by three 
television stations, the Associated Press, and the Clarion-
Ledger (the primary newspaper in Jackson). A Jackson 
television station ran a Saturday evening news report on PAs 
and the Biloxi newspaper ran a supportive editorial titled 
“It’s time to unlock health care denied to Mississippians.”

MAPA President Dotson was unwavering in his belief 
that a PA practice act would be passed soon. “We are 
concerned with the health of Mississippians, and we are 
persistent. We don’t believe that PAs will solve all of 
Mississippi’s health problems but if one additional child 
is immunized, if one more pregnant woman gets prenatal 
care, if one Mississippi native PA can move home to care 
for aging parents, even that will make things better,” he 
said. With these thoughts in mind, the PAs in Mississippi 
took advantage of the 1999 election year. With AAPA’s 
help, MAPA was able to form the Mississippi Physician 
Assistant Political Action Committee to increase the way 
in which PAs and their supporters were able to participate 
in the political process. In a show of support for PA licensing 

legislation in Mississippi, PAs and PA state chapters from 
across the country began sending contributions.

2000: FINALLY, SUCCESS!

The 2000 legislative session promised to be an interesting 
one. A second lobbyist was added to the team. As preparations 
for the session began, the Mississippi team again contacted 
the MNA. This time there was good news. The MNA was 
willing to sit down and talk. Once again, the master’s degree 
was the main point of contention. The MAPA negotiating 
team asked this question: Would the MNA consider language 
that would require a master’s degree sometime in the future, 
but would allow licensure of PAs meeting standard 
requirements now? The MNA representatives agreed. 
Negotiation teams from the MNA and MAPA, with input 
from AAPA’s Health Care Services Committee, began a series 
of meetings that culminated in an agreement on consensus 
language for PA licensing legislation. The MNA had 
withdrawn its long-held opposition. 

The chairmen of the Public Health and Welfare commit-
tees in both the House and the Senate offered to sponsor 
the legislation, and the bill fi nally passed without diffi culty. 
“Allowing PAs to join the Mississippi healthcare team was 
MAPA’s primary objective,” Dotson said. “PAs are needed 
in Mississippi and it looks like soon we may be able to lend 
a hand.”

On April 24, 2000, Gov. Ronnie Musgrove signed into 
law the bill that authorized PA practice in Mississippi, the 
last state to do so. This was the culmination of a 26-year 
struggle to legally recognize PAs, and soon rules and 
regulations were agreed upon and passed by the medical 
licensure board. Randolph Henderson, a graduate of 
UMMC’s short-lived PA program in 1974, received the 
fi rst license on October 2, 2000.

PROGRESS IN THE NEW MILLENNIUM

Since 2000, Mississippi PAs have enjoyed numerous clinical 
and professional opportunities as well as a strong practice 
foundation provided by the state medical licensure board. 
MAPA leadership, Hester and her team at Capitol 
Resources, and the AAPA were instrumental in forging a 
positive relationship with the medical licensure board and 
paving the way for PAs to enjoy more bureaucracy-free 
practice. MAPA has continued efforts to revise and improve 
the rules and regulations, including amendments allowing 
PAs to prescribe controlled substances as well as the 
passage of a temporary licensure law. In 2007, legislation 
was passed to include PAs among those healthcare 
providers who are granted civil immunity when providing 
emergency care, such as during the aftermath of Hurricane 
Katrina.

Also in 2007, Lee Royce, EdD, president of Mississippi 
College, and Stan Baldwin, PhD, then chairman of the 
Department of Biology at Mississippi College, set out to 
develop a new program that would fi ll a niche in the state. 



SPECIAL ARTICLE

10 The PA Profession: 50 Years and Counting | Fall 2017

 Royce and Baldwin were familiar with the PA concept, 
having come to Mississippi from other states where PAs 
were much more commonplace. After some preliminary 
research, they found that there were no training programs 
in Mississippi for PAs. Baldwin began gathering information 
for a needs assessment, and in doing so, contacted Marla 
Moore, PA-C (MS license #PA00037), and Tristen Harris, 
PA-C (MS license #PA00038), who worked together in 
otolaryngology at UMMC and happened to be president 
and president-elect, respectively, of MAPA. Over the next 
2 years, they were able to assist him in fi nding the right 
information about PA practice and workforce in Mississippi. 
Baldwin succeeded in securing signifi cant grant funding to 
provide for the new program’s start-up requirements and 
avoided the appearance of diverting funds from current 
health professional training programs.

Once the program was approved by the Mississippi 
College Board of Trustees and blessed by the various 
committees and councils, Robert Philpot, PhD, PA-C, was 
hired in 2009 to be program director and chairman of the 
new Department of Physician Assistant Studies. Philpot 
began fi lling faculty positions and Mississippi College 
began construction on a new state-of-the-art education 
facility. The team worked tirelessly over the next year to 
become provisionally accredited by the Accreditation 
Review Commission on Education for the Physician 
Assistant.

In spring 2011, the Mississippi College PA program began 
accepting applications and matriculated its fi rst class of 30 
students in May 2011. That class was graduated in December 
2013, and the program received continuing accreditation 
status in March 2014. The program now has graduated 
122 students and has a 5-year fi rst-time taker average pass 
rate of 93% on the Physician Assistant National Certifying 
Examination (PANCE). About half of the program’s 
graduates are from Mississippi and have stayed in the state 
to practice. The PA population in Mississippi has more than 
doubled since the program’s inception and its graduates are 
stepping into leadership roles in MAPA. The state medical 
licensure board has issued more than 300 PA licenses since 
the legislation was passed in 2000, and will add to that 
number with the most recent class of Mississippi College 
PA graduates in December 2016.5

One of the latest developments indicating the increasing 
integration and acceptance of PAs into the Mississippi 
medical community has been MAPA’s partnership with the 
Mississippi State Medical Association (MSMA). Working 
together on continuing education, lobbying, and regulatory 
efforts has helped to solidify physicians’ recognition of the 
important role PAs play on the medical team. MAPA and 
the Mississippi College PA program have representatives 
on the PA Advisory Task Force of the state medical licensure 
board, which reviews PA regulatory and licensure issues 
and presents recommendations for action to the medical 
board executive director. PA voices in Mississippi are being 

heard as their numbers grow and support continues to 
swell from physicians, employers, administrators, and 
other health professionals.

UMMC PA PROGRAM REUNION

On August 20, 2016, Mississippi College’s PA program 
held its fi fth white coat ceremony—this one for the Class 
of 2017. The class invited Fisher to be the guest speaker; 
it so happens that their student society is named after him 
and they learn in professional development class about his 
contributions to PAs and Mississippi in particular. Philpot 
took advantage of Fisher being in town and arranged a 
reunion of sorts. He was able to contact all but one member 
of the UMMC PA Class of 1974. They came together once 
again, in person or by videoconference, to greet each other 
and Fisher (Figure 3). They were able to share stories with 
the current Mississippi College PA students and answer 
questions about what school was like back then. Although 
progress remains to be made, it was a lovely full-circle 
afternoon and a reminder of how far PAs have come and 
will continue to go in Mississippi. JAAPA
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FIGURE 3. UMMC PA student reunion, 2016. From left, 
Mississippi College PA students Laura Burris, Kaitlyn Kiss, and 
Krystal Stewart; UMMC PA program graduates Pete Hartzog and 
Randolph Henderson; Mississippi College PA Program Director 
Bob Philpot; former UMMC PA program codirector Donald 
Fisher; UMMC PA program graduate Merrie Coburn; and 
Mississippi College PA students Joey Kotnour and Lauren Smith.
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What was the state of PA practice in Mississippi at that time?
Let’s put it this way—all of this time, I had been under the 
impression that the only state where PAs couldn’t practice 
was in New Jersey, but New Jersey was actually the only 
state that prohibited PAs from practicing by law. When I 
got back here, I discovered that Mississippi did not have 
laws that allowed PAs to practice, but had an attorney 
general’s opinion that said a physician is basically respon-
sible for anyone that works for him. That was a catchall for 
the PAs working at the time. There was no legislation or 
rules and regulations for PAs to practice in the state. I did 
not know any PAs who practiced outside of federal facilities.

What obstacles, if any, did you face in your practice?
It didn’t affect my practice at Keesler whatsoever.

How did you get involved with MAPA?
There were a couple of other PAs in the military at the base 
with me, and I found out that at that time, Mississippi 
Academy of Physician Assistants [MAPA] was a name only, 
with one PA at the base that signed his name as president 
to keep the chapter open. At that time, the group of about 
four of us decided to get together and start MAPA as a 
viable chapter with the American Academy of Physician 
Assistants [AAPA]. That was around 1990. We discovered 
a doctor, Ron Myers, MD, in the delta [rural northwest 
Mississippi] who had precepted a PA student from another 
state and he wanted to hire her, but there were no laws 
governing PA practice. He gathered some friends with 
legislative connections and contacted us to try to push 
legislation through. We were not set up or prepared yet 
for a legislative fi ght, so that particular effort went nowhere. 
But, that got the process started, and we were able to see 
what was needed to kick things into gear.

We asked AAPA for advice, thinking we could get things 
done quickly, but realized it would be an extensive process 
with lobbyists, sponsors, committees, opposition, allies, 
etc. It was not going to be done in the next legislative ses-
sion. Around 1992 or 1993, we started working with Ann 
Davis, and I had retired from the military by then, so I kept 
working with MAPA. Most people in MAPA at the time 
were military and constantly coming in and out of the 
state, so I was basically the only one here from year to year. 

In the PA program at Mississippi College in Clinton, Miss., 
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ABSTRACT

This article gives the fi rst-hand perspectives of three physi-
cian assistants (PAs) involved in the profession’s years of 
struggle to gain practice authority in Mississippi. Through a 
series of questions and answers, each PA describes his or her 
part in the historical events that made Mississippi the fi nal 
US state to regulate PAs.
Keywords: Mississippi, physician assistant, primary health-
care, PA training, medical licensure, nurses

Three PAs talk about success 
in Mississippi
Tristen A. Harris, MPAS, PA-C; Kenneth R. Butler, Jr., PhD

SPECIAL ARTICLE

Three physician assistants (PAs) who were key to 
the fi nal PA regulatory success in Mississippi were 
interviewed for this article as part of the profes-

sion’s 50th anniversary. Each describes his or her part in 
the historical events that made Mississippi the fi nal US 
state to regulate PAs.

MURL DOTSON, PA-C

In a July 15, 2016, telephone interview, 
Dotson, past president of the Mississippi 
Academy of Physician Assistants (MAPA), 
discussed how he took the lead in the fi ght 
to license PAs in Mississippi, even though 
as a PA in a federal facility, he did not need a state license 
to practice.

When did you begin practicing in Mississippi?
I got assigned to Keesler Air Force Base as a PA in 1990, 
after being assigned there as a medic in the 1970s. I had 
relocated before the PA program at University of Missis-
sippi Medical Center [UMMC] started.
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I became president of MAPA and remained so for prob-
ably 10 years.

What were some of the biggest challenges you faced in 
getting practice legislation passed?
The biggest, but not the only challenge, was the nurse 
practitioners [NPs]. Our fi rst meeting at the medical 
licensure board included their legal counsel telling us the 
only thing he remembered about PAs was one guy in the 
1970s who was writing illegal controlled medication 
prescriptions, so we had to start changing their minds. 
We started working to change their attitudes at the licen-
sure board, then started working with the members of the 
medical association. Then we worked on legislators, and 
got a few on each side to start backing us. We ran into 
trouble with the chairman of the health committee, who 
was concerned about the investment in NP training in the 
state and didn’t want to take anything away from them. 
Even when more committee members were supporting 
our cause, the bill was never introduced by the chairman. 
So we started making efforts to work with the nurses and 
help them understand our position. They had many reasons 
about why they thought we shouldn’t be practicing. Many 
of these reasons were misinformation about our education 
and training. AAPA fi nanced and helped us exhibit at 
meetings for physicians and hospitals to educate about 
PAs. I even did a debate on public broadcast with the NP 
director at the time. We didn’t have but a handful of 
members in Mississippi, so people from other states began 
joining and contributing to our efforts, which was a big 
help. The highest number of members we had was some-
where around 40, which doesn’t sound like much, but it 
helped. Eventually we set up a political action committee 
so people could donate to the cause as well.

What are some positive changes in PA practice during 
your time in Mississippi?
When we were trying to pass the law, we had to compromise 
and agree to the requirement of a master’s degree for PAs 
to get licensed, which was not common at the time. When 
we were able to do that, with current PAs grandfathered 
in if they didn’t have a master’s degree, we were able to 
fi nally pass the law. That was huge and our fi rst goal. Our 
next goal was prescriptive privileges for controlled sub-
stances, which came later, but was much easier to get done.

Is there anything else you think is important for people to 
know about the history of PAs in Mississippi?
With the new Mississippi College PA program [the state’s 
only PA program], I think the profession is going to grow 
now. We missed some chances for growth before because 
of how long the legislative process took, but the more 
people have worked with us, the more they have realized 
what we can do, that we are a part of the medical profes-
sion. I think we have great potential to grow here in this 

state. I also think it’s important that the University of 
South Alabama reached out to Mississippi residents and 
offered in-state tuition for those who wanted to become 
PAs when there was no program here. That was a big 
help and should be acknowledged.

ANN DAVIS, PA-C

Davis, AAPA’s director of state governmental affairs, was 
involv ed in the negotiations that led to the enabling legisla-
tion, and in a July 13, 2016, e-mail, recalled 
the leadership provided by the handful of 
PAs in the state during that time. Davis is 
now AAPA’s vice president of constituent 
organization outreach and advocacy.

How did you become involved in the fi ght for practice 
legislation in Mississippi?
I chaired the Academy’s state legislative subcommittee and 
then the government affairs committee during the 1980s, 
and certainly as a volunteer leader I was concerned about 
the lack of PA ability to practice in Mississippi. However, 
in June of 1993, I joined the AAPA staff as director of state 
government affairs, and then it was really my job to work 
to license PAs in Mississippi.

Who else played important roles in that fi ght?
Lots and lots of interesting, energetic, and committed 
people. The core group I worked with initially included 
Murl Dotson, John Stevenson, Randolph Henderson, Ann 
Voss, Skip Pendas, and George White. There were PAs at 
Keesler who were very instrumental in our advocacy. Many 
physicians were helpful, in particular the leadership and 
staff of the Mississippi Academy of Family Physicians. 
Robert Pugh was the executive director of the Mississippi 
Primary Health Care Association, and he was always in 
our corner. Clare Hester was our lobbyist and she was a 
stalwart advocate for us. Clare had previously worked for 
the medical society, so she had excellent contacts and took 
on our fi ght to win it.

What was the state of PA practice in Mississippi at that time?
PAs could only legally practice in federal facilities, so we 
worked with PAs in the VA, the military, and one or two 
in federal prisons. George White was a professor of pub-
lic health in Hattiesburg. It was hard—very few Missis-
sippians knew anything about PAs, so we had an uphill 
fi ght. John Stevenson worked for a private cardiothoracic 
surgery group in Jackson. I’m not sure how he did this 
legally, but his group was renowned, and I don’t think 
anyone questioned the surgeons. We had a stroke of luck 
when a medical board executive director had been a 
patient in John’s practice. He said, “I know about PAs 
because I know John Stevenson. We’ll support you.” They 
say the strongest motivator is personal experience, and 
this proved that point!
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What were the biggest challenges Mississippi faced in getting 
practice legislation passed?
Our biggest, and only—so far as we knew—opponent was 
the Mississippi Nurses Association. They opposed us at 
every turn, until, in 2000, they agreed to stand down if we 
put in a requirement for a master’s degree for all PAs enter-
ing the state to be licensed after the bill was passed. PAs 
working in the state on the date of enactment were not 
included in this requirement.

The general lack of understanding about the profession 
also worked against us, and we tried many avenues to 
educate the public about PAs. One year we held a press 
conference at the capitol—and it snowed! When it snows 
in Mississippi that is the only news. Our press conference 
received only cursory coverage.

Were there advantages to Mississippi being the last state 
to pass a PA practice law?
It’s hard to believe that there could be advantages, but 
there was at least one. Because PA practice was relatively 
well known across the country by the time the bill was 
passed in 2000, when the rules were written by the medi-
cal board they included prescriptive authority. So, although 
Mississippi was the last state for PAs to be licensed, it was 
not the last state to authorize prescribing by PAs.

Is there anything else you think is important for people to 
know about the history of PAs in Mississippi?
There were lots of heroes in this story. We failed many 
times before we were able to succeed. Murl Dotson, one 
of my personal heroes, worked tirelessly on licensure 
for PAs in Mississippi—and he didn’t need a license to 
practice at the VA. So, he worked on this project for 
many years, and never needed or received a license 
himself. Like many things in PA history, this is a story 
of perseverance. Once it was clear to the Mississippi 
Nurses Association [MNA] that we were not going to 
stop until we won, they decided that they needed to 
work with us. Once we no longer were at odds with the 
MNA, the legislature was glad to pass the bill and be 
done with it.

RANDOLPH HENDERSON, PA

On October 2, 2000, Henderson received 
the fi rst license issued by the Mississippi 
medical licensure board. In an April 28, 
2016, e-mail, he described his experience 
in the fi rst PA program (at UMMC) and 
the progress he has seen since he was granted his license.

How did you come to be a student in the PA program at 
UMMC?
During high school I worked in the medical records depart-
ment and became acquainted with numerous physicians at 
UMMC, including Dr. James Hardy, chief of surgery, who 

performed the fi rst heart transplant (monkey to human). 
In 1971, I was a student at Mississippi College and worked 
nights at UMMC as a laboratory technician. Dr. Hardy’s 
assistant informed me that UMMC was going to begin a 
PA program and encouraged me to apply. After applying 
for entry and participating in several personal interviews, 
I was notifi ed that I had been accepted into the program.

How were the PA students received by the other students 
and staff at UMMC?
Medical students and physicians were very accepting of 
the PA students. We had a good relationship. When the 
PA students began the clinical rotations, we were assigned 
duties similar to medical students and rotated at UMMC 
and the VA Medical Center. We also rotated at other 
state-run hospitals where we were supervised by UMMC 
residents. On the orthopedic rotation, we did encounter 
one physician, the chief of orthopedics, who we met with 
slight resistance. He was offended that PA students wore 
white coats and insisted that we wear colored coats on 
the orthopedic rotation. All PA students were provided 
light blue coats for the orthopedic rotation.

Why did the program close after just 2 years?
The UMMC PA program was federally funded, and money 
was allocated to different departments to train PAs. The 
surgery department had primary control of this federal 
funding. A conflict arose with the medicine department, 
as they felt that their department should be involved in 
controlling the funding. The PA program did receive 
applications for the second class and prospective students 
were inquiring as to acceptance. The PA program post-
poned sending acceptance letters several times, and the 
funding dispute continued with no resolution. Because 
the surgery department and medicine service could not 
agree on the money matters, the dean of the medical 
school abolished the PA program. This is what the grad-
uating PA class was told. Our class was in the clinical 
phase of the PA program when we learned that we would 
be the only graduating class of UMMC’s PA program. 
Next issue was getting our PA program accredited even 
though there was only one class. With much hard work 
and determination from the staff, the UMMC PA program 
received accreditation. All the students were exhilarated 
that the PA program was accredited but were also disap-
pointed that we were the only graduating class.

Where did you practice after graduation?
After graduation, I worked 7 years as a PA in a general 
medical practice located in Brandon, Miss. I then moved 
to a family medicine practice in Ridgeland, Miss., and 
remained there until 1990. In 1991, I accepted a PA posi-
tion in the psychiatry department at the G.V. “Sonny” 
Montgomery VA Medical Center [in Jackson]. I retired 
from the VA in 2012.
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What is your Mississippi license number?
PA001.

What obstacles have you faced in practicing in Mississippi?
Not having a Mississippi PA license and having to work 
under an attorney general ruling and then working under 
the Mississippi State Board of Health interpretation of 
that ruling. There were few PAs in Mississippi at the time 
I completed the PA program. Pioneering a new medical 
fi eld in Mississippi was challenging. I faced occasional 
harassment from the Mississippi State Board of Health 
approaching patients and asking them if I had collaborated 
with the physician in regard to their care. I remember one 
particular patient went to a pharmacy to have a prescrip-
tion fi lled and was approached by a representative from 
the Mississippi State Board of Health. The representative 
asked my patient, “Did Mr. Henderson sign your prescrip-
tion?” The patient answered, “No,” and was tremendously 
upset with this questioning. Needless to say, I was furious 
as I felt like the representative with the Mississippi State 
Board of Health was harassing my patient.

Do you know where your classmates ended up practicing?
Randy Bennett practiced in Mississippi and now in Florida. 
Merrie Coburn married immediately after the PA program 
and never practiced. Robert Derossette did not complete 
the PA program. Pete Hartzog, Richard Horne, and Patri-
cia Cartwright practiced in Mississippi. David Paulson 
went back to his home state to practice. Carroll Streetman 
practiced in Florida. A transfer student began the PA pro-
gram during our clinical rotation and left the state after 
graduation.

Have you seen any positive changes in PA practice during 
your time in Mississippi?
I am proud that PAs in Mississippi formed MAPA. I was 
a charter member and served on the board of directors. 
MAPA was instrumental in educating the public and lob-

bying legislators to license PAs in Mississippi. I also am 
proud to be the fi rst PA licensed in the state of Mississippi 
after graduating from the only UMMC PA class and am 
proud of the obstacles overcome.

Other positive changes include the number of PAs prac-
ticing in Mississippi and the various specialties they serve; 
PAs obtaining prescriptive privileges, including controlled 
substances; and Mississippi College opening an accredited 
PA program whose graduates have obtained positions in 
Mississippi and nationwide. Another positive change is 
that medical providers in Mississippi recognize the medical 
skills and contributions that a PA can bring to their prac-
tice and patients. Physicians, clinics, hospitals, and medi-
cal providers now actively recruit PAs nationwide to work 
in Mississippi.

Is there anything else you think is important for people to 
know about the history of PAs in Mississippi?
From 1974 to 2000, working as a PA was fi lled with many 
highs and lows. Each year, PAs and MAPA members believed 
that PA licensing would be passed by the legislature, only 
to have the bill remain in the committee and never go to 
the floor for even a vote. One person who served as a liai-
son between the legislature, MAPA, and Mississippi PAs 
and should be recognized is Ann Davis, who worked dili-
gently with local PAs, and spent months in Mississippi 
meeting with members of the Mississippi legislature and 
Clare Hester (attorney and lobbyist for MAPA). Ann was 
instrumental in getting the Mississippi PA bill out of the 
committee and up for a vote, which was subsequently 
approved and signed by Gov. Ronnie Musgrove.

It was frustrating to graduate from an accredited Mis-
sissippi PA program in 1974 and then not be licensed 
until 2000. In spite of all the highs and lows, the past 40 
years as a PA in Mississippi have been good to me. I would 
not go back and change my profession if I had the oppor-
tunity. Practicing as a PA in Mississippi has been very 
rewarding. JAAPA
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ORIGINAL RESEARCH

Research on the physician assistant (PA) profession 
is at a crossroads of development—successful as 
an innovation but unsure of new directions. The 

PA arose out of ideas that another set of skilled hands could 
improve the delivery of physician services. The evidence 
is that PAs may be functioning beyond expectations. 
Questions of how PAs function is observed through mul-
tiple approaches of research: sociological, economic, 
 historical, educational, anthropological, organizational, 
and health services research. On the occasion of the PA 

profession’s 50th anniversary, the question arises as to 
what PA research has shown the world, and where it might 
be heading.

When the PA profession fi rst developed, little was known 
about this vocation. After PAs gained initial credibility, 
historical documents emerged suggesting that prototype 
PAs were abundant in the world with different names, 
origins, and functions. As of 2017, PAs are found in a 
number of countries and their documentation is slowly 
accumulating.1

This study is an attempt to offer some context of PA-
focused research spanning the fi rst half-century of the 
profession and how various investigations may have con-
tributed to the understanding of what PAs are and what 
they do. A bibliographical search on the literature found 
more than 6,000 titles specifi c to PAs or health profession-
als comparable to PAs. This fi eld was narrowed to about 
700 studies that contributed to advancing the benefi ts of 
PAs to the societies they occupy. Three eras emerged natu-
rally that tend to illustrate the marked evolution of research 
(Table 1).

THE EARLY YEARS: 1960S TO EARLY 1980S

The early years of PA research are characterized by defi n-
ing a construct (that is, PAs) more than providing evidence. 
Early writers theorized whether there should be PAs, 
identifying that such an assistant was needed, and suggest-
ing various names, even before there were US PAs.2 The 
notion of using health practitioners who were not physi-
cians to provide medical services was not new. Amos 
Johnson, MD, a solo practitioner in Garland, N.C., had 
an assistant, Henry Lee “Buddy” Treadwell, whom he 
trained and occasionally left alone to manage his medical 
practice.3 (See PA prototype—the legacy of Buddy Treadwell 
in the March issue of JAAPA.) Other PA prototypes included 
the assistant medical offi cer in Micronesia, Fiji, and Papua, 
New Guinea; the apothecary in Ceylon; the public health 
worker in Ethiopia; the clinical assistant in Kenya; the 
barefoot doctor in China; the practicante in Puerto Rico; 
the rural nurse in Cuba; the offi cier de santé in France; and 
the feldsher in Eastern Europe. All had been clinicians in 
use before the contemporary PA emerged (Table 2). In the 
United States, one proposal was the term assistant medical 
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ABSTRACT

Physician assistant (PA)-focused research arose in response 
to the idea that an assistant to the busy physician could 
improve healthcare delivery. The process of answering ques-
tions about the profession has involved multiple approaches 
and various scholarly disciplines. In the course of this 
undertaking, what emerged were three stages of examina-
tion of PA behavior. The bibliographic span from this period 
contains about 2,400 studies that advance some notion of 
PA benefi t to society. On the 50th anniversary of the PA 
profession, a question arises as to what research has shown. 
The answer is that PAs are providing care at signifi cant 
levels of quality and quantity and their presence is enrich-
ing many challenges in healthcare delivery. In an era where 
demand for medical services is outstripping supply, the good 
idea born in the 1960s is emerging as a medical innovation 
domestically and globally.
Keywords: PA, physician assistant, healthcare delivery, 
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offi cer to describe a type of healthcare worker almost 
identical to today’s PA.4,5

PAs were introduced in the United States in the mid-
1960s.6 That three prominent academic physicians intro-
duced the US PA almost simultaneously and equidistant 
across the continent in three highly respected academic 
medical centers is curious, yet there is no evidence they 
knew each other.7 This historical event occurred initially 
at Duke University in Durham, N.C. From the onset, inter-
est in PA activity was almost immediate, both to satisfy 
that PAs could be what the early creators envisioned, and 
to capture what many thought was a historical achieve-
ment.8-17 In the same decade, Henry Silver, MD, and Loretta 
Ford, RN, introduced the child health associate in Colorado 
and Richard A. Smith, MD, MPH, the MEDEX health 
professional in Washington State.18,19 A handful of colleges 
and universities soon followed with their own PA programs. 
Interestingly, these programs never aligned with each 
other.20,21 But, as each program developed, they produced 
research documents that serve to anchor the history.22-29

A great deal of health services research was performed 
during the 1970s and 1980s examining the effect of intro-
ducing PAs into medical practices. Sometimes these were 
case control studies and sometimes the investigators com-
pared the productivity of small practices before and after 
introducing a PA.30 The Bureau of Health Professions in 
the Department of Health, Education, and Welfare (now 
the Department of Health and Human Services) underwrote 
much of this research. After a decade, more than 60 research 
publications revealed that PAs were well accepted, safe, 
and effective practitioners in medical care delivery. Studies 
also showed that patient acceptance of the PA role was 
high and that most PAs worked in general medical care 
practices in medically needy areas.31-36

Many of the seminal evaluations of PA use were per-
formed in ambulatory care practices and in health main-
tenance organizations (HMOs). In such settings, PA 
clinical performance was impressive. Their productivity 
(number of patient visits) approached and sometimes 
exceeded that of family medicine physicians. PA productiv-
ity rates in a large group model HMO showed that the 
physician/PA substitutability ratio, a measure of overall 
clinical effi ciency, was 76%.31,37,38 A review of the literature 
examining the issue of delegation in the 1970s identifi ed 
10 studies that used offi ce visits as an output measure 
(Table 3). In the aggregate, the range of delegation (also 
known as task transfer) was broad, 6% to 99%, with 
considerable overlap even within a single setting or time 
of observation.31-36,38,39

By the end of the fi rst decade of PA implementation, 
experience and empirical research indicated that US med-
icine’s adoption of PAs had been generally positive. PAs 
were responsive to the public and the medical mandate to 
work in generalist and specialist care roles in medically 
underserved areas. They were gaining recognition as being 
competent, effective, and clinically versatile healthcare 
providers after major health research studies revealed their 
clinical effectiveness.40 Research began to appear on PAs, 
their behaviors, and their comparisons to physicians. 
Experiments involving hypotheses and manipulation of 
variables began to drive the research. The critics became 
fewer in number.

Questions of economy and value have been paramount 
to the profession: Are PAs cost-effective? Do they provide 
high-quality care? Many of the fi ndings undertaken in the 
early days of the PA profession were intended to answer 
those questions.40 Out of this and other work came reports 
that PAs are competent, provide physician-comparable 

TABLE 1. Historical research eras in the PA profession

Era Profession’s maturation stage Types of research conducted

Early years: 1960s-1980s Infancy—the profession was emerging and 

becoming established

•  Small descriptive studies of local educational and 

practice settings

•  Opinion pieces

•  Sociological papers

Retrenchment and 
 diversifi cation years: 
1980s-2005

Established and growing—the profession 

was recognized in federal and state policy 

documents. As the US PA version was ex-

panding in size, it became clear PAs were 

practicing in a diverse number of medical 

and surgical settings.

•  Census surveys of practicing PAs

•  PAEA Annual Report

•  Single program outcomes and educational surveys

•  State and national descriptive surveys of PA prac-

tice by individual PA researchers

•  Early descriptive data mining research

Current: 2005-present Maturity—the profession is a recognized 

contributor to the healthcare workforce 

across almost all practice settings.

Evidence of PA use and value comes from 

Canada, United Kingdom, Australia, the 

Netherlands, and others, lending credibil-

ity of a PA global movement.

•  The description and outcomes of team-based care 

models including PAs

•  Clinical role delineation research

•  Research of outcomes associated with PA care 

delivery

•  Evaluations of the supply vs. demand for PAs

•  Economic value of PA use
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healthcare services at lower cost, and in some instances 
are superior to physicians in some areas of quality.41 
Although PA cost-effectiveness in this early period was 
never considered conclusive in all clinical practice settings, 
substantial empirical research confi rmed that PAs are 
cost-effective in most settings.42-44 The most signifi cant 
statement about this era is that it is highly unlikely PAs 
would have been employed if they were not cost-effective.

Evidence indicates that the organizational setting is 
closely related to the productivity and possible cost 
benefits of PA use. Scheffler documented that PAs 
employed in institutional settings were more productive 
than those in private practice and saw more patients in 
the same period of time.45 Record’s seminal work noted 
correlations among productivity, delegation of tasks, 
and organizational size; she and her collaborators pro-
posed that personnel economies of scale and cost savings 
incentives were the likely explanations for their observa-
tions in HMOs.37 By 1980, Record had predicted that 
PAs could skillfully assume at least 84% of all ambula-
tory medical care services in the United States; her fi nd-
ings were published in the book Staffi ng Primary Care 
in the 1990s.37

RETRENCHMENT AND DIVERSIFICATION: 

1980S TO 2005

By the late 1970s, the profession was reaching a point of 
stabilization around the advocated concept of a primary 
care model and a minimum of training defi ned by accred-
itation standards that were sponsored by the American 
Medical Association.46 Just when PA development was 
underway, an infl uential event occurred—the 1980 release 
of the Graduate Medical Education National Advisory 
Committee (GMENAC) report predicted physician sur-
pluses, which resulted in a substantial retrenchment in the 
training of all health professionals.47,48 The healthcare 
workforce cutback was so extreme that it was not unusual 
to hear discussions as to whether PAs would be necessary. 
Following the release of the GMENAC report and until 
the early 1990s, PA program enrollment was fl at, graduat-
ing about 1,200 PAs annually, and only a few new PA 
programs were established.49,50

This phase of PA research concentrated on describing 
the spread of the profession into other specialties, its activ-
ity throughout the healthcare workforce, its educational 
processes, and its use. As an extension of the early research 
that documented the role, value, and acceptance of PAs in 

TABLE 2. Types of health professionals in various countries

Name Country of practice Period of practice

Offi cier de santé108 France 1803-1892

Feldsher109,110 Former Soviet Union 1600s-present

Midwife Universal >10,000 BCE-present

Nurse midwife111 Europe, North America, other 1900-present

Community health aide112 Alaska, other 1940-present

Barefoot doctor113 China 1966-2005

PA1 More than 15 countries 1965-present

NP114 More than 15 countries 1965-present

Apothecary5 Ceylon unknown

Burmese medic115 Burma

Papua New Guinea health extension offi cer116 Papua New Guinea

Practicante117 Puerto Rico

Behdar5 Iran

Clinical assistant5 Kenya

Assistant medical offi cer118 Oceania Unknown-present

Community health technicians119 Columbia & Mexico

MEDEX120 Guyana, Micronesia

Surgically trained assistant medical offi cers (tecnicos 
de cirurgia)121

Mozambique Unknown-present

Various named health professionals such as médecin 
africain, dresser, assistant medical offi cer, rural health 
technician122-125

Various countries Unknown to present
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a variety of clinical settings, PA educators, researchers, 
and supporting organizations turned to the task of describ-
ing the profession and its educational system. During this 
period, many of the early studies on PA acceptance were 
small-scale local projects. The defi ning characteristic of 
this phase was the success in establishing generalizable 
large-scale surveys of a national scope that were performed 
regularly, thus documenting the profession and its changes 
over time.

When the First Annual Report on Physician Assistant 
Educational Programs in the United States, 1984-85, was 
published by the Association of Physician Assistant Pro-
grams (APAP), it was the initial detailed description of the 
education landscape.50 Later, a summary of the report was 
published in the Journal of Medical Education.51 With 
minor revisions, a Report on Physician Assistant Educa-
tional Programs in the United States has been undertaken 
annually, creating a rich trove of trend data for scholars 
and educators.51,52

Although the annual census of PAs could be estimated 
from those who passed the Physician Assistant National 
Certifying Exam (PANCE), researchers had no way to 
determine how many of those PAs were in clinical practice 
or what they did. The fi rst effort to collect data on this 
population was the 1981 publication of the 1978 APAP 
national survey of PAs undertaken by Henry Perry.53 In 
1990, the American Academy of PAs (AAPA) piloted its 
fi rst national survey of all PAs, administered to AAPA 
members from 1991 through 1994. Beginning in 1995, 
the AAPA Census was mailed to all individuals eligible to 
practice as PAs, and summary results of these data from 
1996 onward are publically available.54

In this post-GMENAC retrenchment phase, a 1986 
publication from Congress’ Offi ce of Technology Assess-
ment (OTA) concluded that the contributions of PAs, NPs, 
and certifi ed nurse-midwives (CNMs) were competent and 
substantial, and recommended that the professions be 
expanded by providing funding for their services.41 Although 
perhaps overly optimistic in its conclusions, the OTA report 
was welcome news to a profession that had been experi-
encing relatively stagnant growth and worrying if it was 
irrelevant.55 Additionally, data published from a large 
HMO in 1986 again validated positive physician attitudes 
about PAs (Figure 1).56

PA educators performed studies to address specifi c 
questions important to the profession’s viability. Denis 
Oliver and Reginald Carter analyzed the 1981 APAP 
national survey of PAs, and published articles describing 
PA salaries and documenting discrepancies in PA salaries 
by sex.57-59 At the time, PA educators were collecting 
students’ experiences following graduation, which anec-
dotally described the contribution of PAs to the healthcare 
delivery system.53 This was self-serving evidence that the 
educational processes were appropriate.19,60 Some research 
was published addressing specifi c questions of educational 
effectiveness, but typically these efforts were one-program 
studies with limited generalizability. One survey studied 
the attitudes of supervising physicians, physicians in fam-
ily practice residency training, and sophomore medical 
students about the need for PAs, the quality of PA train-
ing, and the specifi c services each of these groups felt 
could be best provided by a PA; another compared the 
performance of medical students and PA students in 
interdisciplinary courses.61

TABLE 3. Delegation of offi ce visits to PAs: Summary of observations from 1971 to 1978

Reference Study period Setting Patients Method of triage Level of delegation

Record and 
Greenlick31

1971-73 HMO 200,000 health plan enrollees 

in the Pacifi c Northwest

By receptionist 79%

Record and 
colleagues39

1972 HMO 200,000 health plan enrollees 

in the Pacifi c Northwest

By receptionist 83%

Pondy, Jones, and 
Braun32

1972 HMO group, 

solo (two), 

institution

Unknown Not described 81% HMO, 36% 

group, 39% solo, 

24% solo

Miles and Rushing33 1971-74 Solo 27,000 in rural Appalachia N/A 33%

Henry34 1971-72 Satellite/

independent

3,500 in rural Florida All patients seen 

by PA

80%

Riess and 
Lawrence35

1974 Satellite/

independent

5,300 in the rural Pacifi c 

Northwest

All patients seen 

by PA

90%

Watkins 
(unpublished data)

1977 ED 200,000 health plan 

members

Triaged appropriate 

patients to PA

45%

Ekwo and 
colleagues36

1977-78 Solo, group, 

and satellite

19 Iowa family practices By receptionist and 

independent

87%, 87% 

(satellite) 

Weiner, Steinwachs, 
and Williamson38

1975 Three HMOs More than 300,000 health 

plan members

Varied by health 

plan

47%, 15%, 6%
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Starting in the mid-1990s, the number of PA 
programs and the number of students enrolled 
and graduated increased dramatically. This was 
at fi rst in response to increasing demand for PAs 
due to early healthcare reforms and the emer-
gence of the managed care funding model that 
readily employed PAs. Later the demand was in 
response to restrictions on medical resident work 
hours and the need to back fi ll house offi cer 
(resident) shortages with PAs.62 PA educational 
programs also began a rapid transformation 
from conferring a certifi cate or undergraduate 
degree to the graduate level award of a master’s 
degree. The resulting large infl ux of graduating cohorts 
possessing an entry-level master’s degree changed the size 
and demographics of the profession in a relatively short 
time. However, despite this transformation and a substan-
tial increase in the number of PAs and PA faculty with 
graduate degrees, the proportion of PA faculty who have 
performed any scholarly activity has remained constant at 
about one-third.63,64 PANCE scores, the only easily obtain-
able outcome measurement all US PA graduates have in 
common, have been studied by many to determine whether 
program characteristics or student characteristics affect 
scores or pass rates. McDowell and colleagues studied the 
correlation between PANCE scores and program variables.65 
Hooker and colleagues investigated a 5-year aggregate of 
PANCE scores for correlation of performance to indi-
vidual or program characteristics, and Asprey and col-
leagues looked at three PANCE cohorts 5 years apart to 
see whether changes in program characteristics, individual 
characteristics, or the granting of a master’s degree were 
correlated with PANCE scores or pass rates.66-68

Until 2000, most PAs had practiced in outpatient set-
tings, as PAs were not commonly used in hospitals. This 
was due to a general lack of reimbursement for inpatient 
PA services. The exception was in postgraduate education 
programs where PAs were often used as house offi cers.69 
The passage of HR 2015, the Balanced Budget Act of 
1997, provided payment for PA (as well as NP and CNM) 
services at 85% of the physician rate in all settings.70 This 
created a funding stream for inpatient PA practice, result-
ing in increasing opportunities in medical specialties. New 
PA graduates choosing primary care jobs fell from 62% 
in 1996 to 34% in 2003, perhaps due in part to this new 
revenue stream for specialty practices.70 The increased 
number of new PA graduates expanding throughout the 
healthcare delivery system, estimated to total 4,475 in 
2004, also raised concern about the effect of PAs on 
medical liability and malpractice litigation.71,72 Several 
studies were published that documented that the legal risk 
of using PAs was relatively low.73,74 However, as PAs 
increased in number and populated a greater proportion 
of healthcare delivery clinicians, the remaining unanswered 
question at the start of the new millennium was an old 

familiar one: What fi nancial value do PAs contribute to 
the healthcare team?

CONTRIBUTION TO HEALTH SERVICES: 2005 TO 

PRESENT

For many, the work to date had provided convincing evi-
dence that the PA model was changing the environment 
of medicine. PAs were seen as an innovation in medical 
care delivery where shortages in underserved populations 
could be readily addressed.75 Perhaps there were simply 
enough PAs in the workforce to expose suffi cient numbers 
of patients to a positive experience. With time, perhaps a 
critical mass effect was reached, making it clear that the 
profession was a permanent part of the healthcare land-
scape. Or perhaps PAs had entered a new era in healthcare 
delivery that medicine was a shared occupation. At the 
same time, the cost of healthcare was rising at an unsus-
tainable rate in the United States and something was needed 
to address this problem.76 Despite outspending all other 
countries, the United States had care that was not as good 
as that in comparable nations.77 With the aging US popu-
lation and increases in the prevalence of chronic illnesses, 
policy makers had serious concerns about the health of 
the healthcare system.78 Managed care had ended, and 
policy makers were debating how to redesign a system to 
address these trends. More people needed access to care, 
quality needed to improve, and costs needed to go down—
thus the Triple Aim was born.76 With these goals in mind, 
health delivery being restructured, and projected physician 
shortages, team-based care was the phrase on everyone’s 
lips. Likely it was a combination of those infl uences, but 
many sounded the call for greater reliance on PAs.79-82

This call for greater reliance of PAs in team-based care 
delivery moved past the policy question that asked whether 
US healthcare should include PAs. A new era of research 
questions began, asking how PAs should be best used. This 
new era of research can be categorized as
• clinical role delineation, particularly in a team setting
• outcomes associated with PA care delivery
• evaluations of the supply versus demand for PAs.

Multiple specialties in internal medicine and surgery 
developed team models that used PAs to address specifi c 

FIGURE 1. Comparison of physician attitudes toward use of NPs and PAs56
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delivery issues. In an attempt to shorten ED length of stay, 
one urban medical center developed a discharge facilitator 
team with a physician, PA, and nurse to identify low-
acuity patients who could be rapidly treated, resulting in 
a 35% shorter length of stay.83 To reduce 30-day readmis-
sion rates, another group found signifi cant improvement 
using a PA home care program for patients recovering from 
cardiac surgery.84 A study at an academic cancer center 
described the development of a PA in infectious diseases to 
work on a multidisciplinary cancer team.85 Another evalu-
ated the effect of including PAs or NPs in cardiology clinics. 
This study found that clinics with two or more PAs or NPs 
did at least as good, if not better at delivering guideline-
recommended heart failure care than did physician-only 
clinics.86 At the same time, some studies did not provide 
suffi cient information about the team design to allow for 
replication of the model. In particular, it was often unclear 
if the PA was strictly dedicated to the tasks described, or if 
part of the position included other clinical duties.

At the same time, PA role delineation studies were under-
taken in a variety of specialties. For example, a study using 
the American Academy of Dermatology practice profi le 
survey in 2006 identifi ed that the 29% of participating 
practices employed PAs (23%) or NPs (10%), or both 
(6%) with most clinics using PAs or NPs to see medical 
dermatology patients while the physician was engaged in 
surgical and cosmetic dermatology.87 A case study of PAs 
and NPs in pediatric neurosurgery qualitatively described 
clinical, quality improvement, research, and teaching 
activities as well as scope of practice.88 Multiple studies 
involved surveying PAs in a given specialty to determine 
which clinical activities were performed.89-92 Other studies 
used large national data sets, such as the National Hospi-
tal Ambulatory Medical Care Survey, to identify types of 
services provided by PAs and NPs.93

One of the comprehensive role delineation analyses was 
a national, mixed-methods study of PAs in rheumatology. 
The study found that these specialized PAs worked in a 
range of practice types, treated a full range of rheumatol-
ogy conditions, performed a variety of services, and often 
participated in research.94 Given the expansion of PAs into 
specialties, role delineation studies are critical and surpris-
ingly absent from the literature. To understand the role of 
a PA in a given setting is to outline the range of tasks and 
competencies. More importantly, roles are defi ned by the 
division of labor between a PA and the other clinicians on 
the immediate team. Only one study to date has described 
roles, in primary care, in this manner.95

The number of studies evaluating the outcomes associ-
ated with PA practice is growing and more critical questions 
are emerging. Quality of care continues to be evaluated in 
various specialties and settings. Several studies demonstrated 
that enjoining PAs on hospitalists’ services resulted in 
quality outcomes (such as length of stay, inpatient mortal-
ity, rehospitalization rates, and cost of service) that were 

at least as good as or better than teams including physician 
residents.96-98 Critical care studies also demonstrated that 
patients on services with PAs had similar mortality as 
patients on services with house offi cers.99 A particularly 
notable study demonstrated that PAs, NPs, and physicians 
provide similar amounts of low-value health services.100 
Cost and effi ciency studies are remarkable in consistently 
showing value added when a PA is introduced to the service. 
One Medicare study of patients who saw PAs for a large 
portion of their offi ce visits had fewer visits per year, sug-
gesting that PAs are less likely to refer than physicians.101 
Several studies suggested that PAs could help healthcare 
organizations achieve cost savings.102,103 However, even 
within a specialty, PAs can perform a variety of roles that 
improve the throughput of patient care.104 Only one study 
compared the effectiveness of different roles in a specialty 
or setting.105

Quality of care and patterns of practice are emerging as 
important linked services when patient level outcomes and 
service use is examined. When undertaken in primary care 
settings just in this decade, the indicators are statistically 
indistinguishable from physicians and in some instances 
better.106

THE FUTURE

The PA profession continues to evolve, resulting in a greater 
need for research to improve understanding of how PAs 
fi t into the healthcare landscape. Are they valued due to 
their reduced labor cost or is there some synergy effect that 
improves with team-based care? To address the growing 
array of societal questions, one strategy is for the profes-
sion to develop academically, and specifi cally develop a 
suffi cient cadre of skilled researchers.107 Understanding the 
effects of PAs on any healthcare system requires measure-
ment, development, team-based role defi nitions, and out-
comes research. Better measures can be developed for 
concepts key to PA practice including autonomy and 
interdependence. Roles, in all medical and surgical special-
ties, need to be conceptually and operationally defi ned in 
relation to other team member roles, and evaluated on the 
organization and patient levels. Finally, studies must eval-
uate a variety of roles and multiple key outcomes simul-
taneously and longitudinally to truly understand how 
PA practice affects patients, providers, and organizations. 
Such studies require signifi cant resources and advanced 
methodologies—which means if PAs want to study them-
selves, they will need research training and mentorship.

CONCLUSION

In the fi rst half-century, research about PAs has refl ected 
the context of the country. The profession was born in 
the 1960s, a complex time in US history when many 
people believed that social problems could be solved with 
enough effort and talent, and that in the end healthcare 
would be advanced. Such pursuit of social engineering 
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created the PA profession and pushed it forward. Scientists 
examining many aspects of the nascent PA profession in 
the fi rst era concluded that PAs were useful. The second 
era determined that PAs served society well. Entering the 
new millennium, the outcomes and contributions of the 
previous eras functioned as foundations for more refi ned 
and granular examination. The past generates the general 
direction but the scholars arising from within and outside 
the profession defi ne where the profession is heading in 
terms of usefulness. In the next era, the focus needs to be 
on role delineation research in a wide range of specialties, 
critical team and organizational research, education 
processes, and outcomes of care including access, quality 
and cost of care, and workforce supply and demand. PA 
scholars are needed to be key players in asking and 
answering these questions. To do so requires the profes-
sion to invest in developing researchers. The future of PA 
research will be what the PA profession, collectively, 
makes it. JAAPA
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In 1992, New Jersey became the next-to-the-last state 
to license physician assistants (PAs), nearly 30 years 
after the fi rst PA students began training in the United 

States.1 The New Jersey PA licensing story is noteworthy—
or notorious—because it took so long and had so many 
hurdles. The experiences in New Jersey are relevant today, 
especially for countries, states, and provinces working 
toward developing the PA profession. What happened in 
New Jersey is a vivid example of the slow pace of social 
change and the important roles that tenacity and social 
networks play in implementing dramatic social change. By 
2015, New Jersey had 2,267 certifi ed PAs.2

GRASSROOTS: PRE-AAPA CHAPTERHOOD AND 

LICENSURE

The PA movement in New Jersey was started by Prentiss 
Harrison, a 1968 graduate of Duke’s PA program and a 
former military corpsman.3,4 After working for a time at 
Duke University Hospital, he went to work in the student 
health service at Princeton University.2 He had been work-
ing at Princeton for about 5 years when a nurse complained 

to the New Jersey Board of Medical Examiners that 
 Harrison was practicing medicine without a license. The 
board forced Princeton to let Prentiss go in 1974 to avoid 
a lawsuit. (Telephone interview with Manuel A. Maldonado, 
PA-C, September 29, 2015.)

Another former Navy corpsman, Manuel Maldonado, 
PA-C, fi nished PA studies at the Public Service Hospital 
Program in Staten Island, N.Y., in 1974 and worked under 
the radar for 15 years with cardiothoracic surgeons in 
Trenton, N.J. (Telephone interview with Manuel A. Mal-
donado, PA-C, September 29, 2015.) Maldonado worked 
as a PA until it was noted that he also was “practicing 
medicine without a license.” He moved out of New Jersey 
to continue PA practice in Pennsylvania.

A coauthor of this paper, Maryann Ramos, was a pre-PA 
student in biology at Rutgers/Livingston College in the 
early 1970s. Because the Rutgers PA program was unable 
to move ahead, Ramos was referred to the PA program at 
Touro College in Brooklyn, N.Y., by W. Robert Jenkins, 
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PhD, chair of Rutgers’ biology department. Ramos was 
accepted into Touro’s inaugural PA program, graduating 
in 1974. She moved from her fi rst job at the Brooklyn 
Veterans Affairs Medical Center (VAMC) to the Lyons 
VAMC in Lyons, N.J., in 1975.5 (Because VAMCs accepted 
any state license, Ramos’ New York license let her practice 
in at the VAMC in New Jersey.) Ramos was the fi rst PA at 
both VAMCs, and during her 10 years at Lyons worked 
in several acute and chronic care areas. She was the chief 
PA preceptor for Lyons’ PA rotations in medicine, neurol-
ogy, and psychiatry. PA programs sending students to Lyons 
included Rutgers University; its PA program at the time 
was located in a trailer on the Robert Wood Johnson 
Medical School campus in Piscataway, N.J.

As a PA working in the federal system, and having worked 
in New York State where PAs were licensed, Ramos saw 
a need for PAs to work together to change the perceptions 
about PAs from negative to positive. The Medical Society 
of New Jersey had lobbied against PAs.6 Ramos organized 
the New Jersey State Society of Physician Assistants 
(NJSSPA) along with Maldonado; Joyce Elfenbein, PA-C, 
another Touro PA graduate; and other PAs attempting to 
work in New Jersey.7 The newly founded board listed 
Ramos as president, Elfenbein as secretary, and Maldonado 
as treasurer.

NJSSPA also enlisted the aid of New Jersey native William 
Kohlhepp, a student in the Rutgers PA program, to drum 
up grassroots interest.8 Kohlhepp, the student representative 
on the NJSSPA board, actively promoted the profession 
and was helpful in gaining student support and fi nally 
legislation in New Jersey. During the time he was a student, 
Kohlhepp gave numerous talks at local service clubs, such 
as the Rotary and the Elks. In October 1978, while still a 
PA student, he testifi ed in support of PA legislation before 

the New Jersey State Assembly’s Institutions, Health, and 
Welfare Committee, setting the stage for his future in mul-
tiple PA leadership roles. Kohlhepp’s efforts with his home 
state continued well after he left New Jersey. He was prac-
ticing in Connecticut when he chartered a bus and organized 
the Connecticut contingent that participated in the 1989 
“March on Trenton” in support of PA licensure legislation.

Kohlhepp remembered that his grandmother was dis-
mayed that he had to leave New Jersey to secure PA 
employment. (E-mail and telephone interview with William 
Kohlhepp, October 2, 2015.) Coauthor Ellen Mandel 
recalls applying to the Rutgers PA program in December 
1991, explaining to her husband that she might not be 
able to work in New Jersey upon graduation. However, 
within several weeks of mailing her application, licensure 
was implemented.

THE RUTGERS PROGRAM

Key players in forming the Rutgers PA program included 
Jenkins (Figure 1), who had been a Navy corpsman (1945-
47) in the enlisted ranks. (Interview with W. Robert 
Jenkins, PhD, September 30, 2015.) After completing his 
service, he studied under the GI Bill and received a bach-
elor’s in biology and a doctorate in biology from the 
College of William and Mary in 1959. Upon receiving his 
doctorate, Jenkins was recruited to expand the biology 
department at Rutgers’ Livingston College. After he heard 
about the beginnings of a PA program at Duke University, 
and thinking it a “sound idea,” Jenkins traveled to Duke 
and met personally with Eugene Stead, with the goal of 
creating a similar PA route at Rutgers for former medics. 
Inspired by his conversations with Stead, Jenkins wrote a 
proposal for the PA area of study, hoping to start a program 
in 1968.

This proposal moved through administrative channels, 
and ultimately gained support from Dr. Stanley Bergen, 
the president of the College of Medicine and Dentistry of 
New Jersey. (Telephone interview with Stanley Bergen, 
MD, September 9, 2015.) Despite this high-level support, 
Jenkins was prevented from starting the program until 
1975. Initially, there was so much vocal opposition against 
the profession in Trenton, the Rutgers’ Board of Governors 
withheld its approval. Jenkins continued to work closely 
with Bergen, who was an outspoken proponent for PAs, 
and willing to fi ght the entrenched New Jersey physicians 
to get a PA program started at Rutgers. Bergen called 
Jenkins “the father of PA education in New Jersey.” (Tele-
phone interview with Stanley Bergen, MD, September 9, 
2015.)

Jenkins was in good company because Bergen also had 
independent awareness of the PA concept from Stead 
himself. Bergen, founding president of the College (now 
University) of Medicine and Dentistry of New Jersey 
(UMDNJ), served in the Army, initially in the infantry and 
later as an Army physician and offi cer. He shared Stead’s 

FIGURE 2. David Mittman, PA, DFAAPA, speaks during the 
March on Trenton in October 1989.
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vision and sought him out to discuss 
uses of this new type of provider. 
Following that conversation, Bergen 
suggested to the UMDNJ board of 
governors that a school for PAs be 
developed in New Jersey. Unfortu-
nately, Bergen said, “there was an 
element of the NJ Medical Society 
that was staunchly opposed to the 
idea. They refused to see that utiliz-
ing PAs would increase their abil-
ity to deliver healthcare to their 
patients.” (Telephone interview with 
Stanley Bergen, MD, September 9, 
2015.) Bergen felt strongly that the 
physicians with whom he spoke who 
said that PAs would deliver “second-
class medicine” could be convinced 
otherwise through perseverance. He 
continued to promote the PA con-
cept, stressing how other states were 
successfully using them. His slogan was slow and steady 
wins the race. He was discouraged but kept working to 
reduce the opposition. Bergen was delighted when the 
Rutgers Board of Governors fi nally approved the start of 
a PA program in 1975, even before the legislators approved 
PA use in the state. He, of course, also celebrated the 
moment when the law fi nally passed. Bergen said, “at my 
retirement ceremony in 1998, I remember a physician who 
strongly opposed the PA movement in New Jersey coming 
up to me. He sent me a letter stating that ‘you were right 
about PAs and I was wrong!’ It did my heart good. And 
recently I saw a news story about a plane fi re in Las Vegas 
and there were PAs helping the passengers. That also did 
my heart good!” (Telephone interview with Stanley Bergen, 
MD, September 9, 2015.)

The fi rst NJ PA program was launched in 1975, gradu-
ating their fi rst class in 1978. Before 1975, students could 
only complete their didactic phase of study at Rutgers, 
completing clinical rotations at the Public Health Service 
Hospital in Staten Island, N.Y. Jenkins said this situation 
lasted 3 or 4 years until students could fi nally receive 
hands-on medical and surgical training in New Jersey-
based rotations. (Interview with W. Robert Jenkins, PhD, 
September 30, 2015.)

NJ BECOMES AN AAPA CONSTITUENT CHAPTER

Moving back to New Jersey in late 1975, Ramos worked 
at the VAMC, established herself in the 1,100-bed medical 
center, and taught PA students. NJSSPA was approved as 
an AAPA constituent chapter in 1976. Then the long road 
to licensure was begun. The newly chartered NJSSPA 
requested lobbying funds from AAPA in hopes of changing 
legislators’ minds about using PAs. Lobbying money was 
awarded and NJSSPA hired a Trenton lobbyist to educate 

legislators. NJSSPA also started a countrywide letter-
writing campaign in the PA Journal: “Everyone Knows 
Someone in New Jersey.”

OTHER KEY PLAYERS IN THE LICENSURE EFFORT

In 1985, Kevin P. Walsh, PA-C, a 1978 Rutgers PA program 
graduate, assumed the NJSSPA reins as president, and Ruth 
Fixelle, PA-C, became vice president. (Interview with Kevin 
P. Walsh, PA-C, October 21, 2015.) Walsh had fi rst heard 
about the PA concept from Ramos during a health fair 
held on Rutgers’ Livingston Campus, adding his name to 
a list of interested prospective students. He was notifi ed 
in 1975 that he could apply to this new program, and was 
interviewed by the biology department chair (Jenkins); 
Conrad Herr, MD, who subsequently became medical 
director; and Laura Nelson, EdD, a university grant writer 
for programs. Walsh and Fixelle joined 13 other students 
in the second Rutgers PA class. Fixelle joined the Rutgers 
PA program faculty in 1978 and became program director 
in 1981. After Walsh completed the program in 1978, he 
found a position in New York. Later, Fixelle worked with 
Walsh to notify him about NJ health committee meetings 
to support the role of the PA. (Interview with Kevin P. 
Walsh, PA, October 21, 2015.)

DEAL-MAKING: PHYSICIANS, NURSES, AND LEGISLATORS

The PA licensing bill faced strong opposition from several 
factions, and in 1989, David Mittman, PA, DFAAPA, then 
publisher of Physician Assistant and now an AAPA board 
member-at-large, decided to begin a strong push for licen-
sure in Trenton, the state capital. The October 1989 “March 
on Trenton” brought PAs from around the region and 
around the country to Trenton, focusing attention on the 
state’s lack of enabling legislation (Figures 2 and 3). With 

FIGURE 3. PAs march in Trenton in October 1989.

©
 P

A
 H

IS
T
O

R
Y
 S

O
C

IE
T
Y



SPECIAL ARTICLE

www.JAAPA.com • www.JPAE.pub 27

the support of the AAPA, PA leaders, and other groups, 
more than 300 PAs joined the march, parading and rally-
ing on the steps of the statehouse.6 Paul Lombardo, AAPA 
president and director of New York’s Stony Brook PA 
program, encouraged others to attend and hired a bus to 
take Stony Brook students to participate in the march. 
Mittman was later honored by NJSSPA, and the state PA 
chapter in New York.

A newspaper article noted that 300 participants were on 
hand calling for New Jersey to permit PA practice.9 “New 
Jersey is the only state in the nation that prohibits physician 
assistants from practicing. The demand for physician 
assistants is at an all-time high, said Paul Lombardo, 
president of the American Academy of Physician Assis-
tants.” (In fact Mississippi was the last state to allow PA 
practice, in 2000.) “Dr. Stanley S. Bergen, president of the 
University of Medicine and Dentistry of New Jersey, which 
has a physician assistant program, charged that ‘special 
interest groups have successfully blocked the acceptance 
of physician assistants.’”

With the march behind them, Bergen, Fixelle, lobbyist 
Tony Pizzutillo, and other NJSSPA members met with the 
New Jersey Medical Society to discuss whether they would 
support the bill. The medical society went into closed ses-
sion and reaffi rmed their opposition to the bill. A break 
came when State Sen. Wynona Lipman and Assembly-
woman Ann Mullen, the bill’s cosponsors, along with 
others got the New Jersey Nurses Association to allow the 
PA bill to go through if NPs were allowed prescriptive 
practice. At the same time, the Board of Medicine, led by 
Fred Jacobs, MD, and Michael Grossman, MD, entertained 
a temporary pilot project to let PAs perform tasks delegated 
by physicians. Ultimately, this was not needed because the 
PA practice bill passed. As initially proposed, the bill that 
was signed into law stated that PAs would have their own 
board; however, the compromise placed the PAs under the 
Board of Medical Examiners with one PA member. As a 
result, Kevin Walsh represented New Jersey PAs to the 
board for 22 years, becoming a trusted senior member, 
and fostering a solid understanding of the PAs’ roles. Later, 
a PA advisory committee was formed within the board, 
with initial members being Walsh, Fixelle, Robert Cafone, 
PA-C, and Calvin Matthews, MD, plus a public member. 
(Telephone interview with Stanley Bergen, MD, September 
9, 2015; interview with Kevin P. Walsh, PA-C, October 
21, 2015.)

CHANGE TAKES TIME

On January 15, 1992, Gov. James Florio signed S-3491 
into law, enabling 1,200 NJ PAs to practice legally in 
nonfederal positions in the state. The Star-Ledger quoted 
the governor: “Before today, physician assistants could 
graduate from one of the fi nest training programs in the 
nation at the UMDNJ, but they would have to leave here 
to go to any other state when they graduated and wanted 

to work. That simply doesn’t make sense.” Donna Peters, 
president of the New Jersey Nurses Association, said, 
“This is really an exciting day for nurses.” Bergen com-
mented that “It will take little time for physician assistants 
to prove their value to the citizens of New Jersey. Their 
impact as skilled healthcare professionals will be strongly 
felt....”9 Bill cosponsor Lipman summed it up: “It is the 
wave of the future.” (Telephone interview with Stanley 
Bergen, MD, September 9, 2015.) Limited PA prescribing 
legislation became law in 1997 and full prescriptive 
authority for PAs—including controlled drugs—became 
law in 2005.

The New Jersey story is particularly valuable as we 
celebrate the 50th anniversary of the PA profession. The 
path to PA licensure in New Jersey illustrates that change 
takes time, and often takes longer that anyone thought it 
would. New generations of PAs learning about the chal-
lenges and proud leaders who are a part of PA history will 
benefi t from understanding the struggles that brought us 
to where we are today.

As PAs continue to fi ght to overcome barriers to health-
care access for patients, the experiences in New Jersey 
can provide foundational guidance. These experiences 
also offer insights and approaches for PAs outside the 
United States who are pioneering the profession globally.  
The narratives of how initial resistance and opposition 
to PAs (and other new health careers) can be turned 
around by the support of medical leaders; the clinical 
excellence of PAs as experienced by patients; and evidence 
of expanded access, cost-effective care, and high-quality 
outcomes can provide guidance, support, and courage in 
new environments. JAAPA
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The contemporary physician assistant (PA) and phy-
sician associate movement began in 1965 in Liberia, 
Ghana, and the United States, and has been 

recounted in various historical studies.1-4 Shortly after the 
fi rst PA graduates emerged in the United States, a series of 
communications developed to document and connect a 
small but growing network. Informal at fi rst and consist-
ing often of mimeographed newsletters, communication 
was sporadic but did spread.5 In 1970, the fi rst journal 
dedicated to PA activity was inaugurated—the Physician 
Associate Journal (Figure 1). Since that time, scientifi c 
journalism in general and literature about PAs in particu-
lar has evolved (Figure 2). Concurrently, the quality of 

journal articles submitted by PAs and the number and 
quality of PA-focused journals has undergone change that 
refl ects “... readership preference for reliability of informa-
tion,” according to the masthead of the Physician Associ-
ate Journal in 1984. Because studies about PA behavior 
are increasingly cited in the health services research litera-
ture, this article reviews the history of PA journalism. The 
intent is to chronicle this journalistic achievement as well 
as to celebrate the profession’s half-century milestone.

METHOD

A number of sources were probed for this project. For the 
history, the collection of archived material at the PA History 
Society and the American Academy of PAs journal archives 
in Alexandria, Va., were reviewed. Networking with jour-
nal editors (past and present), along with observers of the 
PA movement and their holdings of historical material, 
bolstered this collection. Contemporary printing informa-
tion was obtained by contacting representatives of publish-
ing houses, reviewing journals in various assemblages, and 
visiting journal websites. The criteria for inclusion were 
that the contents have some element of peer review or 
include legislative and policy information relevant to the 
profession. Editors or publishers were queried about the 
peer-review process of their journal, and permission was 
sought for illustrations. Many publications that may have 
had the appearance of a journal were examined but not 
considered for this review. To be included here, the journal 
had to be indexed in a healthcare bibliography and avail-
able for retrieval.
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ABSTRACT

At its semicentennial mark, the PA profession appears to be 
fl ourishing. Over the past 50 years, a number of journals 
have emerged to highlight the development of the profession 
and offer observations on it. The Physician Associate Jour-
nal, launched in 1970, was the fi rst foray into PA reporting. 
Following this small effort, a dozen journals or newspapers 
came into print, lasted for a while, and then were replaced 
or died. Of journals that survived to the present, four are 
in English and one in Dutch. Three of the fi ve journals 
are association-based, and four produce clinical articles; 
publication is monthly, quarterly, or semiannually. Two 
journals produce original health services research or studies 
on the PA education process and have citable track records. 
Readership of all journals is growing, and collectively these 
periodicals produce a body of scholarly work that clarifi es 
the PA as a healthcare professional growing on a world 
stage. This article describes the journalistic history of one 
aspect of PA development.
Keywords: physician assistant, physician associate, journals, 
publication, Impact Factor, health services research

A chronicle of PA journals
Roderick S. Hooker, PhD, PA

ORIGINAL RESEARCH

FIGURE 1. Early PA journals
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Data for bibliography indexing were obtained through 
the Scimago Lab, an international agency that produces 
a measure of scientifi c infl uence of journals in the public 
domain. The strategy is to identify the number of citations 
received in a journal and to assign an importance or pres-
tige factor to the journal source. Indexing in international 
bibliographies was obtained from web sources along with 
information supplied by the publisher. The Thomson 
Reuters website was queried for journal Impact Factor.

RESULTS

From 1970 to 2017, no fewer than 12 different journal 
names and publishers have been classifi ed as PA journals, 
magazines, or newspapers. Most had some peer-review 
process associated with them to make them acceptable as 
sources of scientifi c and medical knowledge or research. 
Some of the journals were short-lived; others have been 
published for a few decades (Figure 2).

As of 2016, the journals that promulgate information 
purposely for PAs are Clinician Reviews, Journal of the 
American Academy of PAs (JAAPA), Journal of Physician 
Assistant Education (JPAE), PA Clinics, and Magazine 
vor Physician Assistants (Dutch). Two produce original 
research that is citable as noted by Scimago Lab. The 
journals that emerged from this evolution are presented 
in Table 1.

Although these journals overlap to some extent, they 
differ in their mission and focus (Table 2). JPAE concen-
trates on education and offers a broad array of features 
intended to interest a wide range of academic readers but 

contains no clinical articles. JAAPA invites clinical articles 
and health services research, especially if it focuses on PAs. 
Because these are scholarly research journals, they invite 
authors of health services research domestically and inter-
nationally. Clinician Reviews is a clinical journal targeting 
PAs and NPs and includes legislative and workforce infor-
mation. Magazine vor Physician Assistants is published in 
Dutch and is a vehicle for relating information to the 
membership of the Netherlands PA Association. PA Clin-
ics, which launched in 2016, primarily covers clinical 
management.

Two of the fi ve PA journals have citable documents as 
tracked by Scimago Lab’s H Index, which attempts to 
measure the productivity and citation effect of a journal’s 
or scientist’s published body of work. JAAPA has an Impact 
Factor, a metric developed by Thomson Reuters and an 
infl uential resource for evaluating peer-reviewed publica-
tions. The Impact Factor ranking system is based on the 
number of times an average piece is cited during the 
previous 2 years. The fi ve journals analyzed produce 
articles that may be archived in Google Scholar.

DISCUSSION

The history of PA journals appears to be a mirror of the 
evolution of the profession: small gains in the beginning, 
marked by both setbacks and a great deal of experimenta-
tion, and substantial growth at the end. The results are a 
mix of efforts to document and communicate important 
clinical, historical, research, and legislative information. 
Some publishing efforts were seen as an opportunity to 

FIGURE 2. PA journalism, 1970-present
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capture a growing audience for marketing medical products 
based on readership.

Five journals that circulate in the public domain offer 
communication on and about the PA profession. Of the 
fi ve journals operational in 2016, four were in English 
and one in Dutch. The publishers reported that the 
articles in these journals, whether solicited or unsolicited, 
are peer reviewed. Four are PA-focused and one, Clinician 
Reviews, is a clinical journal targeting PAs and NPs and 
meets the criteria of supplying legislative and workforce 
information.

Not included in this historical overview are frequent 
digital communications from professional associations, such 
as PAEA Networker, and semiformal information exchanges 
in state organizations and in many countries in which PAs 
are established. PA Professional, the AAPA’s digital news-
magazine, was another example of reaching AAPA members 
through electronic media. Because many journals are elec-
tronic, some are accessible to the public. The Journal of 
Dermatology for Physician Assistants (JDPA) has produced 
a quarterly journal well laced with advertising and online 
since 2007, but it excludes nonmembers from access to the 
full contents. JDPA has nonindexed clinical information. 
Surgical Physician Assistant (1995-2006) was a similar effort 
published exclusively by and for a small group of PAs and 
supported by advertising.6 Institutions such as the National 
Commission on the Certifi cation of Physician Assistants 
(NCCPA), AAPA, and the Physician Assistant Education 
Association (PAEA) produce special reports that are about 
the behavior or characteristics of PAs. One report often 
viewed is on the salaries of clinical PAs produced at different 
times and in different forms by NCCPA, AAPA, and PAEA.

Finally, this effort to chronicle PA journals remains far 
from complete. Informal or semiformal communication 
takes place through social media, meetings, proceedings 
from conferences, and through information distributed 
exclusively to association members. This type of commu-
nication occurs globally, often electronically, and its value 
cannot be underestimated. With open-source and online 
journals readily available, the ability to exchange valuable 
information that promotes the activity of a profession is 
easier than it has ever been.

Journalism is at a crossroads, and PA publishing is no 
exception. Open-access journals, a spectrum of online pub-
lications available freely or for a fee, have emerged to replace 
the print variety. Newer journals with newer marketing 
approaches and advertisement are being made available 
electronically (blogs are considered outside this defi nition). 
Some associations want to fund their organs of information 
internally and absorb the cost of their publication (including 
Magazine vor Physician Assistants and JPAE), and others 
have turned to online-only with paid advertisement for 
support (for example, PA Professional). Journalism has 
never been more active or creative than it is now. At the 
same time, journalism is a sedimentary process, slowly 

TABLE 1. Current PA journals

Clinician Reviews (monthly, print and 
online)
A journal for clinical PAs and NPs 

about changing medical knowledge, 

case presentations, national news, 

along with legislative and political 

developments.

JAAPA (monthly, print and online)
JAAPA is the peer-reviewed clinical 

journal of the American Academy of 

PAs. Inaugurated in 1988, its 

mission is to support the ongoing 

education and advancement of PAs 

by publishing contemporary 

information and research on clinical, 

health policy, and professional 

issues. The journal is indexed in 

most major bibliographies.

Journal of Physician Assistant 
Education (quarterly, print and online)
JPAE is dedicated to advancing PA 

education by publishing ethically 

produced, scholarly manuscripts 

germane to PA educators and by 

providing a forum for sharing ideas 

and innovations that will enhance 

the education of PA students. 

Inaugurated in 1991 as Perspectives 
on Physician Assistant Education, it 
changed its name to JPAE in 2009.

Magazine vor Physician Assistants 
(semiannual, print and online)
A journal for Dutch PAs written in 

Dutch and published semiannually. 

The readers are the members of the 

Netherlands Physician Assistant 

Association.

PA Clinics (quarterly, print and online)
A journal intended to provide updated 

clinical information covering the 

relevant PA specialties and insights 

into the latest advancements. Review 

articles address the key points, 

diagnosis, prognosis, clinical 

management, and complications of 

disease and techniques, evidence, 

and controversies in the fi eld.
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building a stratum of evidence that a movement is under 
way, shaping societies in new healthcare delivery systems.

CONCLUSION

In 1970, a nascent PA profession set out to improve access 
to clinical information for its constituents and to establish 
a journal for scientifi c dissemination about itself. Over a 
half-century, the community of PA journals has grown and 
evolved. As they developed, the viewpoints of the editors 
and editorial boards changed, and the journals became 
broader in perspective in some instances and more special-
ized and focused in other instances. The result is a remark-
able track record that has both refl ected and kept pace 
with the growth of the PA profession. JAAPA
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TABLE 2. Characteristics of PA journals

Clinician Reviews JAAPA JPAE
Magazine vor 
Physician Assistants PA Clinics

Primary focus 
as stated by 
publisher

Clinical manage-

ment, legislative, 

and professional 

information

Clinical 

management 

and health 

services research

PA education 

and health 

workforce 

research

Knowledge, 

innovation, and 

everyday medical 

practice

Clinical management

Publication cycle Monthly Monthly Quarterly Semiannual Quarterly

Indexed None NLM, CINAHL, 

Medline, Google 

Scholar, others

NLM, CINAHL, 

Medline, Google 

Scholar, others

None PubMed/Medline and 

EMBASE/Excerpta 

Medica, Current 

Contents/Clinical 

Medicine, and ISI/Biomed

Peer reviewed Yes Yes Yes Yes Yes

Publisher Frontline Medical 

Communications

Wolters Kluwer 

Health

Wolters Kluwer 

Health

Medix Publishers 

BV

Elsevier

Estimated printed 
copies distributed 
each issue

140,000 65,000 3,500 1,000 200

Annual number 
of printed pages 
(2016)

672 792 200 48 200

Institutional 
representation 
and/or support

None AAPA PAEA Netherlands 

Association of 

Physician Assistants

None

Year of fi rst issue 1990 1988 1991 2013 2016

Individual 
subscription (US)

$81 $132 $109 Available only to 

NAPA members

$150

Institutional 
subscription (US)

$329 $582 $479 Available only to 

NAPA members

$195

Manuscript 
submission portal

kclemments@

frontlinemedcom.

com

www.

editorialmanager.

com/jaapa

www.

editorialmanager.

com/jpae

redactie@

napa.nl 

http://editorial.elsevier.

com

(invitation only)

H Index (2016) None 11 6 None None

Citable documents 
per year*
2013
2014
2015

None

489

486

428

100

  91

  96

None None

* Not every article in a journal is considered primary research and therefore “citable.” These data are the ratio of a journal’s 
articles, including substantial research (research articles, conference papers, and reviews) that have been cited in other studies 
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COMMENTARY

The 1980s were an exciting time to be a physician in 
the Indian Health Service (IHS) in Alaska. Brian 
McMahon, MD, at the Alaska Native Medical 

Center in Anchorage had through brilliant research worked 
out the epidemiology of hepatitis B in Alaska. This had 
been a poorly understood but spreading disease in rural 
Alaska, showing completely different routes of transmis-
sion than did hepatitis B in the lower 48 states. By 1982, 
a vaccine had been developed and was pressed into service. 
Similarly, another highly infectious disease, the encapsulated 
bacteria Haemophilus infl uenzae type B, had been a major 
cause of morbidity and mortality among Alaska Native 
infants and children younger than age 2 years. We had 
seen many of these tragic cases in our clinic and hospital, 
and we were among the fi rst to test new vaccines when 
they became available and incorporate them into our vac-
cination schedule. Thus in less than half a decade, two of 
the last remaining infectious diseases of special susceptibil-
ity for Alaska Natives had been brought under control.

I became a part of this healthcare system in 1980, joining 
during a time of dramatic transition for our Interior Alaska 
Service Unit. Our group of three physicians was centered 
in Fairbanks, and we served the primary care needs of 
about 30,000 Alaska Natives, more than half of whom 
lived off the road system. These remote villages were by 
tradition located along the major rivers that served as 
routes of transportation and sources of food. Our service 

Wasn’t that a time! PAs in 
Alaska in the early 1980s
Peter Marshall, MD

unit extended from the Canadian border to the lower 
Yukon River and from the Brooks Range to the Alaska 
Range—an area the size of Texas. To meet the healthcare 
needs of this farfl ung population, the Alaska Region of the 
IHS had evolved a very effective system of community-
based village health aides, local people held in high esteem 
and trust by their neighbors, who were specially trained 
for this role at Alaska Native Medical Center in Anchorage. 
They were supported by a robust presence of State of 
Alaska itinerant public health nurses and by daily satellite 
radio communication with and twice-yearly visits by our 
physicians from Fairbanks.

Because of the great distances that separated us from 
many of our patients, it made sense for our health service 
to decentralize its operations. Two of the largest villages, 
Galena and Ft. Yukon, were well positioned geographically 
to become subregional health centers. With help from the 
Tanana Chiefs Conference, the native organization that 
represented our benefi ciaries, we obtained funding to 
upgrade and build new clinic facilities. But who would 
staff these new subregional clinics? The answer was a new 
category of certifi ed and licensed clinicians who were start-
ing to emerge from training at that time—PAs and NPs.

By the summer of 1981, we had hired two PAs for Ft. 
Yukon and an NP for Galena. I believe that the proximity, 
accessibility, and engaging personalities of these fi rst clini-
cians inspired our community health aides in the surround-
ing villages to consider PA training, a career path in 
healthcare that was much more accessible and more com-
patible with rural Alaskan lifestyles than physician training 
could have been. It also was a pathway to a career in 
medicine that would build on the thousands of hours of 
experience that many of the health aides had logged in 
their service to their communities. If this route to a certifi -
able medical career was appropriate for military corpsmen, 
surely it could be appropriate for our village health aides. 
Throughout Alaska’s history, recruiting and retaining 
medical professionals, especially for rural service, has been 
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very diffi cult. Isolation, adverse climate, and distance from 
family and friends are reasons often cited.

We three physicians (William James, MD; Floyd Elterman, 
MD; and myself), seeing an opportunity to “grow our 
own,” each began encouraging outstanding health aides 
who were open to considering PA training. This turned 
out to be an embarrassment of riches, as three of our rural 
health aides applied and were accepted to the MEDEX 
program for the entering class of 1983. One problem 
remained: how to support our future PAs fi nancially dur-
ing their 2 years of training. The PA profession was new, 
and there was no provision in Alaska law for scholarships 
or loans to support the cost of this training, let alone the 
costs of living in Seattle for a year. Ironically, national 
politics provided the answer. During the early 1980s, the 
IHS, as part of the federal government, had been on a 
prolonged hiring freeze. This led to a small budget surplus 
at the end of the fi scal year, and at a meeting of the medi-
cal directors of all the Alaska service units, I proposed and 
it was agreed that the IHS would continue to pay these 

three students their health aide salary for the duration of 
their training. After their didactic year in Seattle, all three 
returned to our clinic for parts of their clinical training; 
and in May 1985, all proudly graduated from MEDEX 
Northwest as certifi ed PAs.

In the decades that followed, many more Alaskans entered 
PA training. Most have remained in Alaska to practice, 
many in rural settings. In fact, Alaska has the highest num-
ber of PAs per capita of any state. Most have come to the 
program from nonacademic backgrounds but with thou-
sands of hours of practical clinical experience. An empha-
sis on academics tends to favor applicants from large cities 
and universities but requisite clinical experience can be 
obtained in many different settings. I for one view with 
alarm the pending changes in PA training and certifi cation 
that attempt to gentrify the profession by making the aca-
demic prerequisites more rigorous and require a master’s 
degree to be certifi ed. This will clearly discourage applicants 
from rural Alaska, and I  believe it will fundamentally 
change the focus and career choices of future PAs. JAAPA
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The US Public Health Service (USPHS) Commis-
sioned Corps is organized under the US Department 
of Health and Human Services (HHS). The Corps 

is a uniformed service comprising more than 6,750 com-
missioned offi cers. These public health professionals are 
from every discipline within the medical and public health 
arena and care for the most vulnerable and underserved 
populations, domestically and abroad. As the physician 
assistant (PA) profession enters its 50th year, it is para-
mount that the contributions of PAs in the USPHS are 
documented.

The origins of the USPHS trace back to the Act for the 
Relief of Sick and Disabled Seamen, signed into law by 
President John Adams on July 16, 1798. The US govern-
ment designed this law to improve the healthcare provided 
to sick and injured seamen around the nation. In 1870, 
the Department of Commerce reorganized the network of 
locally controlled hospitals serving this population into a 
centrally managed Marine Hospital Service (MHS). This 
reorganization consolidated the administration of the MHS 
under a single individual, the supervising surgeon. In time, 
this supervising surgeon became what is known as the 
Surgeon General of the United States. Dr. John Maynard 
Woodworth, the fi rst supervising surgeon, relying on his 
military experiences, adopted a military model for his 
medical staff, creating a cadre of mobile career service 
physicians assigned to areas of need.1

In 1889, Congress formalized the MHS into a uniformed 
commissioned corps with the establishment of the Com-
missioned Corps of the MHS. The Commissioned Corps 
maintains nautical roots through its continued use of the 
sea services’ rank structure and traditions. Unlike the other 
uniformed services, it is an all-offi cer corps. Initially the 
MHS only accepted physicians, but over time, nurses, 
scientists, dentists, dietitians, health service offi cers, phar-
macists, engineers, environmental health offi cers, veterinar-
ians, and therapists joined the ranks—all as commissioned 
offi cers within the MHS.1

As the professionals within the MHS became more 
diverse, the scope and breadth of their missions expanded 
to encompass screening immigrants arriving at Ellis Island 
and other ports of entry; oversight and eradication of 
contagious diseases such as yellow fever and smallpox; 
and providing continuous healthcare to underserved 
populations, including Alaska Natives and Native Amer-
icans. This continued expansion of the service led Congress 
to rename the US Public Health and Marine Hospital 
Service, and so it became the USPHS in 1912.2 Since this 
time, the USPHS Commissioned Corps has operated 
nationally and internationally, evolving and responding 
to the needs that emerge after global disasters whether 
natural or manmade. This continual evolution and com-
mitment to a global mission has solidifi ed the USPHS 
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ABSTRACT

Since 1798, the men and women of the Commissioned 
Corps of the US Public Health Service (USPHS), one of 
the seven US uniformed services, have served on the front 
lines of public health. Two hundred years after the start of 
the USPHS, the fi rst physician assistant (PA) entered the 
service to carry on the tradition of protecting, promoting, 
and advancing the health and safety of the nation. These 
dedicated clinicians are involved in healthcare delivery to 
underserved and vulnerable populations, disease control and 
prevention, biomedical research, food and drug regulation, 
and national and international response efforts for natural 
and man-made disasters. This article describes how PAs in 
the Commissioned Corps of the USPHS have impacted the 
health and safety of not only the United States but also the 
international community.
Keywords: US Public Health Service, uniformed services, 
physician assistant, 50th anniversary, underserved, disaster 
response
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Commissioned Corps as a cornerstone of public health 
in the United States and abroad.

USPHS MISSION

The mission of the USPHS Commissioned Corps is to 
“protect, promote, and advance the health and safety of 
the nation.”3 As the only uniformed public health service 
in the world, the Commissioned Corps achieves its mission 
through rapid and effective response to public health needs, 
leadership and excellence in public health practices, and 
advancement of public health science.

The entry of PAs into the USPHS has been relatively 
recent compared with their entry into other uniformed 
services. PAs entered the Air Force in 1986, Navy in 1988, 
USPHS in 1989, and Army in 1990.

Rear Adm. Kenneth Moritsugu, MD, MPH, a 37-year 
career offi cer in the USPHS, was key in ensuring the 
successful entry of PAs into the USPHS Commissioned 
Corps (Figure 1). Between November 1, 1983, and 
January 20, 1987, while Rear Adm. Moritsugu served 
as director of the Division of Medicine and Dentistry in 
the Health Resources and Services Administration 
(HRSA), his division was responsible for providing grants 
to numerous PA programs across the United States. He 
thus had signifi cant interactions with the fl edgling profes-
sion and came to realize that PAs could expand access 
to healthcare for vulnerable populations. Later, as the 
federal Bureau of Prisons medical director, Rear Adm. 
Moritsugu quickly saw that PAs could improve the qual-
ity of healthcare provided to prison inmates to match 
community standards. During his tenure in each of these 
positions, he recognized that the healthcare needs of 
underserved populations were not being met and that 
shortages of health professionals could be remedied 
through augmenting the health professions workforce. 
This observation directly influenced his decision to 
champion commissioning PAs in the USPHS Commis-
sioned Corps.

At the inception of PAs into the Corps, they could not 
rise in the ranks beyond lieutenant commander. In 1997, 
the assignment of one PA offi cer to the Commissioned 
Corps headquarters in Washington, D.C., rectifi ed this 
defi cit through the production of updated clinical job 
descriptions for Corps PAs. This rewrite expanded job 
descriptions to encompass administrative and clinical career 
tracks through the rank of captain.

The USPHS infrastructure has changed signifi cantly over 
the years. For example, in 1966-1967, the authority for 
the USPHS was transferred from the Surgeon General to 
the Secretary of Health, Education, and Welfare and fi nally 
transferred to the Assistant Secretary for Health and Sci-
entific Affairs.4,5 Additionally, with the advent of the 
Reinventing Government Initiative in 1995, the line author-
ity of Assistant Secretary for Health over the eight agencies 
of the USPHS was transferred to the HHS secretary, and 

the agencies began to function as operating divisions.4 As 
such, the USPHS infrastructure is interwoven within the 
26 HHS and non-HHS agencies where the offi cers serve.

Prospective USPHS offi cers typically apply upon gradu-
ation from an accredited PA training program or after 
years of professional practice in the civilian sector or other 
government agencies. Prospective USPHS offi cers must 
then be screened and boarded by the USPHS Commis-
sioned Corps and undergo Senate confi rmation. In addi-
tion, prospective and current offi cers must fi nd positions 
within the HHS and non-HHS agencies that the Commis-
sioned Corps serves in order to obtain orders. The indi-
vidual agencies are responsible for paying for the salary 
and benefi ts of the offi cers as well as for providing a per 
capita stipend that supports the operations of the Com-
missioned Corps headquarters. This level of authority in 
securing their own day-to-day positions has allowed for 
tremendous opportunity for PAs within the USPHS. As 
of 2015, about 160 PAs serve in HHS and non-HHS 
agencies while serving as commissioned offi cers in the 
USPHS. Table 1 shows HHS and non-HHS agencies where 
PAs were assigned as of June 2015 and their roles and 
responsibilities.

EMERGENCY AND DISASTER RESPONSE

In 2006, Public Law 109-417, or the Pandemic and All-
Hazards Preparedness Act (PAHPA), gave the HHS  secretary 
the broad authority to mobilize and direct the USPHS in 
times of an urgent or emergent public health need as well 
as in response to disasters.6 Although Corps offi cers work 
in a variety of HHS and non-HHS organizations and 
federal agencies, the secretary can direct the Commissioned 
Corps to deploy for temporary duty in response to health 
threats or disasters presenting a signifi cant threat to the 
public health of a state, tribe, or local community.

The Commissioned Corps deployment process begins 
with an offi cial request from any state, federal agency or 
department, tribal nation, or a foreign government to the 
Commissioned Corps. These requests may come directly 
to the Corps or may be vetted and coordinated by the 

FIGURE 1. Rear Adm. (ret.) Kenneth Moritsugu, MD, MPH, of 
the USPHS speaks with a group of PAs at the 1993 AAPA 
conference in Miami.
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Assistant Secretary for Preparedness and Response Emer-
gency Management Group. The requests for assistance are 
evaluated to ensure that deployment of Corps offi cers will 
be the most effective and appropriate response to the 
identifi ed emergency or urgent public health crisis. The 
Corps will then seek approval from the HHS secretary, 
who may then authorize the activation of the Corps for 
deployment. Response teams and ready rosters are alerted 
and activated upon the approval of a deployment, and 
appropriate assets for the mission are identified and 
deployed. The Corps evaluates individual skill sets, offi cers, 

and mission assets for the development and mobilization 
of teams that may deploy for days to months.

In the deployment role, the PAs in the Commissioned 
Corps have responded to specifi c requests for primary 
services and for backfi lling medical voids in the United 
States and abroad. These voids have included humanitar-
ian missions abroad. The Corps PAs have previously served 
under the management of the Commissioned Corps Read-
iness Force and occasionally assisted the National Disas-
ter Medical System as part of medical assistance teams 
when deployed for various natural or manmade disasters.

TABLE 1. Agencies to which PAs are routinely assigned and their roles and responsibilities as of June 2015

PA roles and responsibilities Number 
of PAs 
in this 
agencyClinical Administration

Preparedness 

and response Research Regulatory

Health 

policy

Assistant Secretary for Preparedness 
and Response

x x

Bureau of Prisons* x x x 56

Centers for Medicare and Medicaid 
Services

x x 4

CDC x x 2

Coast Guard* x x 3

Department of Defense* x x 4

Department of Homeland Security x 15

FDA x x 9

Health Resource Services 
Administration

x 1

Health Service Corps x

Immigration and Customs 
Enforcement*

x x

Incident Response Coordination 
Teams

Indian Health Service* x x 32

National Disaster Medical System

National Institutes of Health 4

National Oceanic and Atmospheric 
Administration*

x x 5

National Park Service x 1

Offi ce of Emergency Preparedness x 4

Offi ce of the Secretary x 5

Regional Emergency Coordination x

Regional Health Administration x x 1

* Most PAs stationed in these agencies are serving in clinical roles, with some taking opportunities for upward mobility through 
transitioning to and assuming administrative roles that maintain oversight of clinical settings.
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In the deployment environment, the primary PA role in 
the Commissioned Corps is that of provider. Their general-
ist training permits PAs the fl exibility to work with diverse 
patient populations. Other deployment roles that PA offi cers 
have assumed include some in the incident command 
structure, including incident commander, response team 
leadership and administrative positions, case management, 
local and national coordinators of care and resources, 
mental health provider, logistics, clinical epidemiology, 
industrial hygiene, and education. Deployed physicians 
from the Corps form supervisory relationships with the 
PAs.

PAs also assume clinical and administrative roles when 
deployed to national and international disasters as well as 
provide support for high security events. The fi rst recorded 
response of PAs in the Commissioned Corps was in 1989 
for Hurricane Hugo and the Loma Prieta, Calif., earth-
quake. Some of the disasters responded to by PAs since 
that time include September 11, Florida hurricanes of 2004 
(Charley, Frances, Ivan, and Jeanne), and Hurricane Katrina 
in 2005. Finally, PAs are regularly deployed in teams to 
support special security events in the national capital, 
including presidential inaugurations, State of the Union 
addresses, and mass gatherings such as the Fourth of July 
and the Cherry Blossom Festival. PAs have also supported 
events such as President Reagan’s state funeral in 2004.

In 2014, new types of deployments for Corps offi cers 
occurred. PAs found themselves in new and even more 
highly visible roles while attending to specifi c healthcare 
needs for unaccompanied minors traveling across the 
border into the southwestern United States and West 
African healthcare workers stricken by the Ebola virus 
(Figure 2). During the Commissioned Corps’ Ebola 
response, Rear Adm. Epifanio Elizondo, PhD, PA-C, served 
as one of four commanders in Liberia, overseeing offi cers 
deployed.

OPPORTUNITY AND LEADERSHIP

The freedom to seek positions in HHS and non-HHS agen-
cies has presented Commissioned Corps offi cers with an 
opportunity to independently choose their own career 
paths not available within other uniformed services. Some 
Commissioned Corps PAs continue to identify with their 
roots in the sea-based services. They may provide direct 
care in the medical clinics of the US Coast Guard and 
National Oceanic and Atmospheric Administration 
(NOAA) or work as clinically practicing PAs or medical 
offi cers aboard ships, often as the sole provider. In many 
of those instances, the telemedicine support consists of a 
physician that the PA may or may not have a relationship 
with; furthermore, telecommunication is not always avail-
able because of remoteness or weather. Cmdr. Michelle 
Pelkey, PA-C, has devoted much of her career to NOAA. 
As of June 2015, she was regional director of health services 
for Marine Operations Center Pacifi c with oversight of the 
providers on all of the seven West Coast ships as well as 
oversight of a medical clinic at the NOAA Daniel K. Inouye 
Regional Center in Hawaii.

Over the years, the USPHS began to provide care to 
numerous underserved populations such as inmates in the 
Bureau of Prisons, immigrants in the Department of Home-
land Security, and Native Americans using the Indian 
Health Service (Figure 3). In fact, most PAs begin their 
career in the Commissioned Corps in one of these under-
served communities. Although many start by providing 
patient care, they also take on numerous other responsi-
bilities, such as infection control offi cer, safety offi cer, and 
clinical consultant. Additionally, some have transitioned 
into administrative roles, becoming the assistant health 
service administrator or the health service administrator 
for the medical unit at their respective location. In one 
instance, a PA served as an associate warden in the Bureau 
of Prisons, providing oversight for medical and correctional 
service missions such as fi scal management, hiring of staff, 
credentialing of clinical staff, regulatory reviews and 
accreditation, and inmate oversight (including deciding 
about potential reduction in sentences).

In more recent years, PAs have taken on clinical roles in 
nontraditional HHS and non-HHS agencies. In 2011, one 
PA assumed the role of clinical PA at Yosemite National 
Park, often serving as the sole provider at a small clinic in 
the remote wilderness with limited physician communica-
tion and hospital care available only through helicopter 
support. This PA also has assumed the role of assistant 
medical director for Yosemite’s emergency services and 
search and rescue operations as well as Devil’s Postpile 
National Monument.

Some USPHS PAs have entered uncharted territories 
through taking on administrative roles with other HHS 
and non-HHS agencies. In 2006, the fi rst PA was selected 
to undergo a 2-year rigorous training in epidemiology to 
become a CDC epidemic intelligence service offi cer. In this 

FIGURE 2. Robin Hunter-Buskey, DHSc, MPAS, PA-C, and 
Dr. David Shih in Liberia in 2015 with USPHS to help with the 
Ebola outbreak.
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role, he led or participated in a number of domestic and 
international projects. These included investigating out-
breaks of histoplasmosis, tuberculosis, and vaccinia in the 
United States and collaborating internationally on projects 
involving histoplasmosis in Guatemala and cryptococcosis 
in Mozambique. This PA now leads the CDC’s Division of 
Tuberculosis Elimination, which provides data management, 
biostatistics, health economic, and program evaluation 
expertise to internal and external partners throughout the 
United States.

Another PA joined the Offi ce of the Assistant Secretary 
for Preparedness and Response in 2007, an offi ce newly 
created under HHS as part of the Pandemic and All-Hazards 
Preparedness Act. As a regional administrator, he is respon-
sible for leading all-hazards disaster preparedness and 
response activities for HHS as well as the public health and 
medical community. Assistant Secretary for  Preparedness 
and Response regional administrators and regional emer-
gency coordinators have been involved in every major 
disaster to occur domestically. Examples of federal response 
efforts this PA has been involved in or led include the 
2008 Democratic National Convention in Denver, Colo., 
 multiple fl ooding and wildfi re events throughout the six 
states in his region (Colorado, Montana, North Dakota, 
South Dakota, Utah and Wyoming), and H1N1 and Ebola 
outbreaks.

Several PAs have worked for the Centers for Medicare 
and Medicaid Services (CMS) and more recently in the 
Affordable Care Act-created CMS Innovation Center 
designed to support the development and testing of inno-
vative healthcare payment and service delivery models. 
One PA began work with the innovation center in 2013 
as a senior improvement advisor and later as the acting 
director of the center’s division responsible for disseminat-
ing lessons learned from promising models designed to 
achieve better care, smarter spending, and/or healthier 
people. In the improvement advisor role, she designed and 
managed complex learning systems to accelerate the adop-
tion of improvements in primary care delivery systems 
through providing rapid and skillful application of qual-
ity improvement science. Another PA began serving as the 
director of the division of payment models with oversight 
of the bundled payments for care improvement initiative 
in 2014. In this initiative, organizations will enter into 
payment arrangements that include fi nancial and perfor-
mance accountability for episodes of care that may lead 
to higher quality and more coordinated care at a lower 
cost to Medicare. Current testing includes about 2,000 
organizations nationwide, including acute care hospitals, 
physician group practices, skilled nursing facilities, home 
health agencies, and inpatient rehabilitation facilities.

PA UNIFORMED SERVICE CAREER PROMOTIONS

The opportunity to seek out and assume positions with 
increasing responsibility and impact as well as the  increasing 

authority and visibility offered through PAs assuming 
leadership roles while on deployment have directly trans-
lated to a larger footprint within the USPHS. PAs were 
fi rst commissioned in the USPHS in 1989, and by 1998 
the fi rst USPHS Commissioned Corps PA, Donald H. 
Gabbert, PA-C, received a promotion to the rank of cap-
tain. In 2003, Capt. Michael Milner, DHSc, PA-C, assumed 
the position of HHS regional health administrator for 
HHS Region 1. He was responsible for prevention, pre-
paredness, and agencywide coordination overseeing the 
operations of the HHS regional Offi ces of Women’s Health, 
Minority Health, Population Affairs, Medical Reserve 
Corps, and the HIV/AIDS policy program. He supports 
all-hazards emergency preparedness activities for the region 
under the national response framework and leads post 
crisis recovery activities for the region on behalf of the 
department. With respect to deployments, he served as 
the deputy commander of the Secretary’s emergency 
response team in New Orleans, La., and led three of the 
four Florida hurricane responses in 2004 on behalf of the 
HHS. He also led the public health and medical prepared-
ness and response operations for the 2004 Democratic 
National Convention in Boston, Mass. In 2006, Rear 
Adm. Michael Milner, DHSc, PA-C, became the fi rst PA 
in all of the uniformed services to achieve the rank of rear 
admiral and Assistant Surgeon General (Figure 4).

Similarly, in 2007, then-Capt. Epifanio Elizondo assumed 
the position of HHS regional health administrator for 
HHS Region 6 and was promoted to rear admiral and 
Assistant Surgeon General that same year. In addition to 
his regional health administrator responsibilities, Rear 
Adm. Elizondo served as deputy commander of the Sec-
retary’s emergency response team in 2005 during Hurricane 
Rita and as commander of the Secretary’s emergency 
response team during part of the Hurricane Katrina 
response later that same year. During the early response 
to Hurricane Katrina, Rear Adm. Elizondo was assigned, 
by then-Surgeon General Vice Adm. Richard H. Carmona, 

FIGURE 3. Ben Olmedo, MMSc, PA-C, after being commis-
sioned in the USPHS, worked in rural Alaska with Alaska Native 
populations. Photograph courtesy of the Alaska Dispatch News.
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as the lead for the federal response associated with the 
care of evacuees housed in the Dallas-Fort Worth area. 
When the rapid deployment force teams were established, 
Rear Adm. Elizondo was appointed as the fi rst commander 
of the Commissioned Corps Rapid Deployment Team 
Force 4, comprising offi cers from Texas and Oklahoma. 
In 2012, Rear Adm. Elizondo became the fi rst PA to achieve 
the rank of rear admiral, upper half, and Assistant Surgeon 
General.

Since 1989, when PAs were fi rst eligible to be commis-
sioned in the USPHS Commissioned Corps, PAs have had 
the opportunity to directly affect the care of the underserved 
and the communities and regions they serve. In just 27 
years, they have demonstrated their capability and leader-
ship capacity in HHS and non-HHS roles as well as while 
on national and international deployments. In return, these 
PAs have been richly rewarded with increasing leadership 
and responsibility in positions that are affecting the health 
of the nation. JAAPA
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ORIGINAL RESEARCH

The GMENAC report and the 
PA profession
James F. Cawley, MPH, PA-C

Because most physician assistants (PAs) in practice were 
trained after 1985, few in the profession recall the 
period that, after the booming 1970s, portended a 

gloomy future for PAs. Fewer still would recall the Graduate 
Medical Education National Advisory Committee (GMENAC) 
report in 1980 and its predictions that raised doubts over the 
future of the PA profession. This article describes the effect 
of the GMENAC study and its forecast on US health work-
force policy, and in particular, its effect on the “new health 
profession” that had created such a promising entry to the 
health workforce in the preceding decade.

PHYSICIAN SUPPLY AND PAS

PAs and similar types of healthcare providers were intro-
duced in the mid 1960s and early 1970s concurrently with 
an expansion of the physician workforce. The number of 
annual medical school graduates increased from 6,135 in 

1950 to 15,135 in 1979.1 Health workforce observers 
began to develop an ideology that a reciprocal relationship 
existed between the number of physicians in the workforce 
and the perception of the need or the marketplace need for 
PAs. One manpower expert noted that “the greater accep-
tance of the role of physician extenders and the greater 
recognition of the increase in system effi ciency that can 
result from this new division of labor comes at the very 
moment when rapid supply increases of physicians are 
likely to reduce job opportunities for extenders.”2 Therefore, 
in 1980, when a prestigious panel of experts endorsed by 
the federal government predicted a future surplus of physi-
cians, many PA observers believed that this would mark a 
sharp blow to the fl edgling PA profession in US medicine.

ABSTRACT

The 1980 report of the Graduate Medical Education 
National Advisory Committee (GMENAC) predicted 
a surplus of physicians by 1990 and 2000. The report 
appeared to have a depressing effect on the growth of the 
PA profession in the early 1980s; in the 9 years following its 
release, no new PA programs were started and a number of 
existing programs closed. The GMENAC forecast proved to 
be inaccurate and the PA profession saw signifi cant program 
growth in the 1990s and beyond. A lesson of GMENAC 
is that accurately predicting health workforce supply and 
demand is diffi cult.
Keywords: Graduate Medical Education National Advisory 
Committee, GMENAC, physician assistant, 50th anniver-
sary, physicians, shortage
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FIGURE 1. Victor Germino (center) and Kenneth Ferrell (right), 
members of the fi rst cohort of PA students at Duke University, 
practice intubation skills in 1966.
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GMENAC

The GMENAC was convened in 1976 to provide advice 
to the secretary of what was then called the Department 
of Health, Education, and Welfare (now Health and 
Human Services) on issues related to the physician 
workforce. The committee comprised 24 persons: 18 
physicians (nine from academic settings, fi ve from 
private practice, and four from government), four 
nurses, and two laypersons, and was staffed by a tech-
nically profi cient group of economists and forecasters. 
The objective was to forecast the supply of and need 
for physicians for 1990 to 2000. The committee’s pro-
jections encompassed the best available supply data of 
physician production and immigration along with 
sophisticated demand models—analyses that included 
assumptions on future epidemiologic and demographic 
trends in the population, projected demand levels for 
medical services, and physicians’ choice of specialty 
and geographic distribution.2 The committee took note 
of the trend of an increasing infl ux of US citizen inter-
national medical graduates (IMGs), stating that “a 
particular concern is with the continued infl ow to 
practice of US citizens who have studied medicine 
outside the United States. This concern is stimulated 
by the recent development of many new medical schools 
outside the United States. GMENAC strongly urges 
that special attention should be given by the federal 
government to adopting measures to reduce substantially 
this infl ow.”3

GMENAC concluded that, if nothing changed, the 
United States would have a surplus of more than 70,000 
physicians by 1990 and 145,000 physicians by 2000, 
or 23% of the projected number of 643,000 physicians 
needed to meet demand. The committee predicted short-
ages in four specialties, surpluses in 15, and a near 
balance with its predicted requirement in eight. The 
report recommended that the positions made available 
for graduate education in the various specialties be 
adjusted to correct imbalances and went further to 
recommended restricting both the number of places in 
physician training programs and the number of IMGs 
permitted to enter US graduate medical education. 
GMENAC stated that it appeared unnecessary to con-
tinue the expansion of domestic medical education 
capacity and fl atly recommended that no new schools 
be established.3 The committee considered the effect 
and contributions of NPs and PAs; despite acknowledg-
ment of their contributions to medical service delivery, 
accompanied by prescient recommendations to expand 
practice laws and regulations, award prescribing author-
ity, assure reimbursement for services, and conduct 
extensive future research, the committee also recom-
mended that “the number of PAs and NPs and CNMs 
[certifi ed nurse-midwives] in training… should remain 
stable at their present levels.”4

EFFECT

Reaction to the GMENAC report was largely widespread 
acceptance of the fi ndings despite vigorous criticism from 
prominent health workforce experts who pointed out the 
unproven validity of its complex methodology, the ambi-
tion of its scope and sophisticated methods, and the bold-
ness of its predictions.5 Nonetheless, in 1981, in response 
to the report, Congress discontinued general federal 
support provided to medical schools for the education of 
new physicians. This congressional action, however, 
addressed only one of two important determinants of the 
physician supply—the number of graduates of US physi-
cian training programs. The other important determinant 
is the number of graduates of foreign medical schools who 
are admitted to postgraduate training in the United States, 
in addition to graduates of US medical schools. After act-
ing to limit the supply of graduates of US medical schools, 
Congress inadvertently gave teaching hospitals an incen-
tive to increase the numbers of IMGs entering graduate 
medical education in the United States as well as provid-
ing an incentive for US students who could not qualify 
for entry into US medical schools to seek admission to 
offshore medical schools.

As part of Medicare hospital reimbursement reforms in 
1983 that created the diagnosis-related group system, 
Congress provided extra payments to teaching hospitals 
to cover the special costs associated with medical education 
and other academic functions such as research. These new 
graduate medical education payments increased with the 
number of trainees, and hospitals responded by increasing 
the number of interns and residents. The result was that 
although the number of US medical school graduates 
increased only modestly over the next 20 years, the num-
ber of trainees in US hospitals grew substantially, expanded 
by an infl ux of IMGs.1

The prediction of GMENAC prompted questions of 
whether PAs had much of a future in the face of an over-
supply of physicians. From 1981 to 1990, no new PA 
programs were started (Figure 1) and several PA programs 
sponsored by major academic health centers closed (Uni-
versity of Indiana, Johns Hopkins University, Penn State 
University). The 9-year period of no PA program growth 
is made more stark with the knowledge that funding for 
PA education was available through Title VII Section 747 
authorization.

Directly inferring some form of cause and effect relation-
ship between the delivery of the GMENAC report and 
the following lull in interest among institutions of higher 
education to sponsor PA programs is risky but the tem-
poral relationship is evident. The common belief was that 
if the nation was likely to have too many physicians, what 
would be the purpose of having the PA profession? This 
period in PA history was characterized, at least anecdot-
ally, by a scarcity of available PA jobs, continuing chal-
lenges and uncertainty in legal status, and lack of any form 
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of reimbursement to employing practices and hospitals. 
These circumstances led some to abandon the PA career 
or seek entry to medical schools. Also during the 80s, the 
country was in an economic downturn that could have 
contributed to the slowdown in PA program growth and 
career opportunities.

RECOVERY AND FINAL LESSONS

Following the delivery of the GMENAC report, during 
which the future for the profession was uncertain, the 
PA profession continued to evolve and ultimately move 
forward and fl ourish. In the mid-1980s, the profession 
seemed to rebound with two landmark events signaling 
signifi cant incorporation of the occupation into the 
health workforce. The fi rst was an important PA mile-
stone—congressional passage in 1986 of an amendment 
to the Medicare law providing reimbursement policies 
for PA services under Medicare Part B. Recognition by 
Medicare, the largest health insurance program in the 
nation, indicated the legitimacy of PA services in med-
ical care. The other event was a no less signifi cant 
milestone—the attainment of commissioned offi cer 
status in US uniformed services in 1988. Given the rich 
history between the military and the PA profession, 
this event was of particular signifi cance and satisfaction 
to the profession. Thus, although the GMENAC pre-
diction could account for the observed depression in 
interest in new PA programs and sluggish use of PAs, 
the profession stayed the course. This was due in no 

small part to the efforts of the American Academy of 
PAs to educate the public and federal and state legis-
latures about PAs and their contributions to medical 
care delivery. In the early 1990s, the PA profession 
entered a period of substantial growth that is still 
booming, with 210 training programs in the US as of 
March 2016.

The fi nal lesson of GMENAC was the now-obvious 
inaccuracy of its predictions. GMENAC demonstrated 
how diffi cult it was and still is to make accurate predictions 
of health workforce supply and demand. Subsequent health 
workforce forecasting attempts by federal agencies like the 
Council on Graduate Medical Education were tempered 
following the failure of GMENAC. JAAPA
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the country. A law enacted on June 14, 1791, known as 
the Le Chapelier law, abolished guilds and trade unions 
and established total liberty within the professions. Hence-
forth, everybody would be allowed to practice the profes-
sion that he wanted without any previous training or 
education; all that was required was the payment of a 
simple license.

On September 2, 1791, a decision was made directly 
on the healing arts: no longer would it be called medicine,
nor would practitioners represent a special class but 
would simply be ordinary professionals. Thus physicians, 
no longer masters and experts, were replaced by offi ciers 
de santé or médicins de deuxième classe (physicians of 
the second class) during a period of national emergency.5,6

Offi cier is not always a military title, but rather desig-
nates a health practitioner responsible for treating patients 
in the poor villages and rural boroughs. Between 1791 
and 1793, the title offi cier de santé was applied to all 
practitioners in the healing arts, whether they had been 
granted the title by the Ancien Régime (Older Order) or 
whether they had merely paid a license fee without pre-
vious training. After 1793, the term was restricted to 
practitioners trained in the national school of health or 
those who had received an offi cier de santé certifi cate 
from a jury.

Also, there was a discrepancy between the missions of 
the offi cier de santé as it was described by the law and in 
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ABSTRACT

In 1803, shortly after the French Revolution, the French 
healthcare system was reorganized and a new independent 
medical offi cer, the offi cier de santé (health offi cer) was intro-
duced. Qualifi cations included 3 years in a medical school 
(compared with 6 years for a physician) and an apprenticeship 
with a physician. Although somewhat independent, offi ciers 
de santé were limited in their scope of practice to general 
medicine, prescribing medications, and minor surgical pro-
cedures. Many were deployed to medically underserved areas. 
After almost a century of activity in a role not unlike physician 
assistants, the offi ciers de santé were abolished in 1892. 
Development of a more rigorous medical education and an 
adequate supply of physicians meant that physicians were 
better deployed throughout France, and were largely the 
reasons for abolishing this PA prototype.
Keywords: offi cier de santé, physician assistant, PA, France, 
medical education, prototype

The offi cier de santé in 19th-century 
France: A PA prototype
Helen Perdicoyianni-Paleologou, PhD

SPECIAL ARTICLE

This article reviews the French literature on the 
offi cier de santé, a physician assistant (PA) proto-
type in 18th- and 19th-century France. The intent 

is to shed light on the origin of this offi cial title, use of 
offi ciers de santé, the ultimate disuse of the term, and the 
possible infl uence of the offi ciers de santé on the develop-
ment of PAs in 20th- and 21st-century United States 
(Figure 1).1 The PA profession in the United States resulted 
from a strong need for greater healthcare access; both 
the PA and the offi cier de santé arose at a time of major 
transformation in contemporary American and historical 
French medical reorganization.2-4

In 1790, the French National Assembly instituted a series 
of changes to the economic and professional structures of 
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FIGURE 1. First-aid workers during French military maneuvers 
in 1897, after the title offi cier de santé was abolished.
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reality; in practice, the title offi cier de santé indicated any 
practitioner responsible for healing sick and injured patients.

One unintended consequence of deregulating medicine 
was the rise of charlatanism. As a result, professors of 
colleges previously associated with the Ancien Régime, 
assisted by the prefects and the mayors, decided to estab-
lish formal medical schools. This led to a resurgence of 
training situations; Pierre-Joseph Desault for example, a 
major surgeon at the Hôtel-Dieu (the major hospital in 
Paris under the Ancien Régime), inaugurated a surgery 
demonstration course. Similarly, professors of the École 
Pratique, which had been attached to the older royal col-
lege, resumed the training of surgeons.

In 1795, two types of teaching were established: national 
schools of health (to train physicians) and smaller schools 
(to train offi ciers de santé).7

In 1803, Antoine François, Count of Foucroy, an eminent 
scientifi c investigator and educator, helped to establish a 
law that would impose regulations on the practice of 
medicine and increase the medical workforce in France. 
Thus, he set up the blueprint of the law of 19 Ventôse XI 
(10 March 1803). The law was designed to safeguard the 
position of the physicians and surgeons who had been 
registered under the Ancien Régime as well as the medical 
practitioners who had served in the army. Also, the law 
planned to set up a legal framework for well-organized 
practice of medicine and surgery and to determine criteria 
for training. Finally, the law provided for the possibility 
of creating a new order of practitioners and defi ning their 
training, examination, and the limits of their activities. 
After the law of 19 Ventôse XI, offi ciers de santé referred 
to those who practiced minor medicine with restricted 
knowledge and competence, thus categorized as inferior 
to physicians.7

In April 1825, following complaints of accidents caused 

by the incompetence of second-class practitioners, a debate 
in the French Parliament considered the situation of the 
offi cier de santé and the departmental schools. Jacques 
Joseph Guillaume Pierre, Count of Corbière, the minister 
of internal affairs, managed at the end of the session to 
obtain approval of his projected changes. Hereafter the 
state would recognize small schools under the name of 
écoles secondaires de santé (secondary medical schools). 
The existing small 20 colleges would become medical 
educational institutions designated to the training of the 
future offi ciers de santé. They were thus a part of the 
offi cial structure of medical training.

In 1836, two levels of education were established: the 
fi rst for future physicians, who would need to possess a 
baccalaureate in letters and another in the sciences, and a 
second for the future offi ciers de santé, selected masters 
within the university.

The order of 13th October 1840 consisted of the follow-
ing articles:
• Schools that had previously been established as second-
ary medical schools would now be reorganized under the 
title of preparatory schools of medicine and pharmacy;
• The chairs of education would be as follows: chemistry 
and pharmacy, natural medical history, medicale matiere 
(medical matters), anatomy and physiology, internal clin-
ics and internal pathology, external clinics and external 
pathology, obstetrics, and the diseases of women and 
children.
• Each school would have six qualifi ed professors and two 
adjuncts.

In 1880, physician Amédée Dechambre reviewed the 
situation regarding the offi ciers de santé. He asserted that 
they were not needed to provide medical care for the rural 
population.5,8 Due to the various efforts to decrease the 
presence of the offi ciers de santé, their number had fallen 
between 1847 and 1876. To prove the truth of his state-
ment, he drew up statistical tables with the number of 
practitioners in this period (Tables 1 and 2)

According to the decree of 23 August 1883, before enter-
ing the secondary medical school, students had to take a 
3-year traineeship in the hospital. Candidates for offi cier 
de santé would then embark upon a 4-year education. This 
measure was undertaken in order to protect and improve 
their status. Candidates also were required to pass three 
examinations: anatomy; the components of medicine; and 
surgery and basic pharmacology.

Until 1855, an offi cier de santé could practice only in 
the département (or region) where he was trained and had 
to call in a physician or a surgeon for complicated cases. 
Doctoral degrees in medicine, on the other hand, were 
issued by three schools of medicine—Montpellier, Paris, 
and Strasbourg—and were valid throughout France.9,10

The three main schools were augmented by the second-
ary schools of medicine, which were designated to prepare 
for the offi ciât de santé as well as for the study of pharma-

TABLE 1. Practitioners in France in 1847 and 18765,8

Physicians Offi ciers de santé Total

1847 10,643 7,456 18,099

1876 10,743 3,633 14,376

TABLE 2. Practitioners in France in 1866 and 18765,8

1866 1876

Physicians Offi ciers 
de santé

Physicians Offi ciers 
de santé

8 rich 

départe-

ments 

(regions)

1,208 1,294 1,278 963

8 poor 

départe-

ments 

(regions)

633 113 639 83
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cology. Following 1840, these secondary schools became 
preparatory schools of medicine and pharmacy, and after-
ward full-status medical schools. Thus they could be used 
as annexes to the larger schools, part of a centralized 
administration, employing faculty for training and the 
examination of theses.

In the latter half of the 19th century, the situation of 
preparatory schools was:

1872: France had 23 preparatory schools of medicine, 
at Alger, Amiens, Anger, Arras, Besançon, Bordeaux, Caen, 
Clermont, Dijon, Grenoble, Lille, Limoges, Lyon, Marseille, 
Nancy, Noantes, Poitiers, Reims, Reinnes, Rouen, Toulon, 
Toulouse, and Tours. Paris and Montpellier had their own 
faculties. Because Alsace had become part of Germany in 
1871 after the Franco-Prussian War, the Strasbourg faculty 
was eliminated and replaced by the one in Nancy.

1876: Preparatory schools were as in 1872. The Marseille 
school was promoted to full-status. Those at Nancy and 
Lyon had their own faculties. Lille had two faculties, one 
of which was private.

1890: The Toulouse preparatory school became a full-
status school. Bordeaux and Marseille were formal medi-
cal schools with their own faculties.

1893: The Nantes preparatory school became a full-
status medical school. Toulouse had a full-time faculty.

During the last decades of the 19th century, preparatory 
school education did not make a distinction between the 
titles of physician and offi cier de santé. Although the 
pathways were different, a single program was designated 
for all students. The acquisition of a double baccalaureate 
(the requirement for the doctorate) was the only difference 
between a physician and an offi cier de santé.

Finally, the law of November 1892 abolished the status 
and the functions of the offi cier de santé in metropolitan 
France.11 In the other, smaller, and rural schools, most of 
the offi ciers de santé were promoted to the faculty. In the 
colonial empire, the status of offi cier de santé was abol-
ished in 1944.

In retrospect, the offi cier de santé profession was abolished 
because France had developed an outstanding healthcare 
system by producing a greater number of higher-qualifi ed 
physicians. Indeed, the practice of medicine in metropolitan 
France implies a doctorate in medicine: “Nobody is allowed 
to practice medicine in France if he does not possess a 
doctorate degree in medicine issued by the French govern-
ment following having taken exams in a higher medical 
state school.”5

Like the PA who emerged in 1960s, along with the cer-
tifi ed nurse midwife (CNM) and NP, as a result of efforts 

to improve healthcare for the nation’s poorer citizens, the 
offi cier de santé was charged with the care of poor and 
rural citizens.

Moreover, PAs, again like the second generation of the 
offi ciers de santé emerging after 1825, receive medical 
training in existing medical programs. In addition, PAs 
deliver primary healthcare and refer patients to specialists 
as appropriate.

CONCLUSION

A number of parallels can be found in the development of 
the offi ciers de santé in one century and the development 
of PAs in the next century. Both were born out of need to 
reorganize medicine and produce a clinician in less training 
time than that required for physicians. The education was 
an abbreviated medical lecture format followed by an 
apprenticeship. Each graduate was relegated where there 
was scarcity of general medical care. The military use of 
the offi cier de santé and the PA, then and now, may be 
more than a coincidence. Today, France has a very sophis-
ticated medical system with an average of 3.2 physicians 
per 1,000 population, better than the average of most of 
Europe.12 JAAPA
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EDITORIAL

In celebration of the forthcoming 50th anniversary of the 
PA profession in the United States, we are pleased to 
introduce a yearlong series of special anniversary articles, 

beginning in this issue of JAAPA. Our series is part of a 
larger anniversary collection developed in partnership over 
the past year with a team of participants from the American 
Academy of PAs, the Journal of Physician Assistant Education 
(JPAE), the Physician Assistant History Society, and Wolters 
Kluwer publishing. Together, we have selected a diverse array 
of topics that illustrate and explore our dynamic PA history. 
In many of the pieces scheduled for JAAPA, we challenged 
authors to adopt an investigative style and draw lessons 
from the past with an eye on the future. The JAAPA series 
will offer articles in each issue (print and online) leading 
up to the 50th birthday in October 2017. Our collaborators 
at JPAE have developed a themed issue due in 2017 high-
lighting topics more relevant to an academic audience, and 
the PA History Society is sharing fascinating resources across 
both journals to bring colorful pieces of history to readers.

According to Robert Penn Warren, “History cannot give 
us a program for the future, but it can give us a fuller under-
standing of ourselves, and of our common humanity, so that 
we can better face the future.” In this spirit, JAAPA invites 
you to explore the past 50 years of PAs with us, and we 
challenge you to consider how PAs might position ourselves 
in the years ahead in ways that build on a history of innova-
tion and continue to improve the lives and health of patients 
and communities. In today’s healthcare environment, we are 
constantly bombarded with disruptive and transformational 
changes that seek to lower costs, improve access, and increase 
quality of care. This volatile time challenges the professional 
identity and culture of all healthcare professionals, including 

PAs. We see the greatest threat as a potential loss of focus 
on the most fundamental aspects of care—meeting the needs 
of our patients and their families and partnering with them 
to improve their health and quality of life.

JAAPA commemorated the PA profession’s silver anni-
versary in October 1992 with a themed issue edited by Carl 
Fasser, PA. In his editorial “Earning the Silver, Going for 
the Gold,” Fasser said, “We hope that this issue will serve 
as a milestone to look back on when the profession celebrates 
its golden anniversary in the year 2017.” We’ve taken this 
challenge seriously. Many of the topics in this series expand 
on the 25th anniversary themes; additionally, we have 
committed to using an historical context to look toward 
the future. In that same 1992 issue, Jack Liskin, PA, described 
a look into the PA profession’s future: “The profession should 
continue to grow bigger and better, as long as its members 
and leaders remain good, smart, and vigilant.” Our series 
will describe how PAs have done this and also put forth 
challenges facing the profession today and in the years ahead.

One of JAAPA’s major goals for our series has been to 
create publishing opportunities not just for seasoned authors 
but also for fi rst-time and developing authors. In some cases, 
we have paired seasoned authors with early to midcareer 
PAs to stimulate creative thinking across the generations 
and forge some unlikely (but we hope fruitful) collaboration. 
We also plan to enrich articles with online content including 
photos, videos, and interviews—many from the collections 
of the PA History Society. We hope these materials will 
inspire PA programs, PA organizations, and individual PAs 
to build and maintain their own history collections as we 
document the events of our careers and dynamic profession.

So, what topics are in store for you in this anniversary 
collection? We will explore professional issues as well as 
personal stories. You will read examples of how the PA 
profession—and individual PAs—daily increase healthcare 
access. We will examine workforce projections, the evolu-
tion of the physician-PA relationship, and newer roles for 
PAs within health system leadership. As JAAPA did in the 
silver anniversary issue, we will discuss women’s roles and 
the view of women in PA careers. You will learn from 
inspiring stories with colorful details of how PAs fi nally 
attained recognition and regulation in the last two states, 
and we will share stories from PAs making a global mark 
on healthcare through humanitarian efforts. We will revisit 
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critical decisions that set the stage for PA inclusion in all 
the federal programs that grew healthcare in the United 
States, and much more.

Refl ecting on the past 50 years of PA practice had to 
touch on the important effect PAs have had in expanding 
care for special populations and underrepresented groups. 
To highlight this effect, authors will share stories from the 
US Public Health Service and offer inside accounts of PAs 
caring for vulnerable populations and as rapid responders 
in disasters and epidemics ranging from Hurricane Katrina 
in New Orleans to the Ebola crisis in Liberia. We are 
especially proud to feature a long-awaited account of senior 
US military PAs in the White House, providing care to the 
President and White House staff.

We hope we have piqued your interest in our anniversary 
series with this sneak peek, but we have surprises in store, 
too. As you encounter the anniversary series articles over 
the year ahead, we hope that PAs will realize even more 
opportunities to innovate and advance the profession in 
ways that continue to improve the health of patients. 
Hallmarks of the PA career are fl exibility, creativity, and 
dynamic approaches to maximize care for our patients. 
Although much has been accomplished over the past 50 
years, there is still much pioneering to be done!

Strengthening our roles—and developing new ones—is 
a major strategy as we move into the future. Leadership 
and professional networking deserve the PA profession’s 
time and attention. We must continue to frame our growth 
in ways that best meet societal need and improve access 
to high-quality care. Newer developing systems of care—
both domestically and globally—increasingly rely on PAs 
to develop and expand new skill sets to provide readily 
available, effi cient, and cost-effective care. Educational 
programs for PAs—but also for medical students and 
 others—need PAs to be dedicated not just to education 
but also to promoting the PA role. The role models you 
will be introduced to in this series are exemplars for all 
of us.

We hope you enjoy this anniversary series, and we invite 
your participation through sharing your feedback online, 
via social media, or in letters to the editor. In crafting this 
editorial journey for you, we have been offered many 
opportunities to connect with talented, dedicated PAs all 
across the country from diverse specialties and represent-
ing every generation of PA. This experience reminded both 
of us that being a PA is the best career in healthcare, and 
our profession is fi lled with caring, compassionate, and 
inspiring people. JAAPA
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INVITED

Crafting a Profession: Moving From Innovative Model
Programs to a Successful National Profession
Jennifer M. Coombs, PhD, PA-C; Donald M. Pedersen, PhD, PA-C

Abstract The authors review the historical underpinnings
of the physician assistant (PA) profession and the tumul-
tuous social context at the time the PA profession was
born. They explore the creation of “model” PA programs
and the subsequent crafting of the PA profession through
2 distinct “quality control” procedures: the credentialing
of PA programs (accreditation) and the credentialing of

PA graduates (certification). These pillars of PA education
and PA practice brought credibility to a fledgling pro-
fession in its early years and stand today as examples of
the creative thinking and courage of the architects of
a profession that, for the first time in American medical
history, allowed someone, other than physicians, to
practice medicine.

BACKGROUND

In the United States in the 1960s, many consequential social
issues faced the nation. A lack of uniform health care for all
citizens was apparent in the maldistribution of physicians,
fueled by an explosion of medical technology and an escala-
tion of specialty practice with a corresponding decrease in the
supply of generalist physicians. Compounding the problem
was an increasing post-war national population. As a result of
the mismatch between supply and demand for primary care
services, health disparities increased in many regions of the
country, particularly in rural areas and urban inner cities.1,2 In
addition, the withholding of basic human rights from African
Americans took center stage. America was locked in an
unpopular war in Vietnam, poverty was worsening, and the
rights of women were finally being considered. A pervasive
discontent permeated the country. Riots and assassinations
shocked the nation.

A solution for some of these problems was contained in
landmark legislation developed under President Lyndon B.
Johnson in the mid-1960s. During his tenure, he signed the
Civil Rights Act and the Voting Rights Act, established com-
munity health centers to serve the poor and createdMedicare
and Medicaid. The president’s “Great Society” attempted to
correct the injustices of the past and forge new, more humane
approaches to caring for the most vulnerable of our nation,
curtailing poverty and ending racial and sex discrimination.
During these years, the physician assistant (PA) profession was
envisioned and then created as a way to bring high-quality,
cost-effective primary care to “underserved” areas. Health
care in America remains center stage today, and our progress
as a nation in achieving racial harmony and sex equality and
ending poverty continues to be an arduous process. The PA
profession has been one of the successful solutions to the
problems that were manifest in the 1960s.

CREATING MODEL PROGRAMS

A call for an “assistant” to the physician was first voiced by
Charles L. Hudson, MD, at a 1960 American Medical Associ-
ation (AMA) House of Delegates meeting. His thoughts on
creating “externs,” as he called them, were subsequently
published in the Journal of the American Medical Associa-
tion.3 EugeneA. Stead,MD, chairman ofmedicine, developed
the first PA program at Duke University in Durham, North
Carolina, in 1965 with E. Harvey Estes, MD, and Robert
Howard, MD, providing program leadership. In the same year
at a White House conference on health, Dr. Stead described
his new program, which had just begun to train assistants to
help physicians in their medical practices (Figure 1).4 He drew
on his experience with “fast tracking” physicians to help
supply medical personnel duringWorldWar II while he was at
Emory University in Atlanta, Georgia. He also sought the
advice of Amos Johnson, MD, who informally trained Henry

Figure 1. PA profession pioneers E. Harvey Estes, Jr., MD, and Eugene A.
Stead, Jr., MD. Photo credit: Duke University photography.
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Lee “Buddy” Treadwell, a man with no previous medical
experience, in the late 1940s, to help in Johnson’s busy gen-
eral practice as a doctor’s assistant in rural Garland, North
Carolina.1 Stead’s inaugural PA class was composed of 4 Navy
corpsmen who had served during the era of the Korean War
and had extensive clinical experience (Figure 2).5,6

Three of Stead’s initial 4 PA students graduated in 1967
after 2 years of advanced medical education. Subsequently,

additional programs came into being.7,8 Henry Silver, MD,

developed the Child Health Associate Program in 1967 at the

University of Colorado as a 3-year, master’s degree–granting

program producing PAs specializing in pediatrics. At the

University of Washington in Seattle, Richard A. Smith, MD,

began MEDEX training (the title, a cross between MEDicine

and EXtension) using medics/corpsmen from the Korean and

VietnamWars as the student substrate (Figure 2).9–11 Smith used

an apprenticeship approach that matched PA students with

(mostly rural) general practice and family medicine physicians

after an abbreviated didactic phase of training at the univer-

sity. Smith was informed by the work of registered clinical

officers he observed while in the Peace Corps, as these “non-

physicians” providedprimary health care in rural areas ofWest

Africa. In Philippi, West Virginia, Hu C. Myers, MD, granted

a bachelor’s degree to PA graduates from nearby Alderson
Broadus College.1 John Kirklin, MD, developed a strong sur-
geon’s assistant program at the University of Alabama.

CRAFTING A PROFESSION

The crafting of the PA profession was a separate and equally
complex task, led by a second group of pioneers who con-
tributed their time and considerable talents to create 2
essential professional organizations and 2 essential cre-
dentialing organizations. The American Academy of PAs or
AAPA (formerly the American Academy of Physician Assis-
tants) serves graduate PAs, and the Physician Assistant Edu-
cation Association or PAEA (formerly the Association of
Physician Assistant Programs) serves PA program educators.
The organization accrediting programs was then named the
Joint Review Committee on Certification of Assistants to the
Primary Care Physician or JRC-PA. Graduate PAs were initially
examined by the National Board of Medical Examiners
(NBME) and now are certified by the National Commission on
Certification of Physician Assistants (NCCPA). The 4 pillars of
the profession, AAPA, PAEA, NCCPA, and the Accreditation
Review Commission on Education for the Physician Assistant
(ARC-PA) along with their precursors created the foundation
of the PA profession.

Given the early proliferation of programs, there was a grow-
ing concern on the part of those leading the PA movement
about the lack of standardization. The National Academy of
Sciences categorized programs as A, B, or C, based on their
length and rigor.As a result of this initial, well-founded concern,
4 conferences were held between 1968 and 1972 at Duke Uni-
versity to address how the PA profession would be monitored,
regulated, categorized, and enhanced.1,12,13 After considerable
thought, discussion, and ultimate consensus, a plan of action
was laid out to pave the way forward. Thomas E. Piemme, MD,
from George Washington University, along with Alfred M.
Sadler Jr, MD, and his brother Blair L. Sadler, JD, moved the
profession forward with the help of other like-minded cham-
pionsof thePAmovement.1 TheSadlersworked together at the
National Institutes of Health (NIH), and later Alfred worked at
the Robert Wood Johnson Foundation (1967–1976) and also
developed the Yale University PA program.

The Sadler brothers, along with nurse Ann Bliss, RN, MSW,
while developing the Yale PA program, were commissioned in
1971 by 5 foundations to create a “White Paper on the Physi-
cian’s Assistant” (sic). The Kaiser Family Foundation, the Car-
negie Corporation, the Commonwealth Fund, the Foundation
for Child Development, the Josiah Macy Jr. Foundation, and
the Rockefeller Foundation—each having played a role in the
development of the early PA program models—were looking
for guidance on future development of this rapidly evolving
field. Their article, which provided the requested template in
100 pages, was expanded into a book, The Physician’s Assis-
tant: Today and Tomorrow, and printed by Yale University
Press in 1972.12 It was distributedwidely, without cost to health
professional and political leaders throughout the nation, with
resulting significant impact.

The American Academy of PAs was created in 1968 with
second-yearDukePA studentWilliamD. Stanhopeas the first
president. The Association of Physician Assistant Programs
(APAP) began in 1972 with Alfred M. Sadler, Jr, MD, as the
first president. In 1973, after securing a 501(c)(3) tax-exempt
status for APAP to receive grants and other funding, Sadler
and Piemme secured initial support from several private
foundations to found a joint national office for both organ-
izations in Washington, DC. Donald W. Fisher, PhD, a former

Figure 2. Combat medics/corpsmen members memorial sculpture, Univer-
sity of Utah Physician Assistant Program. Dedicated in July 2003. Sculptor is
John Prazen, former Navy corpsman, USS Sperry, Korean War. Combat
medics and corpsmen serving their country in times of conflict were the
genesis of the physician assistant profession. Photo credit: Don Pedersen
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early PA program director, was hired as its first executive
director in 1973.13 Timi Agar Barwick is the current chief
executive officer of PAEA, having served and led the Asso-
ciation for 25 years now, as it has prospered and grown.
Along with the name change from APAP to PAEA, the
Association separated managerially and physically from
AAPA in 2006 tobecomea freestandingorganization andhas
grown to serve the needs of a diverse range of PA programs
and their faculty.

Contributions by philanthropic foundations and govern-
ment agencies augmented the financing of the PA profession.
With the Comprehensive Health Manpower Training Act of
1971, which provided PA program funding, the PA concept
grew rapidly. Congressman Paul Rogers from Florida, who
later came to be known as “Mr. Health,” together withWilliam
M. Wilson, PhD, and C. Hilmon Castle, MD, from the Utah PA
program, along with other key individuals, were instrumental
in facilitating these federal funding streams by providing
congressional testimony for bills moving through Con-
gress.7,9,13 The PA movement’s early leadership was able to
assist with language for legislation that provided Title VII PA
program funding through what is now the Department of
Health and Human Services.9

The careful manner in which the leaders of the PA move-
ment in the 1970s orchestrated a system of credentialing is
one of the primary reasons for the ultimate success of this
grand social experiment. Maintaining a legally dependent
relationship with supervising physicians afforded a level of

autonomy for the PA (characterized as “negotiated perfor-
mance autonomy” by medical sociologist Eugene S.
Schneller, PhD) that has grown over time, resulting in a pro-
fession that is respected in the United States and around the
world. This strong organizational framework has helped to
makePAeducation andpractice sought after and recognized
not only as oneof the topmaster’s degrees in the country and
one of the top health care jobs in the nation14 but as a pro-
fession that helps to make the world a better place.15,16 The
formative years of the profession are chronicled in an article
by Sadler and Piemme on page S14.

ACCREDITATION OF PROGRAMS

A peer-reviewed accreditation process by which PA programs
could be evaluated was fundamental to the profession’s suc-
cess.With its beginnings in 1971, under theAMA’sCommittee
on Allied Health Education Accreditation, the newly formed
JRC-PA began its work the following year with Mac Detmer as
its secretary and support representatives from multiple med-
ical groups (Table 1). The committee’s name was changed in
1988 to the Accreditation ReviewCommittee on Education for
the Physician Assistant (ARC-PA). This process is now the
recognized accrediting procedure to protect the interests of
the public, the PA profession, and students by using Stand-
ards, initially referred to as Essentials of an Accredited Edu-
cational Program for the Assistant to the Primary Care
Physician.6

Table 1. Organizational Representation on the Credentialing Bodies for the Physician Assistant Profession

ARC-PA NCCPA

(Formed 1971) (Formed 1973)

American Academy of Family Physicians† x x

American Academy of Pediatrics† x x

American Academy of Physician Assistants‡ x (1974) x

American College of Physicians† x x

American College of Surgeons‡ x (1975) x

American Hospital Association x

American Medical Association* x x

American Nurses Association x

American Society of Internal Medicine† x x

Association of American Medical Colleges x

Physician Assistant Education Association‡ x (1978) x

Federation of State Medical Boards of the United States x

National Board of Medical Examiners x

US Department of Defense x

Mission Statements: The ARC-PA is the recognized accrediting agency that protects the interests of the public, including current and prospective PA

students, and the PA profession by defining the Standards for PA education and evaluating PA educational programs within the territorial United States to

ensure their compliance with those Standards. The NCCPA provides certification programs that reflect standards for clinical knowledge, clinical reasoning,

and other medical skills and professional behaviors required on entry into practice and throughout the careers of PAs.

*The AMA was the host of the 4 organizations that originated what eventually became the ARC-PA. In the late 1970s, the AMA withdrew as the host and

became one of the sponsoring organizations. The AAMC was involved for a brief time at the outset.

†Initial collection of contributing organizations working under the umbrella of the AMA as members of the JRC-PA and eventually comprising the

representatives of the governing body of the ARC-PA.

‡Organizations included as sponsors of the ARC-PA on date specified (AAPA and PAEA included as a requirement of the US Office of Education).
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Accreditation Review Commission on Education for the
Physician Assistant

Although accreditation of PA programs no longer takes place
under the auspices of the AMA, the standards of excellence
and operating procedures remain intact under the current
ARC-PA umbrella. Initially, this was performed by the Com-
mission onAccreditation of Allied Health Education Programs
(CAAHEP), which accredited a number of other health pro-
fession programs. On January 1, 2002, the Accreditation
Review Committee on Education for the Physician Assistant,
under CAAHEP, became the independent Accreditation
Review Commission on Education for the Physician Assistant.
This was a small name changebut amonumental step forward,
as this organization became a freestanding accrediting
agency, under the long-time direction of John McCarty,
MPAS, PA. The ARC-PA remains the sole authority for PA
program accreditation with a mission to protect the interests
of the public and PA profession and the welfare of stu-
dents.17,18 TheAccreditation Standards for Physician Assistant
Education is now in its fourth edition.

The professional curriculum for PA education includes
basic medical, behavioral, and social sciences; patient
assessment and clinical medicine; supervised clinical prac-
tice; and health policy and professional practice issues. The
Standards encompass current, nationally accepted guide-
lines for all aspects of PA program operation. With PA edu-
cation most often characterized as competency-based, the
focus on proficiency and performance, relative to the set of
Standards, has worked to ensure ultimate success for the
profession.19

CERTIFICATION OF GRADUATES

The National Board of Medical Examiners

Typically, certification involves a nongovernmental agency or
association that grants recognition to an individual who has
met certain predetermined qualifications specified by that
agency or association. TheNBME took the lead role under the
leadership of John P. Hubbard, MD (president) and Barbara J.
Andrew, PhD (project director for the examination). With the
NBME’s long history of evaluating the competency of medical
students and graduate physicians, it was a logical choice for
the task, and in 1972, it accepted responsibility for developing
a national certifying examination. This was the first time that
the NBME agreed to test a health professions group other
than physicians. The Certifying Examination for the Assistant
to the Primary Care Physician, the precursor to the present
day Physician Assistant National Certifying Examination
(PANCE), was developed to ensure that individuals
achievedminimum standards of proficiency in primary health
care delivery. The examination was administered in 1973 and
1974 by the NBME and was revised after a careful role
delineation study of PA practice. Subsequent annual
examinations were administered by the National Commis-
sion on Certification of Physician Assistants (NCCPA), and
certificates were awarded to successful examinees starting in
1975.13,20,21 TheNBME continued to lead the development of
the PA examinations, under contract with the NCCPA, until
2007. In 1975, the NCCPA assumed responsibility for deter-
mining test eligibility, setting standards, appointing com-
mittees, establishing state liaisons, and administering tests.

For more on the certification of graduates, see the article by
Piemme and Andrew on page S24.

National Commission on Certification of
Physician Assistants

In 1971, the AMA House of Delegates directed its Council on
Health Manpower to assume a leadership role in sponsoring
a national program for certification of the assistant to the pri-
mary care physician. National certification was favored to give
PAs geographic mobility and permit greater flexibility in
employment transition.6,22 The AMA wished to control the
certification process for PAs,much like other health professions
that certify their owngraduates, but eventually thewisdomofan
independent organization with broad representation was rec-
ognized (Table 1). TheNCCPAwas established in 1974, andDr.
Piemme was installed as its first president with 14 medical
groups, including the AAPA, represented on the board of
directors.13 Currently, every state in the United States, the Dis-
trict of Columbia, and the US territories rely on NCCPA certifi-
cationasoneof the criteria for licensure or regulation of PAs. To
date, more than 100,000 PAs have been certified by NCCPA.23

Maintenance of Certification

Theuseof thedesignation “C” (for “certified”) after the initials
“PA” indicates that the individual so designated has passed
the initial examination and adheres to the recertification
requirements set forth by the NCCPA. Every 2 years, PA-C
designees must earn and log a minimum of 100 hours of
continuing medical education (CME). By the end of the tenth
year (increased from every 6 years in 2014) of the certification
maintenancecycle, PA-Cdesignees alsomust havepassed the
Physician Assistant National Recertification Examination.
Although the NCCPA does not evaluate PA practice, this
change from 6 years to 10 years for a recertification examina-
tion reflects decades of successful PA practice. In recent years,
the NCCPA has instituted random CME audits, assumed the
responsibility for all CME logging, and enacted a more com-
prehensive disciplinary policy. Twenty-seven states require
current certification by NCCPA as a condition of license
renewal. The Commission also has added voluntary certifica-
tion programs, whereby a practicing PA can gain a Certificate
of Added Qualification in areas of their specialty practice
through activities involving testing and CME.23

Figure 3. Physician assistant program growth: cumulative total number of
PA programs by first-year class enrolled. Source: 30th Report on Physician
Assistant Educational Programs in the United States
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STATE LICENSURE

Recognition of PAs as health care providers led to the devel-
opment of state laws and regulations governing their practice
in the early 1970s.1 In the late 1960s and early 1970s while the
PA concept was beginning to blossom, a moratorium on the
licensing of new health professionals was declared by
the AMA and the then Department of Health, Education and
Welfare. The entire licensure scheme for regulating health
personnel was under widespread attack as being archaic and
inefficient and stifling innovation. Through the willingness to
accept delegation from physicians, and to work under the
supervision and control of the physician, PAs were able to
function under broad and flexible legal umbrellas that allowed
them to perform to their capacity.12

Multiple approaches to the state regulation of PAs were
consideredduring theearly1970s.AlfredandBlair Sadlerwhileat
the NIH and Yale andMartha Ballenger, JD, and Harvey Estes at
Duke fostered the idea of a simple amendment to each state’s
medical practice act that would allow physicians to delegate to

the PA the ability to diagnose and treat patients under their
supervision. Many states put forth amendments that allowed for
the delegation of tasks by the physician to an assistant based on
the recommendations of these leaders. After the flexibility of the
delegation amendments, with the widespread success of PAs,
most states re-examined the definition of the scope of PA prac-
tice. Over time, all states have rewritten the practice acts that
apply to PAs by enacting a more comprehensive statute, often
with additional rules and regulations. Ultimately, each state
enacted a specific licensure law for PAs. Whatever the arrange-
ment, the2 consistent criteria for PApractice ineach state remain
the same: graduation from an ARC-PA–accredited educational
program and successful passage of the NCCPA national certify-
ing examination (PANCE). A historical examination of the early
regulations of PAs and state licensure can be found in an article
by Keahey and Abdullah on page S62.

A TRACK RECORD OF SUCCESS: ENSURING
THE FUTURE

Figure 3 depicts the prolific growth of PA programs. There are
currently 224 programs with many more in the accreditation
pipeline. Figure 4 profiles the increase in the number of PA
program graduates, a reflection of the increasing number of
programs and increasing class size of existing programs.
Figure 5 represents the expansion of PA specialty practice and
speaks to the flexibility built into the regulatory framework that
mandated generalist education. Table 2 documents the
compensation figures for clinically practicing PAs. These data
clearly represent a profession enjoying remarkable success.

CONCLUSIONS

With the backing of organized medicine, PAs entered into
team practices with physicians. Educated in the medical

Figure 4. Physician assistant graduates: total first-year enrollment at PA
programs. Source: By the Numbers: Program Report 31

Figure 5. Physician assistant practice areas by percent. Source: 2015 Statistical Profile of Certified Physician Assistants: An Annual Report of the National
Commission on Certification of Physician Assistants
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model, extolling the necessity of primary care, and
accepting the autonomy afforded them in caring for
patients under a framework that made PAs dependent on
their supervisors, graduate PAs encountered a health care
system in crisis. The crisis in health care delivery still exists
today, despite nearly a half-century of PA education and
practice. A trend toward specialization of PAs and the
abandonment of their primary care roots parallels the
specialization of physicians and the decline of generalist
practice during the post–WorldWar II era. There are myriad
reasons for this recent PA specialization trend, not the least
of which is the present reimbursement mechanism that
places primary care providers at an economic disadvantage
for any type of medical practice. At best, the recent trend in
specialization of the PA profession can be viewed as the
positive impact of the flexibility in job choice built into the
dependent model of PA practice from the very beginning.
At worst, history may view this trend of PA specialization as
a betrayal of the original intent of the movement and

a subversion of the desires of the charismatic leaders who
gave birth to the profession.

The PA movement in the United States began in the 1960s
due to a perfect storm of circumstances: increased speciali-
zation of doctors, the demise of the general practitioner,
advancing technology, returning medics/corpsmen, the War
on Poverty, and visionary leaders who understood the process
of education and apprenticeship.2,20 The 1960s were a time for
change throughout the country, and the PA was one of many
social innovations. The credentialing of PA programs and
graduates through independent organizations—the ARC-PA
to accredit programs and the NCCPA to certify graduates—
has been a necessary arrangement to allow the PA to enter
into the “sovereign” domain of the physician as a trusted
practice partner.

This grand social experiment of PA education and practice
cameatprecisely the right time inUShistory. Initiallyutilizing the
militarymedics/corpsmen, not taking other professionals out of
their roles in the health care workforce, and creating

Table 2. Physician Assistant Salary: Total Income in the Last Calendar Year From Principal Clinical Position

Specialty Number Mean Median

Adolescent medicine 156 79,103 85,000

Anesthesiology 335 9890 95,000

Critical care 975 111,903 105,000

Dermatology 2911 116,958 105,000

Emergency medicine 9942 114,443 115,000

Family medicine 15,902 94,613 95,000

Gynecology 293 84,317 85,000

Hospital medicine 2463 103,755 105,000

Internal medicine-general practice 3952 94,495 95,000

Internal medicine-subspecialty 6624 95,803 95,000

Neurology 636 93,381 95,000

Obstetrics and gynecology 938 87,505 85,000

Occupational medicine 1175 99,460 95,000

Ophthalmology 55 92,656 95,000

Otolaryngology 673 95,149 95,000

Pathology 11 114,091 105,000

Pediatrics 1507 87,960 85,000

Pediatrics-subspecialty 801 97,047 95,000

Physical medicine/rehabilitation 766 94,752 95,000

Preventive medicine/public health 136 90,441 95,000

Psychiatry 945 98,206 95,000

Radiation oncology 135 97,296 95,000

Radiology 535 102,888 105,000

Surgery-general 2224 104,335 105,000

Surgery-subspecialties 13,930 111,719 105,000

Urology 882 100,522 95,000

Other 6064 99,091 95,000

Source: 2015 Statistical Profile of Certified Physician Assistants: An Annual Report of the National Commission on Certification of Physician Assistants.

The average salary of certified PAs was $102,163 with the highest paid to those working in dermatology, emergency medicine, pathology, surgery

subspecialties, and critical care medicine.
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a dependent practice framework that allowed graduate PAs to
function in concert with physicians—not in competition with
them—wereall key to the successof themovement. Themedic/
corpsman symbolized a hero figure, thanks to the press
received in Vietnam, and was generally considered above
reproach.2 Utilizing returning medics/corpsmen, mandating
a dependent role for them as PAs, and placing an emphasis on
primary health care in their educationandpractice coalesced to
forge a profession that worked to help physicians recapture
their “cultural authority”2 in medicine, placed competent
assistants in underserved patient care settings, and attempted
to fulfill the 1960’s promise of quality health care to all US
citizens. It is imperative that the PA profession remains cogni-
zant of its primary care roots and appreciates the continuing
need for primary health care, as the founders did, as the next
half-century unfolds. Ironically, the flexibility built into the PA
profession has also played a role in this migration away from
generalist practice for PAs. One could argue that shortages
exist across all areas of medicine, thus making the PA an ideal
counterpart to fill the gaps and adapt to areas of need.

As PAs enter entering their sixth decade of practice, the pro-
fession remains a socially aware, nimble, and patient-centric
enterprise with clinicians who are critical thinkers, adaptable and
responsive to theever-changingneedsof society. Thosevisionary
leadersandchampionswhobirthed theprofessionsome50years
ago could not have imagined the PA of today.
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INVITED

Physician Assistant Education Association: Past,
Present, and Future
David P. Asprey, PhD, PA-C; Timi Agar Barwick, MPM

Abstract The Physician Assistant Education Association
(PAEA), known as the Association of Physician Assistant
Programs (APAP) until 2006, is the professional organiza-
tion that represents physician assistant (PA) programs in
the United States. Its mission is to “pursue excellence,
foster faculty development, advance the body of knowl-
edge that defines quality education and patient-centered
care, and promote diversity in all aspects of PA educa-
tion.” PAEA has played an important role in promoting
and shaping the educational mission of the PA profession.
PAEA experienced a modest beginning, but it has evolved

quickly as it increased its governance structure, staff,
budget, and member services to support a rapidly grow-
ing profession over the last couple of decades. PAEA’s
current progress has positioned the profession well to
increase our national visibility and our ability to affect the
future of health care delivery. The future of PA education
and PAEA will certainly be impacted by our continuing
ability to adapt to change and to be visionary in our
approach to the significant challenges we will face.
Collectively, the Association staff, volunteers, and mem-
bers will strive to fulfill its mission.

INTRODUCTION

Professional associations canprove tobe vital in helping their
members collectively promote, advance, and represent their
professions.1,2 The PhysicianAssistant EducationAssociation
(PAEA), founded in 1972 as the Association of Physician
Assistant Programs (APAP), is the professional organization
that represents physician assistant (PA) education programs.
This article reviews the role of the Association and the impact
it has hadon the PAprofessionduring theprofession’s first 50
years. The establishment and formative years of the Associ-
ation are well chronicled in the article by Sadler and Piemme
on page S14. The influence that the Association has had on
PA education and consequently the PA profession is
remarkable.

THE EARLY DAYS

The organization that is now PAEA was created to facilitate
communication, share resources and best practices, and
represent and advocate for PA programs nationally. Early
challenges facing the profession and the association were
accreditation of educational programs, certification of
practitioners, continuing medical education requirements
of PAs, and delineation of the PA scope of practice. (See
Coombs and Pedersen article on page S7) Starting in 1974,
APAP and the American Academy of Physician Assistants
(AAPA) formed a joint national office in Washington, DC,
which initially was funded principally by private foundation
funds. Its executive director was Donald W. Fisher, PhD,
who served both organizations from 1973 to 1980. The
transition to independent management occurred over

time, culminating in the Association’s move from the joint
headquarters with AAPA to its own headquarters in Alex-
andria, Virginia, and a concomitant change in its name to
PAEA.

PAEA’s mission, vision, and value statements have evolved
over the years to reflect the advancement and growth that the
association has undergone. They now read as follows:

Mission

PAEA’s mission is to pursue excellence, foster faculty devel-
opment, advance the body of knowledge that defines quality
education andpatient-centered care, andpromotediversity in
all aspects of PA education. To accomplish its mission, PAEA
seeks to:

1. Encourage and assist programs to educate competent and
compassionate PAs.

2. Enhance programs’ capability to recruit, select, and retain
well-qualified PA students.

3. Support programs in the recruitment, selection, develop-
ment, and retention of well-qualified faculty.

4. Facilitate the pursuit and dissemination of research and
scholarly work.

5. Educate PAs who will practice evidence-based, patient-
centered medicine.

6. Serve as the definitive voice on matters related to entry-
level PA education, nationally and internationally.

7. Foster professionalismand innovation inhealthprofessions
education.

8. Promote interprofessional education and practice.
9. Forge linkages with other organizations to advance its

mission.

Vision Statement

To improve thequality of health care for all peopleby fostering
excellence in PA education.
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Value Statement

We uphold the values of collegiality, scholarship, excellence,
service, diversity, ethical behavior, integrity, and respect.3

PAEA serves as a resource center and organizing struc-
ture for PA programs and is the “face” of PA education to
individuals and organizations from various professional
sectors.

GOVERNANCE

Authority for all PAEA affairs rests with its 12-member Board of
Directors, who are elected by the member programs, with the
exception of the student representative. The PAEA Board
consists of a president, president elect, immediate past
president, secretary, treasurer, student director, and 6 direc-
tors at large. Over time, the composition of the Board has
changed significantly from one comprised almost exclusively
of program directors to one that represents more fully the
range of positions in member institutions. The 2017 PAEA
Board contains only 2 program directors. The board sets and
implements policy and conducts the business of PAEA. It
administers the Association’s financial affairs; oversees the
performance of the CEO; appoints divisions, councils, com-
mittees, liaisons, workgroups, and taskforces; and conducts all
Association business between membership meetings. Only
accredited programs can be full voting members of the
Association. However, developing programs may join PAEA
and take advantage of many of its services while waiting to
obtain accreditation.

One of themost significant changes in PAEA governance
in the contemporary era came with the expansion of the
board in December of 2014. The board membership was
increased from 7 to 12 members, a change reflecting the
increase in the level of services, programs, and products
being provided by the Association, and the desire to
expand and diversify the perspectives at the board table to
help ensure representation of the changing membership
demographics.

Each year the membership elects a president elect, who
serves one year each as president elect, president, and
immediate past president. A list of the presidents of the
Association is presented in Table 1. Of note are the
changing demographics of the Association’s leadership
over the years. The first 6 presidents of the Association were
all physicians, but not one physician has served as the
association’s president during the past 33 years. In addition,
perhaps reflecting its team-based and interprofessional
roots, PAEA is one of the only health professions organ-
izations to elect presidents fromother professions. Over the
course of its history, in addition to 7 physicians, 6 other non-
PAs have served in the top elected position of the organi-
zation. The gender balance has changed as well—in the first
16 years, there was only one female president, Frances
Horvath, MD; however, in the last 16 years, there have been
8 female presidents of the Association, representative of
the profession they serve.

The diversity of roles, professions, and other demographic
characteristics of theAssociation’s senior volunteer leadership
both reflects and has contributed to the interprofessional and
inclusive culture of the profession.

Table 1. Presidents of the Physician Assistant Education
Association

2016–2017 William Kohlhepp, DHSc, PA-C

2015–2016 Jennifer Snyder, PhD, PA-C

2014–2015 Stephane P. VanderMeulen, MPAS, PA-C

2013–2014 Karen Hills, MS, PA-C

2012–2013 Constance Goldgar, MS, PA-C

2011–2012 Anthony Brenneman, MPAS, PA-C

2010–2011 Kevin Lohenry, PhD, PA-C

2009–2010 Ted J. Ruback, MS, PA

2008–2009 Justine Strand de Oliveira, DrPH, PA-C

2007–2008 Dana Sayre Stanhope, EdD, PA-C

2006–2007 Anita Glicken, MSW

2005–2006 Dawn Morton-Rias, EdD, PA-C

2004–2005 Patrick T. Knott, PhD, PA-C

2003–2004 Paul Lombardo, MPS, PA-C

2002–2003 James F. Cawley, MPH, PA-C

2001–2002 David P. Asprey, PhD, PA-C

2000–2001 Gloria M. Stewart, EdD, PA-C

1999–2000 P. Eugene Jones, PhD, PA-C

1998–1999 Walter A. Stein, MHCA, PA-C

1997–1998 Donald M. Pedersen, PhD, PA-C

1996–1997 J. Dennis Blessing, PhD, PA-C

1995–1996 James B. Hammond, MA, PA-C

1994–1995 Ronald D. Garcia, PhD

1993–1994 Richard R. Rahr, EdD, PA-C

1992–1993 Anthony A. Miller, MEd, PA-C

1991–1992 Albert Simon, DHsc, PA-C

1990–1991 Ruth Ballweg, MPA-PA-C

1989–1990 Steven Shelton, MBA, PA-C

1988–1989 Suzanne Greenberg, MS

1987–1988 Jesse Edwards, MS

1986–1987 Jack Liskin, PA-C

1985–1986 Carl Fasser, PA-C

1984–1985 Denis Oliver, PhD

1983–1984 Robert Curry, MD

1982–1983 Stephen Gladhart, EdD

1981–1982 Reginald Carter, PhD, PA-C

1980–1981 David Lewis, EdD, MA

1979–1980 Thomas Godkins, MPH, PA

1978–1979 Archie Golden, PhD

1977–1978 Frances Horvath, MD

1976–1977 C. Hilmon Castle, MD

1975–1976 C. Hilmon Castle, MD

1974–1975 Robert Jewett, MD

1973–1974 Thomas Piemme, MD

1972–1973 Alfred Sadler Jr, MD



www.JAAPA.com • www.JPAE.pub 57

MEMBER PROGRAMS

As of July 2017, PAEA has nearly 230member PA educational
programs located at various institutions across the United
States, including 15 or more developing programs that are
not yet accredited.4 Historically, all accredited programs
have elected to join the Association. The number of
accredited PA programs has increased dramatically over the
past 2 decades, as shown in Figure 1. In 1995, there were 60
programs; by 2005, the number had grown to 137, and in
2017, there were 224 accredited programs.5 Figure 2 pres-
ents the foreseeable growth in the number of programs
seeking accreditation, with another 50 programs projected
to be in existence by 2020, for a total of approximately 260
programs. This rate of growth has been fueled by the need
for additional PAs in the workforce and continued high pro-
jected job growth for the profession.

As the PA education community grew, the Association
placed significant value on simultaneously growing the
leadership competency of the education community at
large, especially in providing not just more but enhanced
opportunities to serve, learn, and develop on PAEA coun-
cils and other workgroups. The parallel growth and
increasing professionalization of PAEA staff resulted in the
board’s development of a Partnership 20/20 Initiative to
optimize the intellectual contributions of volunteer leaders
and an increasingly professionalized staff in line with con-
temporary governance models. This new PAEA volunteer

structure built on the “Four Square” model is represented
in Figure 3.

STAFFING

Relative to many health education professional organizations,
PAEA was late in developing a specialized professional staff-
ing infrastructure. Limitedby constrainedfinancial resources in
the pre-Central Application Service for Physician Assistants
(CASPA) era (see Budget and Resources section), PAEA
sought generalist staff who could support multiple functions.
As the Association’s resources grew, an increasingly special-
ized professional staff was acquired—including medical edu-
cators, PAs, researchers, assessment specialists, and IT
experts, among others. Between 2006 and 2017, the number
of PAEA staff grew from 7 to 35, representing a 500% increase.

The professional staff manage the Association’s day-to-day
activities under the direction of the chief executive officer, who
for much of the Association’s existence has been current CEO
Timi Agar Barwick. Having served 25 years as a PAEA staff
member, and as executive director/CEO since the early 2000s,
Barwick has more than double the average longevity of non-
profit CEOs.6

The new staffing and volunteer governance structure also
provided additional opportunities for PA faculty and pro-
fessional staff to participate in the work of the organization at
various levels of engagement and provided a means to adjust

Figure 1. Accredited Programs. ARC-PA web site. http://www.arc-pa.org/wp-content/uploads/2016/10/Number-of-Accred-Programs-9.2016.pdf. Accessed
January 28, 2017



58 The PA Profession: 50 Years and Counting | Fall 2017

the structure to respond to strategic opportunities (eg, new
partnerships).

RE-ESTABLISHMENT OF A CLOSE WORKING
RELATIONSHIP WITH THE AAMC

With its infrastructure taking shape, PAEA was positioned to
push forward on major strategic initiatives. The Association’s
leadership began to reevaluate PAEA’s “place” in the health
professions and policy landscape. Merely sustaining its posi-
tionwas not the desired goal—the leadershipwanted tomake
PAEA more visible and have a greater impact on the medical
education landscape.

Anopportunity to achieveboth visibility and impact came in
2014 when President Constance Goldgar, Barwick, and Chief
CommunicationsOfficer Sean Sticklemetwith theAssociation
of AmericanMedical Colleges (AAMC) PresidentDarrell Kirch.
A conversation that startedwith anarrow focusquickly evolved
into a generative session about the relationship between
academic medicine and PA education and between AAMC
and PAEA. AAMC had recently moved into a custom-built
facility on prime real estate of the K Street corridor in Wash-
ington, DC, and was looking for like-minded partners and
“neighbors” whowere similarly interested in interprofessional
collaboration. They were speaking to PAEA’s strength. The 2
organizations developed a plan and guiding principles to
define their partnership. One important point concerned how
the partnership between PAEA and AAMC could be lever-
aged to advance our mission and support all members, not
just those affiliated with academic health centers. The new
emphasis on community and population health in medicine
provided away to expand thepartnership’s focus to include all
of the institutions that house PA programs. PAEA moved into
new office space in the AAMC building in March 2015.

The PAEA-AAMC partnership has yielded immediate
dividends. PAEA has been invited to sign on to 3 amicus
briefs filed for Supreme Court cases, and the 2 organizations
have worked on grant applications that will be of mutual
benefit. PAEA’s increased visibility has resulted in 2 invita-
tions in the past 3 years to testify before congressional
committees on funding and policy issues related to PA

education. The Association has also been sought out to
participate in the National Academies’ Global Forum on
Innovation in Health Professional Education and the United
Nations’ High Level Commission on health employment and
economic growth.

In some ways, PAEA’s move to K Street has brought the
PAEA-AAMC relationship full circle. In its very early years,
APAP’s fall meeting was held in conjunction with the AAMC’s
meeting. See the article by Sadler and Piemme on page S14.
Piemme and Sadler were principal organizers and participants
of an AAMC-sponsored “Institute on Primary Care” in 1975,
which introduced many medical educators and leaders to the
PAprofession for the first time. TheAAMCwas one of the early
sponsors of PA accreditation, when almost all PA programs
were part of academic health centers, but they decided to
remove themselves from the accreditation process in the
1970s, when many new PA programs began to be housed in
other types of institutions.

SERVICES AND ACTIVITIES

PAEA member services have increased dramatically in recent
years. The major services now available to members include
the flagship PAEA Education Forum each fall, which drew
more than 850 attendees in 2016, as well as educational con-
sultation services, expanded faculty development and lead-
ership education programs, research and data collection, and
tools to assess and improve the quality of PA education for
individuals as well as for programs, as well as a MEDLINE-
indexed peer-reviewed journal and a number of other
publications.

One of the Association’s most established core services is
the collection, analysis, and publication of data on the char-
acteristics of member programs and trends in PA education.
The Program Report, formerly the Annual Report on Physician
Assistant Educational Programs in the United States, is now in
its 32nd edition. Another key focus is advocacy for PA pro-
grams on federal policy and legislative initiatives, as well as
effective representation to related PA organizations and oth-
ers involved in health professions education and health care
policy.

Figure 2. Projected growth in PA programs. Figure adapted from ARC-PA web site http://www.arc-pa.org/wp-content/uploads/2016/10/current-and-projected-
growth-10.2016.pdf. Accessed January 28, 2017
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PAEA’S LEADERSHIP ROLE

PAEA has played a vital role in helping PA education pro-
grams combine their efforts to provide a united voice for PA
education and facilitate strategic initiatives. PAEA also has
consistently been able to relieve programs of some of the
burdens of day-to-day operations by helping them come
together and organize themselves to tackle numerous key
strategies and services. The clearest example of this phe-
nomenon is the launch of theCentral Application Service for
Physician Assistants (CASPA), which allowed programs to
move frompaper-based applications to a centralized online
service that streamlined many administrative processes.
CASPA also allowed programs, freed of much of the
administrative work of admissions, to focus their energies
on recruiting the best candidates for their programs.
Another success story was the development of the End of
Rotation� examination. At a time when many programs
were struggling to adequately validate their assessment of
students’ clinical performance, a standardized examination
provided a pool of national comparative data that gave
programs a much higher degree of confidence in their
assessments.

From an organization that was heavily dependent on its
volunteers in the early years, PAEA has developed into an
organization that has the governance structure, staffing,

expertise, and infrastructure necessary to provide a stronger
national leadership role. PAEA now plays an increasingly
important role as the collective voice of PA education, both
within the PA community and externally. Emerging issues
such as optimal team practice and proposed revisions to the
recertification process are 2 areas in which PAEA has taken
a leadership role.Without a soundeducational footing,many
of the desired changes to PA practice could advance only
slowly, with harmful effects on the profession—or fail alto-
gether. The phrase “gatekeeper to the profession” is often
applied to education, reflecting its role in recruiting and
selecting the next generation of PAs and ensuring their
quality for whatever path the profession takes moving
forward.

BUDGET AND RESOURCES

During the early years, the Association benefited significantly
from “in kind” support from AAPA and others. This largely
occurred through shared office space and the ability to con-
tract for the time and services of certain specialized personnel.
As a result, the Association was able to operate on a relatively
austere budget and had to lean heavily on volunteer input.
Primary sources of revenue were the Annual Education Forum
andmember programdues. Slow but steady growth provided

Figure 3. Physician Assistant Education Association volunteer structure, July 2017. Courtesy of PAEA.
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increasing revenue and the opportunity to increase pro-
fessional staff.

A significant factor driving the Association’s growth in
budget, staffing, and ability to provide enhanced services was
the development of CASPA, which began operations during
the 2001–2002 academic year. While developing the service
required a considerable upfront investment of time and
money, the revenue soon began to be actualized as the pro-
gram participation rate and the associated applicant pool
increased substantially. Within a few years, it was evident that
CASPA would provide significant and much needed revenue
to help grow and diversify the Association’s services. Growth
of the annual PAEA budget is represented in Figure 4. The
PAEA budget exceeded $8 million for the first time in Fiscal
Year 2017.

Some of the services that CASPA revenue has allowed
PAEA to provide are testing services, such as PACKRAT and
Endof Rotation�examinations, andprofessional consultation
services for developing and existing programs looking for
assistance with accreditation and program improvement.
These services have provided additional benefits to the
membership while helping the Association to diversify its
revenue sources.

LOOKING AHEAD

Predicting the future is obviously an inexact science, but what
are some of the issues we might expect PA education to face
over the next 50 years? There are 12 significantmovements the
Association anticipates and is alreadyplanning to address.We
believe we need strategies to:

1. Improve integration of the foundational and applied
sciences (basic and clinical sciences).

2. Promote innovation in clinical education that improves
efficiency and learning outcomes.

3. Prioritize quality improvement and patient safety as
a primary driver of PA education.

4. Formalize and expand peer networking, collaboration,
and mentorship as the cornerstone of individual pro-
fessional development and program development.

5. Strengthen engagement and increase dialog with stake-
holders to ensure that education and practice are more
tightly aligned.

6. Embrace the competency-based education of the 21st
century. (Core content, milestones, and entrustable pro-
fessional activities likely will beprominentbuildingblocks.)

7. Expand the use of holistic assessment, including Objec-
tive Structured Clinical Examinations (OSCEs), adaptive
learning, and other learning modalities.

8. Contribute to national interdisciplinary research efforts,
while simultaneously growing research capacity within the
body of PA educators.

9. Advance thebody of knowledgeon teaching and learning
in medical education.

10. Fiercely advocate for the profession through the PA
Modernization Act and other policy and legislative issues
that will address PA education priorities and an increas-
ingly diverse population of students, educators, and
patients.

11. Foster the development of lifelong, self-directed learners
through increased active learning strategies.

12. Become sought-out leaders in preparing a workforce
equipped to practice medicine in teams through inter-
professional education and interprofessional practice.

Much of the Association’s first 50 years has been spent
exploring, supporting, and celebrating PA program individu-
ality. The wide variety of approaches to educating PAs was
seen as important to the profession’s identity. But now is the
time for PA educators to consider how we can refocus
on leveraging our similarities as a PA education community.
Many of the issues we face in PA education, especially the
move toward competencies, outcomes assessment, and
entrustable professional activities, will require a coordinated,
national approach. We see PAEA increasingly serving as the

Figure 4. PAEA annual approved budget



www.JAAPA.com • www.JPAE.pub 61

centerpiece for collaboration and support to programs to
draw on their collective strength.

PAEA is well-positioned to be a leader in preparing
a workforce equipped to help our nation meet the triple aim
of health care.

CONCLUSIONS

The rapid growth and development of the PA profession over
its first 50 years has been both exciting and challenging. We
havewitnessedamazinggrowth in thenumberof PAprograms
and incredible progress associated with PA education, as with
the profession itself. PAEA’s evolution has positioned us well
to increase our national visibility and our ability to impact the
future of health care delivery. The future of PA education and
PAEA will certainly be affected by our continuing ability to
adapt to change and to be visionary in our approach to the
continuing challenges we will face. Collectively, the Associa-
tion staff and volunteer structure, in partnership with the
members it serves, will strive to fulfill its mission of pursuing
excellence, fostering faculty development, advancing the
bodyof knowledge thatdefinesquality education andpatient-
centered care, and promoting diversity in all aspects of PA
education.
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INVITED

Physician Assistant Educational Research:
50 Years On
James F. Cawley, MPH, PA-C; Richard Dehn, MPA, PA-C

Abstract The physician assistant (PA) profession began as
an experiment in medical education. Initial research on the
PA profession was performed primarily by health service
researchers and medical educators who sought to measure
the impact of the introduction of early PAs into practice.
The introduction of PAs, health care providers who shared
the practice of medicine with physicians, was a revolutionary

step in health workforce policy, and its impact became
a relevant topic of investigation. Research has not been
a high priority in many PA programs, and the amount of
research on PA education has been limited. This article
traces periods of activity and contributions in PA educa-
tional research over the past 50 years and discusses
prospects for the future of research in PA education.

INTRODUCTION

The introduction of physician assistants (PAs), health care
providerswho shared thepractice ofmedicinewithphysicians,
was a revolutionary step in health workforce policy, and its
impact became a relevant topic of investigation.1 Initial
research on the PA profession was performed primarily by
health service researchers andmedical educators who sought
to measure the impact of the introduction of the first PAs into
practice. There was also considerable interest in PA education
from the standpoint of traditional medical education. The
need for new forms of medical education to train PAs brought
innovation, creativity, andpracticality to the field. In this article,
we classify the history of PA educational research into 3 eras
and describe the content of each period.

EARLY PHASE (1970s): ESTABLISHMENT OF
COMPETENCY-BASED EDUCATIONAL MODELS

As PA programs developed, one of their hallmarks was edu-
cational efficiency. Early programs based on the Duke model,
which became the dominant model, were structured as short
versions of medical school (Table 1). However, the increasing
diversity of sponsoring institutions soon resulted in various
curriculum models, incorporating a wide variety of innovative
philosophies and approaches thatwere on the cutting edgeof
medical education, eg, deployment strategies aimed at pro-
moting the use of program graduates in rural and medically
underserved communities. These models were designed for
the recruitmentof studentswith extensiveprevioushealth care
experience andwere intended tomeet specific national, state,
and community health care needs. The awarding of academic
degrees was not a high priority; what was important was the
demonstration of professional competency.2,3

Initial educational research was focused on demonstrating
the value of the new profession, and therefore research con-

sisted primarily of patient satisfaction surveys of PA encoun-
ters and surveys of physician attitudes toward PAs,4

comparisons of quality of patient care,5 and evaluations of PA
cost effectiveness,6 all of which showed that patients and
physicians were satisfied with the care that PAs provided and
that PAs appeared to be cost-effective. The results also
showed that there were no discernable differences in clinical
performance related to educational model, ie, Duke model,
Child Health Associate, MEDEX, or bachelor’s degree
(Alderson-Broaddus).7–11

Physician assistant educators also published articles
designed to educate the medical community about the PA
profession and the PA educational process, to increase sup-
port for PAs in the medical community.12 In addition,
descriptive studies that reported the geographical distribu-
tion of PAs, particularly deployment in primary care settings
and to medically underserved communities, were published
by PA educators who were knowledgeable about their own
graduates and the distribution of PAs in their region.13,14

Describing the Profession

Often, articles written by PA faculty researchers would evalu-
ate deployment patterns of early program graduates, which
were intended to inform legislators and policymakers about
the new profession, thus providing justification for the
investment by the federal government in PA education. For
3 decades, the federal government supported PA education
through Public Health Service (PHS) Title VII, Section 747,
funding administered by the Bureau of Health Professions of
the Health Resources and Services Administration.15

Educational research during this period also included
investigation into the type of curriculum that would be most
effective in preparing providers for primary care practice.
There were 142 published articles in the Education section of
the 1993 Selected Annotated Bibliography of the Physician
Assistant Profession, 4th Edition, produced by the American
Academy of Physician Assistants (AAPA).16 Only 28 of these
articles qualified as a research study; the remaining articles
were an assortment of opinion pieces, editorials, reports, and
commentaries. For example, several articles addressed the
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topic of academic degrees, the pros and cons of awarding the
bachelor’s degree for PA education.17

MIDDLE PHASE (1980–2000): PREDICTORS, PANCE
CORRELATIONS, AND DEGREES

By the 1980s, the profession was starting to become estab-
lished, and PA research focused more on describing the pro-
fession, PA student populations, and the PA educational
system.Moreover, the original competency-basedmodel had
given way first to bachelor’s degree programs and then to
graduate degree programs, beginning in the late 1980s.
Physician assistant educational researchmaturedwithprojects
measuring the effectiveness of PA curriculum. One major

findingwas that the PA educational curriculumwas effective in
preparing PAs for clinical practice in a wide variety of settings,
especially hospital and specialty settings, affirming the gen-
eralist nature of PA education and validating the effectiveness
of this training.

At the time of the creation of the First Annual Report on
PhysicianAssistant Educational Programs in theUnited States,
1984–1985, no systematic process existed to collect data
on the PA education process or clinically practicing PAs.
Although one could estimate the number of PAs in existence
from the number of individuals who had passed the Physician
Assistant National Certifying Examination (PANCE), no data
existed as to how many of those individuals were in clinical
practice or what they were actually doing. The first effort to

Table 1. Early Influential Leaders of PA Education and Research

Leader Contribution

Denis Oliver, PhD Oliver developed the University of Iowa PA program and instituted a number of health services
research studies demonstrating the effective deployment of Iowa graduates in rural and
medically underserved counties in that state. One of his legacies is the annual survey of PA
education in the United States, which began in 1985.

John E. Ott, MD Inheriting the creation of Henry Silver, Ott directed the Child Health Associate (CHA) program at
the University of Colorado and performed many of the early health services research studies on
CHA performance. Ott succeeded Thomas Piemme as chair of the Department of Health Care
Sciences at George Washington University and served as the medical director there for many
years.

Malcolm Peterson, MD At Johns Hopkins University in 1972, Peterson was appointed Dean of the School of Health
Services and served as the first chair of the Joint Review Commission.

Archie Golden, MD, MPH Golden founded the Health Associate Program (closed in 1979) at Johns Hopkins University. This
program’s curriculum was designed to be different from the traditional medical model. Later,
this work was described in The Art of Teaching Primary Care.

J. Rhodes Haverty, MD Haverty was the dean of Allied Health at Georgia State University and a driving force in the
establishment of the National Commission on Certification of Physician Assistants (NCCPA).

Thomas Piemme, MD Piemme was the professor of medicine at the George Washington University Medical Center and
founded the PA program at GW in 1972. He became president of the Association of Physician
Assistant Programs (APAP) in 1974, and was the founding president of the NCCPA.

Alfred Sadler, MD Sadler founded the Yale Physician Associate Program, which emerged from the Yale Trauma
Research Project. Sadler was the first president of the APAP (1972) and, with his brother, Blair,
and Ann Bliss, coauthored The Physician’s Assistant: Today and Tomorrow.

Suzanne Greenberg, MSW Greenberg founded the PA program at Northeastern University in 1970 and later served as
a president of APAP.

Hal Wilson, MD Wilson founded the PA program at the University of Kentucky and later worked at Wake Forest
University.

Richard Rosen, MD Chairman of surgery at Montefiore Medical Center in the 1970s, Rosen first used PAs in inpatient
surgical units and founded the first PA postgraduate program in 1971.

Francis Horvath, MD Horvath, a pediatrician at St. Louis University, cofounded the PA program at that institution and
was a leader in the development of the Joint Review Committee and the PA program
accreditation system.

Joseph Hamburg, PhD Dean of Allied Health at the University of Kentucky during the 1970s, Hamburg was responsible
for the institution of the PA program at that institution. An endowed chair in social research
retains his name.

Donald Fisher, PhD Fisher founded a PA program at the University of Mississippi and became the first executive
director of the American Academy of Physician Assistants.

David Lawrence, MD, MPH, and
Robert Harmon, MD

At the University of Washington, Lawrence and Harmon succeeded Dick Smith and were
responsible for promulgating the MEDEX model of PA education.

David Glazer, MS Glazer began his career as faculty at the Emory University PA program and went on to head the
NCCPA for many years.
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collect data on these populations was the 1981 Association of
Physician Assistant Programs (APAP)/AAPA National Physi-
cian Assistant Survey.18 This project brought together, for the
first time, national data that described the PA educational
system, its applicants and students, and its graduates. Later,
the annual administration of what was, for the most part,
a stable survey instrument would ultimately provide data that
could be compared over time, and PA educators and health
care policymakers have frequently used this data set. From
these data, Oliver and Carter published multiple articles
describing PA salaries19 anddocumenting discrepancies in PA
salaries by sex.20,21

The defining characteristic of this phase of PA educational
research was the success in establishing large-scale annual
surveys of a national scope that had the capability to docu-
ment changes in the profession over time. In PA education,
data from the first national survey was published as the First
Annual Report on Physician Assistant Educational Programs in
the United States, 1984 to 1985, authored by Denis Oliver and
funded by APAP.22 The initial survey was completed by 44 of
the then 53 accredited PA programs and gathered data on
program affiliation and budget, characteristics of the student
population, program personnel, curricula, and characteristics
of applicants and graduates. A summary of the report was also
published in the Journal of Medical Education.23 With minor
revisions, theAnnual Report, now named the ProgramReport,
has been published continuously, with the 31st edition pub-
lished in 2016.24

Yet, data on PAs in clinical practice was not systematically
collected until 1990, when AAPA piloted its first national
survey of all PAs, called the AAPA Census. After substantial
modifications, it was administered only to AAPA members
from 1991 to 1995 (AAPA, Kevin Kraditor, Division of Data
Services and Statistics, personal communication, April 24,
2007). Beginning in 1995, theAAPACensuswas administered
to all individuals eligible to practice as PAs, and summary
results of this data from 1996 through 2010 remain
available.25

Curriculum Topics

In this middle phase, several studies addressed the subject of
what curriculum should be taught in PA programs. One anal-
ysis found that most PA programs at that time were teaching
what medical school educators had proposed—that the core
of medicine is history-taking and physical examination. Addi-
tional similar studies helped inform PA educators about what
was being taught in PA programs, which eventually contrib-
uted to the formation of a national perception of the core
contents of PA curriculum.

Many projects by PA educators during the 1980s and 1990s
surveyed specific changes in PA education at a national level.
For example, several surveysexaminednontraditionalmedical
coursework taught in PA programs, and some researchers
surveyed the “graduate” curriculum added by programs
when converting to awarding an advanced degree. The goal
of these projects typically was to identify a trend in PA
education that the investigator was attempting to descrip-
tively document.

By comparison, over the last decade, educational research
has focused on measuring curriculum effectiveness and the
impact of curriculum changes, comparing the effectiveness of

competing teachingmodels, investigating factors that impact
the admission process, and attempting tomeasure the overall
effectiveness of programs. However, most of these projects
were based on single-program experiences, therefore gen-
eralizability has been limited.

CURRENT PHASE (2000–PRESENT): SHIFT TO THE
MASTER’S DEGREE, EXPANSION

Despite 50 years of accumulation, the PAeducation literature
has been described by one expert as “limited.”26 One
explanation may be that research in educational effective-
ness is a relatively new discipline; another is that for the first
2 decades, most PA program directors held advanced
degrees in medicine and the basic sciences, rather than
education. Throughout PA education, most PA educators
have relied on observation of successful employment of their
graduates and the advice of alumni advisory groups as evi-
dence that their educational processes were appropriate.

A major issue in the PA educational community that has
driven much recent research is the appropriate academic
degree to be awarded for entry-level PA education. After
the 2000 report of the APAP Blue Ribbon Panel,27 the
number of PA educational programs that offer a master’s
degree has increased to the point where almost all pro-
grams are now at the graduate level. This has led to sub-
stantial changes in the personal characteristics and job
expectations for faculty in PA programs. Whereas 15 years
ago, a typical PA program faculty member possessed
a bachelor’s degree, or occasionally a master’s degree, and
had minimal expectations to perform scholarly work, cur-
rently a typical PA faculty member has a master’s or,
increasingly, a doctoral degree and holds a professorial
appointment that requires scholarly productivity for pro-
motion and tenure. Consequently, today’s PA faculty bring
more scholarly skills to their job than did their prede-
cessors—and more scholarly work is expected of them.

However, despite an increasing emphasis on research and
publishing, over the past 15 years, the proportion of PA faculty
who have performed any form of scholarly activity has
remained constant at approximately one-third.28,29

The establishment of the APAP Research Institute in 1997,
and the continuation of its programs through successor
committees and councils, has had a profound impact on PA
educational research. The institute and its successors have
administered an annual research grants program that has
encouraged many PA faculty to begin performing research.
In 1998, Founding Editor Donald Pedersen, PhD, PA, launched
Perspective on Physician Assistant Education as an academic
journal, giving PA educational research manuscripts a natural
place for publication and providing PA educators with a journal
specializing in PA education. In 2006, the journal was renamed
the Journal of Physician Assistant Education.

For 5 decades, the PA education community has thrived
focusing on its central mission, the education of clinicians.
Yet the traditional role that faculty play in most academic
disciplines in conducting research and doing scholarly work
is not a priority in most PA programs. Research output and
scholarly productivity among PA educators could be chari-
tably characterized as underachieving. A recent assessment
of the scholarly output of PA faculty revealed that among 425
respondents to a national survey, the mean number of
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publications for the entire career was 4.2, the mean number
of publications for the past 3 years was 1.7; 55% of
respondents indicated that they had nopublications over the
past 3 years, and 45% reported they had no publications over
their entire career.30 Moreover, only 8% of all PA faculty hold
tenure, and 75% neither hold tenure nor are in tenure-
accruing positions.31

Predicting Success as a PA Graduate

One research topic receiving special attention since 2000 is an
attempt to define an “effective PA,” by examining the only
currently availablequantifiable outcomes variable: thePANCE
score. Researchers sought predictors of success in education
programs to validate and improve admission requirements
and course curricula. One study looked at the correlation
between PANCE scores and program variables such as pro-
gram length, time since initial program accreditation, and
degree granted in 38 programs.32 Another examined a 5-year
aggregate of PANCE scores for the correlation of perfor-
mance to individual or program characteristics.33 For themost
part, these investigations failed to show consistent correla-
tions betweenprogramcharacteristics andPANCE scores, but
did show correlations with individual student characteristics,
such as grade point average and pre-PA standardized test
scores.34,35

PA EDUCATIONAL RESEARCH OVERVIEW

The literature of a profession reflects its vitality, activity, and
research interest and work. A review of the literature can
reveal areas of growth and improvement in the profession
and serve as a means to share relevant research accom-
plishments. A recent retrospective, systematic analysis of
published research articles in the Journal of Physician
Assistant Education (JPAE) from 2001 to 2011 (n = 145) pro-
vides agoodoverviewof research in this period. Articleswere
organized by study topic, cohort of interest, and methodol-
ogy, and further analyzed to determine respective response
rates and frequency of topics. Nearly one-quarter of all arti-
cles were based on studies of various PA curricula. Method-
ological approaches used in these studies tended toward
Internet-based surveys, but telephone-based surveys had
the highest response rates (97% on average). Among study
subjects examined (cohorts, in this case), themost frequently
studied cohort were PA students, who displayed high
response rates (74.4%). The total number of articles sub-
mitted for publication in JPAE increased annually; study
methodology reflects a predominance of survey research
approaches.36

Currently, most PA educational research fits into
a handful of categories: 1) outcome analysis of a process
such as admissions policies, curricular changes, pedagogic
changes, or changes in student services typically tied to
graduates’ PANCE performance; 2) single program curric-
ular changes tied to course performance; 3) survey research
investigating PA curricula across programs nationally; 4)
survey research exploring PA student attitudes toward
a specific issue; and 5) reports of single program
approaches to new curriculum delivery methods. Although
much of the survey research is conducted nationally, and
therefore likely generalizable, many research projects only

describe local experiences. Early research describing cor-
relations of PANCE scores to student characteristics was
typically based on single program studies. However, more
recently, research correlating PANCE scores to program
characteristics has been conducted using pooled, multi-
program data in an attempt to make the findings more
generalizable.37,38 The same is true of research correlating
PACKRAT scores to PANCE scores. Also of recent interest is
the correlation of the relatively new Physician Assistant
Education Association (PAEA) End of Rotation� examina-
tions to PANCE scores.39

What is missing from current PA education research is
a broader view of graduates’ outcomes than just scores
derived fromstandardizedmultiple-choice examinations. Past
and current PANCE-centric research may have helped some
programs to attain higher PANCE scores—possibly at the
expense of other valuable characteristics that would be
desirable PA graduate outcomes—but outcomes research is
currently limited by the lack of objective outcomes metrics.
This is an area that should engender some significant research
in the coming years, and one on which PAEA is focusing
considerable resources.

Recently, some interesting research has been conducted in
the area of facultymorale40,41 andmedical workforce research.
A recent medical workforce research publication supported
by a PAEA grant and conducted by PA faculty provided
important data by demonstrating that primary care jobs for
new graduates may be less available than previously
thought.42 Results of large dataset PA workforce research
conducted by PA faculty support that the profession has suc-
cessfully integrated into the American health care delivery
system.

THE FUTURE FOR PA EDUCATION RESEARCH

Currently, health care delivery systems and the PA pro-
fession itself are demanding workforce research into team
practice and best outcomes. This type of research will
eventually be done, either by PAs or others. But experience
suggests that research on PAs can sometimes be mis-
interpreted when PAs are not represented on research
teams,43 so it behooves PA faculty, particularly those pos-
sessing PhD training at academic medical centers, to con-
tribute to this type of research. PA education will need to
develop improved tools to measure program processes and
outcomes. And our profession will need to define what is
expected of a new PA graduate, and how to measure the
quality of those defined competencies.

In the future, PA educators will likely be expected to
performmore scholarly work, as a greater proportion of PA
faculty continue the recent trend of moving into pro-
fessorial appointments. One hopes that this will lead to an
increase in research published by PA faculty. ARC-PA
Accreditation Standards that require programs to collect
and analyze their self-study data, and changing market-
place demands that call for curriculum changes, will likely
increase demand for research on the effectiveness of PA
programs to prepare clinicians who are fully prepared to
enter practice on graduation. As data on PAs and the PA
education system become more systematically collected
and organized, researchers will have additional aggregate
data to investigate and report, which will add more
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information about PA education to the medical education
policy domain. An overdue establishment of a longitudinal
database process for tracking PA students through grad-
uation and practice would likely shed additional light on PA
career and practice patterns.44 And more research will
likely be conducted to measure the impact of various PA
educational processes on postgraduation outcomes other
than PANCE scores. PAEA support for educational
research will continue to be essential, including funding
research grants, supporting the Journal of Physician
Assistant Education, supporting the presentation of
scholarly work at conferences, collecting and organizing
aggregate data, encouraging mentoring networks, the
recent establishment of a research fellowship, and pro-
viding faculty development instruction on research.

Physician assistant educational research, although certainly
not prolific, has a rich history, and the work of early PA
researchers helped shape today’s profession.45 Notably,
a number of PA programs have begun to develop and foster
a research culture, but more need to do so.46 New studies are
necessary to examine such topics as doctoral degrees for PAs,
the optimal length of education required for primary care, and
the impact of the movement toward optimal team practice.
One of the founders of the PA profession suggested that US
medical education still has much to learn from the 50-year-old
“experiment” in educating PAs.47 PA education has been
a rich source of creativity in medical education and will likely
remain a source of innovation.
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Physician Assistant Collage by Don Pedersen. This painting depicts the PA profession and some of the people and organizations that have been central
to its success. The artist is a professor emeritus at the University of Utah Physician Assistant Program.
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INVITED

Physician Assistant Education Advocacy and
Occam’s Razor
David Keahey, MSPH, PA-C; Athena Abdullah, JD

INTRODUCTION

The semicentennial of the physician assistant (PA) profession
was made possible through advocacy efforts of early vision-
aries and profession founders whose path-finding strategies
were taken up and broadened by the PAs they created. The
founders’ first tasks were to delineate a broad PA concept
based on population health needs for a new medical pro-
fessional and create an education curriculum and statutory
language based on a potential scope of practice. The
advancement of the PA profession required buy-in from
numerous stakeholders, which included physicians, educa-
tors, administrators, local and national lawmakers, federal and
state agencies, philanthropic organizations, other health
professions, and most importantly, patients themselves. The
effort required persistent advocacy that created a new clinical
profession and allowed its representatives to join with physi-
cians as the only clinicians licensed to practice medicine in the
United States.

This article touches briefly on a key element of the early PA
profession, initial PA practice legislation, and the important
role PA educators played as advocates. It looks at PA educa-
tion advocacy, which created a window of “professional
space” for graduates, and at how advocates helped to sustain
and grow the profession. Finally, it focuses on complimentary
local and national advocacy efforts of PA educators and the
Physician Assistant Education Association (PAEA). Future
advocacy needs of the PA education profession and current
legislative advocacy initiatives also are discussed with an eye
to the future.

OCCAM’S RAZOR

Occam’s razor is a problem-solving principle that gives
precedence to simplicity: Of 2 competing theories, the
simpler explanation of an entity is to be preferred.1

FOUNDING ADVOCACY

What is advocacy or,more specifically, professional advocacy?
The Merriam-Webster online dictionary defines advocacy as
“the process or act of arguing or pleading for a cause or
proposal.”2 The Alliance for Justice provides another defini-

tion that more aptly describes PA advocacy in the early 1960s:
“Any action that speaks in favor of, recommends, argues for
a cause, supports or defends, or pleads on behalf of others.”3

The founders of our profession were not prototype PAs
seeking authority for what they did or hoped to do, although
precedents clearly existed.4 Instead, theywere a small cadre of
physicians and health leaders who believed that inconsistent
access to health care in the United States required innovative
ideas andoffered thePA concept as one solution. Drs. Eugene
Stead, Harvey Estes, Henry Silver, Hu Myers, Charles Hudson,
and Richard Smith, who passed away earlier this year at the
ageof 84, were the first amongmanywhohave earned entry to
the pantheon of inspirational health policy thought leaders
and founders of the profession we now enjoy.

In the formative period of the profession, the founders
advanced their ideas with different groups we now charac-
terize as “stakeholders.” An early national expression of
a PA-like concept occurred with Charles Hudson’s 1960
address to the AmericanMedical Association’s (AMA) House
of Delegates and his later ascendency to the presidency of
that organization.5 Other early advocates, Alfred Sadler, MD,
and Thomas Piemme, MD, played a crucial role in further
defining the profession, including acquiring private founda-
tion and federal funding to support the nascent PA organ-
izations. These organizations were the American Academy of
Physician Assistants (AAPA), the Association of Physician
Assistant Programs (APAP, now PAEA), the National Com-
mission onCertification of PhysicianAssistants (NCCPA), and
the Accreditation Review Commission on Education for the
Physician Assistant (ARC-PA). For a discussion of the found-
ing of these organizations, see articles by Piemme and
Andrew and Pedersen and Coombs on pages S24 and S7,
respectively.

Theseefforts emerged frompersistent early advocacy for the
PA vision with stakeholders in educational institutions and later

with state legislators who would go on to pass legislation that

allowed their graduates to practice. Physician assistant educa-

torsappreciated that statutory languageof some typewouldbe

required to grant physicians the right or authority to hire PA

graduates. Ruth Roemer, JD, a leading public health legal

expert of the time, developed 20 different types of legislation

that could be used as models for potential licensing statutes.6

Alfred Sadler, MD, Blair Sadler, JD, Harvey Estes, MD, and
Martha Ballenger, JD, developed the delegation concept

behind the legal language that was ultimately adopted. This

strategy grewout of the 1971 Report on Licensure andRelated

Health Personnel Credentialing from the Department of

Health Education and Welfare that reflected sentiments pre-

viously expressed by the AMA and the American Hospital
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Association calling for a moratorium on licensing new health
occupations.7

EARLY STATE ADVOCACY

Physician assistant programs’ ability to produce graduates
who could practice in hospitals and communities hinged on
their capacity to create state practice act language that rec-
ognized a physician’s authority to use a PA. This framework,
based on an elegantly simple concept (the PA’s “Occam’s
razor”), was crafted as a brief modification to state physician
practice acts known as the “Delegatory Amendment to the
Medical Practice Act.” It served as the least threatening
strategy to codify the profession and reassure apprehensive
physicians that they would ultimately be in control of the
nascent PA profession. Meanwhile, it gave the physician and
PA partnership maximum flexibility to work out the appropri-
ate scope of practice for each particular team.8

Faculty and administrators took their argument for dele-
gated PA practice to local medical societies and individual
physicians, chambers of commerce, and state legislators.
Their idea offered a promising solution to vexing problems of
health care access and physician burnout. Dedicated PA
practice acts were worrisome to some physicians and difficult
to achieve in 50 different states that might pass problematic
statutes (Personal communication, Alfred Sadler, March 23,
2016). Evidence of this difficulty emerged when, in 1970, Cal-
ifornia became the first state to pass a dedicated PA practice
act that included highly proscriptive language and went so far
as to codify the length of PA training.9

Once legislators in states that were home to PA programs
were persuaded to add delegatory language to their medical

practice acts, advocates set their sights on contiguous states
for similar overtures. In each state, the recipe was similar:
gather stakeholders, document health care needs with com-

pelling stories, explain the PA concept, win over hospital
administrators, solicit preceptors, and engage communities
and lawmakers.10 Although this approach fell short of separate
PA practice authority, it avoided the pitfalls of codifying scope

of practice (as California had done) before the founders and
practitioners had agreed on what exactly that should be. The
simple amendment to each state’s medical practice act in the

1970s allowed the profession to gain a nonthreatening foot-
hold that incorporated PAs into medical practice and to earn
increasing acceptance with a subsequent track record of

research documenting competency and value.
This decades-long endeavor by program directors, faculty,

and other leaders is one of themost critical aspects of early PA

advocacy that helped establish legitimacy and act as a catalyst
for the future of the profession. The ultimate passage of
dedicated PA practice acts to address full licensure, pre-

scriptive authority, and other scope of practice enhancements
became the responsibility of PAs—often educators—working
with state societies and with increasingly sophisticated help

from the AAPA.

EARLY FEDERAL ADVOCACY SUPPORTING
PA EDUCATION

As delegatory language was being added tomedical practice
acts, the Comprehensive Health Manpower Training Act of

1971 created a federal funding stream that provided impetus
to the developing profession. The Bureau of Health Pro-
fessions in the Health Resources and Services Administration
awarded the first grants to primary care PA educational
programs soon after passage.11 These grants were essential
and provided what amounted to “seed money” to support
emerging PA faculty salaries, curriculum development and
evaluation, and direct financial support of students.

In 1975, this support was threatened with cuts that would
have likely led to numerous program closures. While serving
from1971 to1989as theUniversity ofUtahPAProgramdirector,
William S. “Bill” Wilson, PhD, took a lead role to maintain this
critical federal funding stream. An engaging, but little-known
story of successful federal PA education advocacy can be found
on the University of Utah PA Program website.10 Dr. Wilson
recounted to Ruth Ballweg, MPA, PA-C, a pithy description
about his role with department chair Hilmon Castle, MD, in
nearly single-handedly preserving PA funding through an
audaciousmeetingwith Rep. Paul Rogers (D-FL). Congressman
Rogers was chair of the Energy &Commerce Subcommittee on
Health and the Environment. Dr. Wilson flew to Washington,
DC, for a meeting with the Congressman and, through a series
of serendipitous events, found himself and Dr. Castle testifying
before a House health subcommittee 2 weeks later. Through
these actions and the friendship that developed between Dr.
Wilson and Congressman Rogers, federal PA education sup-
port continued for another decade.Without sustaining support
from the Bureau of Health Manpower during the 1970s and
1980s, it is quite plausible that some programs would have
closed and placed the profession in jeopardy (Figure 1).

UTAH 1986

The message was chilling: “Utah physician assistants must
cease writing prescriptions immediately.” The announcement
came during an emergency meeting in Salt Lake City and
includedmost of the 80 or so PAs who were then “registered”
to practice in Utah. These PAs had practiced for more than 10
years while writing nonscheduled and scheduled drugs as
a delegated responsibility. None of them had Drug Enforce-
ment Administration numbers; they simply wrote their physi-
cians’ number on prescriptions for controlled substances and
billed insurance under their name. Utah PAs had been com-
petently practicing under physicians’ authority with no sepa-
rate PA professional licensing act or legislation outside the
delegatory language in theUtahMedical Practice Act (UMPA).
Although that systemhadworkedwell, theywerebeing told to
telephone in prescriptions to avoid scrutiny and the specter of
practicing medicine illegally (author’s personal experience).

The revelation came about by accident during an investi-
gation of a local pharmacist. The investigator discovered
abenzodiazepine prescriptionwritten by a PAwhohad signed
with the appellation “MX” as was customary for MEDEX
graduates of the era. The investigator was unaware of what an
MX or a PA was and claimed that the PAs were prescribing
controlled drugs without a license. The investigation led to
a critical review of the PA “registration” process and UMPA
language. In the early 1970s, Utah MEDEX faculty had suc-
cessfully lobbied the Utah Medical Association (UMA) and
legislature to amend theUMPAwith a sentence that permitted
“thephysician assistant towork under the supervision, control,
and responsibility of the licensed physician.”12 The UMA used
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a “physician extender committee” that reviewed PA/MD
applications and recommended for or against registration of
the individual PAand the supervisingphysician. State licensing
officials rubber stamped the extender committee recom-
mendations and registered the PA and physician (author’s
personal experience). In a nutshell, this legal mechanism was
all that was required to practice as a registered PA in Utah.

The Utah PAs were nervous about the prospect of losing
their hard-earned livelihoods. A task force was formed to
gather support for a PApractice act—towrite it, find sponsors,
and shepherd the process through the legislature while Utah
PAs continued to practice full time. Utah MEDEX Project
Academic Director Don Pederson, PhD, PA-C, and Scott
Frischknecht, PA-C, from the Utah Academy of PAs, led a 2-
year effort to pass the Utah PA Practice Act. Similar scenarios
played out in subsequent decades, as states with basic PA
delegation language replaced it with new dedicated practice
acts. The final 2 states, New Jersey and Mississippi, passed
Practice Act legislation in 1992 and 2000, respectively.

The question was asked frequently in Utah in 1986: “Why
had the profession’s founders and early leaders settled upon
a brief amendment to the medical practice act to enable PAs
to practice?” After this traumatic experience, it seemed as if
the concise language chosen by early PA educators might just
have been a solution of convenience. But in fact, that was not
the case. In retrospect, it was unquestionably thebest andonly
viable solution available to create professional and legal
authority for PAs to practice. Future legislative efforts were
supported by the fact that PAs had a solid track record that
proved the concept was valid and needed.

PA EDUCATION FOCUS ON TITLE VII

In the late 1970s, foundation grant support diminished, and
the focus of PA education funding became the Health Pro-
fessions Education Assistance Act, Title VII, Section 747.13 The
provisions of this act provide for theonly sourceof competitive
federal grants for PAprograms to fundprimary care curriculum
development and encourage students to pursue careers in
family medicine, general pediatrics, and general internal
medicine. One exception was the 2010 American Recovery &

Reinvestment Act14 competitive grants program, which
infused one-time infrastructure support for primary care
education and direct financial awards to PA students. Support
for expansion of Title VII funding is a perpetual “ask” of
PA education advocates when they meet with members of
Congress and their staffs.

BEYOND TITLE VII

In 2009, PAEA hired its first director of government relations
(GR) upon the expiration of a lobbyist management contract
with the AAPA. In early 2014, PAEA GR staff performed
a comprehensive review of Title VII of the Public Health Serv-
ices Act and the 1965 Higher Education Act and its 2008
reauthorization. A first draft of what was described as the
“Physician Assistant Education Modernization Act” resulted
from this work. It became clear to PAEA leadership that
additional expertise was needed to translate the principles
outlined in the draft to legislation and develop strategies to
advance the legislation through Congress. In 2015, PAEA
retained the services of a lobbying firm, Polsinelli LLC, to help
draft final language, develop a messaging strategy, and
search for a congressional sponsor. Ultimately, the bill was
separated into 2 bills—one for public health initiatives and
one for higher education.

The Physician Assistant Education Public Health Initiatives
Act of 2015 (HR 3943) sought to reauthorize pipeline, scholar-
ship, and faculty development programs for individuals from
disadvantaged backgrounds and establish faculty and gradu-
ate loan repayment programs. The Physician Assistant Higher
EducationModernizationActof 2015 (HR3944)was intended to
increase the unsubsidized Stafford loan limit for PA students on
parwith nursingandmedical students. It also sought to institute
additional loan repayment opportunities for PAswith incentives
to practice primary care and seek teaching as a career
option.15,16 HR 3944 included provisions to maintain diversity
andpipelineprograms, supportminority institutions todevelop
PA programs, and establish and expand new and existing PA
programs in rural areaswith identifiedunmet health care needs.
Finally, HR 1345,17 theHealth ITModernization for Underserved
Communities Act of 2015, improved electronic health record
availability through incentive payments for PAs. Each of these
bills was introduced in the House of Representatives by Con-
gresswomanKarenBass (D-CA)who is theonlyPAserving in the
US House of Representatives. Unfortunately, the bills did not
move but have been reintroduced with significant changes in
the 115th Congress by Rep. Bass as HR 1605, the Physician
Assistant EducationPublicHealth InitiativesAct of 2017, andHR
1603, the Physician Assistant Higher Education Modernization
Act of 2017.18,19 These bills include additional language and
policies to address clinical training site shortages.

GROWING FUTURE PA ADVOCATES

Physician assistant student advocacy emerged as an integral
part of PA education advocacy with creation of the Student
Health Policy Fellowship (SHPF) competition in 2014. This
Fellowshipwas designed todevelop advocacy skills and create
opportunities for PA student fellows to advocate in theHalls of
Congress and translate that experience to local legislative
efforts. The Fellowship includes a requirement to conduct
advocacy projects in home states or programs under the

Figure 1. Hilmon Castle, MD (left) and William Wilson, PhD (right),
Utah University MEDEX/PA Program. Las Vegas Conference 1978.
AAPA staff photographer. Courtesy of the Physician Assistant History
Society



www.JAAPA.com • www.JPAE.pub 71

mentorship of members of the PAEA Government Relations
and External Affairs Council. A total of 24 PA student fellows
from around the country have received financial support for
travel to Washington for intensive policy and advocacy train-
ing, which includes visits to Congressional offices to talk with
health staffers and themembers. TheSHPF is an important first
step toward improving local, grassroots capacity for PA pro-
grams and their students.

Future PA advocacy requires that the next generation of
health policy–savvy PAs be nurtured. These leaders of the
future, our current students, will develop and expand on prin-
ciples championed by the profession’s founders to meet the
complex andmultifaceted challenges of an evolving health and
education system.Advocacy of an idea—the PA—iswhat led to
the creation of our profession, and it remains a key feature of
local and federal efforts. One powerful simple solution—our
Occam’s razor—served the profession well at its birth and
allowed it to prove itself and take hold. Far more complex sol-
utions remain to be developed to solve current and future PA
practice and education challenges to ensure that the next 50
years of PA education successes exceed those of the first.
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INVITED

Physician Assistant Contributions to Medical and
Higher Education
P. Eugene Jones, PhD, PA-C; John C. Houchins, MD

Abstract Physician assistant (PA) programs were often
early adopters or initiators of innovative models of
teaching, learning, and assessment. Examples of these
influences include interprofessional education,
competency-based education, objective-structured clini-
cal examinations, problem-based learning, evidence-
based medicine, team-based learning, and the
multiple mini-interviews. In addition, the contributions
and presence of PAs in the academic health center
teaching environment have also fostered appreciation

from other health professionals for the skill level and
capacity of PAs on the care team. This directly led to the
increased utilization of PAs in a growing number of
specialties in both inpatient and outpatient settings.
However, the rapid expansion of PA educational programs
has strained the profession’s ability to meet critical student
clinical placement needs, and PA educators must adopt or
develop innovative ways to reconfigure how clinical
education is delivered and assessed, including the use of
advanced technology and simulation.

THE HISTORICAL PERSPECTIVE

In keeping with the overarching theme of the 50th anniversary
of physician assistant (PA) education, the intent of this article is
to represent the major contributions that PA education has
made to the medical and higher educational environment
over the 50-year span of the profession. The 7 representative
elements we selected represent an important sampling of
influential, innovative, or widespread applications adopted
along a 50-year continuum. These elements are interprofes-
sional education (IPE), competency-based education (CBE),
objective-structured clinical examinations (OSCEs), problem-
based learning (PBL), evidence-based medicine (EBM), team-
based learning (TBL), and the multiple mini-interview (MMI).

One of the early founders of the PA movement, E. Harvey
Estes, Jr., MD, reported that medical education was perma-
nentlychangedby theemergenceof thePAprofessionbecause
it disrupted the historically hierarchical arrangement ofmedical
education by defying the convention that advanced clinical
skills had to be preceded by formal education. Estes also
claimed that itwas “abit paradoxical” that the thenwidespread
use of standards, protocols, and decision trees, as well as the
systematic applicationofqualitymeasures that had their origins
in PA education, later became a means to assess physician
quality.1 The wisdom of this transposition of clinical experience
and didactic training that distinguished the early model of PA
education is now manifest in the widespread use of clinical
experiencesearly inmanyhealthprofessions trainingprograms.

PHYSICIAN ASSISTANT EDUCATIONAL INNOVATIONS

The flexible nature of PA program content and short duration
of PA education, relative to medical school, meant that PA

programs were often early adopters or initiators of innovative
models of teaching, learning, and assessment. Figure 1 shows
the relationship of the 7 elements we have selected.2–6

Interprofessional Education

From the outset, PA education has been steeped in the
team-based concept of health care delivery, with
the physician-PA partnership as the cornerstone of the
profession. Interprofessional/interdisciplinary education has
become embedded in PA curricula, and IPE is now common-
place (and typically required) within a broad spectrum of
health professions curricula.7 The Liaison Committee on
Medical Education’s new Standard 7.9 on interprofessional
collaborative skills now requires inclusion of “practitioners
and/or students from the other health professions.”8

The importance of IPE was reinforced when the report of
the Institute of Medicine’s Health Professions Education
Summit called for the Department of Health and Human
Services and leading foundations to address a core set of 5
competencies: “patient-centered care, interdisciplinary
teams, evidence-based practice, quality improvement, and
informatics.”9 Evidence of the degree to which IPE has influ-
enced PA clinical attitudes and perceptions was reported in
a study of 588 health professions students representing the
PA, osteopathic and allopathic medicine, physical therapy,
nursing, podiatry, and chiropractic professions. The Interdis-
ciplinary Education Perception Scale total mean scores were
highest for PA students, and category scores were highest for
PA students in 3 of the 4 categories: competence and auton-
omy, perceived need for cooperation, perception of actual
cooperation, and understanding others’ value.10

Competency-Based Education

The inclusion of measurable competencies within health pro-
fessions education has become a driver for patient safety,
quality improvement, and team-focused delivery of care. The
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founding fathers of the PA education movement were at the
forefront of education delivered from a competency-oriented
perspective, as it is generally agreed that the national move-
ment toward CBE emerged from models developed in the
1970s to facilitate adults returning to college.11 This move-
ment dovetailed with the emergence of then veteran-focused
PA programs, which were seen as gateways to higher educa-
tion for returning combat medics and hospital corpsmen
during the Vietnam War era.1 See article by Brock and Orra-
hood on page S66. The continuation of a competency-based
focus in PA education was reaffirmed by the Accreditation
Review Commission on Education for the Physician Assistant
(ARC-PA) in the statement, “The Standards recognize the
continuing evolution of the PA profession and practice and
endorse experiential competency-based education as a fun-
damental tenet of PA education.”12 This training in a compe-
tency-based environment prepares students for practice in
a competency-basedenvironment andaligns PAswell with the
current movement toward value-based payment systems.

Objective Structured Clinical Examinations

Objective structured clinical examinations are performance-
based assessments using standardized patients who are
interviewed and examined by the student to demonstrate
clinical competence. TheOSCEwas first formally presentedby
Ronald M. Harden, MD, in 1975.13 However, OSCE-style
assessments actually originated 2 years earlier with the PA
profession when the National Board of Medical Examiners
included clinical competency assessment, through the Per-
formance Assessment Skills portion (later referred to as the
Clinical Skills Portion), in the first certifying examination for
primary care PAs.14 Since then, the use of OSCEs in PA edu-
cation has become so prevalent that this assessment tool is
now a checklist item in the ARC-PA application for continuing
accreditation regarding didactic, clinical, and summative
evaluation of PA students.15

Problem-Based Learning

Problem-based learning is a pedagogical methodology
incorporating open-ended clinical problems or cases requir-
ing self-directed problem solving by learners, typically in small
group settings facilitated by experienced faculty members.

McMaster University faculty in Hamilton, Ontario, Canada,
introduced the concept of PBL in 1969, and a decade later, it
was first implemented in a USmedical school at the University
of New Mexico.16 By 1998, PBL had emerged as an effective
teaching and learning strategy in several PA programs, nota-
bly those at Chatham University, Southern Illinois University,
the University of New Mexico, and Western Michigan Univer-
sity.17 A 5-year longitudinal comparison of lecture-based
learning and PBL in PA education found that PBL delivered
a “sound grounding in the application of basic sciences.”18

Evidence-Based Medicine

Evidence-based medicine uses formalized statistical rules of
information anddata identification andevaluation to apply the
best available evidence of clinical research in decisionmaking.
As with PBL, EBM originated at McMaster University, and the
term (originally introduced as “scientific medicine”) was
coined in 1991 by McMaster faculty member Gordon Guyatt,
MD.19 The first report of EBM being used in PA education was
in 2000, and the importance of this concept was acknowledged
the same year by the regular inclusion of an EBM feature in this
journal’s forerunner, Perspective on Physician Assistant Educa-
tion.20 Since then, EBM content and techniques have become
embedded in almost all PA program curricula.

Team-Based Learning

Team-based learning is an evidence-based collaborative
learning/teaching strategy designed around units of instruc-
tion, known as “modules,” that are taught in a 3-step cycle: (1)
preparation, (2) in-class readiness assurance testing, and (3)
application-focused exercise. A class typically includes one
module.21 Team-based learning emerged in the 1970s at the
University of Oklahoma and was first introduced as a medical
education strategy at Baylor College of Medicine in 2001.22 By
2005, TBL was implemented in PA education at the University
of Florida by Robert Philpot, PhD, PA-C. The successful out-
come measures attributed to TBL led to an innovative design
and operation of facilities and curriculum focused on learning
teamsby Philpot at theMississippi College PhysicianAssistant
Program (written communication, February 2016). The inclu-
sion of TBL activities in PA program curricula is now wide-
spread and, in some cases, is embedded as the primary
didactic teaching and learning tool. It is interesting to note
that the current widespread transformation of medical school
curricula typically includes implementationof TBL strategies.23

Multiple Mini-Interview

Multiple mini-interviews consist of a series of structured
interview stations using differing scenarios designed to assess
a candidate’s noncognitive attributes. A typical scenario
consists of 7 to 10 individual stations, often involving a candi-
date interactingwith an actor or simulatedpatient, with a short
period between stations to review the station question or
scenario. Amore recent exampleof PAeducational innovation
is the early adoption of the MMI admissions format that is
ubiquitous in Canada, Australia, and theUnited Kingdom, and
increasingly used in medical school admissions across the
United States. First used in PA admissions in 2007, the MMI is
growing in popularity and application.6

Figure 1. PA educational contributions
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PAs AND GRADUATE MEDICAL
EDUCATION

The recognition and adoption of many innovative pedagogical
methods in PA education enabled PAs to demonstrate and
contribute a broad range of complementary skills in graduate
medical education settings. This led to early recognition of the
potential for PAs tomakean impact in academicmedical center
(AMC) residency training programs. One of the earliest and
most successful examples of this was at the major teaching
facilityofAlbert EinsteinCollegeofMedicine, at theMontefiore
Medical Center, where in the early 1970s a large number of PAs
were “hired to replace, on a one-to-one basis, some of our
house staff.”24 By the 1980s, the growing PA role in inpatient
team-based settings was recognized by Eugene Stead, MD,
when he said, “In many hospitals, the physician’s assistant [sic]
now performs functions previously delegated to interns and
residents. If working conditions are satisfactory and the physi-
cian’s assistant remains a part of the doctor’s team, the doctor/
physician’s assistant team may provide more units of service
than the traditional doctor/resident/intern team.”25

After the 2004 reduction of resident duty hours by the
Accreditation Council for Graduate Medical Education, the
ensuing redistribution of some patient care responsibilities
resulted in the increased utilization of PAs in inpatient settings
as house staff-like clinicians. Although this action served to
broaden PA representation within AMCs, PAs’ presence and
contributions in these settings were documented by the
Institute of Medicine (now the National Academy of Medicine
[NAM]) well before the reduction of resident duty hours.
According to the NAM, PAs “frequently know more than
interns about day-to-day operational aspects of patient care,
especially early in the academic year, by virtue of their expe-
rience and familiarity with the routines of the unit in which they
work.”26 The breadth and depth of PA contributions in aca-
demic health centers (AHCs) has alsobeen reported ingeneral
surgery training programs. According to Pezzi et al, PAs “have
been hired in large numbers to assist on general surgery
teaching services. . . and most of their duties are intended to
aid resident education.”27 Studies have found that the effects
of using PAs to assist with reduced resident duty hours have
been largely positive, and have reported an increase in both
resident andPAworkplace satisfaction, improvedcontinuity of
care, and facilitation of resident physician transition onto the
service.28–30 Because experienced PAs are frequently involved
in orienting and/or teaching medical students as they com-
plete clinical specialty rotations, their presence in the AHC
teaching environment has also fostered increased apprecia-
tion of PAs’ skills levels by non-PAhealth professions students,
which has led directly to the increased use of PAs in an
increasing number of specialties in both inpatient and out-
patient settings.

CHALLENGES AND OPPORTUNITIES

History has shown that PA education has been at the forefront
of many successful and innovative teaching and learning
strategies, ranging from educational foundations to peda-
gogy, assessment, and admissions (Figure 2). The recent
strengthening of strategic partnerships between the Physician
Assistant Education Association and key organizations such as
the Association of American Medical Colleges and the

American Academy of Family Physicians has solidified the
presence and voices of PA educators in shaping the future of
health professions education.31 However, the rapid expansion
of PA educational programs has not come without concerns,
as the growth in program numbers and enrollment has
strained the ability of programs tomeet critical student clinical
placement needs.32 Physician assistant educators must adopt
or develop innovative ways to redesign how clinical education
is delivered and assessed, including the use of advanced
technology and simulation. Given the half-century record of
sustained successful adaptation to the needs of the health
workforce, PA education is well positioned to have an even
greater impact on the future.
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Observations on the Global Spread of Physician
Assistant Education
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Abstract The physician assistant concept was developed in
the 1960s as a response to the shortage and uneven
distribution of generalist doctors. The goal was to increase
the public’s access to health care. After a half century of
development and implementation, the PA model has
become a global strategy to augment medical service
delivery. In many instances the introduction of the PA was
successful. Elsewhere it is in the early stages of develop-
ment. The name may be modified depending on the
country: “physician associate,” “clinical assistant,” “associ-
ate physician” are alternatives. While not all PA start-ups
have been successful, where the PA model is thriving and
growing, the concept provides rich examples of adaptation
and evolution. The notion of including a PA is based on the

concept of a medical team model and modified depending
on the needs of the nation’s health structure, regulation,
and policy. Along the way, the education process under-
goes modification, depending on the needs of the nation,
but what emerges is a strategy for augmenting a stretched
physician cadre. The reasons for success and failure are
multifactorial, and the early implementation of a PA pro-
gram can be a daunting task. This article examines the PA
education experience in 15 countries. Successful use of PAs
suggests that flexible adaptation to health care demand,
generalist education, physician acceptance, and cost-effec-
tiveness analysis may be keys that influence policy and their
retention. In the end, success, adaptation, and failures are
the lessons learned.

INTRODUCTION

Physician assistant (PA) education grew out of the need to
address the growing demands of medicine and access to
health care. The concept has spread to more than a dozen
countries spanning 4 continents. Many PAs function in
ways not anticipated by their creators. This article presents
a set of observations across a spectrum of nations and
discusses the ways in which PA education has been
implemented. The theory driving PA development is
a scarcity of doctors, and the process for filling the void
varies among countries. Ideally, a government adopts a PA
model of team-based care and builds the case for PA
development, enlisting the support of doctors and health
systems. In some instances, the model is adopted in a top-
down approach by government fiat. In other cases,
a medical team or community needs assistance and
employs a PA resulting in a bottom-up approach. Along
the way, education and roles evolve, and a critical mass of
providers and advocates able to influence policy emerges.
Over the first half-century of the PA movement (1965–
2015), many experiments have been undertaken. No 2
countries have the same type of PA or education strategy,
but the similarities are greater than the differences. This
article discusses how PA education has succeeded and
where PAs are operational.

CONTEXT

Aset of observations about PAeducation in a global context is
intended to consolidate information that is in evolution and
transition. The purpose is to provide a perspective on the 50th
anniversary of the first formal graduates of a PA education
process in the United States and to recognize similar move-
ments taking place around the world. Details of the origins of
the PA movement have been reported elsewhere.1-3

Depending on how a PA is defined, the number of countries
with some degree of PA education is more than a dozen and
growing. How these educational activities arose, responded
to challenges, and remained operational augments this pro-
ject. The literature guides part of this article, but the obser-
vations of the authors over 3 decades of visiting many
countries, observing PA programs, interacting with clinicians,
and meeting PAs form the basis of this report. The work is
aided through a network of colleagues who helped to verify
and validate the findings.

Some debate exists about the definition of PAs, but in
general, PAs are described as employed health pro-
fessionals who have received an abbreviated form of med-
ical training but perform a broad range ofmedical tasks that
historically were carried out primarily by doctors. In any
given country, PA training is focused on the principles of
contemporary medicine and generally is shorter than
medical school. In most cases, the PA tends to emulate the
role of a doctor in that particular country, although the
skillset may be less. Physician assistant students are
educated within the medical culture and learn medical
diagnostic and treatment processes. Usually there is a focus
on a needs assessment for the new role (ie, addressing
a medical shortage such as general medicine, medical
specialty, specific region or population, or rural health).
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Originally, doctors were the ones who trained PAs, along
with employing and supervising them.

This definition of PAs is purposely broad but differs from
nurse practitioners (NP) because NPs (1) define their role as
an extension of nursing, (2) hold a nursing license, and (3)
report to a nurse oversight committee. The PA, or similar
health professional, rises out of the ever-pressing need to
meet a nation’s health goals because, typically, where
a shortage or maldistribution of physicians are found, poor
access to primary and skilled care, along with high infant
and maternal mortality, follow.4

In the 1960s, the developers of the first PA training program
adopted the terms “physician assistant” and “physician asso-
ciate” in keepingwith the evolving viewof doctors in theUnited
States. An alternative term, “MEDEX (Mx),” was used for a few
decades but has been subsumed by the term “PA.”5 Although
the word “assistant” within the professional name has been
retained for historical purposes, the United Kingdom uses. the
title “physician associate”6; South Africa uses the title “clinical
associate”7; and Saudi Arabia uses the title “associate
physician.”

A number of other health workforce prototypes appeared
in other countries simultaneously with the PA model in the
United States. Many of those prototypes were in response to
the “brain drain” of doctors from Africa during various
country-specific changes.8 The prototypes were developed
by the creation of local community health workers, the
expansion of nursing roles, and the introduction of inde-
pendent assistant medical officers in Tanzania and else-
where. Some programs, such as the medical assistant
program in Ghana and the feldsher program in Bulgaria,
transitioned into PA programs. Some countries have loosely
adapted the PA role—and made it their own—rather than
adopting the PA model of the United States outright.
Countries such as Laos, Myanmar, Papua New Guinea, and
Nepal seem to be adapting a PA-like role.9-11 More scholarly
work remains to be undertaken in describing and tracking
more recent developments (Figure 1).

BACKGROUND

As the PA profession has become internationally recognized,
several patterns of development have emerged. The under-
lying theory of why PAs have developed is based on perceived

need. This need emerges out of current or projected short-
ages of medical personnel. One strategy for addressing these
shortages has been to create pilot projects in which PAs are
recruited by the host country to demonstrate their role. Aus-
tralia, Canada,NewZealand, and theUnitedKingdomhave all
embarked on pilot projects using US-trained PAs. The reports
from the pilot projects tend to be observational, survey, and
microeconomic studies of how the PAs were used and in what
capacity. In many instances, the assessments included per-
ceived benefit by doctors, nurses, support staff members, and
patients and includedquality of caremeasures for PApractice.
All reported outcomes of these pilot projects, regardless of
country, have been positive.12-17

Other countries have used a top-down model to roll out
PA programs. This strategy has been successfully imple-
mented in the Netherlands.18-20 In the top-down model, the
national government provides support for the sequential
rollout of PA education, role development, regulation, and
reimbursement mechanisms. For places such as Ghana;
South Africa; Manitoba, Canada; and (through the military)
Saudi Arabia, the initial step has been the creation of edu-
cation programs to prepare PAs for employment under
a health authority. Ontario, Canada, and Queensland, Aus-
tralia, combined the pilot approach with the top-down
model as a natural step in developing an education program.

Since 2000, PA educational development has grown in
a wide range of countries. Each country faces specific chal-
lenges and opportunities. In addition to those presented in
this report, a number of other countries educate some type of
PA-like personnel.

Many PA-like roles were created in Sub-Saharan Africa and
Oceania beginning in the 1960s and 1970s.21-23 Those pro-
grams—often with complex histories—were designed to
meet national shortages. In some countries, the educational
programs have been upgraded, or are now being upgraded,
from health worker training to full PA training programs
through the development of relationships with US PA educa-
tors.24 Bulgaria, for example, discontinued a century of the
feldsher model in favor of a PA education curriculum.25

Although these developments are important, they are not
included in this discussion because of a lack of validated
information.26

COUNTRY-SPECIFIC INFORMATION

Table 1 details both the number of education programs and
practicing PAs in a variety of countries. Programs are found in
academic medical centers (eg, the United Kingdom, Canada,
and Australia); professional universities (eg, the Netherlands);
andprivate colleges (eg, Taiwan, India, and theUnited States),
as well as in military training facilities (eg, Saudi Arabia, Can-
ada, and the United States).27

As of 2017, a few new programs have enrolled students
(eg, in Israel, Bulgaria, and Ireland). In 2016, the Royal Col-
lege of Surgeons of The Republic of Ireland inaugurated
a program to train PAs with a focus on surgery.

The inauguration of a PA educational program is a key step
toward forming a stable new health profession after a pilot
program has ended. Many countries have taken this step
toward establishing the profession. However, some countries
haveproceeded in a less traditional fashion. In a few instances,
some steps, such as program accreditation or the creation of

Figure 1. Nalla Swapna is a cardiology PA who was trained in Hyderabad,
India. This photo was taken in August 2017 in her office, CARE Hospital,
a private hospital in Hyderabad. Photo credit: Adam Halbur.
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Table 1. The Global State of PA Education, 2016

Country

No. of PA
Programs,

2016

Year of
First PA

Graduation

No. of
Clinically

Active PAs,
2015

Projected
PAs, 2020 Comments

Australia 1 2012 15 60 One program (University of Queensland) closed
after 2 cohorts because of changing
administrative priorities unrelated to the PA
program.

PA program at James Cook University,
Townsville, Queensland, remains active.

Bulgaria 1 2018 0 200 “Feldsher model” programs were closed in
1999. The PA training model and title began
in 2014.

Canada 4 2005 250 600 PA program development in other provinces is
dependent on the creation of province-
specific PA regulation.

Ghana 3 1966 2500 2500 PAs have 2 origins in Ghana. One model in
1960s at a rural training center at Kintampo.
Two other university-based programs began
after 2010.

India 20+ 1994 400 600 Approximately 1000 graduates since 1996 but
only about 400 work clinically as PAs because
other employers (eg, the medical device and
pharmaceutical industries) compete for
graduates.

Ireland, Republic of 1 2017 0 60 The first cohort (7 students) enrolled in 2016.
The second cohort (15 students) entered in
2017.

Israel 1 2017 0 50 This PA program began as an advanced
paramedic training program but converting to
comprehensive PA education. At least 2
additional programs are planned by 2020.

Liberia 2 1965 200 Information is from blogs; reliability is unknown.

The Netherlands 5 2004 1000 1400 Graduation rate approximately 250 per year.

Saudi Arabia
(associate
physician)

1 2010 80 120 Military-based program was suspended in 2017
pending realignment with graduate studies.

South Africa
(clinical associate)

3 2010 600 800 Three programs with 3 additional programs
anticipated.

Taiwan 0 1997 0 0 One program was initiated and produced
graduates; however, they were not allowed to
practice as PAs. All graduates were converted
to nurse practitioners, and the PA program
was discontinued.

United Kingdom
(physician
associate)

25 2007 260 2250 Rapid growth of PA programs is a response to
the National Health Service’s need for 1000
additional primary care PAs by 2020.

United States 225+ 1967 99,500 120,000 Number of US PA programs is predicted to
reach 273 by 2020.

Total (estimated) 270 NA >110,000 130,000

PA, physician assistant.

NA, not applicable.
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a well-designed regulatory process, were left out. (eg, pro-
gram accreditation or the creation of a well-designed regu-
latory process, as occurred in Taiwan).

For the profession to be established in a country,
a number of components should be present, which ideally
proceed in a logical stepwisemanner: educational program
development, an accreditation process for PA education,
and role development in clinical training. After students
graduate, theremust be an adequate number of employers,
the creation of regulatory processes (registration or licen-
sure), some certification measure, and a route by which the
care provided by PAs can be compensated. It took 40 years
to fully accomplish that last step across the 50 American
states, with Mississippi finally passing legislation in 2000.
One step in the process of professional development is the
self-actualization of the PA position as an independent and
self-regulatory profession. In theNetherlands, that goal was
anticipated from the beginning but elsewhere the process
could take decades.

Like all implemented policy, PA regulation is far from
static. Improvements can arise from a number of influences:
a well-developed body of research, an economic evaluation,
a professional association that is lobbying for recognition of
the profession, and a critical mass of PAs and physicians who
can influence policy. According to the critical-mass theory,28

as the body of PAs grows, its ability to influence policy
improves. If thegrowthof PAs fails to reach a criticalmass, the
profession tends to be marginalized. For example, less than
half of Australian PA graduates work as PAs, and only one
educational program is operational. This absence of a critical
mass hasmeant that the fewPAswho are clinically active have
difficulty influencing government policies despite the sup-
port of medical organizations concerned with rural health
issues.

The Dutch model demonstrates the well-organized devel-
opment of the PA role. In this highly socialized country of 17
million, the creation of a PA profession was a top-down pro-
cess led by the national government and adequately funded
for the first 10 years. Delegates visited US programs, and
observers visited universities in the Netherlands in return. This
national education model included the recruitment of faculty
for each educational program.Althougheach PAprogramcan
modify its curriculum to a certain extent, all programs receive
similar financial support placements for clinical training within
medical institutions, faculty, tuition support, and a stipend for
students throughout their educational matriculation.18 With
more than 1000 PAs in 2017, the Dutchmodel has emerged as
highly successful in achieving its intention to augment an
aging medical workforce.

EDUCATION OVERVIEW

The education process for PAs is universal in one sense and
yet highly customized in another. The process is one of
apprenticeship—learning from a mentor with classroom
instruction along the way. The didactic portion tends to be
truncated medical school content, in which the basics of
anatomy, physiology, disease processes, and treatment
are taught in a shorter period. Didactic education focuses
on building specific medical competencies. The student
clinical experience differs from country to country, with as
many as 2000 hours of clinical practice required. In some

countries, the PA student is involved with the patient
for most of the encounter, but in other systems, the PA
student—like medical students in those countries—may
simply be an observer. Some programs remunerate pre-
ceptors, other preceptors are government employees,
while others expect preceptors to donate their time and
effort. The Netherlands blends education with clinical
experience, and students are employed part-time at
a clinical training site.Most PAprograms are approximately
100 weeks (versus 160 weeks formedical education in North
America), and most graduates are awarded a bachelor’s or
master’s degree.

CHALLENGES IN GLOBAL PA EDUCATIONAL
DEVELOPMENT

Thechallenges facingPAeducation leaders are similar across
countries. One issue is differentiating PA education from
medical education, with economy of scale being one of the
main distinctions. Relatively few educators are needed to
teach large groups of medical students in a lecture-based
format, whereas smaller cohorts are the norm for PA pro-
grams. The financing of the small-group, competency-based
training models in PA education may seem excessive in
comparison with the medical school model, where the
faculty-to-student ratio is low. As a result, the budgets for PA
programs—including funding for adequate numbers of fac-
ulty and support staff—may not be fully supported by the
institutions.

Another challenge is a lack of recognition of the efforts
needed to promote a new profession. Physician assistant
program faculty members may feel unsupported, disen-
franchised from the university, and stretched thin in fulfilling
their assignments and roles. In many countries, doctors are
used as educators. Other countries (eg, the Netherlands) may
have some formally trained PA instructors, but most faculty
members are university-based educators with degrees in
subjects such as anatomy, physiology, and pharmacology. As
the PA profession grows within a country, graduates take on
faculty and leadership roles and develop their own support
networks.

DevelopinganewPAeducational program inanewcountry
can be a lonely process. There are never enough people,
champions, or resources to accomplish everything that must
be done in the early stages. The lack of PA educators and the
shortageof clinically active PAs are just someof the challenges
to mentoring and supporting students. Creating a pro-
fessional organization, classroom teaching, and serving in
clinical supervision roles are othermajor resource and visibility
challenges. In most instances the scarcity of resources grad-
ually improves; however, in the first few years of PA program
development, the ability to maintain a cohesive relationship
among faculty members can be strained as the few people
tasked with this assignment struggle to do what feels like an
impossible amount of work. Competitive (rather than collab-
orative) relationships between PA programs can lead to fur-
ther stresses within the profession and to a misunderstanding
of the PA role.

In 2008, the International Academy of Physician Associate
Educators (IAPAE) was founded in an effort to assist educators
who were both developing programs while also establishing
the PA role within their countries. IAPAE aims to share
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education information about PAs, clinical officers, medical
assistants, and clinical associates. More information is avail-
able on the IAPAE web site at https://iapae.com.

OPPORTUNITIES

The global development of PA education creates oppor-
tunities for experienced PA educators. American faculty
members considering work abroad must understand the
value of adapting the PA concept to meet the needs of
specific jurisdictions rather than simply imposing the US
model. International collaboration is even more effective.
For example, the James Cook University PA program in
Australia employs both an American and a Dutch PA
educator.

For experienced PA educators, international work creates
opportunities to learn about health care delivery and medical
education systemswith vastly different incentive structures and
funding streams. It also allows them to develop new networks
of international colleagues, and their acquired international
experience can be an asset for career advancement.

WORKING TOGETHER

Some PA programs are interested in collaborative rela-
tionships with like-minded programs in other countries.
Such relationships can be an important means of interna-
tional education and role dissemination. One arrangement
involves “twinning” 2 institutions or PA programs with
similar missions or academic infrastructure. The 2 programs
set up a formal correspondence and communication
arrangement to create opportunities for student-to-
student communication, faculty exchanges, and curricu-
lum sharing, among other things. However, care must be
taken to avoid producing unfounded expectations such as
the opportunity for overseas student rotations. The faculty
in developing programs are typically overburdened;
therefore, requests for rotations outside the United States
are likely to be declined. In addition, obtaining visas,
funding, and malpractice insurance for student rotations
can be daunting.29

Collaborative efforts between the United States and South
Africa existedat one timeunder theUSPresident’s Emergency
Plan for AIDS Relief and the US Centers for Disease Control
and Prevention. Each South African clinical associate program
was partnered with a US PA program. Activities included fac-
ulty and student exchanges and faculty development
activities.

Cost is also a factor in overseas clinical rotations for pre-
ceptors because Canada, Australia, and some European
countries may subsidize preceptors for their time and talent,
the cost of which would have to be borne by the visiting
student.

THE BODY OF EVIDENCE

In the spanof 50 years,more than 2000peer-reviewed articles
have been published on some aspect of PA practice. This
body of literature has produced a weight of evidence that
PAs are viable, adaptable, resourceful, economical, and
valued. In the past decade alone, twice as many PA-focused

research studies have been conducted as compared to the
previous decade. The literature shows that PAs (1) improve
access to care, (2) function well as members of health teams,
(3) are proportionally more likely to be in rural and under-
served regions of the country than are doctors, and (4) seem
highly adaptable to the new skills needed. Physician assis-
tants are younger than doctors on average, can be educated
quickly, andmay remain in their career longer than doctors or
nurses. The cost-benefit ratio of employing a PA is impressive
and a compelling reason for development of the
profession.12,13,17

A number of lessons have been learned over the years:

1. It is easier to develop a new health profession in a smaller
country with a central government, such as the Nether-
lands, Ghana, or Liberia, than in a country with semi-
independent states or provinces that each have their own
regulatory or reimbursement processes, such as Australia
or Canada.

2. Although developers of the PA profession assumed that
large countries such as Canada and Australia would pass
national legislation recognizing PAs, the states and prov-
inces of those countries have varying ideas about the
integration of PAs.

3. In the twinning model, communication between students,
sharing of curricular materials, and the opportunity for
faculty or student exchanges become the object of activ-
ities. For a twinning effort to work, it must be more than
a novelty; both countries and both institutions must agree
on the purpose and find it useful to their educational
programs.

4. Development and implementation of a new health pro-
fession is complicated and usually takes more time than
anticipated. It is important to not see delays as failures.

LIMITATIONS

There are many limitations to this type of report. The body of
literature, while slowly improving, is far from complete. This
lack of contemporary information has challenged the authors’
attempts to summarize the global range of PA education
within a limited space publication. Any errors or misleading
statements in this article are unintentional. The authors’ hope
is that their work will serve as an impetus for more granular
investigations and more rigorous research.

SUMMARY

The PA education movement, at the half-century mark, is
a global phenomenon that seems robust and purposeful. In
many countries, the doctor population is aging or
decreasing, and as people live longer, the burden of dis-
ease is increasing in the population. With few exceptions,
countries are not training enough new doctors to meet the
needs of their populations. The PA profession has emerged
as a reasonable strategy for augmenting a stretched doctor
cadre. To make the PA profession viable, a critical mass of
PAs needs to be trained and a body of evidence needs to be
developed to influence policy. Many observers of PA edu-
cation suggest that cost-effectiveness strategies continue
to be beneficial and need to be sustained. However, better
and more granular data on how to accomplish that goal are
needed.
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SELECTED

Founding of the Association of Physician Assistant
Programs and the Organization’s Central Role in the
Development of the Physician Assistant Profession
Alfred M. Sadler, Jr, MD; Thomas E. Piemme, MD

Abstract The Physician Assistant Education Association
(PAEA) (formerly Association of Physician Assistant Pro-
grams [APAP]) was founded in 1972 by early PA program
leaders to encourage collaboration and discussion
among program leaders and faculty on a wide range of
issues of mutual concern. This article addresses the
founding of the organization, which continues to repre-
sent PA programs today. It addresses the important
accomplishments of APAP during the 1972–1974 period
and describes in detail the essential contributions of
APAP and its leaders in developing the PA profession.
Included are discussions of “the Role of the Registry of
Physicians’ Associates,” which was incorporated into
APAP; the sponsorship of “the First National Conference
on New Health Practitioners” in collaboration with
AAPA; the “Launching a Joint National Office” for APAP

and AAPA in Washington, DC, in 1973; and “Places at
the Table,” which reviews the successful efforts of APAP
leaders to gain inclusion of AAPA and APAP in the Joint
Review Committee on Educational Programs for Assis-
tants to the Primary Physician (JRC-PA) for accrediting
qualified programs, the contribution of APAP leaders to
the development of the first Certification Examination
for the Assistant to the Primary Care Physician by the
National Board of Medical Examiners (NBME) in 1973,
leadership in the founding of the National Commission
on the Certification of Physician Assistants (NCCPA)
in 1974, and collaboration with the Association of
American Medical Colleges (AAMC) in developing inter-
disciplinary education and training. It concludes with
a summation of the legacy of APAP (PAEA’s) formative
years.

INTRODUCTION

In April 1972, just prior to the closing of the Fourth Annual
Duke Physician’s Assistant Conference in Durham, North
Carolina, leaders of several
of the pioneering “aca-
demic” physician assistant
(PA) programs met infor-
mally to discuss their future.
Duke’s PA leadership had
decided not to hold fur-
ther national conferences,
believing that the time had
come to turn this function
over to the emerging PA
leaders. The assembled
group founded a national organization of PA educators
that they named the Association of Physician
Assistant Programs (APAP). Alfred M. Sadler Jr., MD,
director of the Yale PA program, was elected president,
and Suzanne B. Greenberg, director of the Northeastern
PA program, was elected secretary. The purpose of
APAP, which changed its name to the Physician Assistant

Education Association (PAEA) in 2005, was to provide
a forum “for collaboration and discussion among program
faculty on a wide range of important issues, including
curriculum, role delineation, admission criteria, and
evaluation.”1

At that meeting, the leaders of the American
Registry of Physicians’ Associates turned its direction
over to the new
APAP leadership.
The change was
effective immedi-
ately, with theAPAP
officers assuming
their respective roles
for the Registry.

THE ROLE OF THE REGISTRY

The Registry had been formed 2 years earlier by several PA
program directors to “approve” programs that met criteria
designated by the National Academy of Sciences as “type A”
programs2 and to “determine the competence of graduates by
examination.”3 There were legitimate concerns that short-term
programs alleging to train “physician’s assistants” were crop-
pingup,and individualswith somemedicalbackgroundbut little
training were claiming to be physician’s assistants.

A matter of immediate priority for the new APAP leaders
was to address these important functions of the Registry, now
under the umbrella of APAP. Fortunately, for the new
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profession and for APAP, existing experienced and qualified
organizations had recently stepped forward to address the
monumental tasks of both the accreditation of PA programs
and the certification of PA graduates. In November 1971, the
House of Delegates of the American Medical Association
(AMA) approved official guidelines called “Essentials for an
Educational Program for the Assistant to the Primary Care
Physician,” with input from individual PA program leaders.
Together with 4 medical specialty societies, the AMA formed
the Joint Review Committee on Educational Programs for
Assistants to the Primary Care Physician (JRC-PA) to accredit
qualified programs. For evolution of the accreditation pro-
cess, see Pedersen and Coombs article, page S7.

In March 1972, the National Board of Medical Examiners
(NBME) accepted the recommendation of its Goals and Pri-
orities Committee to develop a certifying examination for the
assistant to the primary care physician. The NBME, highly
respected for developing examinations for physicians, had
never before tested nonphysicians.

Later that year, APAPmet atGeorgeWashingtonUniversity
where bylaws were adopted, and a full board of directors was
elected. Sadler and Greenberg were affirmed as president
and secretary/treasurer, respectively. ThomasE. Piemme,MD,
(GWU) was chosen president-elect; Charles C. Mullican, MD,
Captain, USAF (Sheppard Air Force Base), vice president; and
WilliamD. Stanhope, PA, (University ofOklahoma),member at
large (in the absence of a past president).

Because other qualified organizations were now effectively
addressing the 2 principal functions of the Registry, its pur-
pose became moot. The APAP leaders voted to transfer the
Registry and its small financial assets to the American Acad-
emy of Physician Assistants (AAPA), a process that was com-
pleted in 1973. AAPA continued to register a small number of
PAprogramgraduateswho received the identification “R-PA”
(a total of 120 PAs were so designated) until after the first
NBME-sponsored certification examination was administered
inDecember 1973.Having served its purpose, theRegistrywas
dissolved in 1975. For additional information on licensure for
PAs, see article by Keahey and Abdullah, page S62.

NATIONAL CONFERENCE ON NEW
HEALTH PRACTITIONERS

APAP leadership recognized the need to establish an annual
national conference of interested parties to explore all of the
issues that enveloped the emerging world of what were some-
times called “physician extenders.” Although it was to be spon-
soredbyAPAPandAAPA,APAP leadersproposedthat thescope
be inclusive to encourage nurse practitioners to attend. It was
called the First Annual Conference on New Health Practitioners.

The proposition was daunting because neither of the spon-
soringorganizations had the fundsor staff, other than volunteers,
to mount such an effort. The solution came from an unexpected
source.CharlesMullicanobtained thehospitality of SheppardAir
Force Base and the assistance of staff to assemble the necessary
resources in Wichita Falls, Texas. APAP and AAPA each con-
tributed $500 to cover the cost of printing and mailing
announcements. A robust program was constructed by a joint
APAP–AAPA committee under the leadership of Thomas God-
kins, who was the president of AAPA at the time.

A remarkable representation of national medical leadership
assembled for theApril 1973 conference inWichita Falls, Texas.

Edmund D. Pellegrino, MD, a leading medical educator and
nationally renowned ethicist, who chaired the advisory com-
mittee for the emerging NBME PA examination, delivered the
keynote address. The opening plenary session featured a pre-
sentation by NBME President John P. Hubbard, MD, who
announced that the first certifying examination would be
administered nationwide in December 1973. Progress in
accreditation by the JRC-PAwas presented by theChair of the
Council on Health Manpower of the AMA Malcolm C. Todd,
MD; expansion of legislation and regulation of PA practice
within the states was outlined by the President of the Feder-
ation of State Medical Boards Ray L. Casterline, MD. Federal
officials spoke about the explosive expansion of federally
supported training within the preceding year; prominent
attorneys addressed licensure and crucial legal issues.

Both APAP, with membership now at 16 programs, and
AAPA held organizational meetings during the conference.
Moreover, AAPA provided a full day of continuing medical
education opportunities for attendees. Indeed, the meeting
was of singular importance for AAPA, which recognized this
event as its first annual conference and has held an annual
national meeting ever since. The conference was commemo-
rated by publication of “Proceedings” in The P.A. Journal, the
official journal of AAPA at the time.4

LAUNCHING A JOINT NATIONAL OFFICE

Drs. Sadler and Piemme realized that it was imperative that
APAP and AAPA raise funds to enable future growth. The now

president of APAP, Piemme, engaged legal counsel to incor-
porate APAP in the District of Columbia and to seek tax-
exempt status from the Internal Revenue Service. They
secured 501(c) (3) designation under the IRS Code for APAP
and gained 501(c) (6) exemption for AAPA.

With a favorable tax ruling in hand, Sadler and Piemme
converged in New York City in July 1973, after Sadler had
received entre to several foundations there. In one day, the
Ittleson Family Foundation committed $25,000; the van
Ameringen Foundation added $25,000, and the Brunner
Foundation pledged $50,000. The money was subsequently
matched by the newly emerging Robert Wood Johnson
Foundation, resulting in a total of $200,000. Although
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a modest sum by today’s standards, given the cost of living
difference between 1973 and 2017, the $200,000 amounts to
1.1 million in 2016 inflation-adjusted dollars.

Although the IRS designation required that the grants be
given exclusively to APAP, it was
made clear to the foundations that the
funds were intended to create a joint
national office to serve both the
Association and theAcademy. For the
first time, the 2 organizations would
have a full-time staff to manage the
activities of the profession.

After consultation with other lead-
ers of APAP and AAPA, Donald W.
Fisher, PhD, director of the fledgling
PA program at the University of Mississippi, was recruited to
provide leadership of the office. Having received the approval
of both organizations, Fisher was formally engaged as exec-
utive director of APAP at its meeting in November 1973. His
appointment to the same position within AAPA soon
followed. The joint national office officially opened in the spring
of 1974 at 2120 L Street in Washington, DC.

A PLACE AT THE TABLE

By the summer of 1973, progress had been made by the JRC-
PA in accrediting PAprograms. The JRC-PAwas a consortium,
led by the AMA, together with the American Academy of
Family Physicians, the American College of Physicians, the
American Society of Internal Medicine, and the American
Academy of Pediatrics.

The AMA applied to the US Office of Education (USOE) for
recognition as the formal accrediting body for PA education—
as they haddone for other allied health occupations. Although
the process of accreditation had been moving forward, APAP
leaders were concerned that the 2 professional PA organ-
izations were not formally involved. At a hearing before the US
Commissioner of Education, the AMA was represented by its
director of the Office of Education, who argued that the chair
of the JRC-PA, a PA educator at Johns Hopkins University,
adequately represented educational programs and that the
profession was represented by 3 graduate PAs appointed by
the AMA. The APAP officers countered that Office of Educa-
tion regulations specifically required that both the pro-
fessional society and the educational association of any health
occupation be included in deliberations about accreditation
standards and that AAPA and APAP had the right to appoint
their own representatives.

The outcome of the hearing was that the AMA received
“provisional approval” from the USOE; a final judgment was
contingent on inclusion of the PA organizations. AAPA joined
the JRC in early 1974. Formal inclusion of APAP was delayed
until 1978, although the JRC staff became more diligent about
including PA educators among the representatives of the
partner organizations and on accreditation site visits.

NBME CERTIFICATION EXAMINATION LAUNCHED

Meanwhile, theNationalBoardofMedicalExaminersannounced
that the first PA examination would be administered on
December 12, 1973, using some 38 APAPmember programs as
test sites. Eligibility not only extended to PA program graduates

but also to nurse practitioner graduates of accredited schools
and, in 1974, to informally trained persons who met strict criteria
of aminimumof 4 years’ clinical experience, with evidence of the
ability to perform functions that were universal in PA practice.

Given the diversity of training and experience of candidates
for certification, therewasnocommoncurriculum. Itwasdecided
that theexaminationshouldbebasedon tasks thatPAswouldbe
expected to perform competently. The responsibility for identi-
fying those taskswasassumedbyanadvisorycommittee, among
whosemembers included 4 of the early presidents of APAP and
other prominent PA educators. Three hundred essential tasks
were identified, from which test committees derived examina-
tion questions. A total of 880 candidates took the 1973 exami-
nation. For a discussion of the innovations of the NBME exam,
see the article by Piemme and Andrew on page S24.

THE NCCPA IS FOUNDED

As the NBME prepared for its sec-
ond examination administration in
1974, the AMA convened a meet-
ing of 14 major national organ-
izations for the purpose of discussing the creation of a national
commission to certify PAs. The intent was to create a national

body to oversee the certification pro-
cess, determine eligibility, set stand-
ards, communicate with state medical
boards, and establish policy onmatters
unrelated to the examination itself that
were vital to medical practice, such as
medical ethics. After ratification of
bylaws, Piemme was elected president
of the newly formed National Com-
mission on Certification of Physician
Assistants (NCCPA). David L. Glazer,
MS, was subsequently recruited to be
thefirst executivedirector,apositionhe
held for 22 years. In 1975, the NCCPA

began issuing PA-C certification for all successful NBME
examinees to date. The NBME continued to develop the
examinations under contract with the NCCPA until 2007.

INTO THE MAINSTREAM OF MEDICAL EDUCATION

In the early years of PA education, most programs evolved from
within medical schools. It was natural that the Association of
American Medical Colleges (AAMC) should play a role in their
development, growth, and regulation. Concurrently, the 1971
Health Manpower Act placed high priority on educational inno-
vationthatenhancedtraining forprimarycarepractice. In1972, the
AAMC created a task force on primary care, chaired by Piemme.

The task force convened an Institute on Primary Care, a 3-day
conference, sponsored by the AAMC in October 1974. Invited
were the deans and chairs of medicine, pediatrics, and family
medicine of every US medical school. Among the half-day ses-
sions was one devoted exclusively to PA practice and training,
chaired by Sadler, currently a senior officer at the Robert Wood
JohnsonFoundation.Proceedingsof the Institutewerepublished
as a 253-page supplement to the Journal of Medical Education.5

Responding to an invitation from the AAMC, in 1973, APAP
elected to begin holding its fall meeting in conjunction with
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the annual meeting of the AAMC. At that meeting, APAP ini-
tiated an educational forum, which has served as the focus of
its annual meeting to the present day.

It is noteworthy that, as PA training in subsequent years
gravitated to smaller private and public colleges, the bond
between APAP and AAMC weakened. But it is encouraging
that, with the 2015 move of the PAEA executive offices from
Alexandria, Virginia, to the AAMC building in Washington,
DC, the bond that existed 40 years ago is now being restored.

THE LEGACY OF APAP’S (PAEA’S) EARLY YEARS:
THE 4 PILLARS OF THE PROFESSION

By 1975, APAP had been firmly established. Under the
subsequent leadership of Presidents Robert Jewett, MD,
(1974-75) and C. Hilmon Castle (1975-77), and of Executive

Director Donald W. Fisher, APAP was about to receive further
funding through theHealthProfessionsAssistanceActof 1975and
from the Robert Wood Johnson Foundation. For the subsequent
evolutionofAPAP/PAEA, see the articlebyAsprey andBarwickon
page S49.

The legacy of the early 1970s was that APAP had not only
solidified itself but was pivotal in furthering the growth and sta-
bility of AAPA, in assisting with the development of the first
NBME certifying examinations and in the establishment of both
the JRC-PA (later ARC-PA) and the NCCPA. The 4 pillars of the
profession were in place. Its future was assured.6

Alfred Sadler, MD, is retired after a career of teaching at Yale, Harvard, and

UCLA and lives in Carmel, California.

Thomas Piemme, MD, is retired after a career of teaching at the University of

Pittsburgh and The George Washington University and lives in Peoria,

Arizona.
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Innovative Features of the First Physician Assistant
Examinations
Thomas E. Piemme, MD; Barbara J. Andrew, PhD

Abstract As the National Board of Medical Examiners
began the process of implementing certification for the
physician assistant (PA) in 1972, the developers faced
a quandary. The occupation was not well defined; there
was no agreed upon common body of knowledge. The
committee undertook a “role delineation” study to
determine the tasks and skills expected of the assistant
in the management of common illness. Ultimately, 300
items were identified, on which the examination would
be based. Despite some reservations, this unique exam-
ination was administered in December 1973. The out-
come was reassuring. The ability of the PA to perform
a competent physical examination was deemed of
paramount importance. The project director developed
a sequence of machine-scorable checklists on which an
observer was expected to record a candidate’s performance.

Field trials affirmed reliability among observers. The
examination revealed a remarkable ability to identify
those who were unable to perform adequately. This
component was administered in 1974, and by 1977 had
evolved into a test of the candidate’s ability to examine
a patient in response to a clinical vignette. The technique
may be viewed as a prelude to current testing of clinical
skills using “standardized patients.” By 1976, it was
becoming clear that students in PA programs had
become more qualified than earlier candidates; moreover,
the examination appeared more difficult. Consistency
of a passing standard from year to year was questioned.
For the first time in medical testing, psychometric
techniques to anchor a passing score were implemen-
ted. These processes, innovative at the time, have now
become universal.

INTRODUCTION

A growing demand for primary care services, compounded
by a declining number of generalist physicians through the
1950s and early 1960s, presented a critical challenge to
public health. Innovative programs at Duke University (for
physician assistants [PAs]), the University of Washington
(for medical extenders [MEDEX]), and the University of
Colorado (for child health associates) sought to address the
problem and were well received by the medical profession
and the public. What followed in the late 1960s was a pro-
liferation of programs purporting to train “physician
extenders.” Those programs varied widely in breadth and
depth, which createdmajor challenges for state recognition
and regulation.

In 1971, the American Medical Association (AMA), which
was well established in the accreditation of allied health
occupations,1 responded by developing standards for the
education of assistants to primary care physicians. After
those standards were developed, a consortium was formed
with primary care specialty societies to accredit programs
that met the standards. A mechanism was needed to certify
graduates of those programs and others who might legiti-
mately qualify to practice medicine under the supervision of
a physician.

NATIONAL BOARD OF MEDICAL EXAMINERS
BREAKS PRECEDENT

In 1971, in response to the changes in medical practice and
education, the National Board of Medical Examiners
(NBME) appointed an ad hoc group, the Committee on
Goals and Priorities, of which Thomas Piemme, MD, was
a member. Among early considerations was the growing
acceptance of assistants to physicians. After passage of the
Comprehensive Health Manpower Training Act of 1971, the
committee reached consensus that although theNBME had
never before examined health practitioners other than
physicians, an examination of assistants to primary care
physicians could well fall within the mission of the board.
With the enthusiastic endorsement of John P. Hubbard,
MD, president of the NBME, a recommendation was
brought before the board at its annual meeting in March
1972. Strongly supported by organized medicine, the
Association of AmericanMedical Colleges (AAMC), and the
medical licensing community, the proposal was adopted
without dissent.

DEVELOPMENT OF THE FIRST EXAMINATION

Dr.Hubbardpromptly appointed abroad-based special study
committee that included representation from the AMA, pri-
mary care medical specialty societies, AAMC, state licensing
boards, PA educators, the federal government, and graduate
PAswhowereemergingas leadersof theprofession (Table 1).2

Barbara J. Andrew, PhD, of the University of Southern
California, was recruited to be the project director. At
Dr. Andrew’s direction, subcommittees were established to
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address issues of eligibility, problem solving, psychomotor
skills, and interpersonal skills.

Because potential candidates might include not only PAs
but also nurse practitioners and long-time informally trained
assistants (largely formermilitary corpsmen), it was apparent
that, unlike the case with physician examinations, there was
no common curriculum to draw upon. The occupation would
have to be defined. A role delineation study was undertaken
to identify skills and tasks appropriate to the assistant to the
primary care physician. An inventory of 600 items was
developed; the list was further refined to identify items in
terms of their importance to the competence of the assistant
and the frequency with which they would be required in
a primary care practice. A final inventory of 300 items was
submitted to test committees appointed to draft the
examination. A further distinguishing feature was that
questions were to be designed to test the examinees’ ability
to apply clinical knowledge to patient problems, rather than
to simply recall factual information. Such aprocess had never
before been used to develop an examination in the health
professions.

Eligibility to take the examination was granted to (1) grad-
uates of PA programs that were accredited by the AMA or
were fundedby theBureauofHealth Professions of the federal
government; (2) nurse practitioners who were trained by
accredited schools of nursing or medicine; and (3) assistants,
informally trained by physicians, who had been in practice for
more than 4 years and whose supervising physician docu-
mented and certified the nature of their responsibilities.
Because of the complexity of verification, inclusion of the third
group was deferred until the second year of administration.

On review of the draft of the examination, there was sub-
stantive dissent among NBME staff members as to whether
the examination would be sufficiently reliable and difficult
to yield a distribution of scores that would permit a valid
standard to be established. Because questions were focused
on tasks that were frequently performed and were considered
to be of high priority, staff members hypothesized that
the test would be too easy to permit it to distinguish
among examinees. Nevertheless, after careful consideration,
Dr. Hubbard authorized administration of the examination,
which would take place on December 12, 1973 (Figure 1).

ANNOUNCEMENT OF FIRST EXAMINATION
FOR PAs

The examination was administered to 880 candidates.
Although the curve of performance was skewed somewhat
toward higher scores, a substantial tail of performance
allowed for remarkable ease of setting a passing standard.
Performance was similar to that seen on what was then part III
of theNBMEexamination, given toUSphysicians near the end
of their first year of postgraduate training.

PSYCHOMOTOR SKILLS INCORPORATED INTO
SECOND EXAMINATION

A valid and reliable measure of candidate interaction with
a patient has been the “holy grail” of psychomotor assess-
ment. Observational examinations had always foundered on
the issues of variability among patients assigned, the differ-
ences in judgment among observers, or both. To be valid, an

Table 1. Special Study Committee for the Evaluation of Physician Assistants

Edmund D. Pellegrino, MD, (Committee Chair), Vice President for Health Sciences, State University of New York at Stony Brook

Kathleen Andreoli, RN, Education Director, Physician Assistant Program, University of Alabama

C. Hilmon Castle, MD, Chair, Department of Family and Community Medicine, University of Utah School of Medicine

Francis C. Coleman, MD, Chair, Committee on Certification, Registration, and Licensure, AMA Council on Health Manpower

Nicholas Danforth, MD, Assistant Dean, Dartmouth Medical School (Consultant, MEDEX Program)

Douglas A. Fenderson, PhD, Director, Office of Special Programs, Bureau of Health Manpower Education, US Department of Health,
Education, and Welfare

Archie Golden, MD, Assistant Director, Health Services Research and Development, Johns Hopkins University, School of Medicine

Nicholas Griffin, Secretary, AMA Council on Health Manpower

Eleanor Lambertson, PhD, Dean, School of Nursing, Cornell University

Margaret E. Mahoney, Vice President, The Robert Wood Johnson Foundation

John Ott, MD, Assistant Professor of Pediatrics, University of Colorado School of Medicine

Malcolm Peterson, MD, Dean, School of Health Services, Johns Hopkins University

Alfred M. Sadler Jr., MD, Director, Physician Associate Program, Yale University School of Medicine

Blair L. Sadler, JD, Codirector, Physician Associate Program, Yale University School of Medicine

Henry K. Silver, MD, Director, Child Health Associate Program, University of Colorado School of Medicine

William D. Stanhope, PA, Director, Physician Associate Program, University of Oklahoma College of Medicine

Eugene A. Stead Jr., MD, Florence McAlister Professor of Medicine, Duke University School of Medicine

Malcolm C. Todd, MD, Chair, AMA Council on Health Manpower

Steven Turnipseed, PA, Associate Director, MEDEX Program, University of Washington School of Medicine

Names and titles are those at the time of appointment to the committee.
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observational assessment requires that candidate ability be
the only variable. The goal in this instance was to assess the
PA’s ability to perform a physical examination.

Once agreement on the components of a screening phys-
ical examination was reached, Dr. Andrew oversaw the
development of several machine-scorable observational
checklists. It was imperative that the language incorporated
ask only whether themaneuver was performed correctly. Care
was taken to avoid the ambiguity introduced by observer
judgment.

The “patient” was to be a healthy young person—mobile,
but mute. Physician assistant program faculty members were
to be observers. It was essential that “examiners”
were observing and recording the same behavior. Field trials
were conducted at several potential test sites, testing whether
2 examiners were recording identical responses on the
machine-scorable forms. When interobserver reliability
exceeded 0.9, a decision was made to include this “perfor-
mance assessment” on the second administration of the
examination, which took place in 1974.

The results of the examinations administered by the PA
programs were remarkable. The curve was skewed heavily
to the right, with most candidates performing well and with
some receiving perfect scores. But the tail of the curve easily

revealed candidates who were clearly unable to perform
adequately on the examination. For the first time, theNBME
had developed an unimpeachably valid and reliable
assessment of a candidate’s ability to interact with
a patient—a beachhead for future work with standardized
patients.

The same examination was administered over the next 2
years, with predictable results. The curve shifted further to the
right, with many more perfect scores. Clearly the programs
were placing more emphasis on physical examination skills—
perhaps creating their own checklists. That was, in fact, the
point of inclusion in the examination. Whatever the motiva-
tion, it was critical that PA students be taught to perform
a high-quality physical examination. However, despite the
shift, there remained a tail to the curve—a subset of candi-
dates who were unable to perform adequately.

In August 1974, at the invitation of the AMA and with the
endorsement of the NBME, 14 major national organizations
came together to form the National Commission on Certifi-
cation of Physician Assistants (NCCPA). The commission’s
purpose was to assume responsibility for determining eligi-
bility, for setting standards, for liaising with the Federation of
State Medical Boards, and for performing other functions
appropriate to a certifying body but beyond the scope of the
examination itself. Dr. Piemme was elected president of the
new organization. The NBME was to continue examination
development under contract with the NCCPA, working with
test committees that the commission would appoint. The
NBME provided the psychometric guidance for decisions by
the NCCPA Standard Setting Committee.

In 1976, EthelWeinberg,MD, succeededDr. Andrew as the
NBME’s director of PA examination development. At the
suggestion of Dr. Weinberg, she and Dr. Piemme proposed
a substantive change in the structure of the psychomotor skills
portion of the examination. Rather than being required to
perform a screening physical examination, the candidate was
now instructed to perform a focused physical examination in
response to a clinical vignette of a patient problem (eg,
symptoms of hyperthyroidism or symptoms of heart failure).
Field trials to assess interrater reliability between examiners
were again conducted, with results quite similar to those
obtained 3 years earlier. The first implementation of this form
of the examination, now termed “clinical skills problems,” was
incorporated into the 1977 examination with an analogous
outcome to the earlier use of the generic screening physical
examination. A large majority of candidates performed well,
but examinees included a tail of individuals easily identified as
having failed the examination.

This form of assessment was included as a part of the
examination for almost 2 decades, after which it was reluc-
tantly abandoned. The number of programs and candidates
had grown exponentially to the point that it had become
exceedingly cumbersome to administer the assessment,
which was an unacceptable burden to the programs. Ade-
quate compensation for the effort would have resulted in
a cost to candidates that would have been prohibitive at the
time. Nevertheless, this innovative component of assessment
can be viewed as the forerunner to the use in the 1990s of
standardized patients and to the implementation of objective
structured clinical examinations (OSCEs),3 which havebecome
basic to medical student and PA student education and
evaluation.

Figure 1. Cover page of pamphlet announcing the 1973 Certifying
Examination. National Board of Medical Examiners, Philadelphia, PA.
(Courtesy of the Physician Assistant History Society)
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ESTABLISHING A CONSISTENT STANDARD

The Standard Setting Committee set a passing score for the
multiple-choice component for each of the first 3 examina-
tions, using the norm-referenced technique used by the
NBME since the 1950s4 and by most US testing agencies. A
curve of performance by a reference group of candidates was
created, anda“cut score”was set at roughly 1.5 SDsbelow the
mean. This technique provides consistency from year to year,
as long as the difficulty of the examination is equivalent over
time and the candidate population is similar. By 1976, it was
becoming apparent to the test committees and to the Stan-
dard Setting Committee that the examination was becoming
more difficult. Questions had gone far beyond the original
tasks. The questions delved more deeply into pathophysiol-
ogy, and they queried about less common illnesses. The curve
of performance had shifted to the left. At the same time, an
enormous increase in the number of applications received by
programs had resulted in more selective admissions. It was
now highly probable that not only was the examination harder
but also the student population was more highly qualified.
Norm referencing was no longer up to the task of setting
a passing standard.

In 1974, NBME promoted Dr. Andrew to be the director of
a newly formed Division of Research and Development. With
the use of evolving computer technology, the division was
exploring new psychometric tools for establishing a more
consistent standard. One tool, developed by the Danish psy-
chometricianGeorgRasch and referred toas theRaschmodel,
is based on the use in current examinations of test items of
known difficulty from previous examinations.5 Statistical anal-
ysis of candidate performance yields an “ability parameter”
for each candidate and a “difficulty parameter” for each test
item. Scores can then be adjusted to compensate for differ-
ences in ability, or items adjusted to compensate for differ-
ences in difficulty, or both.

Relevant test committees incorporated test items of known
difficulty from the 1976 examination into the 1978 examina-
tion.Applicationof themodel confirmedbothhypotheses: the
examination was indeed becoming more difficult and
the candidate population was better prepared. Scores on the
1978 examination were then adjusted to accommodate the
differences so that the failing population was equivalent to
that of 1976. The NCCPA then determined to use what were
now called criterion-referenced scores for all future adminis-
tration of certification examinations. A passing score was now
anchored from year to year.

It is noteworthy that the NBME would not use criterion
referencing for its own examinations for medical licensing for
another decade. Althoughmethodology has evolved over the
years, techniques for establishing a fixed standard are now
universal for all high-stakes testing.

ADOPTION BY THE STATES

From the outset, the states welcomed the PA certifying
examination. Certainly, the reputation of the NBME was
paramount; by the early 1970s, all states used examinations
developed by the NBME for the licensure of physicians.
Contributing, however, was the broad representation on the
Advisory Committee, appointed by Dr. Hubbard, and the
unique constitution of theNational Commission. Reinforcing

these assets, David L. Glazer, MS, the first executive director
of theNCCPA, placed a high priority on proactive liaisonwith
state medical boards and legislative committees. Within
a year of the formation of theNCCPA, the Federation of State
Medical Boards had recommended universal adoption of the
examination. No state felt the need to develop its own
examination to permit PAs to practice. This universal adop-
tion was unprecedented in state regulation of health
occupations.

SUMMARY AND CONCLUSIONS

The NBME broke with precedent when it decided in 1972 to
develop a certifying examination for the assistant to the pri-
mary care physician. However, certification of competence in
a new health care occupation (not yet a profession) provided
an opportunity for innovation in testing and measurement.

In the absence of a common curriculum or an agreed-upon
body of knowledge, the NBME appointed a committee of
national leaders in the field to identify the skills and tasks that
would define the PA, and the board based the examination on
that definition. It was an approach never used before in the
development of an examination in the health professions.

Given the preeminence of the physical examination in the
role of the PA in practice, theNBMEdevised a checklist format
that permitted an observer to reliably document the fidelity
with which the candidate performed an examination. Over
time, the format evolved to observation of the candidate’s
ability to interpret a clinical scenario and to perform an
examination relevant to the problem. The format can be seen
as a prototype of what would emerge as the use of stan-
dardized patients in an OSCE setting.

Within a few years, as the PA role expanded, programs
accepted more qualified students from a larger pool of
applicants, and the examination became intrinsically more
difficult. The circumstance provided fertile ground for the
application of newer psychometric techniques to yield a stan-
dard of performance that gave stability to a passing grade
from year to year. This criterion-referenced standard is now
used universally throughout the health professions.
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Preserving 50 Years of Physician Assistant History
Reginald D. Carter, PhD, PA; Ruth Ballweg, MPA, PA-C; Lori Konopka-Sauer, BS

Abstract Physician assistants (PAs) have been making
history for 50 years. For the past 15 years, the PA History
(PAHx) Society has been working to make sure this history is
not lost. The Society began in 2002 as a membership
organization based at Duke University and since 2011
has been a supporting organization of the National
Commission on Certification of Physician Assistants
(NCCPA). Highly visible and active in the PA community,
the Society encourages all PAs to understand their pro-
fessional history and embrace it as a part of their pro-

fessional identity. The Society, through the work of its
board of trustees, historians, and staff, tells the story of the
collective efforts of physicians, PAs, nurses, lawyers, edu-
cators, and policy makers to create a human innovation
that has changed how medicine is practiced in the United
States and, more recently, in other countries. The Society
provides PA faculty and students access to a growing
collection of historically relevant and primary source mate-
rials that can be used for educational, research, and literary
purposes.

INTRODUCTION

Early efforts to capture the history of the physician assistant
(PA) profession can best be described as more institu-
tional than global in nature. Even at the institutional level,
important historical records were not being safeguarded,
kept in environmentally safe storage, or recognized as having
significant historical relevance. Prior to the Association
of Physician Assistant Programs (APAP) (now Physician
Assistant Education Association [PAEA]) and the American
Academy of Physician Assistants (AAPA) establishing
a national joint office in 1974, administrative records were
kept by the organization’s secretaries and other officers.
No attempt had been made to gather and consolidate
these documents in one place. There was no documenta-
tion of the location of historical documents or their con-
tents. It was difficult for researchers to locate primary source
materials. First generation PA leaders were aging; some
had passed away, and no efforts had been made or were
being made to record their stories and recollections. As the
PA profession approached its 35th anniversary, steps
needed to be taken to ensure that its history and legacy
would not be lost.1

A NATIONAL STRATEGY TO PRESERVE THE HISTORY
OF THE PA PROFESSION

Between 1977 and 1997, there were 3 notable, independent
efforts topreserveprimary sourcematerials atDukeUniversity,
the University of Washington, and AAPA. These efforts were
spearheaded by Reginald Carter, PhD, PA; Ruth Ballweg,
MPA, PA-C Emeritus; and J. Jeffery Heinrich, EdD, PA-C. By
1996, Carter, Heinrich, and Ballweg began discussing the idea
of developing a national strategy to identify records and
personal papers and to conduct oral histories. Others who

joined the discussion were Don Pedersen, PhD, PA; Elaine
Grant, MPH, PA-C; Glen Combs, MA, PA; Carl Fasser, PA; Bill
Stanhope, MS, PA; Rod Hooker, PhD, PA; and Jim Cawley,
MPH, PA-C.2

As part of a national strategy, Carter was encouraged to
establish an Office for Physician Assistant History at Duke
University in 2000. A planning team met in Anaheim, Cal-
ifornia, in May of 2001, and approved a 3-year business/
strategic plan for the Office (Figure 1). The Office became
fully operational July 1, 2001, as a joint effort of Duke
University, AAPA, APAP (now PAEA), and the NCCPA. In
October 2001, Heinrich and Carter asked the board of advi-
sors to create a membership society to support the Office’s
preservationmission. Heinrich published an article in APAP’s
journal stating, “The Society will be a pre-eminent leader in
fostering the preservation, study, and presentation of the

Figure 1. Planning team, Anaheim, California, May 28, 2001. Standing left
to right: Don Pedersen, David Asprey, Timi Agar Barwick, Nancy Hughes,
and Jeffrey Heinrich. Seated left to right: Marilyn Fitzgerald, Reginald Carter,
and Kate Hill. Photo courtesy of Physician Assistant History Society
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history of the PA profession.”3 The Society was incorporated
in January of 2002, with Heinrich as president and Carter as
executive director. The strategic plan called for the Society
to grow into a national organization that would provide
oversight and fund the archival work being done at Duke
University.4

In 2004, theOfficeof PhysicianAssistantHistorybecame the
PA History Center, and its growing collection of historical
materials was transferred to the Duke University Medical
Center (DUMC) archives to be cataloged, processed, and
maintained. The PAHistory Society assumed responsibility for
the PA History Center and provided the DUMC archives funds
to hire a full-time archivist, Mira Waller, to work on the
Society’s collection. In addition to archiving, Waller spent
time growing the collection, working on copyright issues,
and conducting workshops at APAP meetings to teach PA
faculty the basics of archiving. Waller began immediately
contacting PA program directors and PA leaders to identify
repositories of primary source material. Carter, Waller, and
later, Adonna Thompson, the Society’s second archivist, vis-
ited legacy PA programs to cull through their records for
important documentation. These programs included Alder-
sonBroaddus,WakeForest, Emory, andMEDEXNorthwest. In
addition, trips were made to each of the national PA organ-
izations to determine content of records that had been placed
in storage. Regrettably, some legacy programs had failed to
archive their administrative records or had closed in the
interim.

EVOLUTION OF THE PA HISTORY SOCIETY FROM
2001 TO PRESENT

The PA History Society began as a membership organization
that eventually became a supporting organization, first of the
AAPA and later of the NCCPA. The Society’s administrative
office was originally located on the Duke University campus
but then moved to the Eugene A. Stead Center for Physician
Assistants located in Durham, North Carolina, before moving

to the AAPA headquarters in Alexandria, Virginia. The PA
History Center, affiliated with the DUMC library and archives,
served as the Society’s “academic arm,” providing archiving
support and maintenance of the Society’s growing historical
collection. When the Society became a supporting organiza-
tion of the NCCPA, a decision was made to consolidate the
administrative and archiving efforts in Johns Creek, Georgia.
The Society’s archives were transferred from Duke University
to Johns Creek in August 2011.

Growing the Society’s Archive, Library, and
Museum Collections

Over the past 15 years, the PAHx archives have grown to
include more than 50 processed collections that consist of
organizational records andpersonal papers, 112 oral histories,
200 digital videos and analog media materials, over 2500
photographs, 200 museum pieces, and more than 1700 arti-
cles, books, and journals in the Society library. The archive
contains early documentation about the founding of each of
the national PA organizations. Other items include personal
papers and scrapbooks of national leaders. A scrapbook
compiled by Roger Whittaker, a former AAPA president,
contains correspondence and newspaper clippings about his
epic trial for practicingmedicine without a license. This Shasta
County versus Whittaker Case (1966) questioned the right of
a physician in California to delegate tasks to an unlicensed
assistant (Figure 2).

The photographic collection contains still images created
by the Society and by organizations, institutions, and indi-
viduals who have donated their collections to the Society.
The largest collection of slides, print photographs, and
negatives were donated by the AAPA and contains photo-
graphs taken during conferences and other special events
during the 1970s, 80s, and 90s. Selected images from these
collections have been digitized and made available on
the Society’s website. For example, one can access a set of
photographs taken during the first Student Challenge Bowl
in 1997 (Figure 3).

Figure 2. Newspaper Clipping—People vs Whittaker, Sacramento Bee,
1966. Courtesy of Roger Whittaker papers, Physician Assistant History
Society

Figure 3. Audience reaction during 1997 Student Challenge Bowl. Photo
courtesy of American Academy of Physician Assistants photographic
collection, Physician Assistant History Society
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The media collection includes film and video created
by various organizations, institutions, and individuals and
then donated over time. As with the photographic collection,
the largest holding in this collection was donated by the
AAPA and contains video of general sessions at annual
conferences and award ceremonies, documentaries, public
service announcements, newscasts, and special events. The
collection contains films produced in 1970 and 1971 that
describe the training of MEDEX and PAs at the University of
Washington and Duke University, respectively. Another film
produced in 1973 highlights Joyce Nichols, PA-C, the first
woman to be educated as a PA, working in a rural satellite
clinic in North Carolina. A videotape of the March on New
Jersey by PAs in October 1989 to advocate for enactment of
enabling legislation for PAs is also a part of the evocative
image holdings.

The oral history collection contains audiotapes, videos,
and DVDs with corresponding transcripts produced either
by the Society or by others and then donated to the Society.
The collection contains interviews withmost of the founders
and sustainers of the PA profession and interviews with
first- and second-generation PAs about their leadership,
clinical roles, and their work in a variety of specialties and
settings. An example is an oral history interview with
George McCullough, the first PA to be assigned to the
White House Medical Unit and the first PA to be commis-
sioned by the US Air Force (Figure 4). In 2016, the Society
began to increase its efforts to capture the experience
of “front-line” PAs—their struggles to gain acceptance,
trust, autonomy, and recognition—by conducting video-
taped oral histories during the annual AAPA and PAEA
conferences.

The library contains PA textbooks, symposia proceed-
ings, PA clinical review books, annotated bibliographies,
biographies, reports, and much more. The collection in-
cludes the first book ever written about PAs, The Physician’s
Assistant—Today and Tomorrow by Alfred Sadler, Jr., MD,
Blair Sadler, JD, and Ann Bliss, RN, and The Physician’s
Assistant: A Baccalaureate Curriculum written by Hu Myers,
MD, describing the PA program at Alderson Broaddus
College in Philippi, West Virginia. The children’s book
Mikie Meets the Physician Assistant by Pam Moyers Scott,

PA-C; the medical thriller Healing Noelle by Michael J.
Huckabee, PhD, MPAS, PA-C; and the journal written
by Don Pedersen, PhD, PA, Tsunami of Tears: 2005
Relief Effort in Southern Thailand, are examples of themany
books authored by PAs to promote the profession
(Figure 5).

The Society’smuseum collection features artwork, artifacts,
and exhibitions that interpret the story of the PA profession.
The Societymaintainsmuseumcollections at its national office
in JohnsCreek, Georgia, (a suburb of Atlanta) and at the Stead
Center for PhysicianAssistants inDurham,NorthCarolina. The
Stead Center building is owned by the North Carolina Acad-
emy of Physician Assistants (NCAPA) and features a replica of
Dr. Stead’s office at his lake home in Bullock, North Carolina,
complete with furniture, decorations, pictures, and awards
donated to the Society by his family. There is a wall exhibit
sponsored by the PA Veterans Caucus and, outside, the PA
Veterans Memorial Garden featuring a life-size combat medic
bronze statue titled (Figure 6) “life savers then, care givers
now.”

Society’s Website, Newsletter, and Social Media

The Society’s website is its “face” to the world and currently
receives over 115,000 page views per year. The PA Illustrated
History section contains a timeline, biographies, exhibits,
and glimpses of items contained in the Society’s archival,
library, and museum collections. The website serves as
a portal into the Society’s vast digital collection of photo-
graphs and videos, oral histories, and museum items.

Figure 4. George McCullough being commissioned at White House, 1978.
Courtesy of Physician Assistant History Society

Figure 5. Cover of children’s book by Pam Moyers Scott. Courtesy of
Physician Assistant History Society
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The Society’s newsletter Historic Happenings is published
quarterly, available online, and distributed to more than
118,000 certified PAs, emeritus status PAs and PA students
through the NCCPA’s news blast service. The Society also
has been making its presence felt through social media
including Facebook and Twitter, a LinkedIn account, and
a blog.

VALUE-ADDED SERVICES FOR PAEA, PA
EDUCATORS, AND PA LEADERS

After 15 years of diligent work, the PA History Society still
envisions a future where every PA’s professional identity
includes knowledge and recognition of the profession’s cou-
rageous and fascinating collective struggles to increase health
care access.4 As a unifying force for PAs, the Society’s
resources can be used to attract new students by teaching,
motivating, and inspiring them to become competent health
practitioners. In addition, the Society’s historical documents
are valuable as “policy tools.” As steps continue tobe taken to
strengthen the PA profession—even at the 50-year mark—it is
important to know why some policy and regulatory decisions
were made to aid in creating future strategy and policy
directions. The Society’s collections offer a wealth of these
types of resources, which can be useful domestically and
globally.

A 2016 survey conducted by the Society revealed that 49%
of responding PA program faculty believe it is “important,”
and 44% say it is “very important,” to preserve, study, and
share the history of the PAprofession. To fulfill itsmission, the
Society needs a cohort of PA faculty to do original historic
research, develop educational materials, and participate in
workshops designed to improve historic research skills. The
Society’s archivist can help researchers find source materials
thatmight not be found in other repositories.With input from
PA faculty, the Society has developed an educational toolkit
that contains a set of self-instructional slides and a syllabus of
5 major themes that can be explored using the PAHx website
and other supporting materials.

CONTINUING EFFORTS TO PRESERVE, STUDY, AND
TELL THE STORY OF THE PA PROFESSION

The Society will continue to work with the 4 national PA
organizations to preserve their own unique institutional
histories and make their historical documents and mate-
rials accessible to researchers, PAs, and the general pub-
lic. The parallel development of each organization is
important in understanding the profession’s development
as a whole. The Society’s role is to assimilate this knowl-
edge and present it cohesively. The Society will continue
to work with each organization individually and collectively
to celebrate significant historical benchmarks in the
future.4

A collection documenting the global presence and
growth of PAs will be a high priority for the Society in the
coming years. Moving outside of its walls, the Society plans
to provide technical assistance to parallel US health pro-
fessions seeking to preserve their own history. The Society
has received requests from PA organizations and educa-
tional programs outside of the United States to provide
technical assistance as they create their own history
organizations.

Additional funding—from a variety of potential sour-
ces—is still needed to help the Society’s archivist, histor-
ians, and staff grow the collection, develop displays and
exhibits, conduct oral history interviews, support research,
publish, and present and represent the Society at local,
regional, and national meetings. In addition to the baseline
financial support provided by the NCCPA, the Society
needs a steady stream of external support from the other 3
national PA organizations, individual PA donors, PA pro-
grams, and AAPA constituent chapters. There is still major
work to be done in developing a PA History Society funding
stream to more closely connect all PA programs with the
PAHx Society’s resources.4

SUMMARY

For the past 15 years, the PAHx Society has witnessed
a remarkable growth in its archival collection, the use of its
educational products, and requests for access to, and use
of, materials found in its collections and on its website. The
Society’s success in fulfilling its mission is a testimonial to
the people who have dedicated significant time and effort
so future generations of PAs can understand and appreci-
ate their unique history and legacy. The Society continues
to thrive because of the strong support of NCCPA’s Presi-
dent and CEO Dawn Morton-Rias, EdD, PA-C, and the
NCCPA Board of Directors. The Society’s future success
will depend on both the financial and volunteer support
from the entire PA community. Much work remains to
be done for the Society to fulfill its mission to share the
history of the development of the PA profession and
illustrate how PAs continue to make a difference in our
society.
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Figure 6. John McElligott Physician Assistant Veterans Memorial Garden,
Eugene A. Stead, Jr. Center for Physician Assistants. Photo courtesy of
Physician Assistant History Society
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The 50th anniversary of the physician assistant (PA) 
profession this year merits a look back as well as 
a look forward. A seminal paper by Ballweg in 

1992 examined the effect of women in the fi rst 25 years 
of the PA profession.1 This auspicious anniversary war-
rants consideration of what has changed since then and 
what has remained unchanged concerning women in the 
workforce and specifi cally women in the PA profession. 
Twenty-fi ve years ago, Ballweg found that large numbers 
of women were initially attracted to the nascent PA 
profession due to “gender-equal” training programs, the 
ability to move into administrative and teaching roles in 
PA programs, fl exible lifestyles, and high salaries. Miss-
ing from this list of drivers was the opportunity for 
leadership roles within the profession.1 Today, many of 

these same reasons continue to attract women to the 
profession and female PAs are making signifi cant prog-
ress in assuming leadership roles. Although salaries remain 
high, a consistent wage gap remains between female and 
male PAs.

WOMEN IN THE PROFESSION

The PA profession is experiencing an unprecedented 
growth rate and new programs are springing up across 
the country, which should help meet the demand for 
primary care providers.2,3 According to the latest statistics 
from the National Commission on Certifi cation of Physi-
cian Assistants (NCCPA), the United States had 115,547 
certifi ed PAs at the end of 2016, a growth rate of about 
44% from 2010.2 This may be an underestimation; not 
all PAs maintain certifi cation, so certifi ed PAs are a sub-
group of the overall profession. According to the US 
Department of Labor’s Bureau of Labor Statistics, PA 
employment is predicted to grow 30% between 2014 and 
2024, compared with the 7% average growth rate for all 
occupations.3 The number of women entering the profes-
sion also has increased, with most programs reporting 
about a 3:1 ratio of women to men in matriculating 
classes.4 This growth is at least partially due to the profes-
sion gaining national recognition as a desired career. 
Forbes magazine notes that PA is one of the top 10 most 
desired master’s degrees, and US News and World Report
lists PA as the third best job out of the top 100 ranked 
best jobs in America.5,6

Women’s economic empowerment has been rising as 
service sector jobs have increased and more women are 
working outside the home. This reflects what is seen 
nationwide and is nowhere more apparent than in the PA 
career path. With all of these positive trends in the profes-
sion, this article takes a look at how cultural changes in 
society have affected PAs and the role of women in the 50 
years since the profession began.

During World War II, many women entered the workforce 
to serve the nation in the factories producing weapons, 
munitions, vehicles, and other instruments of war. This 
was in addition to the number of women who were on 
active duty in the US armed forces. Women made up 27% 
of the US workforce in 1940 and 37% in 1945, an increase 
of nearly 37%.7 By 1950, the number of women participat-
ing in the workforce had increased from 30% to nearly 

Female PAs—Where are we today?
L. Gail Curtis, MPAS, PA-C; Lauren Dobbs, MMS, PA-C; Carol A. Hildebrandt

SPECIAL ARTICLE

L. Gail Curtis 

is an associate 

professor and 

vice chair of the 

PA  program at 

Wake Forest 

School of Medi-

cine in Winston-Salem, N.C., and president of the American Academy 

of PAs. Lauren Dobbs is an assistant professor in the Department of 

Pediatrics at the University of North Texas Health Science Center in 

Fort Worth. Carol A. Hildebrandt is research coordinator in the PA 

program at Wake Forest School of Medicine. The authors have dis-

closed no potential confl icts of interest, fi nancial or otherwise.

Ruth Ballweg, MPA, PA, DFAAPA; Reamer L. Bushardt, PharmD, 

PA-C, DFAAPA; and Tanya Gregory, PhD, anniversary series editors

DOI: 10.1097/01.JAA.0000522137.14188.90

Copyright © 2017 American Academy of Physician Assistants

ABSTRACT

As the physician assistant (PA) profession celebrates its 
50th birthday, we can be proud of the gains our profession 
has accomplished. However, despite the positive reports 
of job satisfaction, a marked increase in female PA lead-
ers, and overall gains in PA compensation, a signifi cant 
wage gap remains between male and female PAs. The PA 
profession is fl ourishing but it is time female PAs are paid 
equitably.
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60%.8 In the 50 years following World War II, the par-
ticipation of women in the labor force increased dramati-
cally due to the economic opportunity afforded by rising 
wages for women.9

In the 1960s, Eugene Stead, MD, considered the founder 
of the PA profession, said, “Since the long-range goals 
of most females remove them from continued full-time 
employment in the health fi eld, we anticipate the bulk 
of the student body will be males.”10 In fact, the fi rst 
class of PAs at Duke University in 1965 was composed 
of four male ex-Navy corpsmen. Early PA classes were 
composed of more men than women. Though Stead 
was correct that the profession was historically male-
dominated, this trend has changed signifi cantly, and 
women now account for 68% of PAs in the US compared 
with 36% in 1980.2 In general, women make up a greater 
percentage of college graduates than men, which con-
tributes to the increased feminization of the applicant 
pool for PAs and other medical professions. Other factors 
leading to more women entering male-dominated profes-
sions are the overall increase in the number of women 
investing in a college education, the number of highly 
educated women in the workforce, and the increased 
number of women qualifi ed for professional and mana-
gerial professions.11

Lindsay noted that feminization of any profession 
occurs due to a shortage of men, sex-specifi c demands 
for women in the profession, and declining resistance 
by men already in the profession.12 The rapid growth 
of the PA profession could account for a shortage of 
men, leading to opportunity for women. Changes in the 
funding structure available for PA education after 1972, 
when government funds were shifted to support primary 
care medical education rather than higher-paying med-
ical specialties, might have led to decreased interest in 
the lower-paying primary care jobs by men, again open-
ing a door for women.13 Conversely, one known reason 
for a profession becoming more dominated by women—
that the role becomes less autonomous—does not apply 
to the PA profession.12

WOMEN IN OTHER MEDICAL PROFESSIONS

Is the PA profession different than other medical profes-
sions with this trend of more women entering the profes-
sion? In the past, female physicians made up 36% of their 
profession; today, 50% of medical school admissions are 
women.14 Nursing, pharmacy, and dentistry also have 
seen an increase in the number of women. Nursing as a 
whole is projected to grow 16%; 91% of nurses are 
women.15 Pharmacy is projected to grow only 3%. How-
ever, women received 62% of the doctor of pharmacy 
degrees conferred in 2014-2015.16 Dentistry in the United 
States is predicted to grow 18% by 2024 with 29% of 
the dentistry fi eld being female.17 Overall, the total US 
workforce is 51% female and of those women, 73% are 

employed full-time. So the number of women is indeed 
increasing in all medical professions, not just the PA 
profession.

As the growth rate of women in medicine has climbed, 
equalizing the opportunities for women to join the med-
ical workforce and narrowing the gap between numbers 
of male and female healthcare providers, salaries have 
remained attractive but salary equity between men and 
women has not followed. The pay gap between the sexes 
narrowed somewhat between 1980 and 1990, due largely 
to gains in education and increased participation in the 
labor force by women.18 This trend, though positive, 
slowed over the years and in the last 20 years has com-
pletely stalled.18 The disparity exists at every level of 
education and across many healthcare professions.9 
Although research has been published on the topic of 
wage disparities in the healthcare professions, additional 
research is needed to elucidate why the pay gap has not 
been eliminated.

THE PA SALARY GAP

In a 2013 study, 64% of both men and women agreed 
they were satisfi ed with their careers as PAs.19 PAs 
reported overall satisfaction with their pay (60%) and 
with their jobs (27%) in 2016.20 Despite these positive 
reports of job satisfaction and overall gains in PA com-
pensation, a signifi cant wage gap remains between male 
and female PAs.20 More concerning is the fact that this 
wage gap does not seem to be decreasing; in fact, it has 
been getting wider. Between 1987 and 1990, the male-
female salary gap was 8%: $41,304 compared with 
$38,185, a difference of $3,119 in median salary.21 
Between 2006 and 2010, the gap between male and 
female healthcare workers skyrocketed to 29%: $86,236 
compared with $61,010, a difference of $25,226.21 This 
is a difference of about $1 million over a 40-year career.21 
PA salary data are similar; the AAPA 2016 salary report 
found that median base salary for female PAs was 
$11,000 lower than that for male PAs, and the median 
bonus was $2,000 lower.22 Female PAs make less than 
male PAs, even after controlling for years of experience, 
hours worked per week, specialty, and region of the 
country.22 According to Health eCareers latest salary 
survey in 2015, male PAs earned about $13,000 more 
per year than their female counterparts.20 The bottom 
line is that female PAs are paid substantially less than 
their male counterparts for the same work. This salary 
gap has generated much curiosity and research. Factors 
such as racial and ethnic differences have been evaluated 
and wage equalization has been shown in all areas except 
sex. One of the reasons often stated to explain the wage 
gap between male and female PAs is that women tradi-
tionally choose the more fl exible, less stressful yet lower-
paying jobs in primary care over the more demanding 
yet higher-paying jobs in specialty care. Does this still 
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 hold true? Do female PAs still choose primary care over 
specialty practice? According to two national reports 
(the AAPA’s 2016 Salary Report and the NCCPA’s 2016 
Statistical Profi le of Certifi ed PAs by Specialty), only 
18% to 21% of PAs work in primary care, family 
medicine, or general practice, and female PAs chose to 
work in primary care only slightly more often than male 
PAs (28% compared with 25%).2,22 This is an interest-
ing fi nding, given that employment in primary care—once 
thought to be an important driver for lower wages among 
female PAs—is decreasing overall for PAs.2

Other factors have been considered to explain wage 
differences between men and women in medicine but 
after adjusting for all these factors including professional 
responsibility, specialty, hours worked, practice char-
acteristics, insurance mix, and geography, only sex stands 
out as the factor responsible for wage discrepancies.23 
Men continue to command higher salaries and have 
more comprehensive total compensation packages. A 
review of other benefi ts such as retirement, sick days, 
and health insurance found differences between men 
and women but not in the direction that would provide 
equalization in overall remuneration. In one study, 
women in the general workforce were found less likely 
than men to receive health insurance through their own 
job (35% versus 44%) and more likely to be covered as 
a dependent (24% versus 16%).24 This could be a per-
sonal choice or perhaps a better fi nancial option but it 
is interesting that the difference was noted. Because 
many people desire a family and women are the child-
bearers, women are more likely to move in and out of 
the workforce and therefore have lower lifetime earning 
ability. This is often referred to as the “mommy tax,” 
that produces a wage gap between women who have 
children and those who do not.

Women have less retirement wealth than men, both in 
traditional pensions and employer savings accounts such 
as 401Ks. In 2010, women’s income from defi ned-benefi t 
employer pensions was about 33% less than men’s.25 An 
analysis of 3 million participants in funds held by the 
Vanguard money management fi rm showed that the median 
amount accumulated in defi ned-contribution retirement 
accounts such as 401Ks was 34% less for women than for 
men.24 Women age 65 years and older are 80% more likely 
than their male counterparts to be living in poverty and 
widowed women are twice as likely as widowed men to 
be living below the poverty line.25 Emphasis needs to be 
placed on eliminating this wage gap, as not adequately 
compensating the skills and talents of women may lead to 
a workforce that fails to represent our patient and student 
populations.

WORK-LIFE BALANCE

Although the subject of work-life balance is a much-debated 
topic, it is becoming more common to consider work-life 

balance when weighing achievement and enjoyment in any 
career. Among a group of surgeons, strategies to combat 
burnout included emphasizing work-life balance and focus-
ing on what is most important in one’s life.26 Literature 
indicates that the question of whether the PA profession 
lets women practice medicine while balancing family life 
is often an important part of the discussion of PA job 
satisfaction.27 In a 2015 Physician Assistant Education 
Association (PAEA, formerly APAP), survey of new PA 
school matriculates, work-life balance was rated as essen-
tial by 3,114 (66%) of the survey respondents.28 The 
survey also combined work-life balance with availability 
of jobs. When weighing the importance of these two ele-
ments, 97% of the students rated these two factors as 
essential or very important.28

Although the discussion of work-life balance usually is 
framed around the woman’s ability to have career satis-
faction while managing a home and children, male and 
female PAs equally value the ability to balance personal 
and professional responsibilities. PAs cite the work-life 
balance as one of the reasons for their job satisfaction.29,30 
Many women choose the PA profession due to the work-
life balance challenges during the longer path to becom-
ing a physician. The condensed PA education program 
requires a shorter time commitment to education and less 
time away from family.31 PA training lets women complete 
their education and enter the workforce earlier than 
physician colleagues and establish themselves in a career 
at a younger age.32

WOMEN AS LEADERS

Ballweg’s article noted that although the PA profession 
was training almost equal numbers of men and women, 
leadership roles for women lagged.1 From 1967 to 1991, 
the American Academy of PAs (AAPA) had elected only 
two female presidents, Judith B. Willis, PA-C, and Sher-
rie Stuart, PA-C, PMP. Out of the 50 AAPA presidents, 
28% have been women, indicating that progress has 
been made in female leadership at AAPA over the past 
25 years. From PAEA’s inception in 1972 through 1991, 
the organization had just three female presidents (2%); 
to date, out of 45 presidents, 12 (26%) have been women. 
Considering future leaders of the profession, out of 44 
presidents of the Student Academy of the AAPA since 
its inception in 1972, only three were women in the fi rst 
25 years of the profession versus 13 during the last 25 
years. Clearly female leadership in three of the most 
important organizations of the PA profession has 
increased greatly over the past 25 years. In addition, 
women now are in the top spots at all of the “four orgs”: 
AAPA, PAEA, NCCPA, and the Accreditation Review 
Commission on Education for the PA (ARC-PA). AAPA 
hired its fi rst female CEO, Jennifer L. Dorn, MPA, in 
2011 and the current president and chair of the board 
of directors is L. Gail Curtis. PAEA has a female CEO, 



SPECIAL ARTICLE

100 The PA Profession: 50 Years and Counting | Fall 2017

Timi Agar Barwick, MPM, and the immediate past 
president is Jennifer Snyder, PhD, PA-C. NCCPA has a 
female CEO, Dawn Morton-Rias, EdD, PA-C, and Mary 
Warner, MMSc, PA-C, is chair of the board of directors. 
ARC-PA appointed Sharon L. Luke, MSHS, PA-C, as 
executive director in 2016. It is heartening to note that 
the discrepancy in leadership opportunities for women 
in the PA profession has noticeably declined over the 
past 25 years (Table 1).

DISCUSSION

Over 50 years of the PA profession, women have been, 
and continue to be, attracted to its ranks. Many factors 
have been considered in reviewing where women stand 
in the PA profession in 2017. Becoming a PA is a shorter 
route to becoming a skilled medical provider. Work-life 
balance in the past was ranked as important to women 
choosing this career. As society has changed and wom-
en’s rights have blossomed, reexamination 50 years 
later proves that work-life balance still is a compelling 
reason for women choosing to become PAs. Work-life 
balance was also found to be important to men choos-
ing the profession. Though both men and women report 
this as an important factor, women still carry a dispro-
portionate share of the responsibility for the home and 
family. The ability to balance schedules and allow for 
this second job at home may be an important consid-
eration for women choosing the PA profession. With 
greater numbers of women both entering the profession 
and going into high-pressure specialties that afford less 
fl exibility, how will adjustments be made for respon-
sibilities at home? Might we expect a reversal of the 
trend of women moving into specialties, or can we 
expect more emphasis on support of working families? 
Whatever the trend or outcome, this will be an issue 
to watch.

Over the last 25 years, the number of female PA lead-
ers has increased markedly and leadership opportunities 
seem to be increasing. However, it will take time for 
equity to be achieved as even in a predominantly female 
profession, the percentage of male to female leaders is 
not balanced. Most candidates for the AAPA board of 
directors this year were men. Over the next 25 years, 
with the percentage of women in the profession likely 
to increase, the percentage of women who are both seek-
ing and gaining leadership within the profession bears 
observation.

The PA profession is fl ourishing. Even as we face chal-
lenging issues for the profession, the future looks bright. 
PA is one of the top ranked master’s degrees and the 
number three best job in America. Salaries are very 
attractive and jobs are plentiful. Still, we have work to 
do. Women are not being paid equally for their work—
not in general and not as PAs. As the PA profession has 
become more feminized, the salary gap between male 

TABLE 1. Women in PA leadership roles

•  1984—Judith B. Willis, PA-C, becomes the fi rst female 

president of AAPA

•  1988—JAAPA is founded by Leslie Kole, PA-C, and 

Suzanne Greenberg, MS, becomes the fi rst female 

president of PAEA

•  1990—Ruth Ballweg, MPA, PA, DFAAPA, is elected 

president of PAEA

•  1991—Sherrie Stuart, PA-C, PMP, is elected president of 

AAPA and Lorraine Atkinson, PA-C, DFAAPA, becomes 

the fi rst female president of the PA Foundation

•  1993—Ann Elderkin, PA, is elected president of AAPA 

and Laura Stuetzer, MS, PA, is appointed by AAPA as an 

ARC-PA commissioner

•  1996—Sherri McNeely, PA-C, is elected president of AAPA

•  1997—Libby Coyte, PA-C, is elected president of AAPA

•  2000—Gloria Stewart, EdD, PA-C, is elected president of 

PAEA and Timi Agar Barwick, MPM, is elected CEO of PAEA

•  2002—Ina Cushman, PA-C, is elected president of AAPA

•  2003—Pam Scott, MPAS, PA-C, is elected president of AAPA

•  2004—Julie Theriault, PA-C, is elected president of AAPA 

and Karen Bass, PA-C, of California becomes the fi rst 

female PA elected to a state legislature

•  2005—Dawn Morton-Rias, EdD, PA-C, is elected 

president of PAEA

•  2006—Mary Ettari, MPH, PA-C, is elected president of AAPA

•  2007—Dana Sayre-Stanhope, EdD, PA-C, is elected presi-

dent of PAEA

•  2008—Justine Strand de Oliveira, DrPH, PA-C, is elected 

president of PAEA and Cynthia Lord, MHS, PA-C, is 

elected president of AAPA

•  2011—Karen Bass is sworn into the 112th Congress, 

becoming the fi rst PA to hold a seat in the US House of 

Representatives. Jennifer L. Dorn, MPA, is appointed the 

fi rst female CEO of AAPA.

•  2012—Constance Goldgar, MS, PA-C, is elected president 

of PAEA

•  2013—L. Gail Curtis is elected vice president and speaker 

of the House of Delegates of AAPA. Karen Hills, MS, 

PA-C, is elected president of PAEA.

•  2014—Stephane P. Vandermeulen, MPAS, PA-C, is 

elected president of PAEA. Dawn Morton-Rias, EdD, 

PA-C, becomes the fi rst PA to become NCCPA’s chief staff 

offi cer when she is named president and CEO.

•  2015—Jennifer Snyder, PhD, PA-C, is elected president 

of PAEA

•  2016—Josanne K. Pagel, MPAS, PA-C, Karuna RMT, 

DFAAPA, is elected president and chair of the board of 

AAPA. Sharon L. Luke, MSHS, PA-C, is selected as 

executive director of ARC-PA.

•  2017—PAEA CEO Timi Agar Barwick is elected president 

of the Federation of Associations of Schools of the Health 

Professions. L. Gail Curtis is elected president of the AAPA.
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 and female PAs has increased. It is time that women are 
paid equitably. As we step forward as leaders in health-
care, this is an issue for PAs to champion. As important 
as excellent practice environments are to the profession, 
pay equity has to be a strategic goal also. What good is 
the ability to practice to the full extent of your education, 
training, and experience if you are not getting compen-
sated fairly?

CONCLUSION

As the PA profession celebrates its 50th birthday, we can 
be proud of the gains the profession has accomplished 
for women and men. Let us celebrate our success, 
and when 25 more years have passed and the next paper 
is written on women in the PA profession, let the high-
light be that woman are equally valued and equally 
compensated. JAAPA
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The scope of this article does not include long-term 
projections about the future potential for PAs to move 
freely between countries. That will largely depend on the 
development and implementation of formal accreditation 
and certifi cation processes that are still in early stages in 
individual countries.

US PAs generally are both curious and supportive about 
global developments in the PA profession. Viewed from 
afar, it may seem that progress is slow. It also may seem 
that a simple solution for most countries is simply to 
“import” the PA profession as it exists in the United States. 
The history of global PA development, however, demon-
strates that countries choose a variety of paths in introduc-
ing PAs. In each case, they have adapted the PA concept 
to their country and not adopted it intact from the United 
States. Some have started with PA educational programs 
(South Africa), some have begun with the immediate 
demonstration of the PA role through pilot projects (Scot-
land; Australia; Ontario, Canada; and New Zealand) or 
directly importing US PAs for immediate employment (the 
United Kingdom).1-4 Others, such as the Netherlands, have 
begun work on all four components simultaneously as part 
of a long-range plan.5

PA roles also have varied from country to country based 
on this adapt, not adopt principle. As Kerlen describes, the 
Netherlands sought to meet the expanding healthcare needs 
of its aging population. South Africa needed PAs to staff 
large rural and regional hospitals, and Australia saw the 
need for PAs in rural and remote communities.

The full implementation of any new healthcare profession 
requires development of four processes:
• role defi nition and task analysis, including gaining the 
support of physicians and healthcare systems
• creation of clinical education programs
• regulation, including program accreditation, registration/
licensure, certifi cation, and credentialing of individual 
clinicians
• a structure of reimbursement for the care provided by 
the new clinicians.6

In the United States, these processes took many years. 
The PA movement arose and was quickly accepted in states 
with PA programs and the strong support of the medical 
community and medical schools. In other states, the PA 
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ABSTRACT

As the PA profession moves into its 50th year and develops 
globally, its fl exibility and underlying principles make 
it adaptable to a wide range of healthcare needs and 
governmental priorities. A key feature of effective PA 
development is adapting the profession to the needs of 
each country rather than adopting it exactly as it has 
developed in the United States. The successful adaptation 
of new PA models must assure that the new profession 
meets a societal need, such as increasing healthcare access 
for specifi c populations or geographic areas.
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Best practices in PA development: 
Lessons from three countries
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SPECIAL ARTICLE

This article reviews general global developmental 
principles for physician assistants (PAs) and then 
expands on PA implementation and expansion 

in three countries, as described in “One PA’s experiences 
in the Netherlands, South Africa, and Australia” by 
Ando Kerlen, MPA, BPt, and the author, on page 39 
of this issue. Despite the growing acceptance of PAs 
globally, PAs still have diffi culty moving between coun-
tries for clinical employment. Kerlen has a unique 
perspective on how the PA role has been adapted in 
different countries through his experiences as a student 
and clinician in the Netherlands, as a clinician and PA 
educator in South Africa, and now as a PA educator in 
Australia. This article is based on the author’s personal 
experiences in supporting PA development in each of 
these countries as well as in many other locations 
around the world.
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concept moved slowly and sometimes appeared to be stalled 
forever. Although many states enacted early versions of 
PA laws and regulations in the early to mid-70s, the two 
fi nal states—New Jersey and Mississippi—did not approve 
PA licensing laws until 1991 and 2000, respectively—26 
and 35 years after the fi rst PA students entered Duke Uni-
versity’s PA program. Similarly, Medicare reimbursement 
for PAs and NPs was a hard-fought battle and was not 
enacted until the federal balanced budget act was passed 
in 1997.7

These delays had multiple reasons, including the state-
by-state structure of licensure, competition and politics 
between various healthcare professions, and fl uctuating 
funding sources for educational programs. The developing 
PA profession in other countries has faced many of these 
same circumstances and barriers.

LESSONS LEARNED IN THREE COUNTRIES

The Netherlands, South Africa, and Australia serve as 
exemplars of how the PA concept is adapted to country-
specifi c cultures and healthcare systems as well as present 
and projected needs. Each country’s experience also illus-
trates the challenges, the barriers, and the opportunities 
of creating a new healthcare profession in a time of rapid 
change. Kerlen’s article provides detailed information about 
these developments and challenges.

Geography, population size, and governmental structure 

In the Netherlands, a high-resource, geographically small, 
and compact country, PA development benefi ted from a 
single government structure and a top-down governmen-
tally led approach. The simultaneous development of fi ve 
training programs created a critical mass of PAs, support-
ing their visibility and acceptance as they began their new 
jobs in the Netherland’s major hospitals and academic 
healthcare centers. All fi ve programs are fl ourishing, with 
some slight differentiation between their curriculum and 
employment patterns.

In South Africa, a low-resource country, the Depart-
ment of Health introduced the clinical associate concept 
and three training programs were created. Initially, sup-
port was inconsistent throughout all regions of South 
Africa based on funding structures, the general instabil-
ity of the healthcare workforce, and population-specifi c 
disparities. However, clinical associates are nationally 
recognized through their registration with the national 
Health Professions Council of South Africa. With improv-
ing support, three new programs are in various stages of 
development.

In Australia, a geographically large and governmentally 
complex country, there are a wide range of views and 
opinions about PAs. Interest and support of PAs varies 
widely between states and territories much as it did in 
the early days of US PA history. The federated govern-
ment structure of Australia—similar to that in Canada 
and the United States—lets each state or territory make 

decisions about professional roles and recognition and 
each state’s Ministry of Health makes employment deci-
sions about the makeup of the clinical workforce. No 
national registration or regulation of PAs exists, partly 
because of opposition from the Australian Medical 
Association and other healthcare professions. One state, 
Queensland, has been the most consistent supporter of 
PAs and is the home of two PA programs. The fi rst, at 
the University of Queensland, closed after training two 
cohorts of students. The second, at James Cook Univer-
sity, graduated its fi rst students in 2015 and has two 
cohorts enrolled.

Perceived need or purpose Looking back on US PA 
history at its 25th anniversary, Harvey Estes, MD, of Duke 
University wrote: “An innovation addressing a societal 
need has a very high probability of becoming an accepted 
and established component of society.”8 PA development 
in the Netherlands, South Africa, and Australia has been 
designed to adapt the PA concept to meet a specifi c societal 
need. In the Netherlands, PAs were developed in the 
anticipation of a growing population of older adults. 
Thanks to the already impressive Dutch healthcare system, 
many of these older adults were healthy and would need 
care for many years. The goal was not for PAs and NPs 
to specifi cally care for older adults; instead, it was for the 
two new groups of clinicians to effi ciently expand the 
system in all dimensions and all specialties to meet antic-
ipated demands.

In South Africa, the greatest need was to stabilize medi-
cal staffi ng in rural regional hospitals with a high rate of 
physician turnover. In Australia—and specifically in 
Queensland—the mission was to provide primary care in 
rural and remote communities.

Planning, leadership, and evaluation PA implementation 
across the three countries varied considerably. In the Neth-
erlands, planning was built into the governmental and 
academic health center infrastructure. The fi rst PAs quickly 
became effective leaders to promote growth of their new 
profession.

In South Africa, the initial planning was carried out by 
the federal government’s Department of Health. In addi-
tion, highly respected family medicine physicians contrib-
uted to the education, policy, and research base for the 
programs. Further leadership and guidance came from 
twinning relationships, funded by the Twinning Center of 
the US government’s Health Resources Services Adminis-
tration with three US PA programs—the University of 
Colorado, Emory University, and Arcadia University—
providing short-term links and support for curriculum and 
faculty development.9

In Australia, leadership was dispersed and views on 
implementation and timelines varied. In South Australia 
(Adelaide), a pilot project in a medical school served as 
the basis for PA development but did not continue. In 
Queensland, the leaders included deans of the medical 
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schools at the University of Queensland and James Cook 
University. An impressive feature of the Australia PA 
start-up was the strong support of rural physicians, 
including the newly developing specialty of rural and 
remote medicine championed by the Australian College 
of Rural and Remote Medicine. The National Rural 
Health Alliance and regional rural health conferences 
such as Mt. Isa’s “Are You Remotely Interested?” gave 
the PA movement top billing in their events. Although 
less signifi cant for PA developments in the Netherlands 
and South Africa, formal government-funded evaluations 
of the PA pilots in South Australia and in Queensland 
had an effect on subsequent planning and implementation 
strategies.

Rural vs. urban Though not an issue in the Netherlands, 
the rural/urban divide and competition for resources have 
had major effects in both South Africa and Australia. In 
South Africa, the lack of support from large urban health-
care facilities—and a lack of access to private as well as 
government funds—limits clinical associates to rural 
regional hospitals. On the other hand, this deployment 
strategy appears to have successfully placed clinical asso-
ciates where they are most needed, although no research 
has provided information on this strategy.

Australia’s support for PAs has come almost exclusively 
from rural advocacy groups. The few Australian large 
cities will always attract large numbers of healthcare 
professionals and therefore the concept of shortages—
especially in rural and remote areas—will continue to 
be misunderstood and underestimated by urban policy 
makers.

Health workforce battles Because of the governmental 
top-down approach, few workforce battles occurred in 
the Netherlands. In South Africa, clinical associates 
received an inconsistent welcome into the delivery system, 
based on the urban/rural split and also the varying reality 
of healthcare disparities in different populations. The 
current doubling of the number of training programs is 
an indication that acceptance and use is improving.

In Australia, health workforce battles have been a key 
feature of the introduction of PAs. Early opponents of PAs 
included medical students and junior doctors. This union-
ized role (junior doctors) includes physicians in residency 
training programs those who may, for personal reasons, 
choose to remain at the resident level throughout their 
medical careers. These junior doctors mounted a strong 
opposition to PAs, believing that PAs would take their jobs. 
Their opposition had a strong infl uence on the opposition 
of the Australian Medical Association. The developing NP 
profession also opposed the role based on obvious concerns 
about competition.

The largest Australian healthcare workforce problem 
arose, however, when the federal government decided to 
solve the physician shortage by rapidly doubling the size 
of every Australian medical school and creating eight new 

medical schools.10 Suddenly the argument that PAs could 
solve the medical workforce problem was diffi cult to 
make. Eventually, it has become clear that having more 
physicians still does not solve healthcare access problems, 
especially in rural and remote communities. In 2015, 
Queensland Health fi nally moved ahead with hiring PAs, 
especially in ambulatory and emergency settings. Austra-
lian PAs, many of whom are still not yet employed due 
to these delays, are focusing their energies on gaining 
access to national reimbursement mechanisms as a strat-
egy to create jobs and stabilize their careers. The absence 
of a critical mass of PAs in Australia remains a barrier to 
nationwide recognition.

SUMMARY

The experiences in the Netherlands, South Africa, and 
Australia provide valuable guidance for PA development 
in other countries and jurisdictions. Although it is obvi-
ously easier to move forward in smaller countries with less 
complex governmental and regulatory structures, the 
importance of adapting the career to meet a major societal 
need stands out as a key feature for successful implemen-
tation. Ideally, implementation will involve planning and 
simultaneous work on each of the four required components 
for full use: role development and physician support, 
educational programs, regulatory processes, and reimburse-
ment mechanisms. Recognizing the complexity of these 
strategies will assist in planning and provide guidance on 
the development and recognition of reasonable expecta-
tions and timelines. JAAPA
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In the past 15 years, the PA (physician assistant) profes-
sion has developed in many countries outside of the 
United States. The process of implementation varies 

from country to country based on the governmental 
structure, current health system and its workforce, regu-
latory and reimbursement processes, and support and/or 
opposition to the new profession. A major theme is 
whether the PA profession will effectively meet an identi-
fi ed country-specifi c societal need in order to justify the 
profession’s creation.

The Netherlands, South Africa, Australia, and the United 
States are markedly different in terms of economic and 
health workforce indicators (Table 1). Nevertheless, each 
of these countries has developed the PA role as a strategy 
for improving healthcare outcomes.

THE NETHERLANDS

The Netherlands is a small country with a population of 
16.4 million people, giving it a population density of 502 
people per square kilometer and an urban population of 

90%. It is regarded as a highly developed country, enjoys 
a high standard of living, and has a high physician-to-
population ratio.1,2 Healthcare is governed by a system 
that aims to equalize care for all and to decentralize 
control.

In this light, there seems to be no apparent reason why 
PAs were introduced in the Netherlands. However, the 
factors mentioned above have contributed to a demographic 
issue plaguing many developed nations—a signifi cantly 
aging population. This leaves a medically challenging 
population relatively underserved and draws resources 
away from the rest of the population.3 Other reasons to 
introduce PAs included an anticipated shortage of health-
care workers, rising healthcare costs, and a need for career 
opportunities for healthcare workers.

The fi rst program was started in 1990 by pioneering 
cardiothoracic surgeons training four PAs in the academic 
hospital in Utrecht. The number of programs has now 
grown to fi ve, each training PAs to the master’s degree 
level during a 2.5-year dual work-education model. As of 
2014, more than 1,000 PAs had been trained by these 
programs.4
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ABSTRACT

As the PA profession develops internationally, few mecha-
nisms let PAs move from country to country for clinical 
practice opportunities. The fi rst author of this paper has 
worked in the civilian health sectors in two countries, the 
Netherlands and South Africa, and taught PA students in 
South Africa and Australia. He reports on PA development 
in each country and refl ects on and compares his profes-
sional and clinical experiences.
Keywords: physician assistant, PA, Netherlands, South 
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FIGURE 1. The author (fi rst row, center) with faculty and gradu-
ates of the University of Witwatersrand’s clinical associate 
program in Johannesburg, South Africa. Ian Couper, MBBCh, 
MFamMed, FCFP (SA), chair of family medicine at the 
university, is in the last row on the far right.
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Legislation ruling PA practice recognizes two aspects of 
practice. The fi rst aspect relates to what PAs are allowed 
to do. Clinical practice is governed by the Individual Health 
Care Professions Act, which dictates that certain profes-
sions are allowed to perform a specifi ed set of medical 
tasks. Traditionally, medical tasks had been reserved for 
physicians, dentists, and midwives, but in 2012, a 5-year 
experimental article was added to this act let PAs and NPs 
independently execute a wide range of medical tasks, 
including prescribing medication.5 The permanence of that 
act and the scope of practice will be reviewed in 2017.6

The second aspect of legislation relates to how the care 
provided by PAs is funded. Reimbursement for PAs has 
not been regulated directly but is instead based on the 
setting in which they work. As healthcare is funded differ-
ently depending on the setting in which care is provided 
(for example, general practice, hospital care, or special 
care [rehabilitation or mental health]), so does the source 
from which PAs are reimbursed.7

Although much has been achieved in a very short time, 
there is much room for further development, particularly 
in the legal domain. An extensive evaluation report, com-
missioned by the government, was very positive about the 
implementation of PAs and NPs and recommended that 
tasks performed by PAs be embedded in permanent legis-
lation.8 Many challenges lie ahead, but PAs have been 
placed fi rmly in the Dutch healthcare system.

My PA career started in the Netherlands, where I worked 
as a physiotherapist for 5 years. I was looking for a new 
challenge, and even considered going to the United States 
to become a PA. In 2003, my eye fell on a small article that 
mentioned the startup of the PA course in Nijmegen in the 
Netherlands. The structure of training required a student 
to have a single supervisor or mentor for the duration of 
the course. A few phone calls later, an innovative ortho-
pedic surgeon was found who was eager to take this task 
on, letting me start a new career 3 weeks later. A very 
positive aspect of this experience was that the government 
supported the profession to such a degree that it paid for 
all tuition and fees as well as a full salary and supervisor 
costs for the duration of the course.

As members of the fi rst cohort of a new profession, we 
spent a lot of time explaining and demonstrating our roles 
as well as overcoming the “apprehension of novelty” being 

experienced by nurses, junior physicians, and patients. At 
one time, a not-so-veiled jab had to be laughed off in a 
team meeting when the PA concept was explained with 
the analogy of regular physicians being Macy’s doctors 
and PAs being Costco doctors. After graduation, I was 
welcomed to a large multicenter general practice in The 
Hague, mainly serving the international and well-off com-
munity of embassy personnel and international criminal 
court staff. I had a fair bit of leeway to explore professional 
affi nities and abilities, and I took on 75% of the minor 
surgeries done among all 30 general practitioners. This 
work provided me with great job satisfaction and generated 
more income for the practice.

SOUTH AFRICA

As in the Netherlands, a PA-like provider was introduced 
in South Africa fairly recently, and the reasons are much 
more apparent. South Africa is rated as an upper middle-
income country, the third largest economy in Africa, but 
still far below the Netherlands in terms of gross domestic 
product.9 Sixty-fi ve percent of the country’s 54.4 million 
people live in urban areas. The number of physicians is 
low by international standards at 0.776 per 1,000 people. 
Exacerbating the defi ciency of medical practitioners avail-
able to the rural population is the gross maldistribution 
of physicians and other health professions in favor of 
urban areas, with only 12% of physicians and 19% of 
nurses working in rural areas.10 South African healthcare 
provision is additionally starkly divided between private 
and public healthcare, running roughly parallel to rich or 
poor and urban or rural divides, respectively. Most phy-
sicians work in the private sector but most patients rely 
on public healthcare; as a result, 30% to 41% of South 
African physicians care for 85% of the population.11,12 
The HIV epidemic often has been cited as causing an extra 
burden on healthcare, which it inevitably does. However, 
fl awed social policy and poor governance likely play a 
bigger role in the healthcare system’s inability to manage 
HIV’s effect.11

The World Health Organization recommended that 
nonphysician clinicians be introduced to address rural 
healthcare shortages, assist medically underserved popula-
tions, and support the extra care needed to address the HIV 
epidemic.13-15 The South African National Health Council 

TABLE 1. Population comparisons and physician density of four comparison countries1,9,21

Country Total population 

(in 1,000s)

Population density 

(people per km2)

Percentage 

urban1

Physician 

density* (year)

Nominal GDP in 

million US$ (2014)

Australia 23,969 3 89 3.273 (2011) 1,453,770

Netherlands 16,925 502 90 3.149 (2003) 869,508

South Africa 54,490 45 65 0.776 (2013) 349,817

United States 321,774 35 82 2.452 (2011) 17,419,000

*Total physicians per 1,000 people
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decided to introduce a new cadre of health workers in 2002, 
and the first program to train clinical associates was 
launched at Walter Sisulu University in Mthatha on the 
eastern Cape in 2008.16 Two other programs started in the 
following year at the University of Witwatersrand and the 
University of Pretoria (Figure 1).

Much preparatory work had been done in the preced-
ing years through a concerted effort by the three programs 
and champions for the profession within those programs. 
This cooperation had many advantages, including col-
laborative program development, a national exit exam-
ination, overcoming academic institutional resistance, 
and building much needed support for training and 
employment of the new healthcare providers. The rural 
physicians’ collective of the Rural Doctors’ Association 
of Southern Africa, as well as other family physicians, 
provided signifi cant backing during this process. This 
lined up with the initial intent of training clinical associ-
ates for underserved district hospitals—a specifi c need 
of South Africa and a key characteristic of social account-
ability. This last concept also is demonstrated by the 
recruitment of students from local and previously dis-
advantaged communities.16,17

The three clinical associate programs educate students 
in a 3-year bachelor of clinical medical practice, during 
which they are trained to be generalist medical provid-
ers.18,19 Exposure to clinical practice begins immediately 
at selected district hospitals, where students apply learned 
skills on patients under the guidance of program staff 
members. The time spent doing clinical rotations is increased 
in the following years, progressing to nearly 100% spent 
on patient contact in the third year. Total training output 
of the three programs has increased since the fi rst cohorts 
started, from 23 graduates in 2010 to a total of 397 in 
2013. This still falls signifi cantly short of the estimated 
target of 1,350 clinical associates needed across district 
hospitals in South Africa.16,18,20 Three more programs are 
set to start in the next few years to meet these goals.

Regulation of clinical associates is still a challenge with 
regards to performing medical tasks and prescribing. The 
scope of practice, in practical terms, is determined by the 
clinical associate’s ability and training and the needs of the 
institution.16,20 Some physicians, however, are apprehensive 
about a competency-based scope of practice, preferring a 
more narrowly predefi ned framework.18 Clinical associates 
are registered with the national health professions board 
but regulation governing their practice has not yet been 
defi ned. Permission to prescribe was always contested, and 
the South African pharmacy council blocked clinical asso-
ciates’ prescribing rights until new regulation was propa-
gated.20 A further challenge is posed by the slow process 
of opening posts in district hospitals, resulting in employ-
ment delays for new graduates.16

Many of the diffi culties experienced by this profession 
mirror those that PAs experienced in other countries. 

However, compared with the United States, the speed of 
implementation to this stage has been relatively rapid. 
Clinical associates have had multiple successes, and numer-
ous accounts illustrate their important contributions. 
Having seen this profession live up to its potential, univer-
sities in other provinces are looking to open their own 
programs. Although clinical associates were intended to 
work in district hospitals, some requests are coming in for 
clinical associates to work in regional hospitals and com-
munity health centers.16 The clinical associate prototype 
appears to have earned its place and future in South Afri-
can healthcare.

After 3 years of general practice in the affl uent suburbs 
of The Hague, I felt drawn to the challenges of the many 
rural and impoverished areas of my birth country, South 
Africa. I moved to the eastern Cape of South Africa, work-
ing as a clinical associate in the ED of the 180-bed Mad-
waleni Hospital. This was an enormous change from the 
clinical environment of the Netherlands on almost all 
levels, including culture, language, level and type of pathol-
ogy and trauma, and having to work with very limited 
medical resources. This transition required not only an 
extreme adjustment but also having to take many steps 
back in terms of independence. Although I had functioned 
with just sporadic supervision in the Netherlands, I now 
had to discuss every patient with my supervisors. Never-
theless, being taught by very profi cient South African 
physicians gave me the chance to learn rapidly, and I was 
doing fi rst on-calls and managing the ED after 6 months. 
My skills were continually put to the test, particularly 
when a national healthcare strike depleted the hospital of 
most of its staff. This left me and three other clinicians, a 
handful of nurses, and a hospital manager taking care of 
the hospital.

After a year, I was offered a position as a lecturer at the 
University of the Witwatersrand (also known as Wits 
University) in Johannesburg, where the new clinical asso-
ciate program had just welcomed its fi rst cohort of stu-
dents. The transition from the environment of the rural 
eastern Cape to a bustling metropolis of 4.5 million 
people was dramatic, but Wits University offered a great 
environment in which to train clinical associates for the 
future of South African healthcare. Working with a very 
dedicated team—including a driven American PA—and 

My skills were continually 

put to the test, particularly 

when a strike depleted the 

hospital of most of its staff.
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educating cohorts of 50 students through 3 years was an 
invaluable introduction to academia and a much-welcomed 
preparation for my next endeavor.

AUSTRALIA

Australia is the sixth largest country in the world but has 
a population of only 24 million people, of whom 68% to 
89% are urban.21,22 Health outcomes for rural and remote 
populations are poorer than for their urban counterparts 
because of longer distances to health facilities, isolation of 
rural communities during natural disasters such as fi res 
and fl ooding, less access to healthful food sources, poor 
housing conditions, and the indigenous background of 
many rural communities.23

Australia has long grappled with physician shortages, 
which are particularly acute in rural areas. Measures to 
combat this have included increasing the numbers of 
medical graduates and attracting international medical 
graduates (IMGs). Although a proportionally greater 
number of IMGs have been mandated to work in rural 
and remote areas, this has not been enough to relieve the 
medical workforce shortages there.24,25 Further attempts 
by the federal government to bolster the numbers of rural 
health practitioners have included the introduction of 
the rural medical generalist, establishing a rural general 
surgery workforce, providing additional training to rural 
IMGs, implementing the General Practice Rural Incen-
tives Program, and developing projects aimed at stimu-
lating a more substantial Aboriginal and Torres Strait 
Islander allied health professional workforce.26,27 Some 
supporters started calling for the introduction of PAs, 
based on reports that this would improve rural healthcare 
in Australia.28-30 This call included a parliamentary 
research paper concluding that the PA concept could 
benefi t Australian healthcare without compromising 
patient safety.31

Unfortunately, the Australian Medical Association, along 
with the Australian Medical Student Association and the 
Queensland Nursing Union, strongly opposed the intro-
duction of PAs. Their main concerns were patient safety 
and PAs threatening training opportunities for medical 
students and junior physicians. These concerns have been 
carried forth by Australian medical and nursing bodies at 
large.32,33

Despite this resistance, two PA pilots were launched 
in South Australia and Queensland in 2008 and 2009, 
respectively, with the Queensland pilot in particular 
achieving a very favorable evaluation and waylaying the 
fears of training competition and patient safety.34,35 The 
University of Queensland launched Australia’s fi rst PA 
program in 2009 but the program closed in 2012 (after 
educating two cohorts), citing a lack of job prospects for 
graduates.36 Two universities in South Australia and 
Western Australia considered starting courses but neither 
materialized.37,38

James Cook University (JCU) in Northern Queensland 
launched its fi rst class in 2012 and produced its fi rst PA 
graduates in 2014. JCU’s bachelor’s degree program is 
specifi cally designed for health workers without an under-
graduate degree—particularly more experienced allied 
health professionals and Aboriginal health workers. Most 
of the academic curriculum is distance-delivered to pro-
vide maximum accessibility and to enable the training of 
PAs in their local environment. At the same time as JCU’s 
fi rst graduation, the Queensland Department of Health 
implemented comprehensive policies to employ PAs, 
resulting in the fi rst employment of PAs in Townsville 
and southeast Queensland.39 Unfortunately, no other 
Australian states have made efforts to match this level of 
support.

For countries introducing PAs, success depends on the 
perception of demand and supply. If there is no demand, 
governments will not provide resources for education or 
create the legislation necessary to facilitate the profession 
in the long run. If PAs are unemployed, the profession will 
be seen to have failed, and programs will close.

Lack of access to reimbursement structures and prescrip-
tive practice are major barriers to creating demand for PAs 
in Australia. Numerous Australian physicians who have 
worked with PAs have indicated their preparedness to 
employ PAs if remuneration for their services were covered 
through Medicare and, less important, if PAs could prescribe 
medication. Medicare covers the provision of ambulatory 
services by Medicare registered health professionals at a 
predetermined fee. Medication is covered through the 
Pharmaceutical Benefi ts Scheme and patients pay only a 
set fee for medication prescribed by approved prescribers.23 
The challenge for PAs is to obtain the Medicare fee-for-
service reimbursement and prescriptive authority; histori-
cally, this is a lengthy and politically infl uenced process.

There is a bona fi de need for PAs in Australia, particularly 
in underserved and rural areas, and numerous stakehold-
ers across the medical and governmental spectrum see that 
need and support the profession. Despite the challenges, 
however, the PA profession appears to be moving ahead, 
slowly but surely.

After 3 years in South Africa, I looked at continuing the 
support of fl edgling PA initiatives elsewhere and was offered 
the position of program coordinator of the only PA course 
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in Australia, at JCU in Townsville. Here, I have the pleasure 
of working alongside an American PA who is a great lob-
bying force for PAs in Australia. Working in this country 
as a PA academic makes me think of a time almost 50 years 
ago when PAs were an unfamiliar potential in American 
healthcare. Both the United States and Australia have a 
pioneering history of overcoming challenges by true grit 
and determination, which is what it will take to raise the 
nascent PA profession in Australia to the soaring heights 
it has achieved in the United States. I will continue to sup-
port this fl ight until it is able to call itself airborne. JAAPA
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Media. I think I have heard of her. Isn’t she the one who 
killed her children? —Neil Gaiman, American Gods

By defi nition, publicity is using media to call attention 
to a person, a group, or a thing. The emphasis is on 
attracting public notice. As we refl ect on the 50th 

anniversary of the PA profession, the story of how PAs 
have gained public notice over time in the popular media 
is interesting and insightful. The PA profession’s desire is 
that all publicity about PAs be positive, refl ecting their true 
altruistic values and service to humanity. In most cases, 

the media has portrayed PAs and the profession favorably; 
but not always. As recent as 2015, the American Academy 
of PAs (AAPA) asked its members to contact NBC about 
misleading statements made about PAs in the emergency 
medical drama, The Night Shift. The PA profession was 
described as “a lot of scut work, and it’s a lot of paperwork, 
a lot of ego humbling,” and the show implied that PAs were 
just training to become physicians. The AAPA noted that it 
had been in touch with NBC producers and staff to point 
out these egregious errors, educate the network about PAs, 
and help it accurately portray PAs on future shows.1 PAs 
must understand how the popular media can be used to 
gain public awareness and to appreciate the risk involved.

EARLY PUBLICITY

While the Duke University PA program was still in its 
planning stages, it received national attention from an 
article in the August 1965 issue of Reader’s Digest.2 The 
article described a 2-year program designed to train former 
hospital corpsmen and medics as PAs. It caused a fl ood of 
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ABSTRACT

From the very beginning, popular media has played an 
essential role in driving public awareness and recognition of 
physician assistants (PAs) as major contributors to health-
care. But for PAs, popular media can be a double-edged 
sword. Over time, the roles of PAs have evolved from bit 
players to leading characters on television medical dramas. 
Even so, on some occasions, the roles of PAs have been 
marginalized and misrepresented. In the future, the PA 
profession will need to remain vigilant about how PAs are 
portrayed in the popular media and must learn how to use 
the full benefi t of the media to promote the profession’s 
diversity, fl exibility, collegiality, and civic-mindedness.
Keywords: physician assistants, PAs, media, history, televi-
sion, medical dramas

FIGURE 1. A great article with a terrible title. Look magazine, 
1966.
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inquiries from veterans and enlisted personnel who saw 
the program as a segue from military to civilian healthcare 
careers. The following year, an article in the September 6, 
1966, issue of Look described the newly established Duke 
PA program and how it was building on the knowledge 
and skills of former military corpsmen; training them to 
work with physicians (Figure 1).3 The article was well 
written and informative, and included photographs of the 
fi rst PA students in classroom and clinical settings. Great 
publicity, but to the consternation of the Duke faculty, the 
editors chose to title the article, “More than a nurse, less 
than a doctor,” undermining their efforts to win nurses’ 
approval of the PA concept. Ken Ferrell, one of the students 
featured in the article, recalls that before the article’s pub-
lication, the nursing staff were engaging and friendly. 
Afterward, they greeted him saying, “what do you mean 
by more than a nurse!” It took students several months to 
get back on good terms with the nursing staff.4

In contrast, a June 12, 1970, article in Life magazine 
drawing the public’s attention to the training and deploy-
ment of MEDEX graduates throughout the Northwest 
was viewed favorably by the MEDEX faculty.5 The article 
“Once a medic, now a Medex,” explained how battle-tested 
corpsmen were now using their skills at home, being care-
fully matched and placed with physicians to be trained to 
meet the practice’s specifi c needs.

Concurrently in California, a freelance TV scriptwriter, 
Jerry Bredouw, wondered why overworked physicians in 
the state could not use former military corpsmen to assist 
them in practice. He was aware that a former hospital 
corpsman had been convicted of practicing medicine 
without a license in northern California even though he 
was working side-by-side with his employing physician, 
a neurosurgeon. After extensive research and gathering 
information about MEDEX and PA programs, Bredouw 
wrote a TV script that he pitched to his good friend, Roy 
Huggins, who was the producer of a successful television 
series, the Bold Ones (Figure 2). The script featured an 
ex-military corpsman who moved to a rural community in 
California. The community’s physician had died, and they 
could not attract a new one. People began approaching 
the former corpsman about their medical problems, but 
he told them he was not a physician. Later, he was forced 
to take action to stabilize an automobile accident victim, 
using a new procedure to stop esophageal bleeding. The 
patient was transported to an urban hospital by helicopter 
but died. Once the medical community discovered who 
the “doctor” was who stabilized the trauma victim, they 
charged him for practicing medicine without a license. 
The episode, “The People Against Dr. Chapman,” aired 
on NBC on December 6, 1970, as part of the “lawyers” 
series of the Bold Ones. People from the rural community 
testifi ed on Chapman’s behalf, underscoring their need 
for medical care. The episode had a happy ending when 
a physician in a nearby town agreed to take Chapman 

on as a PA working in this little town with physician 
supervision. Bredouw noted that “This probably in real-
ity would not have been possible, but on TV they can get 
away with anything.”6

From correspondence between Dr. Robert Howard at 
Duke University and Bredouw, it appears that Richard 
Smith, MD, at the University of Washington, believed the 
script and episode might do more harm than good.7 With 
many contacts in Hollywood, Smith turned down several 
offers for involvement in series that would have shown PAs 
as negative or controversial characters. Although Howard 
believed that public pressure was needed to get physicians 
and legislators to accept the PA/MEDEX concept, Smith 
felt that it would be better for physicians and legislators 
to work together to overcome potential barriers before 
going public. In retrospect, both approaches appear to 
have worked well.

In addition to the Bold Ones episode, Bredouw helped 
convince Dick Moores, the cartoonist for Gasoline Alley, to 
have one of the strip’s lead characters become a PA (Figure 
3). Gasoline Alley was created by cartoonist Frank King and 
fi rst published on November 24, 1918, and is still published 
in newspapers today. The characters age in real time. In 
this case, the lead character was Chipper Wallet, a former 
hospital corpsman in Vietnam. After being discharged, 
Chipper considered his career options. One option was to 
take over managing his father’s automobile repair garage, 
where he worked. When Chipper confi ded in the town’s 
physician that he missed the Navy and helping people, Doc 
gave Chipper information about new programs designed 
to transform former military corpsmen into PAs. Chipper’s 
decision to apply and enroll in PA school began running 
in 200 US newspapers in March 1971.8 He graduated in 
1973 and returned to his hometown to help Doc with his 

FIGURE 2. Screening of Bold Ones episode “The People 
against Dr. Chapman,” 1970. From left, scriptwriter Jerry 
Bredouw, actor Joseph Campanella, an AMA representative, 
and actor Monte Markham, who played Dr. Chapman.
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overburdened rural practice. In gratitude for Chipper’s 
introducing the general public to the PA concept, the AAPA 
gave Chipper an honorary lifetime membership in 1992. A 
life-size cutout of Chipper appeared at the AAPA annual 
conference that year to help celebrate the PA profession’s 
25th anniversary. As a “pioneering PA,” Chipper appeared 
intermittently in the daily comic strip this past year to 
help the PA profession celebrate its 50th anniversary. At 
the invitation of the PA History Society, Chipper spoke 
on behalf of former hospital corpsmen and medics at the 
dedication of the memorial garden at the Eugene A. Stead, 
Jr., Center for PAs in Durham, N.C., on April 8, 2017.

PAS FEATURED IN MEDICAL DRAMAS

PA characters were included in two of Parade magazine’s 
“Top Ten Best Hospital Shows”—St. Elsewhere and ER.9

St. Elsewhere was known for its   com bination of gritty, 
realistic drama, mom ents of black comedy, and its strong 
ensemble cast including Ed Begley, Howie Mandel, 
Mark  Harmon, Helen Hunt, Denzel  Washington, and 
David Morse. The series received 13 Emmy Awards dur- 
ing its six seasons (137 episodes running from 1982 to 
1988). The character of Luther Hawkins, played by Eric 
Laneuville, grew up during St. Elsewhere’s six seasons. 
Originally employed as a janitor in the St. Eligius Hospi-
tal, Hawkins became an orderly, then went to PA school 
and returned to work at the hospital as a PA. Although 
Hawkins was not a major character in a series fi lled with 
multiple interlocking subplots, his compassion and grow-
ing professional expertise gained him the respect of his col-
leagues and the interest of PAs nationwide. In 1987, Eric 
Laneuville received the AAPA’s Public Education Award 
at the annual conference in Cincinnati, Ohio (Figure 4).

In addition to his role as Luther Hawkins, Laneuville also 
directed a number of St. Elsewhere episodes, giving him 
a fi tting transition in his own career to become a director 
and producer. He directed episodes of many popular TV 

series, including Doogie Houser, MD; 
ER; NYPD Blue; and The Mentalist. In 
1992, he won an Emmy for directing 
the episode “All God’s Children” of the 
NBC series I’ll Fly Away.10

NBC’s celebrated medical drama 
ER fi rst appeared on television in the 
fall of 1994. It explored the inter-
relationships of physicians and staff 
working in an overburdened ED in an 
urban teaching hospital. In ER, PA 
Jeanie Boulet was played by actress 
Gloria Reuben, who was pictured 
in promotional photos wearing an 
offi cial AAPA patch on the shoulder 
of her white coat (Figure 5). Boulet 
had many struggles throughout the 
14-season series and is described as 

being “one of the only regular characters in American 
television history to contract HIV without eventually 
being killed off by the writers.”11

Boulet fi rst appeared in Season 1 (1995) as a physical 
therapist and recurring character. In Season 2, she reap-
peared as a newly graduated PA in County General’s ED. In 
the opening episode of 1997’s Season 3, ER writers dropped 
the “requisite bombshell” that Boulet had tested positive 
for HIV. To further complicate matters, she decided to 
manage her illness in secrecy, refusing to divulge her status 
to her employers. In Season 4, she became a private care-
giver for a patient with lymphoma who also was  battling 

FIGURE 3. Gasoline Alley ’s Chipper Wallet helps celebrate the 25th (left) and 50th 
(right) anniversaries of the PA profession, 1992 and 2017. The cartoon, drawn by 
Jim Scancarelli, is distributed by Tribune Content Agency, LLC.
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FIGURE 4. Eric Laneuville, who played PA Luther Hawkins on 
St. Elsewhere from 1984 to 1988, speaks during the 1987 
AAPA conference.
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depression. In Season 6 (1999), Boulet adopted an HIV-
positive baby boy and eventually decided to leave County 
General to spend more time with her family. In Season 14, 
Boulet reappeared in the program’s fi nal episodes, actively 
involved with two Chicago clinics serving young people 
with HIV-positive status.

Actress Reuben described Boulet as “strong-willed, sharp, 
and intelligent, but with a dry sense of humor. She knows 
exactly what she’s doing professionally but she has a nur-
turing side, too.” A reviewer commented “....there’s always 
been great pleasure in Reuben’s beautiful open face … she 
played those scenes to the hilt, creating in us a great sym-
pathy for her character…. We died a little with every hurt 
the producers hit her with.”12

Although Boulet also was not a main character in the 
series, her life circumstances were used by ER’s producers 
to add dramatic—and sometimes controversial—situations 
to the program. Despite her complicated life circumstances, 
Boulet was seen by viewers (including many PAs) in a 
positive and inspiring light rather than as a diffi cult person 
or troublemaker. She, and Gloria Reuben, the actress who 
portrayed her, clearly added a lot to the series.

Royal Pains ran for eight seasons (104 episodes) from 
2009 to 2016.13 The plot has a young physician setting up 
a boutique practice in the Hamptons, a rich and elite com-
munity on Long Island. Dr. Hank Lawson and his young 
business manager brother, Evan, create HankMed as a 
concierge medical service and business opportunity.

In Episode 1, a young, “beautiful, intelligent, and ambi-
tious physician assistant,” Divya Katdare, played by 
actress and singer Reshma Shetty, presents herself to the 
Lawsons and describes, through a well-thought-out busi-
ness plan, how she can contribute to the HankMed team 
(Figure 6).13 Although they have never worked with a PA 
before, the Lawsons are impressed with this beautiful and 
smart young woman and hire her to join HankMed. With 
this hiring decision, the TV role—and the potential of a 
PA—expanded dramatically from being an ensemble role 
to being one of three main characters. (Notably this role 
also propelled actress Reshma Shetty into being one of 
television’s first female South Asian series leads).14 
Throughout eight seasons, the Lawson brothers and 
Katdare grow their practice at the same time that they 
grow up as individuals.

Katdare’s PA role is to be the voice of reason to keep 
Hank Lawson on track clinically, to offer strong input into 
Evan Lawson’s sometimes inappropriate strategies in 
promoting the HankMed business, and, most of all, to 
provide outstanding patient care. Katdare’s interaction 
with patients is considerably different from Hank Lawson’s 
and includes concerns for psychosocial issues, aggressive 
follow-up, and advocacy. She also involves herself in details 
of practice management that would never occur to the 
Lawson brothers.

Over the course of the series, viewers see Katdare strug-
gling with her professional role and even her personal 
identity. She sometimes feels like the “only grown-up” in 
HankMed. Katdare fi nally decided to apply to medical 
school and revealed in the series’ fi nal episode that she had 
been accepted at Johns Hopkins. Although Katdare’s deci-
sion to go on to medical school could be seen as a strike 
against the PA profession, her story provides insight into 
why a PA might make this decision. Nevertheless, for eight 
seasons, as one of the three major characters in Royal 
Pains, Katdare was a strong positive role model for the PA 
career as she worked through the complexities of clinical 
practice in a small but very interesting community.

CONSIDERATIONS FOR THE FUTURE

As a profession, PAs need to monitor, understand, and 
learn how media affects public perception and opinion. 
There is always the risk that a PA character’s role may be 
presented inaccurately. Ideally, shows featuring PAs should 
have a PA with experience in the practice environment as 
a technical advisor to avoid misunderstandings and provide 
realistic input. For example, California PA Lonny Holmes 
served as an advisor for the movie City of Angels, where 
he played himself during cardiac surgery scenes, but also 
taught the actors (Nicholas Cage and Meg Ryan) how to 
look like physicians and function appropriately in a hos-
pital setting.

As PAs have become recognized as major contributors 
to healthcare across all specialties, the roles they play on 

FIGURE 5. Gloria Reuben as PA Jeanie Boulet from the series 
ER, 1995 to 1999.
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TV have expanded from bit players to leading characters. 
How can the PA profession build on this steady growth 
in recognition? Perhaps through advocacy for screenwrit-
ing that portrays PAs working in the White House, or PAs 
who work as crime scene investigators, or PAs serving as 
politicians, or PAs serving in their military or public health 
roles, or PAs as community activists dealing with public 
health issues. The opportunities to educate and inform 
the public about the diverse roles PAs play are exciting 
and vast.

Until now, PAs have primarily appeared in medical TV 
dramas. Should the PA profession begin promoting the 
idea that PAs should appear in other types of popular 
media, such as documentaries, reality TV shows, and mov-
ies? What about the growing trend of social media as a 
source of news? Do PAs have the expertise to tap into this 
cultural media explosion?

Past PA roles in TV series appeared to have been devel-
oped informally through personal contacts. Now is the 
time to ask: How actively should the national PA organi-
zations, PA programs, and other PA advocacy organizations 
seek out and promote more PA characters in the popular 
media? Who else should or can do this? Who should take 
the lead in developing a national strategy to use popular, 

cultural, and social media to its full benefi t to educate the 
American public about the PA profession?

CONCLUSION

Media exposure for PAs in print, comic strips, TV shows, 
and movies has, overall, been benefi cial to the PA profes-
sion. However, PAs could be represented and viewed in an 
inaccurate, controversial, or negative way. With rapidly 
evolving healthcare delivery strategies, media coverage of 
PAs can bring with it opportunities not only to promote 
PAs but also to advocate for patient populations with 
insuffi cient access to care. Increased exposure of PAs in 
the popular media brings its own set of risks, however. 
Scriptwriters want their stories to be entertaining. Even 
if PAs are portrayed doing their roles accurately, they 
may be shown as having unfl attering personalities. Like 
other healthcare professionals portrayed in the popu-
lar media, PAs will not be exempted from this type of 
exposure. JAAPA
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FIGURE 6. Reshma Shetty as PA Divya Katdare on Royal Pains, 
2009 to 2016.
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COMMENTARY

My fi rst interaction with physician assistants (PAs) 
occurred when I was 8 years old and was round-
ing with my father in the hospital. My father 

was a PA. Through him, I saw what PAs could accomplish: 
the ability to fl ex to all areas of medicine, the capacity to 
maximize responsibilities through strong mentorship, and 
the ability to positively affect patient care.

My father was a PA on the Alaska pipeline, worked on 
Indian reservations in North Dakota and South Dakota, 
assisted in cardiothoracic surgery in Alberta, and practiced 
inpatient and outpatient medicine in Arizona, Missouri, 
and Florida. The stories he told and the variety and fl ex-
ibility of his career showed me what a productive MD-PA 
relationship could be.

I carried those memories with me through medical school, 
through residency, and eventually to my fi rst leadership 
position as a hospitalist at East Carolina University (ECU). 
When we started the hospitalist program at ECU in 2002, 
one of the fi rst things I insisted on was incorporating PAs 
into our program. Some physicians in our group didn’t 
understand how PAs would work with us, but I knew. My 
father had taught me.

After 15 years of working with PAs and PA students at 
ECU, the Mayo Clinic, and Wake Forest University, I iden-
tifi ed core building blocks that I believe are essential to 
developing a productive MD-PA relationship. First is the 
structure of the relationship. Some will espouse that MDs 
and PAs need to be “at the hip” working together. Others 
will say, just give PAs work to do and they can always call 
if they need you. I believe in neither approach. What I believe 
in is maximizing everyone’s abilities, be they PAs or MDs.

My favorite day working with a new PA or PA student is 
the fi rst day, for it is on the fi rst day that I usually surprise 

Communication is key to the 
MD-PA team
Erik C. Summers, MD

them. “These are your patients today,” I say. “You are their 
primary provider, not me. See the patients, listen to them, 
examine them, review all their numbers and tests, and then 
come back and tell me what you want to do for your patient.” 
One hundred percent of the time, a new PA or student 
working in our program will make a mistake or miss some-
thing. That is exactly what I hope for. I want them to be 
wrong. But I also want us to talk through their thoughts 
and their decision-making process. I believe that when you 
push against your limits of knowledge, you learn and you 
get stronger. Because the patient’s potassium is consistently 
low, what is the magnesium level? What did we do with the 

vancomycin dosing since the trough is low? Why is the 
patient’s C-reactive protein (CRP) elevated? Why did we 
get a CRP in the fi rst place? What is the big picture here? 
What is the timetable for the patient’s discharge?

That structure will not be successful, though, without 
the second key part of the relationship, the support. Anyone 
in a new position is going to be unsure. My job is to reas-
sure our new PAs and students that I am here for support 
and that our goals are aligned: we are here to help our 
patients the best way we can. I also relay that I am on the 
unit as well, and will be looking at our patients from a 
reasonable distance. I’m always accessible for any questions 
and encourage questions. But they are the ones who need 
to come up with a plan for the day. The art of the relation-
ship is creating an environment where it is okay to fail. 
My sense over the years is that we all naturally are afraid 
to make a mistake. But our new PAs or students who push 
themselves to their maximum are almost always the best 
because they are pushing their limits. And that is when I 
know things are going well in our relationship.
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The satisfaction comes in seeing the rapid progress made 
using these principles. The student who struggled to see one 
patient on the fi rst day is seeing fi ve patients by the end of the 
week. Then I begin to receive fewer pages from the PAs because 
they have become stronger in their skills, their knowledge 
base, and their craft. Their growth is very satisfying to me.

That blends in with the third essential part of the relation-
ship, communication. If I am not accessible or open to 
conversation, it hurts not only the MD-PA relationship 
but also the provider-patient relationship. We, as a team, 
have to communicate. Paging me to ask a question is not 
a weakness—it is a strength! Without positive, open com-
munication, things get lost, and things get missed. Ultimately 
those losses trickle down to the patient. I have always 
believed that two brains are better than one. If we are both 

thinking and communicating together about a patient, that 
patient benefi ts. And, as an aside, we do not forget about 
the nurse’s brain that is at the bedside. If you have the nurse’s 
brain working together with you also, you have a great 
working relationship and patients benefi t from that.

What do I think is a good MD-PA relationship? It is 
extending PAs to be the best they can be while supporting 
and communicating with them in their efforts to give 
patients the best care. That is the MD-PA relationship I 
have learned and honed over the past 15 years. I believe 
that relationship has been very satisfying for the 100 or so 
PAs I have worked with in my career.

Those building blocks are what I learned from my father 
and how I try to give back to the PA profession in his 
memory. JAAPA
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As we celebrate our profession’s 50th anniversary, 
we have a golden opportunity to refl ect upon our 
deep North Carolina roots, which extend back 

well before that initial class of former Navy hospital 
corpsmen in 1965. Did you know there was an early 
physician assistant (PA) prototype who worked in rural 
North Carolina from 1940 to 1975? That he was a black 
man in the segregated South? That he cared for everyone 
in his community and was respected by all? That general 
practitioner Amos Johnson, MD, trusted him with his 
patients’ lives before PAs were even invented? And fi nally, 
that Johnson and he were a major infl uence on Eugene 
Stead, MD, as he formulated his proposal for a new kind 
of healthcare professional?1

Perhaps many readers have not previously heard of 
Henry Lee “Buddy” Treadwell and his unique working 
relationship as a “doctor’s assistant” to Johnson in Garland, 
N.C. (Figure 1). Treadwell grew up in that small community 
of about 500 residents, and his family worked on the 
Johnson family farm. After high school graduation, 
Treadwell went to work at Johnson’s practice, initially 
stocking shelves and doing general orderly work. Johnson 
was a willing teacher who needed help with his busy 
practice, and over time Treadwell gained additional clinical 
and technical skills. Johnson was heavily involved in the 
American Medical Association and was a champion of 
developing family medicine as its own medical specialty. 
He eventually became president of the new American Board 
of Family Medicine and as such, traveled frequently. By 
the late 1950s, Johnson trusted Treadwell enough to leave 

the practice in his hands when Johnson was away, and the 
community readily sought care from Treadwell. Johnson 
was quoted as saying “the richest man in town would 
rather have Buddy sew him up than me, because he can 
do it better than I can.”2 He established a network of 
physicians in local communities willing to serve as a backup 
for Treadwell, should he need help.

As I learned more about Treadwell’s work, I was struck 
by his acceptance as a healthcare provider during a very 
tumultuous time in the history of the Southeast United 
States. I consider the immense medical and interpersonal 
skills he must have possessed and exhibited over the years 
to attain the trust of Johnson and so many in his community. 
Those skills are not dissimilar to the skills exhibited by 
PAs as the profession has gained acceptance, grown 
tremendously, and established itself as a critical part of the 
healthcare workforce over the past 50 years.

Johnson and Treadwell had a relationship with the medical 
school at Duke, as they routinely helped to train medical 
students in Garland during their community medicine 
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FIGURE 1. Amos Johnson (left) and Buddy Treadwell with a 
patient in 1967.
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rotation and referred patients to the medical center for 
specialty care.2 One such student, George Parkerson, MD, 
who later became the chair of the Department of Community 
& Family Medicine at Duke School of Medicine, described 
Treadwell as quiet, humble, and very observant. (See the 
video interview with Parkerson on jaapa.com.) One story 
passed along by Johnson’s son recounts an incident in which 
a man presented to the clinic with terrible abdominal pain 
of unclear origin. He was quickly evaluated by Treadwell 
and Johnson. Treadwell then disappeared while his 
supervisor thought through potential diagnoses. About the 
time Johnson deduced the pain could be due to a black 
widow spider bite, Buddy returned from the local pharmacy 
with the antidote in hand and said, “I believe you ordered 
this, Doctor?”3 What a tremendous opportunity for those 
soon-to-be physicians to see community-based care delivered 
adeptly in a team-based fashion and to learn the art of 
medicine from such a humble, knowledgeable provider!

The relationship of Johnson and Treadwell was well-
known to Eugene Stead at Duke University and helped shape 
his proposal to form a new educational program to train 
physician assistants in 1965. Our profession was created 
as an answer to a shortage of general practitioners, secondary 
to increased physician specialization after World War II and 
the expansion of access to healthcare caused by the creation 
of Medicare and Medicaid. Fifty years later, here we are 
again—an infl ux of patients with new access to care, a trend 
toward specialization by physicians and PAs, and a shortage 
of primary care providers. PAs are again important players 
in responding to this predicament, and the number of PA 
programs in the country has signifi cantly expanded over 
the past several years in an effort to increase our numbers.

As we continue to grow, we should be mindful of several 
issues—emphasizing primary care training of PAs, ensuring 

our profession is as diverse as the patients we serve, and 
addressing the shortage of clinical training sites for students, 
which is the rate-limiting factor for expansion of all medical 
training in this country.

When students see high-quality primary care services 
delivered by an interprofessional team in a rural community, 
it can spark an interest and ignite a passion for serving 
patients in this setting. As an educator responsible for 
identifying quality clinical placements for PA students, I 
seek out these kinds of practices as ideal learning 
environments. Much of North Carolina is designated as 
rural, and decades of medical and PA students have learned 
the art of medicine in these communities.

I recently was privileged to attend the certifi cate ceremony 
for the Duke PA class of 2016. This is always an emotional 
event for students and faculty, as we celebrate the students’ 
achievements, welcome them as PA colleagues, and send 
them on their way to begin their careers. The graduating 
class presents a teaching award called the Henry Lee 
“Buddy” Treadwell Award, and I was able to refl ect on 
our profession’s early North Carolina roots once again. I 
deeply appreciate how far we have come as a profession 
over the past 50 years. I am impressed by how promising 
the future looks as we usher another cohort of competent 
providers out into the world. JAAPA
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When I was asked to write about the physician-PA 
relationship, I was not sure how best to approach 
the topic. This topic is not only important to 

me but one I have spoken and written about on many 
occasions. As the 50th anniversary of the PA profession 
approaches, let me respond in a personal way. My experi-
ence parallels the remarkable growth and changes within 
the PA profession throughout the country.

My path to learning about and working with PAs has 
been a journey with interesting twists and turns. I would 
love to profess that I have had knowledge of and experi-
ence with PAs most of my life, but this is simply not true. 
I grew up and went to medical school in Cincinnati, Ohio, 
in the 1970s. The PA profession was unknown to me at 
that time.

I had the opportunity to learn about PAs as a resident in 
family medicine at the University of Colorado Health 
Sciences Center in the early 1980s. I trained with and 
learned from students and faculty who were part of the 
child health associate program. They were integral mem-
bers of the team on my pediatric rotations, and I developed 
high regard for their knowledge and skills. This respect 
and support was modeled by my attending physicians, 
which made a deep impression on me. Today I strive to 
demonstrate this respect and support as an attending 
physician in my interactions with learners and colleagues 
from a variety of health professions.

While in Colorado, I owned a private practice with 
another family physician in which we employed PAs. They 
were invaluable and integral members of our small practice. 
We each had our own areas of interest and expertise. Not 
only did our PA colleagues provide high-quality care, but 

One physician’s perspective on the 
physician-PA relationship
Margaret Gradison, MD, MHS-CL, FAAFP

we learned from each other in a collaborative way. For 
example, Tony Moreno, PA-C, had been a surgical PA 
before working for us. His suturing skills and surgical 
experience were far beyond ours, so he cared for most of 
the patients in our practice who needed these skills. This 
was particularly valuable because of the number of chain-
saw accidents we saw (many people in our area heated 
their homes with wood). In addition, Tony gave me point-
ers on how to improve my suturing skills in the event he 
was not available when these patients needed care.

I then worked for a brief time in Indianapolis, where I 
was disappointed to fi nd that there were no PAs at the 
academic medical center. This situation apparently was a 
result of limitations imposed by the state legislature at the 
time.

After this, I settled down in North Carolina, where I 
have been on the faculty at Duke University School of 
Medicine for the past 22 years and have had the honor of 
being the medical director of the Duke PA program for the 
past 9 years. I have been fortunate to work with incredibly 
skilled and dedicated PAs.

The variation in the role (or absence) of PAs from state 
to state throughout my career has been remarkable. Having 
been in settings with and without PAs, I have observed 
that the patients and other members of the healthcare team 
are enriched by PAs. My personal experience has been not 
only as an educator and clinician but also as a patient. On 
more than one occasion, the PA treating me was correct 
about my diagnosis and the physician was not. I am pleased 
to say that discussions between the PA and supervising 
physician in these situations were respectful and collab-
orative.

So what makes a good relationship between a PA and 
physician? I believe it is the same thing that makes a good 
relationship between any two (or more) people. Physicians 
and PAs are smart, dedicated, and hardworking. Their 
relationship works best when it is built on mutual respect. 
I believe we can learn from each other regardless of our 
education and training; we are all striving to continue to 
learn and improve our knowledge and skills. As with other 
relationships in life, respect and support are needed, as is 
ongoing honest and open communication. As with most 
other relationships, this one requires give and take so that 
it can mature over time.

Margaret Gradison is a professor in the Department 

of Community and Family Medicine and medical 

director of the PA program at Duke University 

Medical Center in Durham, N.C. The author has 

disclosed no potential confl icts of interest, fi nancial 

or otherwise.

Ruth Ballweg, MPA, PA; Reamer L. Bushardt, 

PharmD, PA-C, DFAAPA; and Tanya Gregory, PhD, anniversary series 

editors

DOI:10.1097/01.JAA.0000512241.66494.5c

Copyright © 2017 American Academy of Physician Assistants



COMMENTARY

120 The PA Profession: 50 Years and Counting | Fall 2017

I have also observed dysfunctional relationships between 
physicians and PAs. Some physicians are dictatorial, hier-
archical, unsupportive, or use PAs as medical assistants. I 
have also seen PAs who act like cowboys (not asking for 
assistance when they should), operate beyond the scope 
of practice of their collaborating physician, or fail to be 
an active team member. Collaborative relationships may 
be inhibited by differences in personality and/or expecta-
tions as well as by systems and fi nancial issues.

I counsel my students about the importance of this rela-
tionship when they are interviewing for jobs or are having 
confl icts with their supervising physicians. For example, 
one of our recent graduates found herself in a relationship 
in which she was very vulnerable. Her supervising physi-
cian left to operate and was unavailable by phone or pager 
a couple of days a week. He complimented her on her 
intelligence and skills, and he told her that there were no 
circumstances in which contacting him would be necessary 
because she was so smart and capable. Needless to say, I 

advised her to speak with him and consider other employ-
ment options.

Above all, PAs and physicians are here for our patients. 
There are fewer interpersonal issues, confl icts of interest, 
or diffi culties with our relationships as long as we all value 
and give top priority to our patients (and students, for 
those of us in education).

I have been fortunate throughout my career to work 
with, be the supervising physician for, and educate a num-
ber of highly skilled PAs. I continue to learn from my PA 
colleagues and value our ongoing collaboration. Many 
changes in healthcare over the years have made my role 
as a family physician much more challenging and less 
rewarding. I can say unequivocally, however, that working 
with my PA colleagues (who are fi nally empowered to 
practice in all states!) has been one of the most positive 
aspects of practicing medicine. And most important to us 
all, our patients benefi t greatly from the care provided by 
PAs. JAAPA
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The Canadian Armed Forces (CAF) physician assis-
tant (PA) is a highly skilled medical resource that 
was introduced in 1984. Serving both domestically 

and internationally, the PA in uniform has grown in 
prominence and responsibility. Because of changes 
intended to improve the status of the CAF PA, a review 
of their history and development was undertaken. A nar-
rative report was assigned to the authors by the CAF 
Royal Canadian Medical Services Branch Chief Warrant 
Offi cer. This undertaking builds on an earlier study of 
CAF PAs and provides needed information about the 
growing presence of military PAs in the civilian provincial 
sector.1

The fi rst class of Canadian PAs graduated from the 
Canadian Forces Medical Services School in 1984. Span-
ning 3 decades, the CAF PA has modifi ed and refi ned 

training consistent with contemporary military medicine 
and evolving missions. For the most part, training occurs 
at the Canadian Forces Health Services Training Center in 
Borden, Ontario. One of the core missions of this military 
base is to prepare medical care personnel for domestic or 
international operational environments.

METHODS

Supportive documents were sought from CAF Headquar-
ters, and a library search report pertaining to the CAF PAs 
was undertaken. A brief questionnaire was sent to CAF 
PAs to collect details on history, training, and operations 
in order to clarify some of the reports. The surveyed PAs 
were identifi ed through a database available through the 
Royal Canadian Medical Services.

RESULTS

Internal documents were obtained from the Canadian 
Forces Health Services Training Center, Royal Canadian 
Medical Services Headquarters, and J3 Health Services 
Operations Headquarters, and an external literature search 
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ABSTRACT

This study documents the growing role of the physician 
assistant (PA) in the Canadian Armed Forces. PAs have 
served as the backbone of the Royal Canadian Medical 
Services’ frontline medical operations since 1984, on land, 
aboard ships and submarines, and domestically in gar-
rison. Candidates begin as medical technicians and receive 
advanced training to become PAs at midcareer. The current 
rank of PAs as warrant offi cers is evolving and a commis-
sioned status is under consideration.
Keywords: Canadian Armed Forces, physician assistant, 
military, medical technician, warrant offi cer, training
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FIGURE 1. In this April 2007 photo taken in Inuvik, Northwest 
Territories, PA Master Warrant Offi cer Lorne Turner (right) and 
medical technician Master Cpl. Richard Robichaud (center) of 
2 Field Ambulance in Petawawa, Ontario, examine Ranger 
Robert Buckle of Aklavik, Northwest Territories, as medical 
technician Ordinary Seaman Dave Finamore records their 
 fi ndings. Photo by Master Cpl. Robert Bottrill, Canadian Forces 
Combat Camera.
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was performed. The questionnaire was sent to 120 PAs in 
July 2015. Of those sent, 63 were returned (rate of return, 
53%) representing about one-third of all CAF PAs.

TRAINING

All CAF PAs are drawn from the medical technician non-
commissioned member ranks. After completing basic 
training for entrance into the military, medical technicians 
attend an apprentice-level course. This begins with 20 
weeks of clinical and fi eld training at the Canadian Forces 
Health Services Training Center, as well as a 14-week 
primary care paramedic course. Graduated medical tech-
nicians are posted to a medical service unit where they gain 
on-the-job training under the supervision of PAs, medical 
offi cers, and senior noncommissioned members (Figure 1). 
After several years, the member returns to the Canadian 
Forces Health Services Training Center for the journeyman-
level medical technician course, which consists of 12 weeks 
of clinical and fi eld training as well as 5 weeks of advanced 
emergent care paramedic training. Upon completing this 
course, medical technicians are fully employable and 
deployable with a limited yet remote scope of practice 
(Table 1).

After additional time as journeymen medical technicians 
and through career progression, members return to the 
Canadian Forces Health Services Training Center for a 
third time for training in health assessments and medical 
administration. They are then eligible for promotion to 
the rank of sergeant and may apply for the PA course, 
which is also held at the Canadian Forces Health Services 
Training Center. The application process entails writing 
the CAF aptitude test, personality testing, threshold knowl-
edge examinations, and written recommendation approved 
through the applicant’s chain of command. Completed 
applications are sent to a selection committee, and the top 
medical technician applicants are offered seats on the 
course.2

HISTORY

CAF PAs originated as sick berth attendants onboard Cana-
dian naval vessels, trained and employed in the Royal 
Canadian Navy starting in 1911.3,4 Upon selection from the 
ranks, they were trained on the job by the fl eet medical 
offi cers. With the demands for improved technical skills, 
the training evolved and the medical technician was born. 
These medical technicians would progress to the PA program.

TABLE 1. Standard career progression of a CAF PA

Year Qualifi cation level Explanation

0 Recruitment/basic 

training

Recruitment through regional recruiting center followed by recruit training in St. Jean, 

Quebec

1 QL3 apprentice medical 

technician course

34 weeks. Training includes basic clinical history taking and examination skills, primary 

care paramedic course, basic patient care, and fi eld skills.

2-4 Employed as QL3 medical 

technician

Can be employed in any health services unit but most serve in army units

5-6 QL5 Journeyman medical 

technician course

17 weeks. Training includes clinical and fi eld training, and advanced emergent care 

paramedic training.

6-10 Employed as QL5 medical 

technician

Employed throughout the CAF, fully deployable, able to work remotely

10-12 QL6A medical technician 

course

12 weeks. Training focuses on: Administrative functions of senior noncommissioned 

member, learning to conduct periodic health assessments.

12-15 Employed as QL6A 

medical technician

Employed in a variety of administrative positions including: Recruiting Centers, 

Operations & Training Departments, and Senior Medical Technician

12-16 PA program: Promoted to 

warrant offi cer on 

successful completion

Current PA program is 2 years, including 48 weeks of classroom training encompassing 

the basic sciences, pharmacology, physical examination, medical conditions, and a 

clinical rotation phase of 48 weeks including 13 rotations in multiple specialties in 

locations across Canada. Must pass PACCC national certifi cation examination to 

complete program.

14-20 PA (warrant offi cer) Remote duty as medical authority at units throughout Canada and deployed units 

outside of Canada

16-25 PA (master warrant 

offi cer)

Few clinical positions, majority administrative. May seek retirement at 25 years with 

50% pension.

20 and up PA (chief warrant offi cer) Primarily an administrative role as part of command team in health services units 

across Canada. Eligible for selection for command chief warrant offi cer positions. These 

positions are outside health services.
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The fi rst offi cial CAF PA program was developed in 
1984. Autonomous medical practitioners were needed at 
sea, and the Navy turned to using the existing allied force 
models. As the CAF PA evolved and the education became 
more in line with the American model, it became apparent 
that accreditation by the Canadian Medical Association 
(the only accreditation body) was needed. A revised course 
was developed with the assistance of medical consultants 
and accreditation expertise through the Canadian Medical 
Association. This process was successful, and the initial 
course under the fi rst accredited PA program graduated 
in 2004. Today, the CAF PA program is a formalized, 
accredited, university-level healthcare provider program. 
The University of Nebraska Medical Center bestows a 
bachelor’s degree on the graduates of this program, simi-
lar to what US military PAs receive. A memorandum of 
understanding was signed in 2009, and the next graduates 
were the fi rst Canadian PAs to receive formal university-
level degrees.

As Canadian military PAs were evolving, a professional 
organization and certifying body was needed. Funded by 
a grant given by the Treasury Board, in February 2010, 
via the CAF, the newly formed Canadian Association of 
Physician Assistants (CAPA) embarked on the long process 
that would eventually see a certifi cation process in.5 To 
ensure legitimacy, the certifying body had to maintain 
distance from CAPA. The Physician Assistant Certifi cation 
Council of Canada (PACCC) was created, and a national 
certifi cation process was developed.6 The certifying exam-
ination is similar to the National Commission on Certifi ca-
tion of Physician Assistants (NCCPA) Physician Assistant 
National Certifying Examination (PANCE), as many of 
the Canadian examination writers use US PANCE prepa-
ratory materials.

All PAs graduating from the Canadian Forces Health 
Services Training Center are eligible to take the national 

certifi cation examination through PACCC. Those who 
pass are promoted to the rank of warrant offi cer. This 
differs from the US military system, as the warrant offi cer 
in the CAF is considered a senior noncommissioned offi cer. 
However, the PA occupation model in the CAF is under 
review, and a full commissioned status is being considered.

Today, the CAF PA program is conducted in several 
phases. Phase one consists of 48 weeks of didactic training 
in which the candidates focus on the foundations of the 
medical sciences. During phase two, the candidates com-
plete 13 clinical rotations at locations across Canada. 
These rotations include a variety of settings to ensure that 
the CAF PA is capable of caring for any patient they are 
likely to encounter, including those seen in obstetrics, 
gynecology, and pediatrics. Candidates then return to the 
Canadian Forces Health Services Training Center for phase 
three, which consists of the fi nal series of examinations, 
using objective structured clinical examinations. Phase 
four has the successful candidates posted to new clinical 
environments for service and to prepare for the national 
certifi cation examination, which is held annually in con-
cert with the annual CAPA conference. Candidates who 
pass are promoted into the ranks of PAs in the CAF.

The PACCC examination need only be successfully 
completed once in the career of a PA in Canada. To main-
tain good standing with CAPA and the PACCC certifi cation, 
Canadian certifi ed PAs must accumulate a total of 250 
continuing professional development credits over 5 years.7

PA CAREER IN THE CANADIAN ARMED FORCES

The length of service required before entering the PA pro-
gram has varied over the years. In the early 1990s, the 
average was about 14 years of service. Over the ensuing 
decades, the average years of service rose to about 18. As 
shown in Figure 2, the average length of service has dropped 
to about 13 years for the class of 2014. This drop is due 

FIGURE 2. Average years of military service before starting CAF PA program. Information gained from questionnaire sent to 
current CAF PAs.
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to many factors. One is that the retention rate has decreased 
as more PAs retire because of time in rank and offers of 
employment in the civilian healthcare system. Attrition 
statistics indicate that applicants placed on the course at 
an earlier point in their careers will realize a longer service 
career as a PA. Ideally for planning purposes, a CAF PA 
would retire (with full benefi ts) after 25 years of service 
(including about 12 years as a PA). Previously, the con-
tracted period was 20 years, with members being placed 
on the course at an average of 18 years of service and thus 
having only 2 to 3 years of service as a PA (unless the 
member opted to extend his or her contract). Figure 3
shows the trend of graduates from the CAF PA program 
since 2004. Annually, 24 personnel are admitted into the 
CAF PA program. A new cohort will begin training as the 
previous cohort completes the didactic year and moves on 
to the clinical year.

Specialty courses that enhance the employability of a PA 
in the CAF also are available. The basic (2 weeks) and 
advanced (4 weeks) dive medicine courses prepare PAs to 
be deployed with divers in Army and Navy units. The 
submarine medicine course (3 weeks) instructs PAs with 
the necessary knowledge and skills to work in this special-
ized environment. The basic aviation medicine course (3 
weeks) provides the knowledge necessary to look after 
Royal Canadian Air Force air crew.

To maintain skills and knowledge, PAs work in the civil-
ian medical system under the Maintenance of Clinical 
Readiness Program. Under this program, 40 shifts per year 
are required, 20 of which must be in an acute care environ-
ment. The remaining 20 shifts must be done in a Royal 
Canadian Medical Service clinic with a supervising physi-
cian. Under this blended military-civilian program, PAs 

maintain currency in Advanced Cardiac Life Support, 
Advanced Trauma Life Support, the Airway Intervention 
and Management in Emergency course, pediatrics, and the 
Advanced Military Trauma Resuscitation Program (a 
military-run course).

DEPLOYMENT

PAs in the CAF are deployed in diverse settings. As clinicians 
in garrison, they spend the majority of their time seeing 
patients beginning with sick parade, a daily military form 
of a walk-in clinic. Patients with booked appointments are 
then seen, with appointments ranging from initial consulta-
tions and follow-up visits to periodic health assessments. 
Physical examinations are conducted on all CAF members 
at predetermined intervals based on age and carried out 
regardless of the unit.

Some PAs may be deployed to specialty environments. 
These positions have grown in number and complexity as 
the training received in specialty medicine has increased 
the demand for PA services. Specialty PAs may be tasked 
to provide medical examinations on divers and aircrew 
consistent with the US aeromedical PA.8 PAs qualifi ed in 
advanced dive medicine can be employed at the fl eet diving 
units, located on the East and West coasts, to treat diving 
emergencies. Those qualifi ed in advanced dive medicine 
and submarine medicine are employed in the Royal Cana-
dian Navy.

By virtue of their rank as warrant offi cers (senior non-
commissioned offi cers), PAs can be assigned administrative 
positions. These positions may be with fi eld ambulances 
as platoon warrant offi cer or in smaller medical clinics 
where they become the clinic warrant offi cer. Administra-
tive positions have decreased in recent years in an attempt 

FIGURE 3. Number of CAF PA program graduates per year. Information obtained from the Canadian Forces Health Services 
Training Center.
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to allow PAs to spend more time in the clinical setting. As 
a compromise, many PAs split their time between admin-
istrative and clinical responsibilities. If successfully ranked 
above their peers in the annual personnel evaluation pro-
cess, PAs are then promoted to the rank of master warrant 
offi cer, a role that is mostly administrative. The highest 
rank for a PA is chief warrant offi cer, but only a select few 
PAs achieve this (Table 2). A PA with the rank of chief 
warrant offi cer holds the position of regimental sergeant 
major, is part of the command team, and advises the com-
manding offi cer on health services issues. The master 
warrant offi cers and chief warrant offi cers act as the pro-
fessional technical network for medical technicians and 
PAs and advise on matters related to the profession.

PAs can be assigned to any branch of the CAF. The Army, 
Navy, and Air Force all have PAs serving in the uniform 
of their respective branch—that is, an Air Force PA may 
serve on a submarine or a Navy PA serve in a fi eld unit. In 
1959, the CAF blended their medical services to achieve 
more fl uidity of roles between the three services.9 Offi cers 
and noncommissioned members work in their profession 
in a different environment if required. This practice also 
occurs with support services across the CAF and has led 
to the term “purple suit”: mixing green (Army), blue (Air 
Force), and black (Navy) creates a color somewhat resem-
bling purple.

DEPLOYMENT SETTINGS

The CAF PAs have been involved in operations ranging 
from United Nations peacekeeping roles to refugee man-
agement to combat missions (Figure 4). As PA training 
evolved, so did PAs’ involvement in operations. Outside 
of Canada, PAs often function as the senior medical author-

ity. An example would be Operation attention, which 
was the CAF deployment to Afghanistan 2011-2014 
(Table 3). Although this was a relatively small-scale deploy-
ment for the CAF, it involved almost 10% of available PAs.

During Operation athena, PAs were assigned to the 
multinational hospital at Kandahar Airfi eld, and more 
were deployed to forward operating bases in smaller 
facilities where they were the highest medical authority 
responsible for treating major injuries prior to evacuation. 
Concurrently they managed minor injuries and illnesses 
not necessitating evacuation. In these positions, the medi-
cal offi cer would be available only by telephone.

Domestic CAF PAs care for all personnel staffi ng the 
operations, which can be quite variable. Such operations 
in 2011 provided assistance to provincial and municipal 
authorities. One in northwest Ontario, known as Operation 
FORGE, was for the emergency evacuation of more than 
3,000 residents from communities threatened by forest 
fi res; and another along the Souris River in Manitoba, 
known as Operation LYRE, was to reinforce fl ood-control 
barrier.10 CAF PAs also are called upon to assist crisis 
response organizations or local populations in need of 
medical attention. The civilian-military role is easy to 
operationalize because PAs are exposed to the various civil-
ian provincial healthcare systems as part of their training.

SCOPE OF PRACTICE

The surgeon general in consultation with the clinical 
council defi nes and delegates a scope of practice for CAF 
PAs. This scope of practice details a particular list of 
medications the PA can prescribe, along with which diag-
nostic tests and specialty consultations may be ordered. 
Orders outside of this scope necessitate a cosignature from 
a medical offi cer. This scope of practice has evolved over 

FIGURE 4. In this 2005 photo from the Provincial Reconstruc-
tion Team site in Kandahar, Afghanistan, senior medical 
technician Sergeant Bill Burfi tt (left) and physician assistant 
Warrant Offi cer Shawn Best, both of 1 Field Ambulance 
Edmonton, treat an Afghan girl with fi rst- and second-degree 
burns. Photo by Master Cpl. Robert Bottrill, Canadian Forces 
Combat Camera.

TABLE 2. CAF PA numbers as of September 2016

Information from the Royal Canadian Medical Services 

headquarters. Men account for 78% of the 201 CAF PAs; 

women, 22%.

•  Warrant offi cer—149

•  Master warrant offi cer—41

•  Chief warrant offi cer (could be fi lled by any health services 

profession)—11

TABLE 3. Example of PA staffi ng of a particular operation

OP ATTENTION, Kabul, Afghanistan, September 2011 to 

December 2013. Information obtained from J3 Health 

Services Operations.

Rotation number Number of PAs deployed

0 4

1 3

2 4

3 3
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time to allow a greater breadth of clinical responsibilities 
refl ecting an evolving role.

All CAF PAs use this scope of practice and physician 
supervision regardless of location. Because of the diversity 
of operation and employment of CAF PAs, this physician 
could be geographically colocated but often is only avail-
able for consultation via telephone.

PROVINCIAL RECOGNITION

All CAF PAs work under a federal umbrella. However, in 
order to maintain their skills or attend certain training, 
they require recognition by the residing provincial health-
care system. The movement to have any PA, military or 
civilian alike, recognized by the various provincial health-
care systems has had a turbulent history.11 As of 2015, 
Manitoba has a well-developed system in place for recog-
nition and regulation of PAs. Other provinces, such as 
Nova Scotia and Ontario, have no mechanism in place. 
This makes maintenance of skills diffi cult as PAs who are 
posted in provinces with no recognition must travel to 
other provinces to attend shifts and certain courses. CAPA 
is working with the different provincial healthcare offi cials 
in an attempt to create awareness, in the hopes of establish-
ing recognition and, ultimately, regulation.12

CONCLUSION

The CAF PA was created to deliver high-quality healthcare 
in a variety of settings, from home base clinics to naval ves-
sels, the Arctic, and other remote locations. This profession 
has grown since its inception in 1984, and the role continues 
to evolve domestically and internationally. To date, the skills 
of PAs are well recognized in times of domestic crisis, but 
most provincial healthcare systems have yet to offer any 
regulation—a contradiction in federal and provincial policy. 
As a commissioned offi cer, the PA is becoming more inte-
grated into senior ranks and decision-making roles. The 

military has shown how it can adapt and grow its own and 
offered a model of how other systems can assume similar 
educational capacities and capabilities. JAAPA
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SPECIAL ARTICLE

Dating back to the father of our 
country, presidents have had a 
personal physician on call to 

care for their medical needs while in 
offi ce. But it was not until President 
Jimmy Carter’s administration that a 
PA joined the White House medical 
team. Maj. (ret.) George D. McCullough, 
BS, PA-C, of the Air Force has the dis-
tinction of being the fi rst PA to serve in 
the White House (Figure 1).

McCullough was assigned to the White 
House Medical Unit (WHMU) in 
November 1977. The WHMU, a subunit 
of the White House Military Offi ce, is 
in charge of caring for the president, vice 
president, their families, White House 
staff, and all visitors to the White House 
compound. For more on the history of 
PAs in the White House, see Is there a 
PA in the house? A history of PAs in the 
White House.

This article is a refl ection on the fi rst three PAs who 
served in the White House.

MAJ. (RET.) GEORGE D. MCCULLOUGH (1977-84)

McCullough learned early on to always have a packed 
suitcase with him. That practice proved especially helpful 
on March 30, 1981, when McCullough was in San Diego 
with a White House advance team for a meeting with the 
president of Mexico. It was on that day that President 
Ronald  Reagan was shot in Washington, D.C. On hearing 
the news, McCullough and his colleagues quickly returned 
to the nearby naval air station and boarded a military plane 

for a fl ight back to the District of Columbia. On landing, 
McCullough was sent directly to Vice President George 
H.W. Bush’s residence on the grounds of the US Naval 
Observatory. At the time, no one knew if the assassination 
attempt on Reagan was part of a conspiracy, so all precau-
tions were taken to protect the vice president. McCullough 
remained on duty with Bush for the next 2 days before he 
had a chance to go home. Luckily, he had his packed suit-
case with him.

 As the fi rst PA assigned to the WHMU, Capt. McCullough 
worked directly for Rear Adm. William M. Lukash of the 
Navy, who was physician to the president. At that time, 
in addition to Lukash and McCullough, the WHMU con-
sisted of two nurses and a Navy corpsman. McCullough 
and the nurses conducted “advances”—advance visits to 
survey available hospitals and their capabilities before the 
president or vice president traveled to the area.

Some of his colleagues credit McCullough with setting 
the standard for the PAs who followed him in the White 
House. Shirley Kelly, administrative coordinator to the 
physician to the president from November 1972 to May 

Jimmie E. Keller, who served as a PA in the White House Medical 

Unit from 1984-88, retired in 1994 after more than 26 years of active 

federal service. The author has disclosed no potential confl icts of 

interest, fi nancial or otherwise.

Ruth Ballweg, MPA, PA; Reamer L. Bushardt, PharmD, PA-C, 

DFAAPA; and Tanya Gregory, PhD, anniversary series editors
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Presidents as patients: A White House 
PA recalls his service
Maj. (ret.) Jimmie E. Keller, MPH, PA, DFAAPA

FIGURE 1. Maj. George D. McCullough at the White House in the 1980s.
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1993, recalled that McCullough was a “big help” 
and asset in the unit by relieving physicians in the 
WHMU clinic in the Old Executive Offi ce Building 
without disrupting patient fl ow. When McCullough 
joined the WHMU, he was placed on the rotation 
schedule to travel with staff on presidential and 
vice presidential trips (Personal correspondence, 
Shirley Kelly, April 2016).

Before the Reagan administration, McCullough 
had accompanied President Carter on many trips 
to Camp David as his sole medical provider (Per-
sonal correspondence, George D. McCullough, 
April 2016). His fi rst year in the WHMU was quite 
a whirlwind with trips to Nigeria, Liberia, Ger-
many, Venezuela, Brazil, and Panama, all with the 
president. That year also saw trips to President 
Carter’s hometown, Plains, Ga.; the Salmon River 
in Idaho for whitewater rafting; Memphis, Tenn., 
for the Democratic mini-convention; New York 
City for an opera and Broadway show, Ain’t 
 Misbehavin’; and Robert F. Kennedy Memorial 
Stadium in Washington, D.C., for a Redskins 
football game.1

When President Carter was defeated in Novem-
ber 1980, McCullough met president-elect Reagan 
shortly after the election. Lukash sent McCullough 
to California to be the president-elect’s primary 
medical coverage during the transition period until 
he was sworn into offi ce on Jan. 20, 1981. During 
the transition, Reagan selected Daniel Ruge, a 
civilian neurosurgeon from Chicago and family 
friend of First Lady Nancy Reagan, to serve as 
White House physician and physician to the pres-
ident. On Inauguration Day, McCullough familiar-
ized Ruge with WHMU procedures for presidential 
coverage. McCullough and Ruge rode in the second 
limousine during the inaugural parade and stayed 
with the Reagans throughout their functions the 
rest of the day (Personal correspondence, George 
D. McCullough, April 2016). Two months later, 
after the assassination attempt on President Reagan, 
Capt. David H. Gwinn of the Air Force was assigned 
to the WHMU as a second PA. Another physician, 
Lt. Cmdr. Eric Louie, a cardiologist in the Navy, 
also joined the WHMU (Personal correspondence, 
George D. McCullough, April 2016).

During the Reagan administration, McCullough 
traveled frequently with the president to his Cali-
fornia home, Rancho del Cielo. President Reagan’s 
downtime there included ranch chores such as 
clearing brush, trimming trees, and mending fences. 
At times, the WHMU physician and “duty medic” 
might join in helping the president with some of 
these chores. (Anyone not a physician in the WHMU 
was referred to as a medic by members of the 

Is there a PA in the house? A history of PAs in the White House

Since George Washington’s day, all presidents have chosen their own 

offi cial physician; many were their personal physicians. The doctors 

have had a variety of titles, but in 1901, Presley Marion Rixey, a 

medical inspector in the Navy, became the fi rst full-time White House 

physician, serving Presidents William McKinley and Theodore 

Roosevelt. Rixey was promoted to surgeon general of the Navy in 

1902 and served as chief of the naval Bureau of Medicine and 

Surgery with the rank of rear admiral until he retired in 1910. The 

title White House physician wasn’t created until 1928 by an Act of 

Congress. It has been used ever since.5

Since Rixey’s tenure, most White House physicians have been 

military, but President John F. Kennedy appointed the fi rst civilian, 

and woman, to serve as physician to a president: Janet Travell, a 

psychiatrist. Travell, who had done research on treating myofascial 

pain and in injecting trigger points, has been credited with helping 

Kennedy’s chronic back pain from injuries he sustained in the Navy 

during World War II.6 After Kennedy’s assassination, Travell also 

served President Lyndon Johnson until 1965, when she left the White 

House to teach at George Washington University School of Medicine.6

The physician to the president—known more commonly as the 

White House doctor—serves as the director of the WHMU and also 

holds the title chief White House physician. The WHMU includes 

civilian administrators, other military physicians, PAs, nurses, and 

corpsmen, representing all military branches. In the early 1970s, 

the Army, Air Force, and Navy began training PAs in their respec-

tive services.7 Many of these pioneer PAs had been enlisted medics 

or hospital corpsmen with combat experience in Vietnam before 

they competed for a seat in the military’s educational programs. 

Upon the fi rst classes’ graduations in 1973, Army and Navy PAs 

were appointed warrant offi cers. The Air Force eliminated warrant 

offi cer ranks in the 1950s, so Air Force PAs remained enlisted 

airmen until McCullough became a captain in 1978. Navy and 

Army PAs joined Air Force PAs as commissioned offi cers in 1989 

and 1992, respectively.

PAs and other WHMU staff provide round-the-clock care at the 

White House, the vice president’s residence, Camp David, aboard Air 

Force One and Air Force Two, and at travel destinations. Under 

provisions of the 25th Amendment, the physician to the president is 

responsible for certifying that the president is fully capable of 

discharging the duties and power of the offi ce.

Before the WHMU, presidential physicians brought their own 

civilian nurses to assist them. The fi rst nurse at the White House on a 

permanent basis was a civilian RN, Genevieve Herrell, who served 

from 1952 to 1977. As the WHMU became more formalized with a 

military foundation, the Navy assigned the fi rst military nurse to the 

White House in 1961. An Air Force nurse followed in 1971, and an 

Army nurse in 1979.8

Over the years, the WHMU has grown in size and scope of 

practice. Today, the staff numbers about 50 people: 16 PAs, nine 

physicians, nine intensive care nurses, one clinical psychologist, 

three administrators, and eight corpsmen/medics.9 Since 1977, 52 

PAs from the Army, Air Force, Navy, and Coast Guard have been 

assigned to the WHMU. In 1997, WHMU alumni got together for a 

reunion to reminisce about having presidents and vice presidents as 

patients. Since then, the alums, dating back to the Nixon administra-

tion, have continued to meet every 2 years.
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 advance staff and Secret Service.) McCullough recalled 
one instance when President Reagan, who was so used to 
McCullough helping with chores, came looking for him. 
McCullough had retreated to a truck to give the president 
private time, but he remembers President Reagan coming 
to the door of the truck, sticking his head through the 
window, and asking the others inside, “Which one of you 
guys are sick? If the doc is not out here helping us, one of 
you must be sick!” (Personal correspondence, George D. 
McCullough, April 2016).

LT. COL. DAVID H. GWINN (1981-86)

Then-Capt. Gwinn joined the WHMU in 1981 during the 
Reagan administration. Gwinn, known affectionately as 
“Bubba,” was a tall, lanky West Virginian with a southern 
drawl (Figure 2). He had a great sense of humor and knew 
almost every Secret Service agent, staffer, and press person 
who worked at the White House. Army Lt. Col. (ret.) Ann 
Treleven, a former WHMU nurse, remembers that if Gwinn 
could not remember someone’s name, he would call the 
person “Chief.” (Personal correspondence, Ann Treleven, 
April 2016).

Capt. (ret.) Joan Huber of the Navy, a former WHMU 
nurse, also has fond memories of Gwinn. “I was lucky 
enough to be stationed at the WHMU when Dave Gwinn 
and Jim Keller were the Air Force and Army PAs, respec-
tively. To this day, I consider them the fi nest primary care 

practitioners I have ever known. Technically skilled, patient-
focused, learned and articulate, they represented the epit-
ome of what a PA brings to the healthcare team.” Huber 
recalled Gwinn taught her to use an otoscope and oph-
thalmoscope while Keller taught her how to assess and 
triage patients, “what to look for, and what those symptoms 
represent in terms of risk and diagnosis.”

“Dave Gwinn was a fabulous mentor,” Huber added. 
“He could de-stress a situation like nobody I had ever seen. 
And there is a lot of stress in Washington! He had the most 
wonderful people skills.” When Huber joined the WHMU, 
she recalls Gwinn primarily working on vice presidential 
trips, spending a lot of time on the road during midterm 
elections, and traveling abroad with Vice President George 
H.W. Bush. “On three different occasions, Dave was out 
with the vice president’s team, usually in a warm, tropical 
location, when news came that a world leader had died, 
necessitating that Vice President Bush reprogram his itin-
erary to attend a state funeral,” Huber said. “It was usually 
to a northern climate for a Soviet diplomat, meaning the 
traveling staff would divert to Moscow with no cold 
weather gear. We would collect Dave’s coat, hat, gloves, 
wool socks, and whatever winter attire he needed, pack it 
all up, and send it to the location where they were headed 
so he would have warm clothes when he got there. It became 
a standing joke in the offi ce,” she added. “As Dave would 
set off for any trip to Florida, Texas, or Mexico, we would 
ask him where his winter coat was so we could send it to 
him when he needed it.” (Personal correspondence, Joan 
Huber, April 2016).

Gwinn left the WHMU in 1986 and commanded the 
Bolling Air Force Base Medical Support Squadron until he 
retired from the Air Force in 1999. One retirement keepsake 
Gwinn received was a note from former First Lady Nancy 
Reagan, thanking him for his hard work and friendship 
with the president while at the White House.2

Gwinn was named Physician Assistant of the Year by 
the Association of Military Surgeons of the United States 
and Federal Service PA of the Year by the American Acad-
emy of Physician Assistants (posthumously).2 He twice 
received the PA of the Year award from the Air Force in 
1980 and 1981. After his retirement, the award was 
renamed the “David Gwinn USAF Field Grade PA of the 
Year Award.”3 Gwinn died in 2007 after a short illness.

MAJ. (RET.) JIMMIE E. KELLER (1984-88)

When I replaced McCullough in July 1984, I was the fi rst 
Army PA and the third PA assigned to the WHMU. It was 
Gwinn who showed me, a warrant offi cer at the time, the 
ropes in presidential coverage when we both went to 
Rancho Mirage, Calif., after Christmas 1984 with the 
Reagans. It was my fi rst ride on Air Force One.

My favorite times with the president were spent at the 
Reagans’ ranch a few miles north of Santa Barbara, Calif. 
My most enjoyable times with Vice President Bush were FIGURE 2. Lt. Col. David H. Gwinn lecturing in the 1970s. 

P
h
ys

ic
ia

n
 A

ss
is

ta
n
t 
H

is
to

ry
 S

o
c
ie

ty
.



SPECIAL ARTICLE

130 The PA Profession: 50 Years and Counting | Fall 2017

at his family compound in Kennebunkport, Maine. At 
these locations, there were fewer staff members, few 
offi cial events, and more time for the president or vice 
president to relax with family. Time at “The Ranch” or 
Kennebunkport was more laid back and we had much 
more one-on-one time with President Reagan or Vice 
President Bush. I remember Vice President Bush enjoying 
fi shing from his boat and playing quick rounds of golf. 
The Reagans routinely rode horses each morning at their 
ranch, accompanied by John Barletta, a veteran Secret 
Service agent and their longtime riding companion.4 
They also were accompanied on these rides by other 
members of the Secret Service detail, a military aide, 
members of the White House Communications Agency, 
a White House physician, and me, or another PA or 
nurse.

I have fond memories of President Reagan visiting our 
doctor area after he had completed his ranch chores. Upon 
entering the sitting room, he would relax in a chair, stretch 
his legs, and put his dusty boots up on a log he had cut for 
a footrest. He would enjoy a cold drink and tell stories 
about his time in Hollywood, World War II, and as a 
spokesman for General Electric. He would stay with us 
until Mrs. Reagan called him to dinner.

Other special memories include:
• Visiting the personal residence of King Hussein of Jordan 
during an advance trip for Vice President Bush
• Eating cucumber sandwiches in May 1988 at 10 Down-
ing Street, home to the British prime minister, when Presi-
dent Reagan was in London to meet with Margaret Thatcher
• Bumping (literally) into Secretary General Mikhail Gor-
bachev of the Soviet Union during the November 1985 
summit with President Reagan in Geneva. At a lunch break, 
per protocol, I trailed the leaders and their staff members 
down a ramp. As Gorbachev waited for President Reagan 
to enter his limousine and for the motorcade to depart, I 
realized Gorbachev was blocking me from getting to my 
car. I did not want to be left at the Soviet Consulate and 
once the door closed on the president’s limo, the motorcade 
would pull away. I decided to duck behind Gorbachev to 
reach my car, but just as I got even with him, he turned to 
go inside and bumped right into me. All I could think of 
in the moment was that he was guarded by a very large, 
menacing-looking KGB agent. Gorbachev immediately 
realized my dilemma, smiled, stood back, slightly bowed 
at his waist and with his right arm extended toward the 
motorcade, said, pozhaluista (please). I nodded, quickly 
smiled a “thank you!” and dashed to my assigned staff 
car, jumping into the back seat.

When my White House tenure came to an end in 1988, 
I had traveled to 35 states and 22 countries—some more 
than once—with President Reagan or Vice President Bush. 
I had the honor of being the WHMU lead on advance trips 
and summits between President Reagan and Gorbachev 
in Geneva; Reykjavik, Iceland; and Moscow.

I left the WHMU in September 1988 (Figure 3) and 
was assigned as the PA consultant to the Army surgeon 
general as his ombudsman for transitioning Army PAs 
from warrant offi cers to commissioned offi cers. At that 
time, there were four physicians, four nurses, two PAs, 
two corpsmen, and two administrative assistants serving 
in the WHMU. My time in the White House was unique 
and the most rewarding job assignment I have ever held. 
My colleagues were the most dedicated, highly educated, 
and talented people whom I have met in my life. Many 
are still my friends today. JAAPA
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In 1968, my twin brother, Blair (a lawyer), and I were 
asked to explore the credentialing alternatives for the 
new types of healthcare professionals being produced 

at Duke University, the University of Colorado, and the 
University of Washington. We had an opportunity to visit 
these pilot programs from our US Public Health Services 
(USPHS) base at the National Institutes of Health. At the 
time, focus was on the shortage of primary care physicians 
to care for recently enfranchised older (Medicare) and poor 
(Medicaid) patients, although there also was interest among 
surgeons in producing well-trained surgical assistants.

Military corpsmen in the Korean and Vietnam wars had 
performed with great success, and they clearly could make 
a signifi cant contribution to civilian medicine, if given the 
opportunity and additional training. Standing in the 
way, however, was a moratorium on licensure for new 
health occupations declared by the American Medical 
Association, American Hospital Association, and US 
Department of Health, Education, and Welfare (now the 
Department of Health and Human Services). Our recom-
mendation and that of our Duke colleagues (E. Harvey 
Estes, MD, and Martha D. Ballenger, JD) was to simply 
amend each state’s medical practice act to allow a physician 
to delegate tasks to specially trained personnel, as long 
those tasks were within said physician’s scope of practice 
and both practitioners were responsible. This became 
national and state policy throughout the 1970s and beyond 
and was highly successful. The delegation amendment, as 
it was called at the time, allowed the physician and physi-
cian assistant (PA) team to have considerable latitude in 
how they functioned together.

Collaborating with PAs for 
more than 48 years
Alfred M. Sadler, Jr., MD

The central premise was that a highly trained clinician 
could carry out many of the tasks that a primary care 
physician could perform if the trained clinician was part 
of a medical care team and supervised by a physician. By 
extending the reach of the physician, more services could 
be provided for the many Americans who were without 
medical care.

When Blair and I moved on to the Yale School of Medicine 
in 1970, we founded a PA program based in the Department 
of Surgery (under a Commonwealth Fund grant) and sup-
ported by the faculty of the entire medical school. Aided 
by Duke PA graduate Paul Moson, I served as the program’s 
director (all of the earliest programs were directed by 
physicians). Together, our team developed a curriculum 
and clinical rotations to prepare our fi rst class of fi ve stu-
dents in a 24-month program. Even during our experience 
with the fi rst class, we saw clearly that these very capable 

students would be performing traditional physician-only 
functions such as taking a complete history and perform-
ing a physical examination. All of us engaged in PA educa-
tion, starting with Eugene Stead, MD, at Duke, observed 
the same phenomena. This view was codifi ed as we program 
directors worked together (as members of the Association 
of Physician Assistant Programs) with the AMA and sup-
porting physician organizations to develop accreditation 
standards for programs and certifi cation criteria for grad-
uates. By the second National Board of Medical Examiners’ 
examination in 1974, the certifi cation criteria included a 
physical examination.

In 1981, I began a primary care internal medicine practice 
in Monterey, Calif., and soon thereafter opened a primary 
care clinic with a PA in the nearby underserved town of 
Marina. I split my time between the two practices over the 
next 7 years, and much of the supervision was done over 
the phone or by record review. Subsequently, on assuming 
the medical directorship of an urgent care center in nearby 
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Salinas, I hired an outstanding colleague, Stephen Panattoni, 
PA-C, to work side-by-side with one of the generalist physi-
cians to help staff the center 7 days a week. Mr. Panattoni 
had become a substitute for a second physician and was so 
well trained and experienced that we learned from him even 
as we “supervised” him. Our team also precepted students 
from the Stanford PA program, providing a clinical educa-
tion much like we would for medical students.

When I referred patients to the neighboring hospital EDs, 
I often would present the case to a PA who was working 
as part of the ED team. When I went to have my screening 
colonoscopy recently, a PA performed the preoperative 
history and physical examination. I experienced a PA in a 
new way—from the point of view of a patient.

Recently, as I have served on the board of trustees of the 
Physician Assistant History Society, I have had the oppor-
tunity to witness the extraordinary growth and the devel-
opment of the PA profession. The PA role has expanded 
to include virtually every medical specialty—far beyond 
what we could have imagined in the early days. PAs have 
become vital components of surgical and other physician 
specialty training programs. I know that the next 50 years 
of PA education will continue to evolve and continue to 
effect the training of physicians as well. The greatest ben-
efi ciaries of this collaborative care model are patients. It 
has been said that the most important healthcare innova-
tion to come out of the Korean and Vietnam wars has been 
the development of the PA profession. I agree. JAAPA
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Eve Girawong, PA-C, died April 25, 2015, when a 
magnitude 7.9 earthquake in Nepal triggered an 
avalanche on Mt. Everest. She was above the base 

camp at about 21,000 ft, supporting a team of climbers 
from Seattle, Wash.-based Madison Mountaineering when 
the wall of ice and stone crashed down. “Eve’s dead” were 
the tearful words from Garrett Madison, expedition leader, 
to team member Randal Ercanbrack near Camp II. Eve, 
with specialized experience in wilderness and outdoor 
medicine, was acting as team doctor for the expedition. 
From those we had the opportunity to speak with, she was 
a passionate, caring, competent clinician who mothered 
the group of mountaineers, checking on their condition 
repeatedly while they were acclimatizing to the altitude 
over the preceding weeks. We did not know Eve personally, 
but she was part of our PA professional family (Figure 1).

Two weeks after the 2015 Nepal earthquake, while vol-
unteering with Project Hope at the Manmohan Memorial 
Teaching Hospital in Kathmandu, we learned that a PA had 
died on Everest as a result of the earthquake. They began 
the discussion about how the PA profession should honor 
her memory. For the month of April 2015, Don and his 
wife, Kathy, a PA and associate professor at the University 
of Utah School of Medicine, and another faculty member, 
Scott Brown, PA-C, were in Nepal with six PA students 
(Figure 2). This magical elective student clinical rotation 
incorporated 2 weeks at the Manmohan Memorial Teach-
ing Hospital for inpatient experiences and 2 weeks in the 
rural Annapurna region to the northwest of the capital of 
Kathmandu. The rural experience involved trekking to the 
villages of Kimchee, Ghandruk, and Chhommrong, where 
students worked with Nepali health assistants, an analogue 
to the US PA. The students worked in the health post and 
help conduct health camps arranged by the health assistants’ 

team, which included midwives and nurses. These camps 
were an ongoing part of routine outreach efforts of the 
health post in Ghandruk, which covers a catchment area of 
about 10,000 people.

After the month of the inaugural 2015 rotation in Nepal, 
the Pedersens left on April 24, the night before the devas-
tating earthquake. The six PA students and Scott Brown 
were still on the ground the next morning when the earth-
quake struck at 11:56 a.m. The students were at the 
Kathmandu airport; Scott was in the center of Kathmandu 
and had a fl ight scheduled later that same day. The students 
would have been in the air had their incoming fl ight not 
been delayed. The Pedersens were not aware of the tragedy 
until they landed in Philadelphia and received a frantic call 
from their youngest son about the massive earthquake. 
After some additional frantic calls to the Utah PA program 
and to Scott on the ground in Nepal, they were reassured 
of the safety of the team, who made it on to China, where 
they met up with Scott before eventually returning to the 
United States. The students were shook up at the airport, 
but were delayed only about 4 hours. In Kathmandu, Scott 
joined in the search for survivors and pulled many to safety 
before fl ying to China.

We went back to Nepal 2 weeks after the earthquake, 
feeling that there was unfi nished business. Ted was con-
nected with Project Hope through previous relief missions 
to disaster areas. He arranged for himself and Don to join 
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FIGURE 1. Memorial plaque from the PA profession for Eve 
Girawong.
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a group of six nurses and an ED physician from Massa-
chusetts General Hospital. Through Don’s connections at 
the University of Utah with Manmohan Memorial Teach-
ing Hospital, including a memorandum of understanding 
and affi liation agreement, the Project Hope team was able 
to go right to work at the hospital, caring for the many 
people recovering from crush injuries and amputations. 
The hospital staff was exhausted, having provided con-
tinual care since the tragedy.

The Project Hope nursing contingent worked side-by-side 
with the Nepali nurses providing wound care. The doctor 
and Don helped staff the ED, which wasn’t that busy until 
the second quake hit on May 12—a magnitude 7.4 that 
shook the second-fl oor meeting room Don was in with 
Ram Prasad Shrestha, MD, hospital director and chief of 
surgery. The shaking seemed to go on much beyond the 
reported 30 seconds. They made their way out and the 
hospital sustained little damage, but all the inpatients 
wanted to be out of the building. So after much effort, 
about 80 beds were placed in front of the hospital, where 
the patients stayed for a few days. Aftershocks were frequent 
and quite sizable for the next few weeks.

The team was busy in the ED with a number of casual-
ties, mostly minor contusions and lacerations in the 40 to 
50 mostly scared and mentally traumatized patients. As 
things quieted down, Don discovered a community of 
individuals at Swayambhu Nath, commonly referred to as 
the Monkey Temple, about a 30-minute walk up on the 
hill near the hospital. About 200 people at the temple had 
lost their homes and shops and were living under tarps 
around the stupa. For 5 days, Don saw patients, returned 
to Manmohan Memorial Teaching Hospital to pack up 
medications, and headed back up next morning to distrib-
ute the needed medications and supplies and see more 
patients. For the most part, after the initial traumas of the 
earthquakes, patients were presenting with routine primary 
care complaints. Ted provided photojournalistic expertise 
and supported the relief effort at the hospital and at Sway-
ambhu Nath (Figure 3).

The plan to have the PA profession honor Eve began 
coming together. Ted was to make contact with the fam-
ily and Don was to fashion a plaque including an image 
of Eve along with mention of her profession. The plaque 
would be placed at the site of the monuments that honor 
climbers who died on the mountain. This hallowed site 
is at Thukla Pass, at 16,000 ft on the trail to Everest Base 
Camp. We wanted to recognize Eve as one of our col-
leagues and part of our professional family. Don would 
be returning to Nepal in April 2016 for the second Nepal 
PA student rotation, this time with four PA students, four 
PA graduates, and four faculty members. While the stu-
dents were working at Manmohan Memorial Teaching 
Hospital for the fi rst 2 weeks of the rotation, Don would 
trek to Everest Base Camp and place the plaque in a cairn 
at the memorial site on the way. Kathy Pedersen would 
stay with the students at the hospital as the trip leader, 
along with the PA program’s medical director, Richard 
Backman, MD.

Don enlisted his son, Nick, a freelance photographer, to 
join him on the mission. They covered about 40 miles in 
9 days at altitudes that reached well over 18,000 ft. With 
the help of their guide, Mingma Sherpa, they transported 
the cast-iron plaque, which weighed nearly 12 lb (5.4 kg). 
They had a loose plan to build a cairn and place the plaque 
along with prayer fl ags, say a few words on behalf of the 
collective PA organizations, and then continue on to Ever-
est Base Camp.

As with many things in life that happen without rhyme 
or reason and perhaps with divine intervention, they had 
a remarkable coincidence on the trail. While trekking on 
the second day, Don saw a fellow traveler wearing a 
Brigham Young University cap. Being from the rival uni-
versity in Utah, Don couldn’t resist engaging him. As they 
talked, it turned out that Kevin Pinder was from Utah, was 
trekking with Madison Mountaineering, and knew the 
story of Eve and her passing. He had not been on the 2015 
trip but said that Garrett Madison, the company’s leader, 
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FIGURE 2. PA students and faculty in Nepal before the 2015 
earthquake.

FIGURE 3. Don Pedersen providing care at Swayambhu Nath.
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who was with Eve when she died, was further ahead on 
the trail. Don gave his card to Kevin, knowing that they 
would be able to meet up again in the small villages along 
the trekking route.

Don and Nick made it to Namche Bazar on day 2 of 
their trek and stayed for 2 days to acclimatize at 12,000 
ft. During their rest day, they trekked 2 hours up to 14,000 
ft to see the Khumjung monastery and were rewarded with 
a view of the mountains that defi es description. They then 
returned to Namche.

On this trip, Madison Mountaineering had two groups—
the trekkers, who would go to Everest Base Camp, and 
the climbers, who would summit Everest. The climbers, 
including Garrett, were farther ahead on the trail. Don 
and Nick met up with the trekker group in Namche and 
begin to work out the logistics of honoring Eve together 
at the monument site. They spent a night in Tengboche 
after walking through a most amazing rhododendron for-
est and spending time at the Tengboche monastery. In this 
stroke of serendipity, they met up with Garrett in the next 
village of Dingboche. This quiet, gentle, thoughtful, tow-
ering, modern mountain man seemed genuinely pleased 
that Eve’s profession would honor her. They discussed their 
loose plan to build a cairn and the good fortune that Don 
and Nick, along with their guide Mingma, would pass by 
the monuments at the same time as Garrett and some of 
his team the next day.

They found Garrett at lunch at the Dhukla + Thukla 
small teahouse. As it turned out, Eve’s family and friends 
had commissioned a monument to be built to honor her. 
Don and Nick decided to fi nd her monument and attach 
the plaque to it. After an hour trek up to 16,000 ft, they 
found the stone monument among about 40 stone remind-
ers of fallen mountaineers. Eve’s monument is on a ridge 
with a backdrop of the world’s highest mountains. The 
front faces Everest and the trail to base camp. This is a 
magnifi cent memorial to Eve, with a single granite inset 
with the following inscription:

EVE GIRAWONG

LOVE IS PATIENT
LOVE IS KIND

LOVE NEVER FAILS

DEC. 24, 1986 – APR. 25, 2015
NEPAL EARTHQUAKE

Eve’s monument (Figures 4 and 5) was truly awe-inspiring 
in its powerful simplicity. Standing against the wind, Garrett 
and fellow climber Ankur Bahl, who also was on last year’s 
climb with Eve, placed prayer fl ags, had a quiet refl ection, 
circled the monument, and then helped with our small 
remembrance from the PA profession. With the help of 
Mingma Sherpa and a guide from Madison Mountaineering, 
we fi xed the plaque on the backside of Eve’s monument, so 
as not to disturb the magnifi cence of what had been erected. 
The plaque faces the majesty of the mountains that sit 
opposite Everest—in particular Ama Dablam, a distinctively 
formed favorite mountain of many hikers. The reverence of 
our simple event was a remarkable experience that brought 
tears and fi lled us with humility—for life and for unpredict-
able circumstances. As Garrett and his team began to depart, 
Don took time to recite a poem about Mt. Everest that had 
affected him as a young man mountain-climbing in Idaho.

The stone grows old
eternity is not for stones 
Yet I shall come down from this airy space
this swift white piece
this stinging exhalation
and
time will close about me and
my soul stir to the rhythm of the daily round
but having known
life will not press so close
and
always I shall feel time ravel thin about me
For once I stood in the white windy presence of eternity.
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FIGURE 4. Garrett Madison of Madison Mountaineering and 
Don Pedersen placing the plaque at Eve’s monument. FIGURE 5. Eve’s monument at Thukla Pass, elevation 16,000 ft. 
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The partnership between Madison Mountaineering and 
the PA profession began with a chance encounter on the 
trail to the Everest Base Camp. BYU versus Utah sparked 
a conversation that resulted in the best possible outcome. 
How do such things occur? Divine involvement? Good 
karma? Chance?

Don and Nick moved on with their journey, both 
changed by what had transpired over the past week. They 
pressed on to Everest Base Camp and to Kala Patthar, 
which overlooks the base camp at more than 18,000 ft, 
for an unparalleled view of the world’s tallest peaks, with 
Mt. Everest taking center stage (Figure 6). After accom-
plishing the goal of honoring Eve, with help from a force 
beyond their understanding, they headed back to Kath-
mandu to link up with the PA student group. While Don 
and Nick were away, Nepal registered a 4.6-magnitude 
aftershock, a faint reminder of the previous year’s tragedy.

We were all grateful for this chance to help honor Eve 
on behalf of the PA profession. From those who knew her 
from her time on Everest over her two expeditions, she 
was described as a warm, caring, compassionate, compe-
tent clinician. By all accounts, Eve did herself and the PA 
profession proud performing her job as the team provider 
looking after those who would attempt to summit. The 
anguish of the family and those who grew to love Eve must 
be unbearable. The monument erected by family and friends 
is a magnifi cent tribute to Eve, her life, and passion for the 
peace she found in the mountains. Our PA profession has 
lost a true gem, and collectively our hearts go out to her 
family, friends, and Madison Mountaineering. JAAPA
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FIGURE 6. Mingma Sherpa and Don Pedersen at Kala Patther, 
overlooking Everest Base Camp at 18,300 ft.
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Happy 50th birthday, PA profession! In our 
half-century, we have embraced four stereo-
typically defi ned generations of students and 

have not only survived but fl ourished.1 Physician assis-
tant (PA) programs have graduated students from 1967 
with several peaks and valleys, often driven by major 
national workforce projections, PA-related legislation, 

and market forces. A signifi cant valley in profession 
expansion resulted from the 1980 Graduate Medical 
Education National Advisory Committee’s (GMENAC’s) 
physician surplus forecast, with a subsequent peak 
following the realization of GMENAC’s missed target 
and that more primary care providers were indeed 
needed.2 Other factors affecting PA profession growth 
include favorable federal reimbursement legislation 
(1986) and commissioned offi cer status in the US uni-
formed services (1988).3 Further, academic institutions 
also appeared to realize that PA educational programs 
are prestigious, promote undergraduate feeder programs, 
and support the bottom line.

A brief review of generational stereotypes provides 
insight into the profession’s formative years, allowing us 
the privilege of hindsight and, if we are receptive and 
engaged, to foresight (Table 1). These differences encom-
pass varying classroom learning formats, infl uencers, and 
training method preferences. The adage, “see one, do one, 
and teach one,” may not be a constant as generations 
move through fi rst-job adjustments. Such differences are 
observed by PAs and PA educators across the country. 
The issues on the minds of PA students in the early years 
likely bear little resemblance to their concerns 50 years 
later. Let us refl ect on what generations of PA students 
may have been considering.

The Duke PA program began with Navy corpsmen who 
entered the class in 1965 and were graduated in 1967, 
placing them at the generational cusp of late Builders, born 
between 1925 and 1945, and early Baby Boomers, born 
between 1946 and 1964.4 Depending on their age and 
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social exposure, their infl uencers included authority and 
evidential experts, and they learned best using top-down, 
on-the-job technical and evidence-driven training in dif-
ferent environments ranging from formal to relaxed. 
Coauthor Ellen Mandel is a Baby Boomer who applied to 
the Rutgers’ PA program before New Jersey had licensure 
and graduated during the peak fi rst-class PA enrollment 
period.3,5 At the time of application, she fully understood 
the supervisory relationship between PAs and physicians 
and that she could not put pen to prescription pad. Her 
pressing concerns were employment after graduation, just 
how much physicians and nurses would resent her as a PA 
(not if they would), and how many patients would reject 
her on any given day.

Members of Generation X are described as pragmatic 
practitioners, enjoy case studies and applications, and learn 
in a spontaneous and interactive manner. Born between 
1965 and 1979, they knew little about the Vietnam War 
and battle for civil rights in the 1960s. Major historical 
events have varying effects on people depending on their 
socioeconomic level, yet, the 1987 stock market crash and 
the fall of the Berlin Wall were likely infl uential to many. 
As PAs, this group rode on partially paved roads because 
the Baby Boomers had laid down some gravel. With major 
PA program expansion behind them, they could apply to 
a greater number of PA programs of varying lengths and 
locations. Thus with increasing access to PA education 
options, their concerns may have included licensing in their 
home state, or anticipated geographic area of future employ-
ment and whether they had prescription delegation for 
legend or controlled substances.

According to the American Academy of PA report on 
initial PA prescriptive authority, 25 states and the District 
of Columbia gained initial prescription authorization from 
1990 to 1999.6 Furthermore, during this same time period, 

62% of the states that allow controlled substance autho-
rization secured their initial controlled substance authori-
zation (Kentucky is the lone state that still does not allow 
PAs to prescribe controlled substances). Thus, the pragmatic 
practitioners of Generation X started adding asphalt to 
the Baby Boomers’ gravel.

According to the most recent Physician Assistant Edu-
cation Association report on matriculating students, the 
mean age of students entering PA programs is 26 years 
(range, 22 to 33 years).7 This translates into our next 
two generational cohorts: Generation Y, also known as 
the Millennials, born between 1980 and 1994, and 
Generation Z, born between 1995 and 2010. As the 
profession matures, different concerns materialize. This 
new crop of PA students is contending with the rising 
costs of PA education, fi nancial aid availability, and debt 
upon graduation. Most recent reported annual tuition 
costs for public institutions are $40,918 (average resident 
tuition) and $74,607 (average nonresident tuition).8 The 
fi rst formal published annual report on the state of PA 
education listed the 1985 average PA school tuition as 
$6,378 for residents and $8,986 for nonresidents.9 This 
equates to $14,681 for residents and $20,684 for non-
residents in 2015.10 Controlling for infl ation, mean PA 
school tuition over the past 3 decades increased 2.8-fold 
for residents and 3.6-fold for nonresidents. The cost of 
becoming a PA has increased faster than infl ation, a trend 
seen in US colleges and universities and fueling the 
demand for fi nancial aid.11 Nearly 65% of students 
received fi nancial aid in 1985 but in 2015, more than 
85% of matriculating students planned to fi nance their 
PA education with loans.7,9 As with any aging profession, 
infrastructure repairs are needed for unexpected potholes.

Fifty years seems like a long time for some and a 
moment in time for others. What may be on the minds 

TABLE 1. Generational stereotypes1

Generation and 
birth years

US president Landmark events Infl uencers Training focus Learning format Financial values

Builders 
(1925-1945)

•  Truman

•  Eisenhower

•  Great 

 Depression

•  World War II

•  Authority

•  Offi cials

•  Top-down

•  Traditional

•  On-the-job

•  Formal

•  Instructive

•  Long-term savings

•  No credit

Baby Boomers 
(1946-1964)

•  Kennedy

•  Nixon

•  Vietnam War •  Evidential 

experts

•  Technical

•  Data

•  Relaxed

•  Structured

•  Long-term needs

•  Credit

Generation X
(1965-1979)

•  Reagan

•  G.H. Bush

•  Challenger

•  Berlin Wall

•  Pragmatic 

practitioners

•  Applications

•  Case studies

•  Spontaneous

•  Interactive

•  Medium-term 

goals

•  Credit-savvy

Generation Y
aka Millennials
(1980-1994)

•  Clinton

•  G.W. Bush

•  September 11

•  Columbine 

shooting

•  Experiential

•  Peers

•  Emotional

•  Stories

•  Participative

•  Multisensory

•  Visual

•  Short-term wants

•  Credit-dependent

Generation Z
(1995-2010)

•  Obama •  Iraq/Afghani-

stan war

•  Wikileaks

•  Forums •  Multimodal

•  E-learning

•  Interactive

•  Student 

centric

•  Kinesthetic

•  Impulse purchases

•  E-store

•  Lifelong debt
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of prospective students related to the PA profession 
prompted the authors to pose two simple questions to 
34 recent PA program applicants: What gives you a sense 
of optimism about the PA profession? and What most 
concerns you about the PA profession? These questions 
were designed to uncover possible themes only, and the 
responses are not generalizable.

We noticed a few underlying themes from our applicants’ 
responses. Applicants were drawn to the profession for 
its fl exibility and opportunities for horizontal growth. 
They were optimistic about the growth of the profession. 
Most of their concerns were related to how they would 
be received by both fellow medical providers and patients 
upon graduation and issues of autonomy in their practice. 
Many of these views mirror PA legislative issues we are 
facing today. Coauthor Shannon North shared similar 
feelings upon graduation. As a member of Generation Y, 
she had a larger pool of PA programs to consider with 
fewer concerns for postgraduation job opportunities. 
Although she graduated nearly half a century after Stead’s 
fi rst class, she still experienced comments from physicians 
and patients who believed PAs were professionally infe-
rior, and was concerned about feeling subservient in her 
clinical workplace. Earlier generations worried about the 
materialization of the profession; she was anxious about 
its perception.

Generational differences have played a role in diversify-
ing our profession. PA programs grow and change as do 
our graduates and clinicians. Program numbers and costs, 
legislation, reimbursement, employment opportunities, 
and how our professional dreams play out all are a work 
in progress.

In closing, and with respect to two great men who 
paved new roads, we will leave you with a quotation 
used by Denis R. Oliver, PhD, president of the Associa-
tion of Physician Assistant Programs (now the Physician 
Assistant Education Association) and project director 

for the “First Annual Report on PA Educational Programs 
in the United States, 1984-85” in this inaugural report: 
Abraham Lincoln said, “If we could fi rst know where 
we are tending, we could better judge what to do and 
how to do it.” JAAPA
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Physician Assistant Applicant Pool: The First 50 Years
M. Jane McDaniel, MS, MLS(ASCP)SC; Ted J. Ruback, MS, PA-C Emeritus

Abstract The physician assistant (PA) profession’s first
attempt to characterize the applicant pool for PA educa-
tion began with publication of the first Annual Report on
Physician Assistant Educational Programs in the United
States in 1985. The methodology used in the report was
limited, however, in identifying the number of unique
applicants to PA programs. Collecting accurate and reli-
able data on the profession’s applicant pool was the
primary motivator leading to initiation of the Central
Application Service for Physician Assistants (CASPA) in
2001. In the past 15 years, CASPA has provided increas-
ingly valuable data on the profession’s applicant pool,
allowing for accurate tracking and analysis of trends in the
growth and changing demographics of those applying to
PA educational programs. This special report presents
a unique analysis of CASPA data that relates the compet-

itiveness of entry into PA programs with that experienced
by our colleagues in medicine, for both Doctor of
Medicine (MD) and Doctor or Osteopathic Medicine
(DO) schools. We present data reflecting the most notable
changing demographics of the profession’s applicant and
matriculant pools in sex, age, grade point average, and
health care experience. We use aggregate data of self-
identified race descriptors to compare the contributions
of PA, medical, and osteopathic medicine schools to the
improvement of diversity within the health professions. To
date, the applicant pool of PA programs seems to have
kept pace with the expansion of existing programs and
the development of new programs. This article poses
serious questions for the profession to ponder, as the
demographics of those entering PA education change
and the number of PA graduates continues to grow.

The Association of Physician Assistant Programs (APAP), now
known as the Physician Assistant Education Association
(PAEA), was formed in 1972 to represent all member physician
assistant (PA) educational programs in the United States. In
1985, during his tenure as president of APAP, Denis Oliver,
PhD, of the University of Iowa PA program, created the first
annual survey of PA educational programs. In 1984-1985, with
support from APAP, Oliver wrote the first annual report on PA
educational programs in the United States.1 The Annual
Report, now called the Program Report, is in its 31st edition
and remains the primary source of information on PA educa-
tion and PA programs.

From 1984 through 2002, the annual report on PA educa-
tional programs was the profession’s only means of monitor-
ing the size, characteristics, and competitiveness of the
applicant pool for PAeducation. It was also themost complete
source of information on those accepted and enrolled in PA
programs.As apart of theannual survey, eachPAprogramwas
asked to report the number of applications received during
each admission cycle. That information generated a mean
number of applicants across all programs, which was then
reflected in the annual report. The data, as collected, were
limited by the fact that applicants applying to multiple pro-
grams were counted numerous times. The inability of this
methodology to identify the number of unique applicants
seeking acceptance to PA programs was one of the primary
drivers that led the APAP Board of Directors, in 2001, to sup-
port the creation of a centralized application process, which

becameknownas theCentral ApplicationService for Physician
Assistants (CASPA).

In the inaugural year of CASPA (2001–2002), the pro-
fession was able to identify the number of unique applicants
applying to the 68 programs that joinedCASPA. In that year,
4669 unique applicants were identified, and they generated
a total of 16,808 applications. It could then be determined
that each applicant applied to 3.6 programs. Using these
data and the number of available seats as reported by
participating programs, the profession, for the first time,
was able to calculate the competitiveness of the applicant
pool, which indicated that 1.81 applicants applied for each
available seat.2 This new and more reliable data set, limited
only by the fact that the data represented just 51% of the
programs at the time, gave the profession its first glimpse
into the number of unique applicants to PAprograms and its
first opportunity to envision the potential growth of the
profession.

As of 2016, 93% (185 of 199) of PAEA member programs
participated in CASPA.3 This figure represents a 172%
increase in participation from the inaugural year. This
growth is partly attributable not only to CASPA’s success in
providing a valuable set of services to both applicants and
participating programs but also to a 49% increase in the
number of programs (from 134 in 2002 to 199 in 2016).2,3 The
increase in number of programs has been motivated in part
by the growing and competitive applicant pool. In the most
recent admissions cycle for which there is complete data
from participating programs (2014–2015), CASPA saw
a growth in the applicant pool to 22,997 applicants, a 393%
increase since 2002.4

The valuable data collected by CASPA, representing an
increasing number of participating programs over time, allow
PAEA to continually track and analyze data trends. With the
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steady and consistent increase in applicant numbers over the
years, one would expect to see the applicant-to-matriculant
ratio (the number of applicants per seat) also rise. However,
because of the corresponding increase in the number of
programs and seats available, the applicant-to-matriculant
ratio has not changeddramatically. Themost competitive year
was 2012, with 3.25 applicants per seat. As seen in Table 1,
competition for seats has remained fairly consistent from 2008
to 2015, with just under 3 applicants vying for each available
seat. In the past 8 years for which we have reliable data, the
applicant pool has consistently kept pace with the increasing
number of seats available during a time of notable expansion
of existing programs and new program development.

The data provided by the CASPA service and participating
programs have also enabled the profession to make accurate
comparisons of the competition to enter PA education with
the competitiveness experienced by applicants to medical
schools, bothMD andDO. Table 1 shows that competition for
PA education is strong and keeping pace with other dis-
ciplines during a time when all health care professions edu-
cational programs are expanding. Table 1 demonstrates that
from 2008 to 2015, years for which we have reliable applicant
and matriculant data from all 3 professions, the PA applicant
pool consistently has been themost competitive according to
applicant-to-matriculant ratios.

The data on the PA applicant and matriculant pools have
demonstrated some other interesting trends over the years.
Although the PA profession started out primarily male
dominated, with male military veterans comprising most
applicants in the very early years, there has been a dramatic
shift in the applicant pool. The number of female applicants
has increased steadily over time, reaching a high of 75% in
2008.With respect to the ratio of female-to-male applicants
andmatriculants over the 9 years that matriculant data have
been collected (2007–2015), an interesting finding is that
female applicants constituted 72% of the applicant pool
and 73% of the matriculant pool, whereas male applicants
constituted 28% of the applicant pool and 27% of the

matriculant pool.4,5 Although there is only a one percentage
point difference, the high number of applicants and
matriculants in those years makes those differences
noteworthy.

One striking trend has been the steadily decreasing age of
both applicants and matriculants since the inception of
CASPA. In 2002, the average applicant age was 29.1; it began
steadily decreasing over time, so that in 2015, the average
applicant age was 26.0 and the average matriculant age was
25.0.4,5 In addition, grade point averages (GPAs) have
increased across both applicants andmatriculants. From 2002
to 2010, the average overall GPA of applicants remained
steady at 3.25, but since 2010, overall GPAs have been
increasing yearly, with an average GPA of 3.34 in 2015. The
increasing GPA for matriculants is even more striking over the
9 years that matriculant data have been collected, rising from
3.39 in 2007 to 3.55 in 2015.4,5 This upward trend in the overall
GPA of matriculants can be seen as an indication of the
increasing competitiveness of the PA applicant pool. It also
raises the question of whether, given the very competitive
nature of the applicant pool, programs are placing an increas-
ing value on the GPA in their admission selection process.

Another prominent trend has been the decreasing
number of previous health care experience hours reported
by both applicants and matriculants in the past decade. A
review of the PAEA annual reports8 confirms the information
in the CASPA Ten-Year Data Report5 that health care
experience reported by applicants and matriculants (avail-
able in the CASPA database at Liaison International)5,9

has dropped substantially from 2007 to 2015, as seen in
Figure 1.

These data prompted the authors to explore historical
data to determine whether there was a corresponding
decrease in the number of health care experience hours
required by programs as a prerequisite for admissions.
Although CASPA data reflect only health care experience
reported as “patient care experience and other health care
experience,” PA program data reported in the program

Table 1. Comparison of PA, MD, and DO Applicants and Matriculants, 2008–2015

Year

PA (CASPA)4,5,* MD (AMCAS)6 DO (AACOMAS)7,†

Applicants Matriculants

Applicant-to-
Matriculant

Ratio Applicants Matriculants

Applicant-to-
Matriculant

Ratio Applicants

Matriculants
(First-Year
Enrollees)

Applicant-to-
Matriculant

Ratio

2007–2008 10,550 3951 2.67 42,315 17,759 2.38 11,231 4528 2.48

2008–2009 12,216 4377 2.79 42,230 18,036 2.35 11,742 4950 2.37

2009–2010 14,682 4939 2.97 42,265 18,390 2.30 12,617 5227 2.41

2010–2011 16,567 5385 3.08 42,740 18,665 2.29 13,147 5428 2.42

2011–2012 18,510 5819 3.18 43,915 19,230 2.28 14,087 5788 2.43

2012–2013 19,968 6828 2.92 45,260 19,517 2.32 14,945 5986 2.50

2013–2014 21,730 7193 3.02 48,010 20,055 2.39 16,454 6636 2.48

2014–2015 22,997 7801 2.95 49,474 20,343 2.43 17,944 7012 2.56

*Applicant and matriculant data include only those who applied through CASPA.

†Applicant and matriculant (enrollee) data include only those who applied through AACOMAS.

AACOMAS, American Association of Colleges of Osteopathic Medicine Application Services; AMCAS, American Medical College Application Service;

CASPA, Central Application Service for Physician Assistants; PA, physician assistant.
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directories3,10 show that PA programs require varying
amounts of paid, volunteer, and shadowexperience.Analysis
of data from the 2000–2001 APAP programs directory10 and
the 2012–2013 and 2015–2016 PAEA programs directories3 is
seen in Table 2. These data indicate that, although the per-
centage of programs requiring health care experience was
stable between 2001 and 2016, the number of hours required
by programs dropped considerably. It is easy to draw a con-
clusion that the drop in health care experience hours noted in
the applicant and matriculant pool data is directly attribut-
able to the decreasing number of hours required by PA
programs.

The trends, as noted in the characteristics of applicants
and matriculants, suggest a demonstrable change over
time in those seeking PA education and thosematriculating
as students. The success of the profession is evident in
younger applicants seeking to become PAs as a first-choice
career, as well as applicants and matriculants with increas-
ingly stronger academic preparation (as judged by overall
GPA). However, with younger applicants and students
comes a decrease in previous health care experience, once
highly valued as an important precursor in preparation for
the rigorous academic challenge of PA education and the
demands of the responsible role the profession holds in
health care.

Since the inception of CASPA, the US Department of Edu-
cation (DOE) has published changing guidelines on how
educational institutions should collect and report racial and
ethnic data. It is therefore challenging to report reliably on
trends in diversity of those applying to and enrolling in PA
programs. Table 3 reflects the percentage of applicants and
matriculants who self-identify in the categories of race, as
defined by the DOE since 2007. In 2012, the additional cate-
gory of “multiple races” was offered as an option and was
reflected in the data reported by CASPA.

During the 9-year period depicted in Table 3, those
applicants self-identifying as white represented a mean of
67.98% of the overall applicant pool and 75.13% of those
matriculating into PA programs. At the same time, those

identifying as black or African American represented amean
of 6.57% of the applicant pool and 3.19% of thematriculants.
Those identifying as Hispanic, Latino, or of Spanish origin
represented a mean of 8.49% of the applicant pool and
a mean of 6.76% of those accepted. It is notable that
throughout this 9-year reporting period, the percentage of
applicants who self-identified as Hispanic, Latino, or of
Spanish origin continually increased from year to year, with
the exception of a small dip in 2012. Applicants who self-
identified as Asian represented a mean of 11.18% of the
applicant pool and 8.22% of those enrolled.4,5 Other racial
categories continue to represent a variable and small
percentage of both applicants and matriculants to PA
programs.

Table 4 reflects the 2 most recent years (2013–2014
and 2014–2015) of the self-identified race of applicants and
matriculants as reported by our MD and DO colleagues.
Comparing these data to the same 2 recent years of CASPA
data suggests that, although some progress has been made,
all medical professions should continue to focus on—and aim
to improve—the number of underrepresented minorities
accepted into our educational programs.

Several additional data points have remained constant
during the 14 years of CASPA data collection and may help
guide programs to more evidence-based recruiting strat-
egies. One finding in the CASPA Ten-Year Data Report5 was
the significantly lower matriculation rate for applicants
who self-reported as economically disadvantaged and
educationally (now referred to as environmentally) disad-
vantaged compared with similar applicants who did not
self-report either of those disadvantaged statuses. This
finding may well guide PA programs to enhance the
recruitment of those disadvantaged populations. The
CASPA Ten-Year Data Report5 also showed a steady per-
centage of military applicants and matriculants of around
4%. However, recent trends among some PA programs
indicate a renewed focus on incorporating more military
veterans into the PA profession. Although not an evidence-
based objective, the recruitment of applicants from medi-
cally underserved areas who will return to practice as PAs in
their hometown communities is a goal identified in the 2013
strategic plan of PAEA.15 As we look to the future of PA
education, we anticipate that PA programs will continue to
expand recruiting strategies to include many of these
recruitment targets.

One question for the profession to ponder is whether the
growth of the applicant pool will continue to support the
increasing number of seats available through program
expansion and new program development. One of the
greatest contributing factors to the growth of interest in the
profession, as reflected in rising applicant numbers and the
increase in the number of programs, is the growing rec-
ognition and overall success of the profession. For more
than a decade now, the Bureau of Labor Statistics has
consistently ranked the PA profession as one of the 30
fastest growing occupations in the country. Influential
resources such asU.S. News &World Report16 and Forbes17

have recognized the profession as one of the top-rated
careers in the country. Is there a limit to the growth we can
expect from this record of success? What plans can we
make now to ensure the continued future success of the
profession?

Figure 1. Mean health care experience reported by applicants and
matriculants applying to Central Application Service for Physician Assistants
(CASPA).5,9 Health care experience includes both patient care experience
and other health care experience.
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What are the implications for our profession according
to the trends seen in the profile of students entering PA

programs? What trends might be beneficial for the pro-

fession to monitor to gauge the effect on the profession of

a changing applicant and matriculant demographic pro-

file? What values will PA programs be considering as they

recruit future applicants? Howwill the increasing number of

PA graduates affect employment opportunities? What will

the impact be as we experience the growth of the PA pro-

fession globally? Those questions and many others will

Table 3. Self-Identified Race, Percentage of PA Applicants and Matriculants, 2007–20154,5

Year of
Collection

American
Indian or

Alaska Native Asian

Black or
African

American White

Native Hawaiian
or Other Pacific

Islander

Hispanic,
Latino, or

Spanish Origin Other

Unknown
or No

Response
Multiple Races
(Starting 2012)

2007

Applicant 0.75 9.59 7.30 70.34 0.23 6.94 3.01 1.98 —

Matriculant 0.70 8.20 4.19 76.40 0.14 5.79 2.60 1.98 —

2008

Applicant 0.76 9.48 5.95 70.83 0.28 7.38 3.04 2.45 —

Matriculant 0.71 7.34 3.42 77.17 0.23 5.97 2.38 2.78 —

2009

Applicant 0.70 10.57 6.73 69.12 0.22 7.70 2.64 2.50 —

Matriculant 0.64 7.37 3.19 77.83 0.18 6.17 2.11 2.50 —

2010

Applicant 0.47 11.82 7.12 68.59 0.07 8.79 2.17 5.98 —

Matriculant 0.29 8.69 3.18 73.40 0.02 6.91 1.67 5.83 —

2011

Applicant 0.46 11.72 6.77 69.90 0.09 8.91 2.38 5.38 —

Matriculant 0.47 8.16 2.98 73.41 0.04 6.41 2.44 6.09 —

Race and ethnicity reporting changed by US Department of Education to allow for multiple races

2012

Applicant 0.32 11.83 6.81 66.45 0.04 8.44 — — 2.47

Matriculant 0.24 8.68 2.99 74.67 0.07 7.27 — — 2.90

2013

Applicant 0.28 11.78 6.24 66.08 0.12 9.16 — — 3.10

Matriculant 0.21 8.23 2.83 75.17 0.08 7.35 — — 2.78

2014

Applicant 0.33 11.78 6.15 65.64 0.09 9.54 — — 3.15

Matriculant 0.36 7.99 2.92 75.36 0.07 7.10 — — 2.68

2015

Applicant 0.21 12.13 6.06 64.91 0.08 9.66 — — 2.94

Matriculant 0.16 9.40 3.04 72.76 0.08 7.88 — — 2.66

For 2012–2014, percentages do not total 100% because the percentage of applicants and matriculants who identified as “other” or “unknown or no

response” is excluded.

Table 2. Health Care Experience Required by PA Programs

Year
Total No. of
Programs

No. of Programs
Requiring HCE

% Programs
Requiring HCE

Mean HCE
(h/y Required)

Median HCE
(h/y Required)

2000–200110 126 71 56.3 1316/0.66 1000/0.50

2012–20133 176 97 55.1 747/0.37 500/0.25

2015–20163 205 113 55.1 704/0.35 500/0.25

Program requirements for health care experience (HCE) may include paid, volunteer, and shadow experience and are designated by each individual program.
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need to be addressed as we move into the next 50 years of

the PA profession—a profession that has changed the

landscape of health care since its inception and that will

continue to influence the delivery of patient care far into the

future.
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INVITED

Promoting Diversity to Eliminate Health Disparities
Harry Pomeranz, MS, PA-C; Theresa Horvath, MPH, PA-C

INTRODUCTION

The terms health disparities and health inequities are often
used interchangeably but actually refer to different measures.
Disparities are differences in health outcomes among pop-
ulations. Health inequities are the unfair and avoidable dif-
ferences in health outcomes seen within and between
populations that are often socially resolvable. Identification
and awareness of the differences in health outcomes among
populations are essential steps toward reducing disparities in
communities at greatest risk. Health disparities in the United
States persist even as the overall health of the country’s pop-
ulation has improved. These disparities are more apparent
in minority populations, which are also underrepresented
among physicians and physician assistants (PAs) including
African American, Hispanic, and American Indian/Alaskan
Native communities. Althoughmanydisparities are influenced
by socioeconomic factors, numerous inequities are present
regardless of insurance status or income level and include
reduced access to care, lower quality of care, and decreased
longevity.

Increasing the diversity of our health care workforce has
been suggested by many sources as a tool to eliminate these
disparities and inequities by increasing trust and communi-
cation and improving access to care. Diversity also has been
recommended as a means to improve medical education for
all students and to broaden the scope of medical research. As
the country’s population has become more diverse, the
diversity of the PA profession has not kept pace. Isolated
efforts to increase diversity in the PA profession have included
targeted outreach to minority students, task-dedicated pro-
gram recruiters, a holistic admissions process with a diverse
admissions committee, and community engagement. These
efforts need to be stepped up and should include an orga-
nized national effort to increase diversity in the PA workforce.
The objectives of this review are to (1) describe the extent of
health disparities, (2) discuss how increasing the diversity of
the health care workforce can decrease these disparities and
benefit our patients andour students, and (3) consider options
for increasing diversity in the PA workforce.

THE PRESENCE OF HEALTH DISPARITIES

Health care disparities have been well defined and described.
Healthy People 2010 included eliminating health care dis-
parities as one of the 2 overarching goals of the nationwide
health promotion and disease prevention agenda.1 In 2000,

the US Department of Health and Human Services Office of
Minority Health published the first national standards for cul-
turally and linguistically appropriate services. These standards
mandate that health care systems make “organizational,
clinical, and procedural changes to eliminate structural, clini-
cal, and attitudinal barriers that impact quality of health care in
underserved populations.”2 Health care disparities in minority
populations recently have been documented in several pub-
lications, including the Institute ofMedicine’s (IOM’s)Unequal
Treatment: Confronting Racial and EthnicDisparities inHealth
Care, and the Centers for Disease Control and Prevention’s
(CDC’s) Health Disparities and Inequalities Report.3 Although
mortality rates have improved overall, disparities still exist
along racial lines (Figure 1). When compared with whites,
blacks have sufferedpoorer healthoutcomes frommanymajor
diseases, including cardiovascular disease, cancer, and dia-
betes4 (Figure 2). The CDC report highlighted that African
American,Hispanic, AsianAmerican, andAmerican Indian and
Alaska Native populations suffer higher mortality rates than
other populations. Cardiovascular diseases account for the
largest proportion of inequality in life expectancy between
African American and non-Hispanic whites.3 The National
Healthcare Disparities Report4 documented that racial and
ethnic minorities often receive poorer quality of care and face
more barriers in seeking care, including preventive care, acute
treatment, or chronic disease management, than do non-
Hispanic white patients.5 The CDC report documents
that minority groups experience rates of preventable hospi-
talizations that are almost double that of non-Hispanic whites.
African American children are twice as likely to be hospitalized
and more than 4 times as likely to die from asthma as non-
Hispanic white children.2

The lack of preventive care has far-reaching implications.
Disparities in health care access and quality can result in
unnecessary costs, both direct and indirect. According to
a 2009 study by the Joint Center for Political and Economic
Studies, eliminating health disparities for minorities would
have reduced direct medical care expenditures by $229.4
billion and reduced indirect costs associated with illness and
premature death by approximately $1.24 trillion during 2003
to 2006.5 Decreasing these disparities would have an impact
for the nation beyond improving patient care.

CAUSES OF HEALTH DISPARITIES

Searching for causal factors of disparities has led to surprising
findings. The IOM’s report Unequal Treatment identified 3
concerns as rootmain typesof factors: (1)within thehealth care
system itself, (2) at the provider–patient level, and (3) at the
patient level. This review will focus on the last 2 factors. In
examining the issues that influence provider–patient inter-
actions, the IOM report identified unconscious bias and the
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clinical uncertainty present in situations of racial/ethnic dis-
cordance between health care providers and patients as
contributing factors to racial and ethnic disparities. Clinical
decisionmakingmay contribute to racial andethnic disparities
in health care through clinical uncertainty and stereotyping.
Providers caring for a patient who is culturally or ethnically
different from them may not recognize the expression of
symptoms or the patient’s concerns and may treat the patient
differently than patients with whom they feel more comfort-
able or whom they are more accustomed to treating. Cogni-
tive shortcuts and heuristics are commonly used in decision
making and may be inaccurate when groups of people are
unconsciously categorized into stereotypical groups. These
unconscious biases can influence diagnosis and treatment
options. One example is a study that documented the differ-
ential referral of patients for cardiac catheterization by car-
diologists according to race and sex. Patients who were white
and male were more likely to receive referrals than those of
color or women.6 Acknowledging that implicit bias may be
present and attempting to overcome it may lead to an
improved provider–patient interaction and better health
outcomes.

There are also elements at the patient level that contribute
to disparities. Based on historic factors such as discrimination,
segregation, and medical experimentation, blacks and
other minority groups may be mistrustful of the health care
system. The “Tuskegee Study of Untreated Syphilis in the
Negro Male” conducted by the US Public Health Service from
1932 to 1972, contributed to themistrust that persists today. In
this famous example, black males were purposely deceived
and not treated for syphilis in a “study” of the long-term
effects and death that result from this disease. A national

survey by Kaiser Family Foundation of 3884 individuals found
that 36% of Hispanics and 35% of blacks (compared with 15%
of whites) felt that they had been treated unfairly in the health
care system in the past because of their race/ethnicity.7 Even
more concerning, 65% of blacks and 58% of Hispanics (com-
pared with 22% of whites) were afraid of being treated unfairly
in the future on that basis (Figure 3).8 The factors that influence
the patient–provider relationship and the wariness of
some minority patients may be addressed with improved
communication, cultural competence, and especially by
increasing the diversity of the health care workforce.

BENEFITS OF DIVERSITY IN THE HEALTH
CARE WORKFORCE

Improving the diversity of the health care workforce has been
identified as an integral part of the strategy to eliminate health
care disparities. The IOM has called for a national effort to
increase the numbersofminority clinicians as adirectmeansof
increasing the nation’s capacity to eliminate health disparities
and improve the overall health of the nation.2 The Sullivan
Commission’s Missing Persons: Minorities in the Health Pro-
fessions and Smedley’s In the Nation’s Compelling Interest:
Ensuring Diversity in the Health-Care Workforce have also
concluded that improving the diversity of the health care
workforcewould lead to a significant decrease in disparities.8,9

The benefits of a diverse workforce have been described by
the US Department of Health and Human Services (HHS) in its
conclusion that a diverse workforce is associated with
improved public health and access to care for underserved
populations, improved patient satisfaction, and enhanced
patient–provider communication.10 In its report in 2012, HHS

Figure 1. Age-adjusted death rates per US population, 2000 and 2011. Minino AM. NCHS Data Brief No. 115, March 2013, Death in the United States;
2013. https://www.cdc.gov/nchs/data/databriefs/db115.pdf
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stated that diversity in the health care workforce is a key ele-
ment of patient-centered care.11

Additional benefits of a diverse health care workforce have
been identified by studies documenting that racial and
ethnic minority practitioners are more likely to practice in medi-
callyunderservedareasandprovidehealthcare to largernumbers
of racial and ethnic minorities. Increasing diversity in the health
care andpublic healthworkforces is onemeans of addressing the
compelling need to reduce health care disparities.12,13

Racial and ethnic diversity of the student body can have
a positive impact on student attitudes about the value of diver-
sity, cultural competence, and improved access to care for
underserved patients.14–16 Students at diverse medical colleges/
schools had significantly higher concordance scores related to
preparedness to care for underrepresented minorities and
endorsement of equal access to health care compared with
colleges/schools with a less diverse student body. In addition,
underrepresented minority students in medical schools,
regardless of campus diversity, were more likely to plan to
practice in underserved areas.14 Numerous studies have con-
firmed this trend of underrepresentedminoritymedical students
practicing in underserved areas, thus improving access to care.3

Moreover, ethnic and linguistic concordance has consistently
been associated with increased patient satisfaction and self-
reported quality of care.2

EFFORTS TO INCREASE DIVERSITY OF STUDENTS

There has been concern regarding increasing the admission
of minority candidates into medical education. Efforts to
increase diversity have been greatly influenced by the recent

decisions of the US Supreme Court. Although the Court pro-
hibited the use of race and ethnicity in a score used for
admission (Gratz v Bollinger), it approved the inclusion of race,
with certain constraints, in achieving the educational benefits
of adiverse studentbody (Grutter vBollinger). TheAssociation
of American Medical Colleges (AAMC) recommends that
“medical schools should base their admissions policies on an
explicit articulation of legitimate aspirations: to achieve the
educational benefits of a diverse student body, including
enhancing the cultural competency of all the physicians it
educates and improving access to care for underserved pop-
ulations.”17 Health care profession and organizations have
responded to the call and have provided additional support
for diversity in the workforce. The American Association of
Colleges of Pharmacy identified the need for diversity as
a matter of achieving excellence: a matter of improving
organizational creativity, learning, problem-solving, and
institutional effectiveness.18,19 Marc Nivet, chief diversity offi-
cer ofAAMC, identified several stagesof institutional diversity.
He identifies our present juncture as Diversity 3.0, which is “an
increasingly widespread understanding that diversity and
inclusivity are broadly and fundamentally relevant to institu-
tions and societal systems. In other words, institutions that
wish to achieve excellence must integrate diversity and inclu-
sion into their core workings.”20

The PA profession has acknowledged the need for more
diversity and has made efforts toward that goal. In 1987, the
Minority Affairs Committee of the American Academy of
Physician Assistants (AAPA) started Project Access, a recruit-
ment effort to attract minority students to the profession. This
was revived 10 years ago by Physician Assistant Education

Figure 2. Causes of death by race, 2013. Age-adjusted death rates per 100,000 populations. Centers for Disease Control and Prevention. Vital signs:
leading causes of death, prevalence of diseases and risk factors, and use of health services among Hispanics in the United States—2009–2013. MMWR.
https://www.cdc.gov/mmwr/preview/mmwrhtml/m6417a5.htm
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Association’s (PAEA’s) Committee on Ethnic and Cultural
Diversity (CECD) with Project Access events now scheduled
during the PAEA Education Forum and the AAPA annual
conference. The CECD, renamed the Inclusion and Diversity
Council, has provided workshops and direction regarding
increasing diversity in the student body. PAEA has sponsored
a Minority Faculty Development workshop and provides
Central Application Service for Physician Assistants fee waiv-
ers for applicants in need. There is now also a chief diversity
officer on staff who coordinates the association’s diversity
efforts. So far, PAEA’s recently stepped-up efforts have not led
to a significant increase in diversity of PA programs, even as
the country becomes more diverse (Figure 4).21 Of concern is
the National Commission on Certification of Physician Assis-
tantsdata for 2014,which report that only 13.2%of the certified
PA respondents identified as non-white.22 The 2016 PAEA
program report documents that the matriculation of blacks is
at a decreasing rate of 2.98%.23

OPTIONS FOR INCREASING THE DIVERSITY OF
PA STUDENTS

Making significant changes in the proportion of racial and
ethnic minorities in the PA profession will require a focused
and national effort by PA programs. Several approaches have

been used effectively; this review suggests the following
approaches:

1. Developing consensus among PA program faculty that
diversity is a critical issue

2. Identifying what diversity would be for each PA program,
consistent with the surrounding community and according
to the mission of the program

3. Identifying key individuals, not necessarily minority faculty
members, and providing needed resources to attract and
support minority students

4. Developing a targeted recruitment effort to reach specific
groups and tracking the effectiveness of those efforts

5. Identifying minority members within the institution or
community (not necessarily within the PA program) to be
mentors for minority students

6. Developing a holistic admission process that supports
a diverse student body

7. Developing an admission committee that includes diverse
individuals

8. Nurturing community involvement and buy-in

A national and coordinated effort is also essential. The
accreditation process can serve as a tool to support these
diversity efforts. Medical schools have been increasing their
diversity efforts in response to the accreditation standards of

Figure 3. Patient perspectives regarding unfair treatment based on race/ethnicity. The reference population consisted of 3884 individuals surveyed about
how fairly they had been treated in the health care system in the past, on the basis of their race/ethnicity, and how fairly they felt they would be treated in the
future. Henry J Kaiser Family Foundation. Race, ethnicity, and medical care: a survey of public perceptions and experiences. 1999. https://
kaiserfamilyfoundation.files.wordpress.com/2013/01/race-ethnicity-medical-care-chartpack-1999.pdf
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the Licensing Committee onMedical Education. This includes
the development of “a mission-appropriate diversity policy
with identification of diversity groups for students, faculty, and
senior administrative staff.”24

Similar accreditation standardswouldprovide leverage for PA
programs to obtain the resources to develop the policies as well
as the recruitment and retention activities to reach those goals.
To support those processes, our national organizations could
develop resources and services to aid programs in their devel-
opment. This could include training sessions, onsite support for
PAprograms, research into best practices that improve diversity,
scholarships for economically disadvantaged students, national
awareness campaigns, coordination with minority medical
associations, and an increase in minority faculty and leadership.

CONCLUSION

Being aware that health disparities exist and developing an
awareness of our own implicit bias are important and neces-
sary first steps. Including cultural competence in our curricu-
lum raises our students’ awareness of these issues. Increasing
thediversity in the classroomenriches the educational process
for all students and can influence where and how our students
will practice.We needmore research to identify best practices
for our profession regarding recruitment and retention
of minority students, and to share that research with other
health professions. The PA profession can play a crucial role

within the health care system and can provide inspiration and
leadership to other health professions as wemove to diversify
the health care workforce. Both our students and our patients
will reap the benefits of our actions.
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INTRODUCTION

Over the past 50 years, physician assistants (PAs) have func-
tioned as prominent members of the medical team. As dis-
ruptive innovation challenges tradition in medical education
and practice, it is appropriate to address the future of PA
education and the profession, particularly in areas of diversity,
inclusion, and health care equity (Table 1).

It is accepted that the PA profession’s workforce is not rep-
resentative of the population served in America and has
become less diverse in contrast to rapidly changing demo-
graphics.1-4 In addition to racial and ethnic disparities, there are
challenges with cognitive diversity and inclusion. Lack of work-
force diversity contributes to health care inequity.5-7 As educa-
tors consider pedagogical strategies to improve PA curriculum
and to develop methods to integrate active and experiential
learning, team and group learning, interdisciplinary collabora-
tion, communication, and professionalism, there is a need for
a diverse leadership to address the changes being mandated.

WHY COGNITIVE DIVERSITY MATTERS

Issues of diversity and inclusion in PA programs have been
discussed for decades among various stakeholders (Table 1),
but these discussions have focused primarily on matters of
race, sex, sexual orientation, and disability.2 In today’s health
care landscape, diversity should be viewed as the blending of
different backgrounds, experiences, and perspectives within
a team, and inclusion should refer to a collaborative environ-
ment that values open participation from individuals with dif-
ferent ideas and perspectives. Physician assistant educators
should prepare graduates who will be able to function in this
type ofmilieu in the classroom and at the bedside. In his book,
The Difference, Scott Page argues that the power of cognitive
diversity creates better groups.8 People represent situations
or problems differently (perspective diversity) and generate
solutions to problems differently (heuristic diversity). Physician
assistant education should leverage the differences in per-
spectives and heuristics, backgrounds, and experiences that
students canbring to the table as a result of their differences in
sex, age, geography, race, religion, ethnicity, or sexual ori-
entation.8 Inclusive learning occurs when pedagogy, curricula,
and assessment are designed and delivered to engage PA
students in learning that is fair, respectful, and meaningful.

This learning should be representative, relevant, and acces-
sible to all, irrespective of their backgrounds.

There is now sufficient evidence that a group’s diversity
trumps the ability of any individual in it.8 Progress and innovation
may depend less on homogeneous thinkers with high IQs and
more on capitalizing on individuals with different points of view.
Cognitive diversity focuses on abilities, knowledge, expertise,
andproblem-solvingskills.9 Inaclinical setting, cognitivediversity
is achieved when a group of individuals with vastly different
experiences share their visions, solutions, and analytic inter-
pretations to formulate a response to the diverse needs of all
patients. As a result, a diverse student body with extensive cog-
nitive diversity may lead to better practice outcomes.

STRATEGIES TO PROMOTE COGNITIVE DIVERSITY
AND A DIVERSE WORKFORCE

Most practicing PAs tend to be economically advantaged
white women. Self-reported economically disadvantaged and

Table 1. Definitions

Cognitive diversity: the extent to which the group reflects
differences in knowledge, including beliefs, preferences,
attitudes, thinking styles, problem-solving strategies, and
perspectives; member characteristics that increase the
capacity of cognitive resources of the team8,43

Inclusion: seeking out, recognizing, and respecting
differences and consistently creating value through
differences to make people feel included44

Health equity: the “attainment of the highest level of health
for all people” with efforts to ensure that all people have full
and equal access to opportunities that enable them to lead
healthy lives45

Health disparity: a specific type of difference in health in which
disadvantaged social groups systematically experience
worse health or greater health risks than more advantaged
social groups42

Holistic admissions: “a flexible, highly individualized process
by which balanced consideration is given to the multiple
ways in which applicants may prepare for and demonstrate
suitability” as health professional students18

Stereotype threat: being at risk of confirming a negative
stereotype about one’s group and making the stereotype
more plausible as a self-characterization22

Imposter syndrome: involves the fear of being less capable,
successful, or worthy of one’s accomplishments with an
ongoing fear of being exposed as a “fraud”21
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male applicants are matriculating at a lower rate.10 To
a greater extent, this lack of diversity has resulted from the
failure of the nation to provide more equitable educational
opportunities.11 There is a need for a critical assessment of
recruitment and admissions policies—an assessment that
should be driven by the obligation to promote cognitive
diversity and health equity in the nation’s health workforce.
Diversity and inclusion must be embedded in the curriculum,
assessment, testing, and remediation. Institutional leadership
needs to create an inclusive climate and will need to commit
targeted resources to promote diversity.

Admissions

Admissions committees are often content with selecting the
most academically competitive applicants.12 However, suc-
cess as a clinician does not depend only on academic metrics
but also on other characteristics, such as communication,
appropriate bedside manner, unbiased health care delivery,
critical thinking, and patient-centered care, which is why the
admissions process should take these clinical behaviors into
consideration as well. Focusing on cognitive diversity high-
lights students with a broader set of characteristics, including
resilience and the ability to overcome adversity, and it takes
into account their life trajectory.13 One promising strategy is
the use of holistic admissions policies that give serious con-
sideration to all the ways an applicant might contribute to
a diverse educational and health care environment.14,15

Admissions criteria also should take into account mission
congruency and societal needs to accept a balanced class that
reflects the population served. Unlike traditional admissions
policies that focus on academic metrics such as grade point
average (GPA) and the Graduate Record Exam (GRE), holistic
admissions focus on an equitable consideration of the appli-
cant’s experiences and how the applicant might contribute to
the classroom and as a future PA. Successful adoption of
holistic admissions requires training of admissions committee
members as well as a strong commitment from the program
leadership.16-18 Successful recruitment includes building sus-
tainable partnerships and a comprehensive pipeline with
a clear pathway to PA program admissions. Programs should

collaborate with pre-PA student organizations and consider
recruiting from nontraditional sources, such as minority
alumni, veterans groups, and faith-based organizations.

Curriculum

The current Accreditation Review Commission on Education
for the Physician Assistant (ARC-PA) Standard B1.06 requires
that the curriculum must include instruction to prepare stu-
dents to provide medical care to patients from diverse pop-
ulations (Figure 1).19 The ideal PA curriculumwould emphasize
equity pedagogy, which uses cooperative learning in place of
competitive learning. A variety of teaching styles would be
used to accommodate a diverse student body.20 The curricu-
lum would incorporate team-based learning opportunities
and minimize stereotype threats and imposter syndrome.21,22

Physician assistant educators would create simulation and
standardized patient cases that reflect the patient demo-
graphics. The curriculum might incorporate service learning
and community connections, expose students to patient-
centered medical homes, and offer interprofessional bed-
side experiences.23,24 Educators would assess conscious and
unconscious biases, as they encounter learners of different
backgrounds. Clinical rotations would be designed to foster
inclusion, cognitive diversity, and health care equity.24 Pro-
grams would seek clinical sites and preceptors that expose
students to diverse patient populations (rural, urban, and
underserved). A number of studies have shown that
underrepresented minorities tend to perform poorly on
a range of standardized tests.25,26 Therefore, assessment,
testing, and remediation practices need to be sensitive to
diversity and inclusion. Also, intentional and individualized
advising strategies, test-taking assistance, community
resources, student mentorship, and the creation of a welcom-
ing and inclusive educational environment may help offset
many of the barriers faced by students from economically or
educationally disadvantaged backgrounds. Programs need to
use multiple and varied methods for assessing learners,
focusing on milestones, competencies,27,28 and entrustable
professional activities while ensuring adequate preparedness
to pass certifying exams and practice medicine safely.

Cognitive diversity of faculty and students will influence
curriculum design, inform the research agenda, and add
innovative scholarship to institutions.29 Students need to be
immersed in learning environments that reflect a diverse
society, in and out of the classroom, including clinical pre-
ceptorswith abroad rangeofbackgrounds andexperiences.12

Physician assistant programs are generating groundbreaking
curricula, tracking student milestones, and addressing grad-
uate outcomes. Evaluation of these curricula should include
how a program is addressing the diverse learner.

Institutional Leadership and Creating an
Inclusive Climate

The institutional mission and vision should guide all strategic
decisions. Ideally, diversity and inclusion would be integrated
throughout the fabric of the institution aspart of theprocess to
achieve excellence. Current research suggests comparable
graduation rates and a better educational experience for all
students in a diverse, inclusive environment.30,31 A paradigm
shift must occur, moving diversity from a “deficiency”

Figure 1. A PA with a mother and her children during a health campaign at
a rural, underserved neighborhood clinic. Photo credit: Taylor Piatkowski
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orientation to an “inclusive excellence” orientation.4 If possi-
ble, program personnel and the campus should reflect diver-
sity, with opportunities for diversity and inclusion training.
There should be efforts to provide financial aid and debt
reduction opportunities. Steps to create institutional changes
include mission-centered and data-driven decisions, diversity
and inclusion policies, and strong and committed leadership.

Educational Model

Educational models that can promote cognitive diversity,
inclusion, and health care equity for the 21st century are out-
lined here (Figure 2).

Model 1: The University of California–Davis PA program
diversity initiatives can be summed up in 4 steps (Figure 1).
The first step focuses on outreach and recruitment from
diverse and underserved populations in California. The
program uses a holistic admissions process and does not
require GREs. The second step is to create a campus-wide
inclusive climate. Diversity and inclusion are emphasized in
the mission of the program, with diversity training offered to
students, faculty, and staff. Students are introduced to the
local community through longitudinal service learning and
student-run clinics and are paired with a community mentor
to research and implement a year-long project. The third
element involves embedding diversity and inclusion into the
curriculum. The didactic year features an interprofessional
approach with nurse practitioner (NP) students and medical
students. The content is delivered using interactive case-
based and team-based learning. Student teams are orga-
nized to achieve cognitive diversity. For example, one team
may consist of a PA student with previous experience as
a paramedic, an NP student with previous experience as
a nurse, and a recent graduate with a Master of Public Health
degree.Other factors consideredwhen creating these teams
include languages spoken, student origin, sex, and age.

Health disparities and health equity learning objectives are
included in every course. Case scenarios are constructed to
represent the population served in California. In the clinical
year, students are purposely placed in sites that offer
opportunities to learn from diverse patient populations.
Through grants, the program supports rural site housing,
which allows students to rotate in rural and underserved
communities. During didactic and clinical years, students are
exposed to new models of care delivery such as patient-
centered medical homes, independent practice associa-
tions, retail clinics, and value-based systems. Unlike the tra-
ditional medical curriculummodel that emphasizes primarily
biomedical training and organ systems, the UC Davis PA/NP
curriculum integrates population healthwithin the traditional
biomedical, organ system approach. Assessment of student
learning has been diversified. Students take tests, write
essays, do objective structured clinical examinations, and are
offered opportunities for mentoring and remediation.
Although the program has no formal option for deceleration,
struggling students are supported and given individualized
mentoring programs to succeed. The fourth element in the
model focuses on analytics, leadership, and advocacy: The
school instituted a robust ongoing self-assessment process
throughwhich data andoutcomes on inclusion, diversity, and
equity are continuouslymonitored. These data are discussed
at various levels of leadership, and new strategies are
implemented to ensure goals are reached. Seminars and
workshops are conducted within the health system to share
data and advocate for inclusion and diversity. A diversity and
inclusion task forcewas formed to coordinate these activities;
so far the outcomes are very promising. The PA program is
100% integrated with the NP program. Nurse practitioner
students are eligible for dual certification, ie, they can be
either NP or PA certified. The program also has a 100%
retention rate and has consistently placed the majority of its
graduates in primary care and underserved areas.

Figure 2. Diversity and Inclusion Pedagogy at UC Davis as of December 2016. NP, nurse practitioner; PA, physician assistant; IPE, interprofessional
education; URM, underrepresented minority; PANCE, Physician Assistant National Certifying Exam
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Model 2: The Barry University PA program has created
a position for a director of community outreach who will work
with faculty and staff on all 3 campuses to promote diversity
and inclusion. The team will concentrate on targeted recruit-
ment, community partnerships, and creating an internal wel-
coming cultural environment to address health care
disparities. The team will collect and analyze program data
related to diversity and inclusion, evaluate existing inclusion
strategies, encourage a culturally inclusive curriculum and
socially accountable program processes, offer continuing
professional development for faculty and staff on current
health disparities initiatives and literature, and conduct com-
munity outreach events to develop pipelines for potential
applicants.

Similar models with successful outcomes have been
reported in a number of PA programs, including those at
Duke, Pacific University, and Wichita State University.14,32,33

Through the Health Resources and Services Administration
Physician Assistant Training grant funding project, the Pacific
University PAprogram integrates diversity into its processes to
better meet the health care needs of a growing, diverse
community in the Pacific Northwest. Their approach includes
community collaboration, recruitment of students, curriculum
expansion, student and faculty development, and program
evaluation. In a period of approximately 3 years, the program
noted an increased number of student clinical placement sites
serving diverse communities, increased enrollment of stu-
dents from underrepresented minorities, and increased
employment of PA graduates in underserved rural
communities.32

Model 3: The Interservice PA program offers a unique
cognitive model encompassing 3 service programs (Army,
Airforce, and Navy).34 Applicants are selected from each ser-
vice, and graduates become commissioned officers within
their respective branches. It is the largest PA program with 3
annual admissions cycles, producing approximately 169
graduates per year. Clinical training takes place within military
treatment facilities across the United States. Entry require-
ments are significantly different from civilian PA programs (no
academic degree is required for acceptance, and most stu-
dents are men). They perform above the national average on
the Physician Assistant National Certifying Exam (PANCE).
This model has been successful in producing a diverse pool of
high-quality PAs who provide care to the uniformed services
and often transition into civilian roles.34

There are other innovativemodels either involving distance
education tracks or joint degree programs. The University of
Wisconsin-Madison PA program offers a distance degree track
that allows students with a strong connection to rural or
underserved regions to complete their education without leav-
ing their communities.35 There are programs such as MEDEX
Northwest that offer special tracks to veterans.36-39 This pathway
creates a primary care workforce that better understands vet-
erans’ issues. Programs such as Touro or George Washington,
which offer PA/MPH dual degrees, foster interdisciplinary
training and a deeper understanding of community factors and
how they affect health and wellness.40 Finally, there are recent
initiatives exposing PA students to schools of business such as
the emerging leaders program at the Wake Forest PA pro-
gram.41 This type of cognitive diversity not only fosters inter-
disciplinary education but also nurtures a new generation of
leaders for the PA profession.

CONCLUSIONS AND RECOMMENDATIONS

The current US health care climate and shifting demographics
demand urgent innovations in provider education and work-
force planning. The following reforms are needed to embrace
cognitive diversity, inclusion, and health care equity: (1) insti-
tuting holistic admissions practices that focus on experience,
attributes, and academic merit; (2) embedding cognitive
diversity, inclusion, and health care equity in all phases of
the curriculum; (3) offering diverse methods of assessment,
testing, and remediation that accommodate different
learning styles; (4) providing an inclusive environment, along
with financial and social support to all students; and (5)
regularly monitoring data and outcomes for continuous
improvements. Providing more equitable educational
opportunities and redesigninghealthprofessions curricula are
going to be the cornerstones for improving health care equity
in America.
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Purpose The number of physician assistant (PA) pro-
grams has increased exponentially across the past
decade, and the demand for PAs will likely remain strong
through 2025. Because of this rapid growth, both new
and established PA programs face significant challenges
in recruiting experienced educators. We describe
the value of using PAs trained through the Interser-
vice Physician Assistant Program (IPAP) as civilian PA
educators.

Methods The literature on IPAP and its graduates proved
too limited to conduct a formal systematic review. We
searched the PubMed and Cumulative Index to Nursing
and Allied Health Literature (CINAHL) databases for
works speaking to the value that IPAP-trained PAs may
bring to civilian PA training. Those findings were supple-
mented with informal conversations with IPAP-trained
PAs currently employed in the military and those working
in civilian PA education. Themes were identified support-

ing the potential value of IPAP-trained PAs in civilian
training.

Results Military PAs work within hierarchical organizations
and may transition easily to academic settings. They leave
military service not only as highly trained and proficient
primary care providers but also as experienced educators.
Military PAs must demonstrate professionalism across their
entire military careers. They serve as leaders and work in
teams, but they are also experienced in negotiating up chains
of command. They are trained in and apply the latest
innovations in health care delivery and have provided care
with a degree of autonomy uncommon in civilian PA practice.

Conclusions The PAs trained through IPAP leave the
service with skills and experiences valuable to civilian PA
training. Employing these PAs in civilian education honors
their service contributions while addressing emerging PA
educator workforce demands.

INTRODUCTION

The 50th anniversary of the physician assistant (PA) profession
finds it to be a dynamic1 and vital profession but one facing
new challenges. Today’s challenges are less associated with
survival and more with meeting rapidly growing workforce
demands.2While someworkforcemodels predict an excess of
PAs, others predict that demand may outstrip supply,3-6 and
successfully addressing the demand requires recruiting. In this
article, wediscuss the advantagesof usingmilitary-trainedPAs
as faculty.

The PA profession began with the military. In the 1960s,
health care visionaries sought to alleviate health care short-
ages by capitalizing on the unused skills of former military
medics and corpsmen, training them as clinicians working
under the supervision of physicians.7-12 By the end of the
decade, there would be 29 PAs, all male veterans.13 The PA
concept quickly gained traction and within a few years, 3
branches of the armed services had developed their own PA
training programs. In 1996, thesemilitary programsmerged to
form the Interservice Physician Assistant Program (IPAP).14,15

Today, IPAP is the largest PA training program in the world,
graduating approximately 170 military PAs each year.15

Strong arguments exist for the value of using IPAP-trained
PAs as civilian PA practitioners16; however, a discussion of
IPAP-trainedPAs and their potential value as civilian educators
requires tentative acceptance of certain assumptions.Many of
the conclusionsdrawn in this report should serve as an impetus
for additional study. In this article, we summarize the existing
literature and incorporate personal communications we have
had with IPAP-trained PAs to demonstrate their value to
civilian PA education.

METHODS

A systematic review of the published literature (PubMed
and Cumulative Index to Nursing and Allied Health Litera-
ture, or CINAHL) was first attempted to explore work
examining IPAP training, IPAP PA roles, the transition of
IPAP-trained PAs to civilian practice, and the recruitment of
veterans to PA education. The literature was explored using
broad search terms, including Interservice Physician Assis-
tant Program, IPAP, or military physician assistant training,
and requiring physician assistant or PA. After the elimina-
tion of articles that were more than 20 years old or that were
strictly clinical or editorial, only 7 references remained.
None of those references addressed the role that IPAP-
trained PAsmight play as civilian educators. Examination of
the reference list of each publication and of publications
that had cited each work revealed no additional relevant
publications. This literature proved too limited to conduct
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a formal systematic review. To supplement findings from
the literature, we developed a set of key themes that are
reported as pertinent to understanding the role of IPAP-
trained PAs as educators but that are not yet empirically
addressed. This process was partially an informal one,
including not only reports from the literature but also input
from (1) IPAP-trained PAs currently working as civilian PA
educators, (2) a former IPAP director, (3) past IPAP instruc-
tors, (4) military PAs, and (5) researchers holding an interest
in the military-to-civilian PA pipeline.

Civilian-trained PAs also practice in the military and in
similar capacities to their IPAP-trained colleagues. For this
article, we specifically spoke to IPAP-trained PAs, and their
input guides much of our discussion (Figure 1).

RESULTS

It is difficult to estimate the number of IPAP-trained PAs sepa-
rating frommilitary service each year andmore so the number of
those PAs who elect to be PA faculty. An estimate of the total
number of military PAs entering the civilian job market is pro-
vided by Brock,17 who found that between 2006 and 2010, 591
military PAs left the service and most would likely have been
IPAP trained. What then is the advantage of recruiting these

IPAP-trained PAs? The following 6 themes describe the
potential valueof IPAP trainingandmilitary PA training to civilian
PA education.

1. Veterans have worked in hierarchical environments and are
accustomedto reportingupachainofcommand.Themilitary
hierarchy is similar to the academic hierarchy. Academic
structures, roles, responsibilities, and criteria for advance-
mentwill be familiar to the veteran. The veteranmay bemore
likely to adapt to academic environments, with earlier accep-
tance of academic processes and greater understanding of
how to achieve success, compared to other new educators.

2. Most IPAP-trained PAs help train other military health care
providers (eg, military medics and corpsmen).18-20 Military
PAs often hold principal responsibilities for training military
medics and corpsmen and also indoctrinate civilian-trained
medical providers on the nuances of military medicine.
Trainingmilitarymedics and corpsmen, and others, requires
that these PAs understand and manage wide-ranging
student needs. As educators, IPAP-trained PAs must con-
front unprofessional behavior, including situations involving
substance abuse and those provoking anger. They must be
knowledgeable about recognizing and managing educa-
tional and behavioral learning deficits. Communication skills
are taught and reinforced throughout service, moving from

Figure 1. The PA profession has its roots in the Navy corpsmen who were the first PA students, and PAs are key providers in every branch of the military.
Artwork courtesy of Don Pedersen
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basic skills, in which everyone is trained, to advanced skills
taught in formal military leadership schools. Advanced
leadership skills include active listening, enunciation, and
provision of feedback. The importance of team communi-
cation (eg, Team Strategies and Tools to Enhance Perfor-
mance and Patient Safety, or TeamSTEPPS) is emphasized.
New nonmilitary PA faculty members, coming from clinical
practice, are often unprepared for student demands.21 In
contrast, IPAP-trained PAs—who also have mature clinical
skills—leave themilitary as experienced educatorswho have
met the challenges of working with students of a wide range
of ages, degrees of maturity, and experience within institu-
tional learning environments.

3. Physician assistant training follows a generalist model, and
IPAP-trained PAs practice principally within primary care
domains. Graduates of IPAP serve as primary care pro-
viders16 and are required to retain their primary care skills
throughout theirmilitary careers. These veterans havebeen
shown to enter primary care in their civilian practice at
a significantly higher rate than they do specialty practice.22

Conversely, many new civilian PA educators come from
non–primary care specialties. They may be trained under
a generalist model, but they may not have routinely prac-
ticed many of the skills necessary to educate generalist
students.

4. Physician assistants trained through IPAPhave experience
with many of the latest and most innovative health care
advancements. The military health care system serves as
a test bed for the implementation of novel and state-of-
the-art health care delivery systems. As described by
Mundell et al,23 the military health care system can
institute broad changes uniformly across large sectors of
the military, unrestrained by the factors common to
implementing systematic change across widely varying
civilian health care organizations.Military PAs are typically
experienced in process improvement and quality assur-
ance and have a deep understanding of the standards of
the Joint Commission on Accreditation of Healthcare
Organizations. They are likely to be trained in industry
models that are now widely applied in civilian health care
settings, including the Lean production systempioneered
by Toyota24 and the Six Sigma standard developed by
Motorola.25 As educators, IPAP-trained PAs are likely to
be informedobservers ofmodern health care, able to train
students with a critical and experienced eye toward
innovation.

5. Military health care personnel are familiar with profession-
alism issues andhavedemonstratedprofessional behaviors
in practice. Professionalism is a core competency of the PA
profession. The IPAP students entering PA training have
already demonstrated strong character and career accom-
plishments.16 Within military health care delivery systems,
PAs often practice with significant autonomy, especially
when deployed or when working in satellite military out-
patient facilities.26 This independence is predicated on
leadership training and demonstrated leadership skills. As
officers, their work requires a continuing demonstration of
professionalism. Professionalism is a routinepart of training
across these individuals’ military careers and is regularly
assessed and remediated as necessary.

6. Physician assistants trained through IPAP come equipped
with experiences and skills beyond what most clinically

practicing PAs can claim. Throughout their service, IPAP-
trained PAs and other military PAs undergo training that is
both physically and emotionally rigorous. Military PAs
provide care under extreme—including combat—
conditions. Many have experience providing care for
imprisonedmilitary personnel and those held in detention.
Today’s military PA is typically a commissioned officer who
is experienced in mission-focused and task-focused work
requiring leadership and teammanagement. Their training
allows them to model and train PA students in the newest
practice-based learning and systems-based practice tech-
niques. The military can provide state-of-the-art practice
and training tools, especially those associated with tech-
nology, often in advance of what is available in typical
civilian practice. Military PAs are also often involved in
clinical research, and they test and report on innovations in
health care delivery. This experience readies them for the
increasingly scholarly nature of civilian PA training.

Ensuring that high-value education across the more than
220 currently accredited PA training programs requires
experienced educators, but it also requires that programs
ensure that the best students are matriculated from a rapidly
increasing and changing applicant pool. Strong arguments
have been made for the importance of the military-to-civilian
PA pipeline to meet today’s health care needs.27-30 Three
issues describe the importance of this pipeline and its con-
nection to military PAs entering the civilian workforce.

1. Increasing the number of military-trained PAs serving as
civilian PA educators may help increase gender diversity
within PA education. The majority of civilian practicing
PAs13,31 and PA educators are female.32 Currently, three-
quarters of IPAPgraduates aremale,15 although themilitary
is expanding opportunities for female PAs. For a profession
vested in matriculating and training a diverse student
population,33 the military as a source of male applicants
warrants consideration. All other factors being equal, hiring
IPAP-trained PAs may serve to bolster the male-to-female
educator ratio in PA training programs.

2. Physician assistant faculty members with military experi-
ence can aid the transition of military veterans to civilian
training environments. Veteran military medics and corps-
men represent—both historically and currently—strong
applicants to PA training.30,34 Having veterans on the faculty
may increase the likelihood that veterans will apply to PA
programs. Veterans enter civilian PA programs with com-
parable grade point averages, rich clinical experience, and
leadership and skills training.30 Unfortunately, these appli-
cants can also experience difficulties associated with the
transition from themilitary to civilian academic life.35 Those
difficulties include (1) transcripts that are often poorly
understood by nonmilitary faculty members, (2) military
health care experience that does not have analogous
civilian equivalents,34 and (3) emotional or physical disabil-
ity or posttraumatic stress disorder resulting from military
service.36,37 Graduates from IPAP can better mentor and
support the needs of these students.

3. A moral obligation may exist to ensure that veterans are
recognized for their service and sacrifice.Men and women
often enter service because they have been promised
education and training in return for serving their country.
Recruits’ reasons for joining the military also include
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honoring their country and following a family tradition, but
the desire to serve and learn is paramount. Some individ-
uals enter the military with the express purpose of obtain-
ing health care training that they can take into civilian
practice.30 Physician assistants trained through IPAP honor
a contract with the military to receive training and then to
provide quality health care to their service. American
society can show its gratitude by providing civilian work
opportunities to retiring military PAs. This social good
seeks to reward the service and sacrifice of military PAs
who commonly served far from their loved ones and often
at the risk of physical harm in austere and dangerous
environments.

CONCLUSION

ThePAprofessionwas foundedonmilitary veterans and used
theirmilitary health care experience tomeet emerginghealth
care shortages, especially among rural and other under-
served populations. Just as trained military medics and
corpsmen remain respected applicants to programs familiar
with their contributions,34 today’s military PAs bring skills,
discipline, broad-based clinical and military experience, and
leadership acumen to thePAeducator role. Seeking tobetter
leverage the military skills and experiences of veterans is not
a novel idea. The US Department of Defense program,
Troops to Teachers, established in 1994, recognizes the skills
and experience of veterans and provides assistance for
training as public school teachers.38 More than 17,000 vet-
erans have been hired as public school teachers through this
program. For the PA profession’s 50th anniversary, we pres-
ent arguments for the value that military PAs can bring to
civilian PA education.

The need for PA educators is strong; however, experi-
enced educators are scarce, and it is difficult to attract PAs to
this role. Physician assistants graduating from civilian pro-
grams often carry large debts that can influence career
choice in the direction of more lucrative subspecialty prac-
tice.39 Conversely, military PAs retiring from service carry no
training debt, have medical and dental coverage, have not
accumulated school loans while in the military, and retire
from the military with a significant pension. It is not unrea-
sonable to assume that these financial advantages might
allow veterans greater freedom to follow an educational
career path.

Civilian PA education does not presuppose that gradu-
ates will become educators. These programs are pre-
dominantly focused on training clinicians, not clinician
educators. Therefore, most PA educators come from clini-
cal environments and have little educational experience.40

PAs entering academia with this minimal level of training
and experience in education face a steep learning curve in
their early years as educators. However, IPAP-trained PAs
not only are already experienced educators and have sig-
nificant training in leadership but also are able to follow
directives. They have demonstrated a lasting commitment
to service, have worked principally as primary care pro-
viders, come highly prepared to train students under
a generalist health care model, and have experience pro-
viding care in wide-ranging and often harsh environments.
The potential benefits of these PAs to civilian PA education
are substantial, especially at a time when many new

programs struggle to find and develop a seasoned and
committed faculty.

CHALLENGES

We propose that IPAP-trained PAs have the clinical and
educational skills necessary to be strong civilian educators.
We have provided arguments, though not direct evidence,
that IPAP-trained PAsmayprove to bemore adept educators
than their nonmilitary counterparts. This proposition cannot
be tested directly, and we have taken some liberties in our
discussion of potentially relevant factors. The indirect evi-
dence is, however, strongly suggestive and holds logical
appeal. Each of our arguments will benefit from being
addressed in a more scientifically rigorous fashion. Inves-
tigators who seek to understand how programs can attract
and retain strong faculty members are encouraged to scru-
tinize our conclusions.
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Modern Role of the Physician Assistant Program
Medical Director
Mary L. Warner, MMSc, PA-C

INTRODUCTION

As the physician assistant (PA) profession has evolved, the roles
of educators who train PAs have also changed. One of those
involved in preparing the next generation of PAs is the medical
director, whose role has been chronicled through PA program
accreditation standards from 1971 to the present. This historical
contexthighlights that thepresent-daymedicaldirector rolehas
been influenced by advancements in the definition of the PA
profession. Rooted in the beginnings of PA professional edu-
cation, the medical director role is important for our success as
a profession, but the role needs to be redefined.

As the PA profession enters its sixth decade, it is an
appropriate time to reflect on our profession’s evolution and
maturation. Although PAs have been increasingly accepted
as vital members of the health care team with an expanding
scopeof practice, the PAeducationmodel continues to adapt
to meet the needs of the changing profession. The PA
education model, which instructs students in foundational
medical sciences, clinical pathophysiology and therapeutics,
and clinical skills requisite for practice, is both efficient and
cost-effective.

Dramatic expansion of PA education curricula has been driven
in part by the need for PAs to learn the mechanisms associated
with the once unknown pathophysiology of diseases that are
now explained bymolecular research. In addition, current clinical
practice requires thatPAsuseevidence-basedpracticeguidelines
for clinical decisions and the medical literature to improve their
clinical outcomes, and that PAs recognize that health literacy and
equity are important social determinants of health.1–3 Formaliza-
tionof the PAeducation credential has evolved fromcertificate to
master’s degree, which naturally increased program affiliations
with institutions of higher learning as opposed to hospital sys-
tems. In fact, 92% of PA programs now grant a master’s degree.4

Rolesand responsibilitiesofprincipalPA facultyhaveevolvedwith
each new iteration of the accreditation standards. Using a histori-
cal narrative, this article highlights changes in the profession that
impact the PA education model with a particular focus on the
evolving role of themedical director andexplores theutility of the
role in the current educational environment.

EVOLUTION OF THE PA DEFINITION

Examination of the PA education accreditation standards
reveals an important historical context about the profession

itself that sets the stage for PA scope of practice in general
and mirrors the changing role of the medical director in
particular (Figure 1). With the first iteration of the accredita-
tion standards in the 1971 Essentials of an Approved
Educational Program for the Assistant to the Primary Care
Physician, PAs were described as working under physicians
with the physician taking full responsibility for the limited
patient services that the PA provided. The PA assisted the
primary care physician by “transmitting and executing
physician orders, performing patient care tasks and diagnostic
and therapeutic procedures” as may be delegated.5 The
Essentials disclaimer, which remained in the accreditation
standards until the more autonomous definition of the pro-
fession was noted in the 2001 Standards, clarified that some
clinical tasks cannot be rigidly defined. The initial focus of PA
trainingwas limited to 5 clinical disciplines: (1) familymedicine,
(2) surgery, (3) pediatrics, (4) psychiatry, and (5) obstetrics. This
definition of the professionwas built upon in the 1978 iteration
of the Essentials to include other nonspecified specialties and
clinical settings, as well as the caveat that the PA is responsible
for “his/her own actions.”

The 1985 accreditation document reflected influences from
health care system changes that corresponded to an increas-
ing PA scope of practice and societal acceptance of the pro-
fession. Physician assistant–provided patient services were
broadened to include performing diagnostic, therapeutic,
preventive, and health maintenance services. As PA practice
specialties expanded, the Essentials were revised to reflect
clinical education specialties including: (1) family medicine, (2)
internal medicine, (3) pediatrics, (4) obstetrics, (5) gynecology,
(6) surgery, and (7) behavioral medicine. For the first time,
there was an expectation that the PA student be educated in
both medical sciences and in clinical disciplines to facilitate
function as a “generalist.”

There were a few changes in the 1990 version of the
Essentials related to the definition of the PA profession.
Reflecting the increasing number of female PAs, the phrase
“responsible for his own actions” was reworded to PAs “are
accountable for their own actions.” A sentence was added
at the end of the definition of the PA to clarify that the
supervising physician has “ultimate” responsibility related to
treatment plans.6 The language that defined clinical
responsibility suggests that the PA scope of practice may
have advanced faster than seemed prudent to physicians at
the time.

The 1997 Standards and Guidelines for an Accredited
Educational Program for the Physician Assistant was the first
accreditation document to reference the physician–PA team
specifically. The team-centered language reflected the shift in
supervisory hierarchy by acknowledging that PA clinical
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decision-making was occurring within the structure of the
team. The “ultimate responsibility” language regarding
physicians was removed, and it was acknowledged that PA
students need knowledge and skills to ensure effective
practice in the changing health care arena. The new
accreditation standards required education and skills-
building in clinical reasoning and problem-solving for PA
students. In the 1990s, the settings and specialties in which
PAs practiced also expanded further. For the first time, PAs
were identified as practicing in primary care as well as in
medical and surgical specialties, rather than solely as gen-
eralists (1985 and 1990) or as primary care providers (1971,
1977, and 1985). The former focus on PAs in clinical care was
broadened to recognize PA contributions in education,
research, and administration.7

After the turn of the millennium, PA program accredita-
tion documents were authored under the newly formed
Accreditation Review Commission on Education for the
Physician Assistant (ARC-PA). The first edition, effective on
January 1, 2001, was called the Accreditation Standards for
Physician Assistant Education. Along with a new format, the
PA profession definition that was proffered has remained
consistent for the past 16 years. This definition mentions
provision of care with the direction and responsible super-
vision of a physician, as well as states that the physician–PA
team is essential to the profession and improves quality of
care. Of note, the American Academy of PAs currently
defines the profession using more progressive language
and is exploring full practice authority. New reference to
a “professional curriculum” corresponded to the graduate
degree trend among PA programs. In addition to basic
medical sciences, new curricular emphases included
behavioral and social sciences, introduction to clinical

medicine, patient assessment, supervised clinical practice,
health policy, and other professional practice topics.

MEDICAL DIRECTOR QUALIFICATIONS AND JOB
DESCRIPTION

Just as thePAprofessiondefinition has changedover time, the
qualifications and role of themedical director have evolved. In
the first iteration of the Essentials in 1971, the qualification for
a medical director was to be a physician who had clinical
experience in care that the PA studentwas learning toprovide.
There was no license or board-certification requirement, and
the medical director was permitted to be the program direc-
tor. The initial medical director job description focused on
direction of the clinical portion of the program. Reference to
having the support and understanding of his practicing col-
leagues was a sign that medical director advocacy, present
until the fifth edition of Essentials, was important early in the
profession.

Although the medical director qualifications did not
change in the 1978 Essentials, emphases on “continuous
competent” clinical direction and “actively” soliciting the
support of practicing physicians were added to the
medical director responsibilities. The medical director
advocacy role was deemed more important in clinical
education when compared with the didactic education at
that time.

In 1985, the medical director qualifications required licen-
sure and knowledge about primary care. Themedical director
job description included guidance to the program that
ensured the education met current “acceptable standards.”
This version also emphasized the medical director’s role in
garnering support from the physician community. Continuing

Figure 1. Evolution of the physician assistant (PA) profession definition and medical director role. AMA, American Medical Association; CAHEA, Committee
on Allied Health Education and Accreditation; CAAHEP, Committee on Accreditation of Allied Health Educational Programs; PD, program director; ABMS,
American Board of Medical Specialties; AOA, American Osteopathic Association
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into the 1990 Essentials, it was permissible for the medical
director to be the programdirector. Althoughqualifications of
the medical director remained the same in this iteration, sur-
gical assistant programs were required to have a medical
director or a co-director who was a surgeon.

Mirroring the profession definition changes in the 1997
Essentials, other medical director responsibilities increased.
The medical director was expected to support the program
director with “continuous competent guidance. . . so that
both didactic and supervised instruction meet current
acceptable practice.” The distinction between the program
director and medical director was delineated such that
a hierarchy established the program director as the super-
visor. Given that this version identified the importance of the
physician–PA team, it is not surprising that the medical
director was tasked with preparing the PA students to
engage in team-based practice with physicians, as well as
continued program advocacy.

In contrast to the PA profession definition remaining stable
after the ARC-PA was formed, the medical director qual-
ifications and role continued to evolve. TheARC-PAStandards
published in 2001 required the medical director to be
a licensed allopathic or osteopathic physician who should be
board-certified; this was the first mention of osteopathy. As
was identified in earlier versions of the Essentials, the program
director supervision of the medical director remained the
same.

In 2006, the medical director qualifications included licen-
sure, approved certification from the American Board of
Medical Specialties-American Osteopathic Association, and
knowledge of current PA standards of practice. The role of the
medical director continued to include program advocacy and
curriculum consistency with current practice standards. If the
medical director position was shared, each physician was
required to have clearly delineated roles and responsibilities.
The medical director was no longer permitted to be the pro-
gram director.

In all fourth edition versions of the Standards, the medical
directormust be licensed andboard-certified. TheARC-PA is
more proscriptive now than it was in earlier versions of the
Standards about the role of the medical director. The med-
ical director is encouraged to participate in developing the
program mission, instructing and evaluating students in the
didactic and/or the clinical curriculum, developing curricu-
lum, and evaluating the program. Although the medical
director is expected to be actively involved in the program,
the specific advocacy provision was dropped. This is an
interesting trend given that the advocacy role of the medical
director was removed at about the same time that the num-
ber of PA programs dramatically increased. Clinical site
placement issues, which may be tempered by medical
director advocacy, have since become the number one
concern of many PA programs.

THE FATE OF THE PA PROGRAM MEDICAL
DIRECTOR

When thinking about the evolving PA profession, our unique
educational model, and potential roles of the medical direc-
tor, there are many advantages to preserving the medical
director role as part of the ARC-PA Standards. First and fore-
most, themedical director and thePA facultymodel successful

team relationships for the PA students. This can beparticularly
important in programs that are not affiliated with an academic
medical center where PA students may have limited mean-
ingful interactions with physicians. Early interaction between
PA students and physicians helps to hone the team-based
communication skills of the student and socialize the student
to how physicians think prior to starting their clinical training.
Medical directors help PA programs understand the per-
spectives of a potential employer and/or clinical supervisor
when developing curricula, assessing students’ clinical acu-
men, and evaluating programmatic outcomes. Advocacy,
noted in nearly every version of the accreditation standards,
remains critical to maintaining high-quality clinical affiliations
and education experiences for the PA program and the stu-
dents. As the inpatient clinical volume decreases and avail-
ability of robust clinical sites continues to dwindle nationwide,
promotion of the PA education model and the value of PA
trainees involved in clinical care is an important responsibility
of a medical director.8

Furthermore, medical directors, by virtue of their residency
training, have been expected to educate and mentor medical
students and junior interns and residents for decades. Their
educational experience positions them toprovidementorship
to PA faculty. Because former resident trainees were required
to complete research projects during residency training,many
medical directors areequipped to facilitate andmentor faculty
scholarship in curriculum innovation or original research.
Physicians who taught interns and junior residents remain
equipped to teach PA students, so medical directors may
share the faculty teaching load as well.

In contrast to the 1970s and 1980s, many PA educators now
have significant experience developing, implementing, and
evaluating didactic and clinical curricula, making medical
director expertise related to content or curriculum design less
imperative. Early versions of the Essentials referenced that PA
program curriculum that meets the standards of current
medical practice could only be ensured by a medical doctor.
Maturation of the PA profession, as evidenced by the
increasing PA scope of practice, has made having only one
physician’s opinion about the program curriculum too narrow
and perhaps obsolete. Curricular input from many specialties
and disparate delivery settings ensures we are educating the
PA of the future. Furthermore, standardized end of rotation
examinations and examination blueprints, which were not
readily available 15 years ago, continue toguidePAcurriculum
depth and breadth in a contemporary manner. Because there
are fewer circumscribed responsibilities in the fourth edition of
the Standards, some PA educators argue that many medical
directors have simply become figure heads who draw salary
from the programbut are not actively involved in theprogram.

NEW ROLE OF THE MEDICAL DIRECTOR

Based on this historical analysis, there are 3 important roles that
physicians should continue to play as medical directors of PA
programs. First, medical directors should educate PA students
about best practices for working in teams with physicians. Hav-
ing a medical director on staff ensures that students are able to
observe the relationship between PAs and physicians as colle-
gial andcollaborative. If for noother reason, themedicaldirector
role should be preserved as long as PAs continue to practice
medicine with physicians and other health care teammembers.
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The second role thatmedical directors have, which has been
lost in the latest version of the Standards, is that of program
advocate. Peer credibility and persuasion are among the most
important factors for affecting change. Despite their educa-
tional prowess, PAs and PhD faculty lack the professional qual-
ificationsorgravitas thatmaybeneeded to tip the scale inmajor
negotiations with other physicians. Clinical site development is
probably the most significant area in which the physician–PA
team can enhance negotiation and conflict resolution.

Finally, because of their exposure to medical education in
residency, medical directors are poised to play an increasingly
prominent role in PA program faculty development and
mentorship.9 Suffice it to say, the medical director role tran-
scends time and changes in our profession and can be most
effective when focusing on physician–PA team development,
program advocacy, and faculty development.
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EDITORIAL

The human brain is famously bad at predicting 
the future. Psychologists have built entire careers 
proving that idea. Not only does the mind fumble 

the task of assigning probability to uncertain events, it 
also has the nasty habit of revising past predictions, of 
convincing itself that it had the right answer all along. 
Or was, at the very least, pretty close.

That tendency puts a lot of pressure on healthcare histo-
rians who, it seems, cannot resist periodically turning their 
sights on the future even as they study the past. The chapters 
of physician assistant (PA) history are speckled with those 
few souls brave enough to put prediction to paper for the 
next generation to scrutinize. Although the rest of the world 
can stroke its collective chin and modify its predictions in 
hindsight, the well-intentioned scholars of yesteryear must 
face their forecasting follies in damning black and white.

As we celebrate the PA profession’s 50th anniversary, it 
is tempting to join their ranks and try to predict the next 
50 years, to make sweeping claims or paint postapocalyptic 
visions of the world our children might one day inherit. 
But that prognostication would almost assuredly fail. Besides, 
who has the patience to wait and see how it will all pan out?

In a show of solidarity with my not-so-clairvoyant 
predecessors, however, I would like to travel back in time 
and look ahead, as one might have done in the early days 
of the PA profession. Perhaps by predicting the past—those 
pivotal fi rst 50 years of the PA profession—we can avoid 
the mental traps of hindsight and use history as the guard-
rail for an intelligent forecast.

Here goes nothing.
The PA profession will remain a bastion of male domi-

nance in medicine. Like the graduates of early PA programs, 
the gender demographics will remain heavily skewed toward 
males, with a ratio of nearly 3:1. The early precedent of 
men dominating medicine, set by our physician counterparts, 
is too great to overcome; the PA profession will be forever 

considered a boys’ club. “Scrubs plus gender” will become 
ubiquitous hospital slang for guessing a person’s job title.

Southern states will become a PA stronghold. A no-
brainer, really. From its birthplace in North Carolina, the 
profession will proliferate in the southern states, an area 
where inadequate access to care—especially among rural 
and impoverished populations—will lead to instant accep-
tance of PA practice. Expect the Deep South to lay the 
blueprint for PA legislation while the more “elitist” 
Northeast turns its nose up at the profession.

The PA profession will mostly attract youngsters. In 1980, 
nearly 70% of PAs were under age 35 years. If anything, 
that proportion should only grow larger. Expect PAs to go 
to medical school in droves or to move on to second or 
third or fourth careers when reality does not live up to the 
excitement of TV medical dramas. A lack of salary growth 
and a scarcity of academic, research, and administrative 
positions mean PAs won’t stick it out through middle age.

The PA profession is unlikely to survive its fi rst 30, much 
less 50, years of existence. Just do the math. PAs face an 
uphill legislative battle, due in part to resistance from nurs-
ing lobbies (and even from some physicians), at nearly every 
turn. In addition, the 1980 Graduate Medical Education 
National Advisory Committee report suggests an impend-
ing surplus of physicians in the United States (seriously, 
look it up). The fi tness craze and technological advances 
means longer, healthier lives for all Americans. Physician 
salaries will plummet as they fi ght each other on the open 
market for the few remaining sick patients. Without a cost 
advantage, PAs will struggle to fi nd their place in healthcare 
and will eventually go the way of the dodo.

There you have it. It is a testament to the hard work of 
the Physician Assistant History Society and the countless 
PAs who have shared their tales that I am able to so fi rmly 
plant my feet in the past and look forward with all of the 
misplaced confi dence of a local meteorologist. Are these 
predictions absurd or merely ridiculous? I suppose only 
time will tell. Or a Google search. That would also work.

But at some point in the history of the PA profession, 
any one of the above scenarios seemed plausible, if not 
probable. Perhaps that is a lesson worth remembering. 
Despite the obvious futility, at this very moment, someone 
somewhere is predicting the future of healthcare with 
inexplicable certainty. They are soothing fears or urging 
action, spreading optimism or heralding doom.

And either way, they are probably wrong. JAAPA
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The physician assistant (PA) profession is known as 
a health workforce innovation. In the 1960s in the 
United States, the supply of primary care physicians 

was not meeting demand, and several infl uential leaders 
in the medical profession conceived of the idea of devel-
oping a new professional, a physician assistant who could 
help improve access.1 Sharing tasks previously reserved 
for physicians resulted in many technical, cultural, and 
professional challenges for PAs.2,3 Despite these unknowns, 
a group of pioneers decided to take the risk and train to 
become PAs. In the United States, the PA profession has 
progressed signifi cantly since its inception. It seems a 
fi tting exercise, while celebrating its 50th year, for the 
profession to consider its status as innovation, the result-
ing implications, and what that might mean for those 
who now decide to become PAs.

One way that innovations have been studied is through 
the diffusion of innovation theory.4 This theory has been 
applied to a wide array of innovations, from the use of 
hybrid corn by farmers to adoption of new drugs by phy-
sicians.5,6 Diffusion theory has been developed and used 
in a variety of traditions, so multiple perspectives and 
models exist.7 However, several ideas are common to all 
and key to understanding how innovations are adopted. 
First is that diffusion of innovation is a social process that 

occurs when one person talks with another who has already 
adopted the innovation.4,7

Second is that the speed with which an innovation dif-
fuses depends on three sets of infl uences: the innovation 
itself, the people who have to decide whether to take up 
the innovation, and the context.4,7,8

The innovation itself explains most of the variation (50% 
to 90%) in the rate of spread.4 Key among the character-
istics of innovations that are successfully adopted are the 
perceived benefi t of the change, compatibility with current 
needs, and adaptability and trialability of the adaptation. 
It is as true today as it was in 1965 that access to healthcare 
is less than ideal, making the perceived need and benefi t 
of PAs clear.9 The impressive increases in PA salaries to a 
mean of $102,163 also supports the idea that employers 
perceive the benefi t of PAs.10 Additionally, data from the 
federal Bureau of Labor Statistics demonstrate that from 
2000 to 2013, PA wages increased by 40% compared with 
the cumulative infl ation rate of 35.3%, and the data sug-
gest that demand for PAs exceeds supply.11

Similarly, adaptability and fl exibility are hallmarks of 
our profession, which was founded on the ideas of general 
training and negotiated performance autonomy.2,12 In the 
United States, the PA profession has certainly adapted over 
time, as is demonstrated by the expansion of scope of 
practice.13 However, perhaps the more convincing evidence 
of this is the international expansion of PA-like professions, 
which are now represented on all continents, and the 
adaptation of the profession to the needs of each country’s 
context.14,15 The PA model has been implemented in many 
countries as a vital part of management of infectious and 
chronic disease. In high- and low-resource countries, the 
PA model has improved access to healthcare and emerging 
evidence shows that the quality of care for certain condi-
tions is equivalent to that provided by physicians.14,16

The characteristics of people who may or may not take 
up the innovation and the context in which the innovation 
is introduced have been shown to infl uence the rate of 
adoption.4 Of particular importance is a person’s innova-
tiveness, or willingness to take risks. The relationship of 
this characteristic and when someone adopts an innovation 
has been replicated in studies of many types of innovations, 
resulting in the categorization of people into one of fi ve 
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categories from innovators to laggards.4 Medical innova-
tions, such as the PA profession, require that three sets of 
people take up the innovation—people who wish to become 
PAs, employing physicians or organizations, and patients. 
Certainly the number of PAs has increased over time and 
will continue to do so. Estimates suggest that the supply 
of clinically active PAs will grow to 127,000 by 2025.17 
Since 2010, the number of accredited PA programs has 
increased from 154 to 218, with more in the pipeline.17,18 
This increase in programs comes, no doubt, in response 
to the growing number of applicants, increasing by 255% 
from 2002 to 2011.19 Employers appear to look favorably 
on PAs. Between 2014 and 2024, PA jobs are estimated to 
grow at a rate of 30%.20 Finally, patients have demonstrated 
that they are satisfi ed with and welcoming of PAs.21,22

Contextual factors that infl uence the spread of PAs also 
seem to point in our favor. With an aging population, 
increases in prevalence of chronic illness, and shortages of 
physicians in many specialties, the need for PAs should 
increase.23 Similarly, the focus on improving access and 
quality of care while reducing costs also should be good 
for expansion of the PA innovation.24 However, two con-
textual concerns could alter the likelihood of expansion. 
First is that the innovation should be in line with the cur-
rent culture and values.4,8 The cultural shift that is occur-
ring in medicine toward teams has aligned PAs with the 
culture. However, because the Affordable Care Act will 
likely not remain in its current form, the team trajectory 
may not be certain. Leadership also plays a key role in 
diffusion of innovations. The limited number of PAs in 
leadership roles outside of the PA profession means we 
have limited infl uence outside our own sphere.

Thinking about factors that can infl uence the rate of 
diffusion is particularly important before the innovation 
has reached critical mass. Some believe that it is diffi cult 
to stop the spread of an innovation when a critical mass 
of 10% to 20% of people have adopted the innovation.4,8 
So have we reached critical mass of PA uptake in the United 
States? The answer is far from clear. PAs don’t make up 
10% of the clinicians in the United States (with an estimated 
926,119 physicians, 101,977 PAs, and 222,000 NPs, we 
make up only about 8% of clinicians).25-27 Similarly, data 
suggest that PAs provide only 5.2% of outpatient visits in 
the United States.28 However, fi ndings are encouraging in 
other areas. There is some evidence to suggest that more 
than 50% of US primary care physicians work with PAs.29,30 
Most importantly, patients seem to like us. In one study, 
23% of study participants reported that they would prefer 
PAs or NPs to physicians if they had to fi nd another primary 
care provider.31,32

At its 50-year anniversary, the PA profession clearly has 
made progress in its diffusion, but we still have to reach 
some of those later adopters. How we go about enticing 
the late adopters will be critical. Later adopters, who are 
by defi nition risk-averse, will likely be infl uenced by the 

amount of change occurring within the profession. There 
are a few key factors we will need to consider in our charge 
to speed up adoption. First is the degree of fl exibility we 
wish to keep in the profession. Because this is seen as a key 
positive for our profession, what will happen if we signifi -
cantly alter this founding principle?12 Second, who we accept 
into the profession needs to be considered. We fundamen-
tally need different types of people if we wish to stay the 
course, versus innovate.4 Finally, we need to consider the 
effect of our decisions on our international colleagues who 
are working on their own diffusion trajectory.

So is the PA profession still an innovation? A risk versus 
a safe bet? That depends on you and where you lie on the 
diffusion of innovation curve. JAAPA

REFERENCES

 1.  Carter R. PA history. J Physician Assist Educ. 2001;12(2):130-132.

 2.  Schneller ES. The Physician’s Assistant: Innovation in the Medical 
Division of Labor. Lexington, MA: Lexington Books; 1978.

 3.  Ford A. The Physician’s Assistant: A National and Local Analy-
sis. New York, NY: Praeger Publishers; 1975.

 4.  Rogers EM, Shoemaker FF. Communication of Innovations: A 
Cross-Cultural Approach. 2nd ed. New York, NY: The Free Press, 
A Division of the Macmillan Company; 1971.

 5.  Ryan R, Gross N. The diffusion of hybrid seed corn in two Iowa 
communities. Rural Sociology. 1943;8:15-24.

 6.  Coleman J, Katz E, Menzel H. Medical Innovation: A Diffusion 
Study. New York, NY: Bobbs Merrill; 1966.

 7.  Valente T. Network Models for the Diffusion of Innovations. 
Cresskill, NJ: Hampton Press; 1995.

 8.  Berwick DM. Disseminating innovations in health care. JAMA. 
2003;289(15):1969-1975.

 9.  Cooper RA. New directions for nurse practitioners and physi-
cian assistants in the era of physician shortages. Acad Med. 
2007;82(9):827-828.

 10.  National Commission on Certifi cation of Physician Assistants. 
2015 Statistical Profi le of Certifi ed Physician Assistants: An 
Annual Report of the National Commission on Certifi cation of 
Physician Assistants, 2016.

 11.  Quella A, Brock DM, Hooker RS. Physician assistant wages and 
employment, 2000-2025. JAAPA. 2015;28(6):56-63.

 12.  Hooker RS, Cawley JF, Leinweber W. Career fl exibility of physi-
cian assistants and the potential for more primary care. Health 
Aff (Millwood). 2010;29(5):880-886.

 13.  Walker C. 2016 Another banner year for the PA profession at the 
state level: 2017 looks to be just as groundbreaking. PA Profes-
sional. 2016:6-7.

 14.  Bangdiwala SI, Fonn S, Okoye O, Tollman S. Workforce 
resources for health in developing countries. Public Health Rev. 
2010;32:296-318.

 15.  Hooker RS, Hogan K, Leeker E. The globalization of the physi-
cian assistant profession. J Physician Assist Educ. 2007;18:76-85.

 16.  Drennan VM, Halter M, Joly L, et al. Physician associates and 
GPs in primary care: a comparison. Br J Gen Pract. 2015;65(634):
e344-e350.

 17.  Hooker RS, Cawley JF, Everett CM. Predictive modeling of the 
physician assistant supply: 2010-2025. Public Health Rep. 2011;
126(5):708-716.

 18.  Accreditation Review Commission on Education for the Physician 
Assistant. Accredited programs. www.arc-pa.org/accreditation/
accredited-programs. Accessed March 21, 2017.



SPECIAL ARTICLE

170 The PA Profession: 50 Years and Counting | Fall 2017

 19.  McDaniel MJ, Hildebrandt CA, Russell GB. Central Application 
Service for Physician Assistants ten-year data report, 2002 to 
2011. J Physician Assist Educ. 2016;27(1):17-23.

 20.  US Bureau of Labor Statistics. Occupational Outlook Hand-
book: Physician Assistants. Washington, DC. https://www.bls.
gov/ooh/healthcare/physician-assistants.htm. Accessed 
March 28, 2017.

 21.  Budzi D, Lurie S, Singh K, Hooker R. Veterans’ perceptions of 
care by nurse practitioners, physician assistants, and physicians: 
a comparison from satisfaction surveys. J Am Acad Nurse Pract. 
2010;22(3):170-176.

 22.  Cipher DJ, Hooker RS, Sekscenski E. Are older patients satisfi ed 
with physician assistants and nurse practitioners? JAAPA. 2006;
19(1):36-44.

 23.  Dunker A, Krofah E, Isasi F. The Role of Physician Assistants in 
Health Care Delivery. Washington DC: National Governors 
Association Center for Best Practices; September 22, 2014. 
https://www.nga.org/fi les/live/sites/NGA/fi les/pdf/2014/1409The
RoleOfPhysicianAssistants.pdf. Accessed March 28, 2017.

 24.  Hooker RS, Everett CM. The contributions of physician assis-
tants in primary care systems. Health Soc Care Community. 
2012;20(1):20-31.

 25.  National Commission on Certifi cation of Physician Assistants. 
Statistical Profi le of Certifi ed Physician Assistants, 2013. www.

nccpa.net/Upload/PDFs/2013StatisticalProfi leofCertifi edPhysician
Assistants-AnAnnualReportoftheNCCPA.pdf. Accessed March 
21, 2017.

 26.  American Association of Nurse Practitioners. NP fact sheet. 
Alexandria, VA; October 25, 2016. https://www.aanp.org/all-
about-nps/np-fact-sheet. Accessed March 28, 2017.

 27.  Kaiser Family Foundation. State health facts: total professionally 
active physicians. http://kff.org/other/state-indicator/total-active-
physicians/?currentTimeframe=0. Accessed March 21, 2017.

 28.  Centers for Disease Control and Prevention. National Ambula-
tory Medical Care Survey: 2013 State and National Summary 
Tables. https://www.cdc.gov/nchs/data/ahcd/namcs_summary/
2013_namcs_web_tables.pdf. Accessed March 28, 2017.

 29.  Hing E, Hsiao CJ. In which states are physician assistants or 
nurse practitioners more likely to work in primary care? JAAPA. 
2015;28(9):46-53.

 30.  Hing E, Burt CW. Characteristics of offi ce-based physicians and 
their practices: United States, 2003-2004. Hyattsville, MD: 
National Center for Health Statistics; 2007.

 31.  Dill MJ, Pankow S, Erikson C, Shipman S. Survey shows con-
sumers open to a greater role for physician assistants and nurse 
practitioners. Health Aff (Millwood). 2013;32(6):1135-1142.

 32.  Leach B, Morgan P, Everett C, et al. Patient preference in pri-
mary care provider type. Healthcare. 2017. In press.



www.JAAPA.com • www.JPAE.pub 171

What makes a leader? Is there a secret recipe for 
leadership and how do people fi nd themselves 
in leadership roles? As the number of practic-

ing physician assistants (PAs) in the United States has 
surpassed 100,000, hospitals and healthcare systems 
across the country are recognizing the need to engage PAs 
in administration and leadership. In 2013, a voluntary 
survey of PA administrators and managers indicated that 
about 36% of respondents identifi ed themselves as chief 
or lead PAs.1 The federal Bureau of Labor Statistics pre-
dicts a 30% growth in PA employment from 2014 to 
2024, which is much faster than the average growth rate 
for all occupations.2 PAs are being increasingly asked to 
take a seat at the proverbial table.

In honor of the PA profession’s 50th anniversary, we 
interviewed two renowned PA leaders—Marc Moote, MS, 
PA-C, and Benjamin Reynolds, MSPAS, PA-C, DFAAPA—
to learn from their experiences in order to determine what 
qualities make an effective PA leader and to analyze what 
key issues current PA leaders face. For more on these lead-
ers, see Profi les of two PA leaders. Moote and Reynolds 
both hold key PA leadership positions in their organizations, 
share certain leadership philosophies, and have had simi-
lar experiences throughout their careers. Collectively, they 
have more than 25 years of experience as clinical PAs; 
Reynolds holds a personal philosophy that he sees active 
engagement in clinical practice as an integral part of effec-
tive leadership.

Over the past 50 years, PA leadership has evolved. From 
PAs’ early roots of military medics and corpsmen to evolv-
ing roles in health systems and hospitals, leadership has 
been a constant but dynamic component for the PA pro-

fession for the past 5 decades. Although the title of chief 
PA may be a newer label, PAs have taken on leadership 
roles since 1967 when the fi rst PAs entered practice.3 As 
the population of PAs grows, the need increases for lead-
ership roles to help guide this burgeoning workforce. The 
healthcare market is calling for chief PAs and PA admin-
istrators to help optimize this growing workforce. The 
careers that Moote and Reynolds enjoy today are the 
product of more than 50 years of growth for the PA pro-
fession. Moote and Reynolds both cite their desire to 
improve healthcare systems and to develop increased 
representation for PAs as the main drivers for their assum-
ing the role of chief PA. Reynolds stresses that the “defi n-
ing principle as a PA leader [...] is to not lose sight of where 
the healthcare market is moving and what role PAs [...] 
can leverage to achieve success for our organization and 
patients. PAs bring value to every practice in which they 
work, and as a nation, we have not yet tapped into the 
full potential of this dynamic workforce.” PAs are known 
for serving as patient advocates and for keeping their eyes 
on the needs of patients and families, and both Reynolds 
and Moote view this as a guiding principle for PA leader-
ship and practice.

For this article, Moote and Reynolds offer some insights 
on their own experiences and comment on issues affecting 
PA leadership.

How would you describe your own leadership style?
Moote says his style is “driven, focused, and to great pur-
pose.” He describes the need to simultaneously balance 
and further the interconnected goals of providing the best 
care possible to his patients while also removing barriers 
to PA practice. An unwavering focus on improving the 
system helps keep him interested and motivated. Moote 
has also embraced the Lean framework, which allows him 
to work with others to solve problems rather than leading 
through mandates.

Reynolds says, “If I were to choose one word to describe 
my leadership style, it would be ‘collaborative.’” He 
explains that effective leadership requires continuous 
negotiation and engagement with other colleagues across 
different disciplines, including medicine, nursing, and 
administration. This collaborative approach lets them 
achieve each goal as a team and then use their shared energy 
to help fuel the next project.
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What are the key opportunities that brought you to your 
current role as a PA leader?
Before taking on their leadership roles, Moote and Reyn-
olds worked in a variety of clinical specialties, ranging 
from family medicine to neurosurgery, and with various 
patient populations. Both came to the realization that they 
could work to improve healthcare systems and opportuni-
ties for practicing PAs. Moote explains that he took on a 
new initiative to incorporate cardiac and venous throm-
boembolism risk assessment into the screening process for 
patients; his willingness to step forward was ultimately 
recognized by the hospital administration and resulted in 
his appointment as chief PA. Reynolds cites a personal 
realization that practicing PAs often lacked a level of 
organizational support. His subsequent collaboration with 
administration resulted in his ascension to chief PA for 
surgery and then to a systemwide director position.

Are there any factors that affect PA ascension into leader-
ship roles?
As we think about the future for PAs, Moote explains some 
key issues that continue to affect PA practice and ascension 
into leadership. PAs can be discouraged from entering 
leadership roles due to fi nancial disincentives to shift away 
from clinical practice, the lack of formal business training, 
and diffi culty navigating career pathways for PA-specifi c 
leadership positions. Although little data have been pub-
lished on the subject, an abundance of anecdotal evidence 
points to PAs facing the issue of attribution, in which 
episodes of care are attributed to attending physicians, 
making the benefi ts of a PA workforce seem invisible. 
Measuring the effect of the PA’s footprint is critical to 
quality and a patient’s overall experience. Reynolds hopes 
that “once that is understood and subsequently managed, 
[...] more leadership roles will open up [for PAs] as a way 

of maximizing their performance to the benefi t of the 
system. This is exactly how chief medical offi cer and chief 
nursing offi cer roles evolved.”

What are the biggest challenges that you face as a PA leader?
Moote and Reynolds both admit that the job of a chief PA 
does not come without its challenges, especially as provid-
ers are faced with healthcare reform, increased patient 
load, and productivity pressures. One of the greatest chal-
lenges for providers overall will be the shift from the cur-
rent fee-for-service care model to a value-based model. The 
current healthcare system is working to adapt to a future 
world of quality and outcomes, while simultaneously sup-
porting the current fee-for-service system in order to pay 
the bills. Moote explains that healthcare leaders are con-
tinually challenged by the sometimes-competing goals of 
“delivering on the triple aim, improving the patient expe-
rience [...], improving the health of populations, and 
reducing the per capita cost of healthcare.” On top of all 
of these pressures, PA leaders must focus on ensuring that 
practicing PAs deliver on the value proposition, but this 
task must be accompanied with rigorous measurements 
of outcomes and costs specifi cally attributed to care by 
PAs. This requires a shift in focus from volume and pro-
ductivity-related data to outcome-based data for PAs.

What are your thoughts on blended APRN and PA leader-
ship in an organization?
Moote’s views on blended APRN and PA leadership roles 
are highly dependent on the organizational culture. He 
highlights the fact that some organizations have joint 
leadership positions at the service level and at the system 
leadership level; blended service level leadership may be 
ideal for interprofessional teams where PAs and APRNs 
function similarly. To contrast, Moote also shares examples 

Profi les of two PA leaders

Marc Moote

Organization: Michigan Medicine, formerly 

the University of Michigan Health System

Title: Chief PA and administrative director for 

medical staff services

Clinical appointment: Multidisciplinary liver 

tumor clinic

Responsibilities: I am responsible for providing leadership 

and oversight regarding PA practice and acting as an 

administrative liaison to all clinical divisions, departments, 

and programs regarding PA practice, staffi ng, use, privileg-

ing, peer review, legal, and compliance matters. As the 

administrative director for medical staff services, I have the 

responsibility for credentialing and privileging all physicians, 

PAs, and APRNs.

Education: Graduated from the University of Detroit Mercy 

PA program in 2001.

Benjamin Reynolds

Organization: University of Pittsburgh Medical 

Center

Title: Director of the Offi ce of Advanced 

Practice Providers

Clinical appointment: Trauma and acute care 

surgery

Responsibilities: In this role, I am responsible for strategy, 

policy, workforce development, and scope of practice over-

sight for UPMC’s 770 PAs, 660 NPs, 400 certifi ed registered 

nurse-anesthetists (CRNAs), and 20 nurse-midwives across 

21 hospitals and 400 clinical sites of care. My job also encom-

passes clinical education oversight for nearly 700 PA, NP, 

and CRNA students whom our providers precept annually.

Education: Graduated from the former joint PA program of 

Seton Hall University and the University of Medicine and 

Dentistry of New Jersey in 2002.
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of organizations where system-level leadership is separated 
between PAs and APRNs, which helps to leverage coop-
eration while maintaining a leadership track specifi c to 
each profession. Reynolds, in his leadership position over 
PAs and APRNs, postulates that these blended roles will 
continue to become more common and will let leaders 
make decisions about deployment, recruitment, retention, 
and scope of practice with little variability among different 
advanced practice roles. Reynolds fi nds “that the advances 
and wins translate easily across all the professions contrib-
uting to a sort of synergy that makes moving a progressive 
advanced practice agenda easier.”

What would be your practical advice for those considering 
the next step into PA leadership?
For aspiring PA leaders, Moote and Reynolds highlight 
the importance of reading as much as possible. PAs can 
learn about their own leadership styles, identify their 
strengths and weaknesses, and keep abreast of trends in 
health policy. Reynolds describes reading as a “low-hang-
ing fruit” that has minimal costs and provides a valuable 
foundation for leadership development. To go one step 
further, Moote recommends that aspiring PAs should take 
leadership courses whenever possible; these can be focused 
on negotiation, managing diffi cult conversations, confl ict 
resolution, and change management among other topics. 
These training opportunities can give PAs a chance to 
practice leadership skills in a “low-stake” setting.

Despite their distinct experiences and unique leadership 
styles, Moote and Reynolds point to taking initiative as 
being a key method for traversing into leadership roles. They 
urge aspiring PA leaders to not be afraid, but rather to say 
“yes” to opportunities that are presented to serve on com-
mittees or to work on quality, safety, or process improvement 
projects. This willingness to step forward can help PAs stand 
out and showcase their skills and leadership abilities.

No secret recipe exists for leadership; rather, it is depen-
dent on one’s specifi c role and the experiences that are 
brought to the table. Moote stresses that “there is a sig-
nifi cant need for PAs to step into leadership roles. There 
will continue to be increased opportunities for PA specifi c 
leadership roles within hospitals and health systems as this 
trend continues to expand across the country.”

As Reynolds points out, the greatest challenge he faces 
is the responsibility to convince executives, physicians, and 
patients that receiving care from a PA must be the norm. 
This needs to be accomplished in the limited amount of 
time until reimbursement becomes predominantly value-
based and fee-for-service becomes a memory. Overcoming 
this challenge will let PAs embrace the opportunity to 
pursue leadership roles, such as healthcare system chief 
advanced practice offi cer, “where a PA [...] will be charged 
with broad authority to manage an advanced practice 
provider workforce to their maximum.”

As the healthcare system faces declining reimbursement 
and provider shortages, Moote believes that PAs will be 
increasingly called upon to function with higher levels of 
autonomy across most specialties and subspecialties. These 
are just a handful of lessons learned from two renowned 
leaders in their fi eld. Reynolds and Moote have been pio-
neers in PA leadership roles. As the number of chief PAs 
continues to grow, we are excited to see what the next 50 
years of PA practice will hold. JAAPA
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ORIGINAL RESEARCH

The number of new physician assistants (PAs) enter-
ing the profession has been growing rapidly. The 
annual number of new graduates is likely to triple 

from around 4,000 in 2002 to more than 12,000 in 2022. 
Because the average age of newly certifi ed PAs is 27 years 
and a career of 30 to 35 years on average is quite possible, 
the total number of practicing PAs is likely to grow sig-
nifi cantly during the next several decades.1

The rapid growth of the PA profession refl ects in part a 
growing demand for health services that, together with 
transformation of healthcare delivery and pressure to 
deliver services effi ciently, has created many opportunities 
for new PAs. However, the simultaneous growth in the 
production of physicians, NPs, and other clinicians raises 
the question as to whether the nation will overproduce 

PAs and other clinicians. Will supply exceed demand? If 
so, when, where, and how will the surplus be felt?

On the face of it, a tripling of production to meet short-
term needs seems likely to lead to a surplus eventually, 
at least in many parts of the country. Accurately predict-
ing when this is likely to happen, especially for an indi-
vidual profession like PAs, is extremely diffi cult given the 
number of factors that will infl uence supply and demand 
as well as the variations in need and healthcare delivery 
across the country. Based on available evidence discussed 
in this article, we anticipate that the job market will 
tighten in some specialties in some communities within 
the next several years, and opportunities will become 
more limited thereafter. Nevertheless, compared with 
other clinicians, PAs have the advantage of being able to 
enter a wide variety of specialties after graduation; this 
fl exibility is likely to mean that although job opportuni-
ties may narrow, good options are likely to be available 
in some specialties and geographic areas for many years 
to come.

The good news for the nation is that with the increase 
in educational capacity, PAs will be more available to 
help provide access to cost-effective care in the coming 
years. However, we strongly recommend that the leading 
PA organizations collaborate to develop a system to 
monitor supply, demand, and distribution of PAs by 
specialty and region and to provide this information to 
existing and potential PA programs and current and 
prospective PA students. This could help target resources 
to needed areas and specialties and avoid the pain and 
costs of surpluses.

FACTORS INCREASING DEMAND

The demand for health services has been growing rapidly 
in the United States for several decades. The main driv-
ers have been population growth and population aging; 
in the past 25 years, the nation’s population grew by 
65 million people, from 249 million in 1990 to 314 mil-
lion in 2014, and the number of people older than 
65 years increased from 31 million in 1990 to 43 million 
in 2014.2,3 In addition, modern medicine is keeping 
people with chronic illnesses alive longer. Recently, 
demand for services also has been increasing in response 
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ABSTRACT

The rapid growth in the physician assistant (PA) pipeline 
refl ects in part a growing demand for health services that 
has created many opportunities for new PAs. However, 
the simultaneous growth in the production of physicians 
and NPs raises the question as to whether the nation will 
overproduce PAs and other clinicians. Although the grow-
ing supply of PAs will help meet the nation’s healthcare 
needs, this study concludes that the job market for new 
PAs is likely to tighten. The authors recommend a system 
to track supply, demand, and distribution to inform the 
PA community and to encourage alignment of supply and 
demand.
Keywords: physician assistants, surplus, health workforce, 
supply, NPs, job market

Are we facing a physician assistant 
surplus?
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to  expansion of health insurance cov-
erage,  particularly through the Afford-
able Care Act (ACA). Not only has 
this increased demand in general, it 
has increased demand for care coor-
dination, management, and prevention, 
areas where PAs can make a major 
contribution.4

Three other factors have contributed 
to the increase in demand for PAs in 
particular. First, the delivery system is 
under great pressure to deliver services 
more effi ciently; this pressure is likely 
to increase in the future. A whole host 
of policies and programs, such as 
accountable care organizations, 
patient-centered medical homes, and 
bundled payments, have been put in 
place or are under development in 
pursuit of the goals of greater effi ciency 
and effectiveness. PAs have an impor-
tant role in this transformation.5 Sec-
ond, consumers have had positive 
experiences with PAs, leading to accep-
tance of their role in the delivery sys-
tem.6 Finally, a shortage of physicians 
has developed in some specialties and 
geographic areas, which has contrib-
uted to expansion in the use of PAs in 
teams with physicians to enable them 
to serve more patients.

FACTORS INCREASING SUPPLY

Good data on the PA educational pipe-
line are available from the National 
Commission on Certifi cation of Physi-
cian Assistants (NCCPA), the Physician 
Assistant Education Association 
(PAEA), and the Accreditation Review Commission on 
Education for the Physician Assistant (ARC-PA). As indi-
cated in Figure 1, the number of new PA programs has 
been growing for the past 25 years. The number of accred-
ited programs more than doubled from 60 in March 1995 
to 126 in September 2000; and another growth spurt is 
under way, with the 149 accredited programs in early 2010 
potentially growing to as many as 260 by July 2020, 
according to the ARC-PA. As of July 2016, there were 210 
accredited PA programs.7

As the number of programs has grown, so has the num-
ber of graduates. As seen in Figure 2, NCCPA reports that 
slightly more than 4,000 PAs were newly certifi ed in 2002, 
compared with 7,834 in 2015.8 The ARC-PA estimate of 
260 programs by 2020 would yield 11,700 graduates in 
2022, assuming 45 graduates per class, the current aver-
age.9,10 Thus, the number of new entrants per year could 

triple between 2002 and 2022. Some of the programs 
seeking ARC-PA accreditation may not actually be approved 
or may decide not to open, and a lack of clinical training 
sites also could limit growth. On the other hand, additional 
applicants not yet identifi ed may seek approval in the 
future. For purposes of this analysis, we use the most recent 
estimate from ARC-PA.

Although about 12,000 graduates will be entering the 
profession each year beginning about 2022, the cohort 
likely to be retiring would be PAs who entered 25 to 35 
years earlier and would probably number between 1,500 
and 2,500 per year.10 This is consistent with data from the 
NCCPA on certifi ed PAs showing 15,056 PAs in the 10-year 
cohort that is age 50 to 59 years.1 Thus, we may see the 
total supply of active PAs grow by 100,000 in the decade 
from 2020 to 2030, which is about equal to the number 
of active PAs in 2015.

FIGURE 1. Growth of PA programs since 19937

FIGURE 2. Newly certifi ed PAs, 2002-20228,15
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THE GROWTH OF NPS 

AND PHYSICIANS

At the same time that the PA pipeline 
has been growing, so too have been 
the pipelines for NPs and physicians. 
As seen in Figure 3, educational pro-
duction of NPs has grown even more 
rapidly than for PAs and in 2014 
exceeded 18,000.

As seen in Figure 4, the number of 
physicians entering graduate medical 
education (a good indication of the 
annual size of the physician pipeline) 
has been growing at a rate of 1.7% per 
year for the past decade.11 Although 
there were about 25,000 entrants in 
2005, this would rise to 34,100 in 
2023, assuming the continued 1.7% 
growth.

Given the efforts to promote inter-
disciplinary teams and improved care 
coordination, along with an aging and 
growing population, the increasing 
supply of PAs, NPs, and physicians is 
good news for the nation in terms of 
both access and costs. On the other 
hand, the ability of the healthcare sys-
tem to effectively use and incorporate 
more than one NP or PA for each phy-
sician remains to be seen.12

WILL THERE BE A SURPLUS?

PAs offer physicians and healthcare 
organizations a well-qualifi ed, fl exible 
practitioner. Current demand for PAs 
appears to be high in most specialties and in most areas 
of the country. Yet the current rapid growth in production 
is likely to lead to surpluses in some communities and 
specialty areas; an important question is which communi-
ties and in which specialties? In general, if physician 
workforce supply and demand patterns are also appli-
cable to PAs, some areas of the country and specialties are 
more attractive to practitioners, and the most desirable 
areas and specialties are likely to face a surplus before 
other areas and specialties.13 Conversely, areas and special-
ties that tend to be less attractive, such as rural and poor 
communities and specialties that historically have had a 
hard time attracting practitioners, could still face shortages 
even when the overall national supply appears more than 
adequate; these areas and specialties are likely to have job 
opportunities for PAs well after other areas/specialties are 
saturated.

Currently, the number of PAs per 100,000 population 
varies greatly by state, as seen in Figure 5. The 10 states 
with the greatest concentration of PAs have more than 

50 PAs per 100,000 population; the 10 states with the 
lowest concentration have fewer than 23, indicating that 
many states have considerable room to grow.1 A more 
comprehensive needs assessment would consider a variety 
of factors, including the supply of physicians, NPs, and 
other clinicians by geographical units smaller than states.

The continued growth in demand for PAs, along with 
little evidence of saturation even in the most desirable 
areas, suggests that the job market for PAs is likely to 
continue to be generally good for the next few years, 
although we must expect that some specialties and com-
munities will become saturated. Further out, we can expect 
a more signifi cant tightening of the job market for new 
PAs, with a more limited choice of specialties and localities 
in their job search.

NEXT STEPS

In the current climate of health workforce shortages and 
many PA job opportunities, imagining a surplus in the next 
decade is diffi cult. But with a tripling of graduates and 

FIGURE 3. Growth in NP graduates, 2001-201415

FIGURE 4. Growth in physician pipeline: Number of US medical and osteopathic 
graduates entering graduate medical education16,17
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continued growth in the number of programs, 
the profession must be cautious and careful 
not to overproduce. This situation happened 
in nursing in the 1980s and 1990s when, in 
response to severe shortages, the education 
sector sharply increased the annual number 
of graduates; the resulting surplus reduced job 
opportunities, which then produced a sharp 
drop off in applications.14 A profession wants 
to try to avoid cyclical surpluses and shortages.

Given the growing PA supply and the likeli-
hood of a health reform-driven job market 
changes over the next decade, we need an early 
warning system that can monitor the market 
to help limit cycles of shortage and surplus. 
To create such a system, we must track where 
the PA jobs are geographically and in what 
specialty areas. Good information is critical 
for both students and programs. Not only is 
there an enormous cost to schools of opening and closing 
programs, there is an enormous fi nancial and emotional 
cost to students if they cannot fi nd a job after graduation.

The NCCPA collects data on new PAs as they seek cer-
tifi cation. The PAEA collects data from PA programs. 
ARC-PA has data on organizations proposing new PA 
programs. The American Academy of PAs (AAPA) collects 
data from practicing PAs. With little additional effort, these 
organizations should be able to establish an ongoing system 
to monitor supply and demand by specialty and geographic 
area. For example, analysis of information from newly 
certifi ed PAs on their experience in the job market, when 
tracked over time, could reveal changes in demand by 
region and specialty.

We strongly recommend that such a system be established. 
Annual publication of these data would inform schools, 
students, and prospective students as to the current job 
market and reduce the likelihood of production overshoot. 
Although the US healthcare system has no mechanism for 
central workforce planning, providing information to 
inform existing and potential programs, students, and 
policy makers will help them to make informed decisions.

Directly monitoring the experiences of new PAs in the 
job market every year will provide a good picture of the 
current demand and opportunities for PAs, but other fac-
tors also should be monitored because they will infl uence 
the future use of and demand for PAs in particular areas 
and specialties. These include PA retirement rates and 
career pathways, migration patterns, the supply and use 
of physicians and NPs, and public and physician attitudes 
to further expansion of PA responsibilities.

There is not a single ideal or right number of PAs. In an 
age of increasing use of healthcare teams composed of dif-
ferent professionals, many combinations and permutations 
of practitioners could lead to cost-effective and quality care. 
Further, the number and mix of caregivers will vary signifi -

cantly by specialty, region, and setting. In some specialties, 
a preferred mix might be two or three PAs for each physician; 
but in other specialties, it might be one PA for each two or 
three physicians. Our ability to forecast future needs and 
demand would benefi t from information on trends in staff-
ing by discipline. Research on the effect on outcomes also 
is urgently needed to support informed decision making.

Although the future is very bright for the PA profession, 
monitoring supply, demand, use, and distribution is needed 
to help align educational production with the needs of the 
nation. JAAPA
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COMMENTARY

Will the market for physician assistants (PAs) reach 
saturation some day? Will there be so many PAs 
and NPs that adding one more will lower the 

value of their services? According to applied labor theory, 
when the ratio of physicians to PAs is high (that is, 
approaching 1:1), one additional full-time equivalent (FTE) 
PA might offset one FTE physician. After 50 years of PA 
presence in the United States, the demand continues to 
exceed supply. However, as the ratio becomes lower, with 
fewer physicians and many PAs, the value of each additional 
PA might be small. That begs the question; what MD-to-PA 
ratio is optimal such that the marginal cost of a PA equals 
the marginal value of a PA? The marginal cost of the PA is 
what it costs an employer to hire an extra PA (salary and 
benefi ts). The marginal value of an additional PA (in terms 
of substitution) is the savings from not having to pay sal-
ary and benefi ts for an additional physician. If, for exam-
ple, a family medicine physician costs, on the average, the 
employer twice as much as a family medicine PA, the 
optimal staffi ng ratio is that point where two PAs can 
substitute for one MD. If the ratio is below that optimum 
in terms of hiring too few PAs, either a practice could 
fi nancially benefi t from hiring more PAs or the salary and 
benefi ts of PAs are below what the PA is worth.

Cautionary tales about an oversupply of PAs and NPs 
are beginning to emerge, at least in the United States, and 
in this issue of JAAPA, Salsberg and Quigley offer their 
predictions based on the theory of healthcare organization 
effi ciency (“Are we facing a physician assistant surplus?” 
page 40). Will the predicted annual supply of 30,000 
physicians and 25,000 PAs and NPs in 2024, on top of 
perhaps 708,000 clinically active physicians and 235,000 
clinically employed PAs and NPs in 2015 already in the 
population, adequately address the scarcity of medical 
labor in the American market, or will it exceed demand?1,2 
With a national ratio of clinically active physicians to 

When will physician assistant 
supply exceed demand?
Roderick S. Hooker, PhD, MBA, PA

licensed PAs and NPs of about 3:1, the capacity of a clunky 
entrepreneurial and socialized healthcare system will likely 
hold more providers of all types. Conversely, will the lower 
employment cost of a PA edge out a physician, or will the 
traditional dominance of a doctor squeeze out the PA? Will 
supply induce demand, or will a rational market seek some 
optimal ratio? A model for what constitutes an ideal 
medical supply and demand that incorporates all who are 
at the top of their license has only been theorized and never 
observed.3

All three professions are experiencing growth (albeit 
differently) but concurrently the physician career arc is 
shortening.4 At the same time, extraordinary statistics on 
the demand side of the equation are also emerging. For 
example, one-third of all baby girls born in this century 
are predicted to live to be centenarians—an unprecedented 
phenomenon that has signifi cant demand implications.5 
The global burden of disease study reveals trends in ailment 
and injury incidence, prevalence, and years lived with dis-
ability that will affect regional and national health policies 
at rates never imagined.6 Larger populations of older adults 
and better treatments for diseases, coupled with newer 
technology, may tax healthcare professionals and systems 
in ways for which we are not prepared. Changes in age 
groups, sex, and lifestyle have already altered the annual 
and career productivity of physicians.7 Nor have the prom-
ises of medical homes and accountable care organizations 
delivered what they purport.8,9

In the end, little is predictable about PA and NP supply 
and demand because the practice patterns of these profes-
sionals are dynamic and poorly tabulated. Health services 
research into the activity and productivity of PAs and NPs 
is still in its early childhood, in part because the professions 
are young and in part because of tepid attention from 
national professional societies and their leaders. If the 
substitution of physician services is to be understood, then 
more prospective, granular, and sophisticated research 
needs to be undertaken—otherwise, the debate about how 
many PAs are enough will go on endlessly. More advanced 
modeling of the American health workforce in general, 
and of PAs specifi cally, is required for understanding where 
demand, cost savings, and value lie. The issue of medical 
shortages has emerged as critical if society’s health is to be 
maintained and at no time has there been a greater demand 
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for PAs.10 Salsberg and Quigley are right in addressing the 
question about PA market saturation. Needed is focused 
research on work style, team-based roles, and career tra-
jectories more than wishful thinking that healthcare orga-
nizations are on the brink of effi cient breakthroughs. They 
are wrong that graduation rates of PAs can be controlled 
any more than physician or NP rates in a highly capitalized 
system. JAAPA
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EDITORIAL

The golden anniversary of the PA profession is here! 
JAAPA launched its special anniversary content 
series a year ago, and now it comes to an end. 

The PA profession, once a nontraditional career, is fully 
established. Thousands of students apply to and enter 
PA programs annually, and more than 115,500 certi-
fi ed PAs practice in the United States in every specialty 
and clinical setting. The future looks bright. However, 
Everett and Quella reminded us in “Diffusion of PA 
innovation: Risk-taking vs. safe bet” (June 2017) that 
PAs face important new challenges and opportunities 
in the years ahead.

Let us highlight a few themes from the anniversary col-
lection as we look to the future.

FLEXIBILITY REMAINS CRITICAL

From the beginning of the PA profession to today, fl exibil-
ity remains a critically important and powerful phenom-
enon within the PA movement. A generalist education with 
clinical and interpersonal skills that translate across myriad 
practice settings has powered PA adaptability. This fl exibil-
ity, novel to US healthcare, enables PAs to evolve in concert 
with patient needs, advances in biomedical knowledge, and 
disruptive changes in the healthcare system. Adaptability 
and fl exibility were powerfully illustrated in “A history of 
PAs in the US Public Health Service” (December 2016), 
“Presidents as patients: A White House PA recalls his ser-
vice” (January 2017), and two pieces about the fi ght to 
establish practice regulations for PAs in New Jersey and 
Mississippi (April and May 2017, respectively).

PIONEERING NEW TRAILS

Refl ections from four physicians, each in collaborative 
practice with PAs across different generations, offered an 
interesting vantage into this unique professional relation-
ship and its progression over time. “PAs: Public awareness 
and the popular media” (July 2017) examined the social-
ization of PAs in the United States in an unconventional 
way. This story revealed an important, largely underused 
opportunity to strengthen public perception of PAs in the 
future. And, Pederson and Wendel shared an inspiring and 
heartbreaking story about a PA who single-handedly took 
the profession to new heights (April 2017). These stories 
and others are evidence that PAs continue to pioneer new 
paths to increase access to high-quality healthcare and 
improve the health of our communities.

A CALL FOR LEADERSHIP

Stories from the anniversary collection point out impor-
tant gaps, challenging us to face new paradigms and 
emerging cultural norms that can strengthen the PA 
profession. Leadership was a dominant theme. One piece 
(June 2017) that took a personal look into two successful 
clinical leaders made the call for PAs to assume a “seat 
at the table.” Most of us became PAs to care for patients 
and families. However, as our profession grows, we must 
embrace leadership and not abdicate the responsibility to 
shape healthcare policy and the models of care in which 
PAs practice. Collaboration has been a defi ning quality 
and strength of PA practice for 50 years. We must recon-
cile a path that embraces interprofessional collaboration 
but increasingly empowers the profession to drive its own 
journey ahead. The potential risks of being silent on mat-
ters such as national healthcare policy was evident to us 
in “The GMENAC report and the PA profession” (October 
2016).

As this editorial is being written, partisan politics and 
tension permeate the discussion of US healthcare policy 
on Capitol Hill mitigating any meaningful improvements 
or reform. Although the PA profession has spent recent 
years building and improving the regulatory foundation 
for PAs state by state, PAs have been relatively silent on 
the national healthcare policy debate. The future of recent 
expansions in healthcare insurance coverage for Americans 
appears uncertain. Is this public silence from the PA 
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 profession a strategic move or evidence of inadequate 
capacities for leadership and risk-taking?

New PA programs are developing rapidly with local 
feasibility studies occurring in the absence of any meaning-
ful national scans. Recent frictions among internal stake-
holders within the profession may have distracted attention 
away from these national health policy and workforce 
issues. A case to prioritize these discussions was made by 
Hooker in “When will physician assistant supply exceed 
demand?” (November 2016) as well as by Salsberg and 
Quigley in “Are we facing a physician assistant surplus?” 
(November 2016).

WHAT LIES AHEAD?

In “Predicting the past” (July 2017), Reed shrewdly reminds 
us that trying to predict the profession’s future is a fool’s 
errand. Although we will not dust off any crystal balls 
here, we speculate that 25 years from now the full effect 
of the profession’s decision to move to advanced degrees 
will manifest. Will this dramatically change who we are 
as a profession? How diverse and inclusive will the PA 
profession be? Will requiring advanced degrees for entry 
into the PA career be associated with improved care for 
patients or greater success in negotiating professional 
autonomy or self-regulation? One hope we share is that 
the benevolence and altruistic character that have defi ned 
PAs for 50 years will continue to mature. Although the 
tendency to volunteer and serve our communities remains 
common among PAs, a culture of philanthropy is lacking 
despite today’s highly competitive salaries. Maybe we 
should make October’s PA Week a time of giving for PAs, 
highly publicize this priority, and acknowledge contribu-
tions and successful projects.

As the PA career is now well established, we must 
prepare ourselves for the emergence of new careers and 
thoughtfully consider potential relationships and inter-
dependencies. In the same way that PAs were welcomed 
by some established professions and disregarded by oth-
ers, will we elect to advocate for and support the develop-
ment of careers that fi ll gaps in our healthcare system? 
Similarly, should PA organizations increase their support 
for the global development of PAs and similar workforce 
derivatives? What are the potential advantages and dis-
advantages of global mobility for PAs? Our anniversary 
collection included pieces about the evolution and chal-
lenges of the PA movement in Canada and the United 
Kingdom (January and April 2017, respectively) but this 
only scratches the surface of the global adoption and 
adaptation of PAs.

We hope you have enjoyed the 50th anniversary content 
as much as we have enjoyed developing it. The editors 
want to acknowledge the tremendous contributions of 
those who brought the collection to life, including contrib-
uting authors, historians, and numerous collaborators 
from the American Academy of PAs, Physician Assistant 
Education Association, and the PA History Society.

“In this volatile business of ours, we can ill afford to rest 
on our laurels, even to pause in retrospect. Times and 
conditions change so rapidly that we must keep our aim 
constantly focused on the future.” These remarks from 
Walt Disney resonate with us and feel inexplicably relevant 
to the PA profession. At our golden anniversary, let us 
commit to 50 more years of risk-taking, ingenuity, and 
collaboration. And let us ensure that the well-being and 
interests of the patients and communities we serve are at 
the heart of every decision. JAAPA
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50 Years. . . So What and Now What?
David P. Asprey, PhD, PA-C, Editor in Chief

It has been an amazing privilege forme,
as editor in chief of JPAE, to oversee the
process of inviting and selecting the
manuscripts, letters, and artwork for
this special edition of our journal cele-
brating the 50th anniversary of the
physician assistant (PA) profession. I
trust that you will enjoy reading and
thinking about the content presented in
this special edition. It is a great oppor-
tunity to visit or revisit the accomplish-

ments and successes of the profession and, perhaps even
more important, to be reminded of the challenges and
obstacles we have overcome along the journey. As I per-
sonally contemplated this milestone for our profession, I
spent some time thinking about the significance of this
occasion. Specifically, I asked myself, “50 years, so what?”
And then, “Now what?”

Having entered the PA profession 30 years ago this year,
I have been around for all but the very early and formative
years of the profession and have had the pleasure of get-
ting to know many who had a significant role in the
founding of the profession. In addition, I have spent over
25 years associated with PA education and observing
the changes in scope of practice, legislative authority,
and struggles around level of supervision, prescribing
authority, etc. Just like an infant who changes almost daily
before our eyes during the first year of life, our profession
has also been changing almost daily during our early years
as well.

Let’s start with the so what. Fifty years may not seem all
that long of a period to some of us, as most people in the
United States today live well beyond 50 years and have
a context in which to imagine this span of time. In compar-
ison to other professions, we are relatively young. The
practice of medicine by physicians has existed for many
centuries, as far back as the 4th century, and formally trained
physicians at universities go back as far as the 12th century.
Nursing has existed since the 1600s and physical therapists
since the late 18th century. So what is all the fuss about us
reaching 50 years—just half a century, a mere 5 decades as
a profession?

As a student at the University of Iowa PA Program in the
mid 1980s, I recall that I was a little bit anxious about
whether this very young profession was really going to be
around for the long haul, that it would survive the threats to

its existence and really become solidly established. Today,
very few, if any, students probably even entertain the notion
that the PA profession will not continue to exist for the
foreseeable future. In reflecting on reaching 50 years as
a profession, I believe that it is an incredibly important
milestone. As a new graduate, I often foundmyself needing
to explain to patients what a PA was and the role that they
filled, and I had to win over their trust with my knowledge,
skills, and compassion. Today, most new graduates are
afforded the luxury of not having to describe their role as
a PA as we have reached a critical mass, and most patients
have had previous exposure to our profession. This fact
alone speaks volumes to the progress we havemade on this
our 50th anniversary.

We have seen amazing growth in our profession both
within in the United States and around the world as is
outlined in various articles in this special edition of the
journal. The PA concept has been validated in many dif-
ferent ways and in various settings. Increasingly, we are
seeing our profession represented among regulatory
agencies, legislators, and policymakers alike, with a seat
at most tables of any significance. This growth and estab-
lishment as a legitimized health profession is extremely
rewarding and reassuring. As I try to place myself back in
time to my seminar class during PA school, discussing the
issues facing our profession, I do not think I could have ever
imagined that we would be where we are today with 224
accredited PA programs, PAs recognized, practicing, and
prescribing in every state, and more than 115,000 PAs in
practice across the country. I will admit that we have
exceeded what even the most optimistic of our early
founders had envisioned for this early stage in our career.
For that reason, the answer to so what is. . . we should take
a moment as a profession to reflect on these amazing
accomplishments and celebrate our collective achieve-
ments. Well done!

So now what? Where do we go from here? Although our
profession has made incredible progress in the first 50
years and is poised to continue to expand, we must not
become complacent. We are all familiar with fables and
stories that portray a strong individual who is far ahead in
a race or competition who then relaxes or coasts only to be
beaten to the finish line by a competitor who persistently
hustles to the end. So how will our profession proceed from
here? Will we or have we become satisfied? Are we coast-
ing? Will we use our successes to date as momentum to
pursue continued improvements in our practice acts and
find additional ways to improve the delivery of care tomore
patients who are in need? Are we willing to channel the
spirit of the pioneers of our profession who consistently put
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in the extra time and effort that is required to advance our
profession against resistance?

As delighted as I am today with all that we have achieved, I
urge each one of us, whether new to the profession or having
been a PA for decades, to continue to push hard all the way to
the finish line, to be willing to participate in advocacy and
education, and to seek out representation at the various levels
of regulation impacting the practice ofmedicine as a PA. I hope

that each one of us, after reflecting on the successes of our first
half-century, will commit tomaking the profession substantially
better before the celebration of our next anniversary.

Congratulations to our profession on an amazing first 50
years. Now let’s commit to having much more to celebrate at
our next anniversary.

Email: david-asprey@uiowa.edu
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GUEST EDITORIAL

Physician Assistant Education: 50 Years and Counting
William C. Kohlhepp, DHSc, PA-C

This special issue of our journal marks amomentousmilestone
for the physician assistant (PA) profession: 50 years since the
first PA students became the first PAs and started helping to
address a nationwide health care shortage.

Andwhata50years it hasbeen!Since thosefirst 3 trailblazers
crossed the stage at DukeUniversity in 1967, PAprograms have
produced well over 100,000 PAs, who have treated millions of
patients. We have grown from a handful of students at one PA
program to more than 20,000 students taught by more than
2000 dedicated faculty. Our graduates are an established and
crucial elementof theUShealth care system, andourprofession
is in high demand by both applicants and employers.

You will find many further examples in this issue of the
remarkable transformation of a bold experiment in medical
education into a firmly established profession. And we
appropriately celebrate these achievements. But as impres-
sive as our growth has been, there is little time for resting on
our laurels. New challenges face us.

Both education and health care are changing rapidly, and
PA education sits at the confluence of these 2 dynamic forces.
In health care, we have seen that rising costs lead to a need for
providers to better understand the business side of medicine,
and for a new focus on prevention, patient education, and the
capturing of data on provider efficiency and quality. Tech-
nology, including electronic medical records, telemedicine,
and remote monitoring devices, is changing the nature of the
patient–provider relationship. And the continuing specializa-
tion of medicine has put an even higher premium on team-
based care, as no one provider can possibly master even a
small fraction of the medical knowledge that is now available.

Education, too, has changed, driven by factors such as
technology (online and blended learning, simulations), new
approaches to teaching (flipped classroom), increased diver-
sity of faculty and students, and that same explosion of med-
ical knowledge, which requires us to refocus from simply
imparting knowledge to teaching students how to find and
critically evaluate knowledge.

There is every reason to think that these changes will con-
tinue, and that the pace of change will only increase. Which
requires that we as PA educators—and we as the Physician
Assistant Education Association (PAEA)—constantly reflect on
what we are training students to do, adapt to changing needs,
and determine the path forward. Wemust embrace our role as
gatekeepers of the profession.

In the coming years, new approaches to PA program
recruitment and admissions may be necessary to reflect the
changing demographics of our nation and the noncognitive
skills needed to flourish in today’s health care environment.
New kinds of assessments will need to be developed, as we
determine the most important learning outcomes for our
students and design rigorous tools to help ensure that these
are achieved. A new focus on outcomes over processes will
also require new approaches to assessment, as well as more
sophisticated systems for gathering and interpreting data.

And PAEA is working in all these areas. As we look back on
50 years of our profession, it is striking how much the Associ-
ation itself has evolved. With more staff, a strategically ori-
ented board, mission-focused volunteer structure, and stable
resources, we are now better positioned than ever before to
assist programs and faculty with articulating challenges and
providing resources to help our members meet those
challenges.

In 50 years, we have come a longway together. But I believe
that ourprofessionand theworldof PAeducationwill continue
to evolve dramatically—as will our flagship journal. I look for-
ward to reading about the next decade’s changes in the 60th
anniversary issue. Congratulations to all who were involved in
producing this important record of the first 50 years of our
profession.

WilliamKohlhepp,DHSc,PA-C, ispresidentof thePhysicianAssistantEducation
Association anddean of the School of Health Sciences atQuinnipiac University in

Connecticut.
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GUEST EDITORIAL

Role of Advocacy in the Future of Physician Assistant
Education
Rep. Karen Bass, D-CA

The 50th anniversary of our profession is certainly a cause for
celebration and also a time for recognition of those who have
embraced the work of providing high-quality health care to
our nation’s citizens. Together, the physician assistant (PA)
community and PA educators who have dedicated their lives
to training new generations of providers have expanded
access to primary care in rural and underserved areas and
consistently pursued excellence.

While we have numerous accomplishments to celebrate at
this 50-year milestone, our shared work to advance our pro-
fession is still underway. As the PA community continues to
grow, we have much left to achieve through federal policy
reform in modernizing PA education, enhancing the capacity
of PA programs to promote public health, and expanding
eligibility for federal program incentives to PAs. As the only PA
inCongress, I know that federal advocacy will remain critical to
the continued success of the PA profession and to PA
education programs in the coming years. This is particularly
true in the caseof Title VII programs, whichplay a crucial role in
allowing PA education to thrive.

Earlier this year, I reintroduced H.R. 1603, the Physician
Assistant Higher Education Modernization Act, a key piece of
legislation dedicated to empowering PA education programs
to advance the mission of our profession. H.R. 1603 would
increase the level of federal financial aid available to PA stu-
dents, provide new incentives for faculty and program devel-
opment, and promote diversity by prioritizing Historically
Black Colleges and Universities and Hispanic-Serving Institu-
tions in existinggrant programs. In conjunctionwith staff at the
Physician Assistant Education Association, my office crafted
this legislation in recognitionof the valuesof the PAprofession
to promote diversity and encourage education development;
its enactment is a high personal priority.

In conjunction with the American Academy of Physician
Assistant, I have also introduced H.R. 1604, the Health IT
Modernization for UnderservedCommunities Act, in the 115th
Congress. This legislation addresses a notable deficiency in

current policy by promoting reimbursement equity among
health care professionals and designating PAs as eligible for
Medicaid payment incentives when adopting electronic
health records. I support the continued adoption of electronic
health records, as a means of advancing our profession’s
ongoing pursuit of excellence, and this common-sense
change in federal policy will be an invaluable contribution to
the ability of PAs to provide 21st century care to all patients.

A third piece of legislation that I have introduced in the 115th
Congress is H.R. 1605, the Physician Assistant Education Public
Health Initiatives Act. This crucial bill would enshrine in statute
a provision mandating practice improvement activity credit for
Merit-based Incentive Payment System (MIPS)-eligible pre-
ceptors of PA students, reauthorize the Title VII Primary Care
Training and Enhancement grants program through fiscal year
2022, and provide new grants for cutting-edge research in PA
education. Through conversations with PA educators, I have
learned of the mounting challenges that programs face in
equipping the next generation of PAs to provide high-quality
care and the importance of federal policy in addressing these
challenges. To that end, H.R. 1605 would represent a significant
step forward for PA educators, aspiring PAs, and patients.

Throughout the history of the PA profession, the role of
federal policy in supporting and advancing the PA community
has been invaluable. Funding for innovation in PA education
through Title VII grant programs, financial aid for PA students,
and new opportunities for recent graduates to serve in rural
and medically underserved areas have provided PAs with the
resources necessary to pursue the common mission of our
profession. As we move forward together, I will continue to
work tirelessly to advance policy initiatives that will allow the
PA community to reach its goal of providing high-quality,
equitable care to all patients. I hope you will join me.

Congressmember Karen Bass represents the 37thDistrict of California in theUS
HouseofRepresentatives. Correspondence for Rep.Bass canbe sent to zachary.

seidl@mail.house.gov.
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GUEST EDITORIAL

Addressing Health Care Challenges Through
Collaboration
Darrell G. Kirch, MD

On behalf of the Association of American Medical Colleges
(AAMC), I would like to extendmywarmcongratulations to the
Physician Assistant Education Association (PAEA) and to all
physician assistants (PAs) on the celebration of the pro-
fession’s 50th anniversary! This milestone offers a moment to
reflect onhowvital PAs are to theprovisionof health care in the
United States. When I began medical school at the University
of Colorado (CU) in the mid-1970s, CU had just established its
PA program, and the profession itself was still in its infancy. At
the time, few of us could have imagined that the partnership
between our 2 professions would evolve to become so critical
to the success of each and so central to the provision of
excellent care in the United States.

Physicians and PAswho are graduating now are beginning
their practices in a time of great change and uncertainty in
health care. We are wrestling with major challenges—from
our national divisions about how to provide and finance care,
to reshaping health education to match the realities of
today’s learners, to addressing issues of burnout across the
health professions, to solving the problems of social inequity
and health disparity within our communities. Many of these
challenges cannot be solved without systemic reform at
a national level, for which our hopes have been frustrated by
the realities of our politics and a lack of compromise in
Washington.

But our health care challenges also present opportunities
for us to strengthen our partnerships and improve interpro-
fessional education and collaborative practice. Since the 1972
Institute of Medicine report Educating for the Health Care
Team, health care leaders have talked about the imperative of
a team-based approach. In our current moment of uncertainty
and change, that imperative is greater than ever. High-
functioning health care teams are better situated to provide
community care and address health professional shortages.
Team-based care enhances clinical outcomes, improves effi-
ciencies in care, and promotes cost effectiveness. This time of
great challenges is also one of great excitement, as our health

care models shift to better incorporate close cooperation
across all the health professions.

Achieving true team-based care begins with training
learners in interprofessional collaboration. Medical schools
are now expected to provide interprofessional experiences,
bringing students of different health professions together to
better prepare them for team-based practice. Faculty and
senior leaders in medical schools, PA programs, and teaching
hospitals across the country are leading the charge to realize
our collaborative vision of the future. Perhaps most impor-
tantly, they aremodeling the typeof respectful behavior that is
necessary for health care teams to function at a high level.
Learning to work together in respectful and inclusive envi-
ronments is key to creating a culture of wellness and to
addressing the problems of burnout that affect all the health
professions.

In this time of national uncertainty and division, it is more
important than ever to strengthen our community of health
professionals. Successful interprofessional education and
practice represent the best of what we can accomplish when
we work together to overcome our challenges and bridge our
divides. The fact that the AAMC and PAEA now share space
under the same roof in Washington, DC, affirms our close
partnership and creates additional opportunities for collabo-
ration, establishing a platform on which we can build an even
stronger relationship over the next 50 years. Together in this
building, we are working to create a health system of tomor-
row that will be efficient, value based, and composed of high-
functioning, interprofessional teams. As health education and
practice continue to evolve to address the needs of 21st
century care, the relationship between physicians and PAs
represents how the health professions can work together to
address our challenges and improve the health of individual
patients and entire communities across the country.

Darrell Kirch,MD, is president andCEOof the Association of AmericanMedical

Colleges. Correspondence for Dr. Kirch can be sent to kpetelle@aamc.org.

The author declares no conflict of interest.

J Physician Assist Educ 2017;28(3S):S5

Copyright ª 2017 Physician Assistant Education Association

DOI 10.1097/JPA.0000000000000161



188 The PA Profession: 50 Years and Counting | Fall 2017

GUEST EDITORIAL

Building on a Strong Foundation for the Future
Stephen C. Crane, PhD, MPH

First and foremost, a hearty congratulations to the entire
physician assistant (PA) profession for reaching its 50th anni-
versary! This is no small achievement in a highly competitive
clinical and a highly charged political environment at the state
and national levels. Each individual PA, each member, leader,
and staff member of the Physician Assistant Education Asso-
ciation, the American Academy of PAs, and the National
Commission on Certification of Physician Assistants, and each
state chapter should feel a great sense of personal and col-
lective pride and accomplishment.

Over these years, the PA profession has contributed sig-
nificantly to increasing access to affordable, high-quality
health care around the nation and in the military. The PA
profession has offered a pathway for many individuals from
diverse backgrounds to enjoy a highly rewarding and satisfy-
ing medical career. And perhaps most importantly, the PA
profession has demonstrated the clear value and importance
of the team approach to patient-centered care.

The health care system today is very different from that of
the 1960swhen thePAprofession emerged. There is no longer
talk of a surplus of health care professionals—the shortages of
all health professions are only too apparent. The dominant
practice environment is no longer the solo or small group
practicebut largehealth care networks, hospitals, or academic
medical centers. And there are few, if any, health professions
today not practicing a team approach to the delivery of their
care.

To be successful over the next 50 years, the professionmust
build on its foundation in the teaching and practice of medi-
cine as well as close, collegial working relationships with
physicians in all specialties. The flexible scope of practice
derived from physician delegation likely will be further
supplanted by institutionally driven systems of credentials

review based on documented competence and certifications
to practice. More than ever, continuous learning and skill
advancement will be needed both to keep up with the rapidly
evolving practice of medicine and the “competition” from
other health professions.

The PAprofessionmust always keep its focus on the patient
and the delivery of the highest quality care. Very few clinicians
today truly practice independently, as such practice was
described 50 years ago. Virtually, all health professionals are
dependent on and rely on each other to meet the highly
complex needs of an aging population where comorbidities
are the rule and not the exception. However, as it was 50 years
ago, the principal challenge for PAs will continue to be how to
adequately demonstrate the skill, knowledge, and capacity to
provide high-quality services acquired through formal learn-
ing and experience on the job.

From where I sit as the executive head of a professional
and scientific society focused on pulmonology, critical
care, and sleepmedicine, I can say without a doubt that PAs
are a well-accepted, highly respected, and in-demand
profession. PAs have “arrived,” and they are a sought-
after profession as much as any other to meet the chal-
lenges of today’s health care system and the complex
problems presented by patients. My simple watchwords for
the future would be to continue to grow in medicine,
practice team care, eschew professional aggrandizement,
advocate fervently for patient-centered health policies at
the state and national levels, and always, always focus on
the patient first.

Stephen Crane, PhD, MPH, served as the executive vice president of the
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INVITED

Challenges of Clinical Education
Darwin Brown, MPH, PA-C; Jacqueline N. Sivahop, MS, PA-C

Abstract As we celebrate the 50th anniversary of the
physician assistant (PA) profession and specifically PA
education, think of the tens of thousands of clinical
preceptors who were or currently still are involved in the
education of PA students. The clinical phase of PA pro-
grams has become the rate-limiting issue in PA education.

For decades, developing clinical education sites was
relatively easy. Over the last decade, rapid expansion in
medical, nurse practitioner, and PA education programs has
resulted in greater challenges in obtaining necessary clinical
training sites. This article attempts to address several of the
current challenges in PA clinical education.

INTRODUCTION

“Houston, we have a problem.” This famous saying, slightly
misquoted for dramatic effect in the 1995 film, Apollo 13,
was spoken by the astronauts after the Apollo 13
spacecraft developed problems in outer space.1 Unfortu-
nately, the current state of clinical education in US physician
assistant (PA) programs is strikingly similar. Although most
programs are able to provide their clinical students with
experiences needed for competence by graduation, more
and more programs are struggling. This article provides an
update on the current challenges of clinical education in PA
education.

INFORMATION GATHERING

Minimal literature exists on the challenges of clinical edu-
cation in PA education. Therefore, anecdotal information
regarding the perceived challenges in clinical education
was obtained directly from clinical coordinators through
the Physician Assistant Education Association (PAEA)
Clinical Coordinators’ listserv and the authors’ 17 years
combined experience as clinical coordinators. The PAEA
listserv questions were generated to gather opinions about
challenges in clinical education from listserv participants
and were not designed to serve as a scientific means for
gathering quantitative data. From the 13 responses
obtained over a 6-day period, a master list was created and
organized into 3 stakeholder categories: (1) students, (2)
preceptors, and (3) PA programs. Following conversations
at the 2015 PAEA Education Forum, an additional 3 stake-
holders were added: (4) the Accreditation Review Com-
mission on Education for the Physician Assistant (ARC-PA),
(5) the PA profession, and (6) sponsoring colleges and
universities. It is the authors’ opinion that all 6 entities have
a role in the clinical education of PA students, and that each
stakeholder brings unique challenges, which will be
reviewed in this article.

CURRENT STATE OF PA CLINICAL EDUCATION

As of August 2017, there were 224 accredited PA programs
in the United States with an additional 68 sites working
toward provisional accreditation through March 2020.2 This
rapid growth is occurring despite concerns raised a decade
ago about the limited number of training sites.3 The
expanding number of PA, medicine, and nurse practitioner
programs, coupled with the limited number of clinical
training sites, is resulting in increased competition for stu-
dent placements (Figure 1).

In2013, a surveywascreatedtounderstandthecurrent status
of clinical training sites with the assistance of the American
Association of Colleges of Nursing (AACN), the American
Association of Colleges of Osteopathic Medicine (AACOM),
the Association of American Medical Colleges (AAMC), and
PAEA.All disciplines reportedsignificant concern regarding the
adequate number of clinical sites, difficulties in developing new
clinical sites, and the impact of the lackof available sites despite
increased program growth and enrollment. In addition, all dis-
ciplines reported that themostdifficult coreclinical experiences
to find were in pediatrics, obstetrics/gynecology (women’s
health), and psychiatry4 (Table 1).

How Are We Addressing the Current State of PA
Clinical Education?

Physician assistant educators have long been aware of these
challenges and have searched for local strategies to improve
clinical site availability. In a 2011 survey by PAEA, incentives
and barriers to precepting PA students were examined for
current PApreceptors, past PApreceptors, and thosePAswho
have never precepted PA students. The most significant
incentives for precepting PA students were the ability to earn
category I Continuing Medical Education (CME) credits and
support from PA programs.5 In response to this report, the
American Academy of PAs (AAPA) and PAEA worked collab-
oratively to create a program that now allows PA programs to
award category I CME to PA preceptors who teach clinical
phase students. Interestingly, the2011PAEAsurvey found that
financial compensation was the least important incentive to
precepting clinical phase students.5

Despite the results of the 2011 PAEA survey, financial com-
pensation for precepting students is gaining acceptance in
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many institutions and is used by all disciplines (Figure 2). In the
2013 multidisciplinary report, approximately 20% of PA pro-
grams were paying a per-student fee, with 42% increasing
tuition and31% increasing student fees.4 By the timeof the 2016
PAEA By the Numbers: Program Report 31, 24.2% of programs
reportedpaying for at least someof their clinical sites.6 It is clear
that the debate over financial compensation and its impact on
students and their clinical education will continue as long as
clinical sites remain in demand. For programs that cannot
provide financial compensation to their preceptors, innovative
incentive solutions include library access, public recognition,
CME credits, adjunct faculty positions, and dinners or retreats.

KEY STAKEHOLDERS IN PA CLINICAL
EDUCATION

Accreditation Review Commission on Education for the
Physician Assistant

Developing quality educational experiences for our students
includes ensuring that we have the appropriate clinical sites to
meet the program and ARC-PA requirements. With the
increased demand for a limited number of clinical sites across
the nation, one would expect the ARC-PA to be under pres-

sure to control the expansion of PA educational programs.
Recently, the ARC-PA enhanced its expectations for devel-
oping programs by requiring that they demonstrate acquisi-
tion of commitments from preceptors to meet their clinical
education needs. Unfortunately, many of these commitments
aremade years before the timewhen the programwill need to
begin placements and are frequently broken at the time of
final placement, leaving developing programs with a signifi-
cant problem. It is important to recognize that the ARC-PA is
responsible for defining the Standards, while verifying and
validating that PA programs are meeting the Standards for
accreditation. The ARC-PA has no legal authority to limit the
number of PA programs, but does evaluate PA educational
programs within the territorial United States to ensure their
compliance with those Standards.

PA Profession

Using the goals of the Affordable Care Act, the increase in PA
programgraduateswill expand access to care andbring the PA
profession to the forefront of health care. As a result of work-
force needs, newprograms aredeveloping at a rapid pace, and

Figure 1. The effect of clerkship/clinical training sites on enrollment capacity. Percent of respondents who cited factors related to clerkship/clinical training
sites that limit enrollment capacity, by discipline. Association of American Medical Colleges. Recruiting and maintaining US clinical training sites: joint report
of the 2013 multidiscipline clerkship/clinical training site survey, 2014. https://members.aamc.org/eweb/upload/13-225%20WC%20Report%202%
20update.pdf. Accessed June 24, 2016.

Table 1. Percentage of Respondents Who Reported
Difficulty Finding Core Clinical Sites, PA Programs

PA (n = 137)

Obstetrics/Gynecology (86%)

Pediatrics (77%)

Psychiatry (47%)

General surgery (36%)

Family medicine (34%)

Internal medicine (30%)

Emergency medicine (29%)

Association of American Medical Colleges. Recruiting and maintaining US

clinical training sites: joint report of the 2013 multidiscipline clerkship/

clinical training site survey. 2014.

Figure 2. The proportion of PA programs that pay for clinical sites and how
the payments are distributed. Physician Assistant Education Association,
By the Numbers: 30th Report on Physician Assistant Educational Programs
in the United States, 2015, Washington, DC: PAEA; 2015.
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established programs have increased class size and expanded
to secondary sites. This sentiment is most likely perceived as
a positive and exciting advancement of the profession by the 4
PA professional organizations, AAPA, PAEA, the National
Commission on Certification of Physician Assistants (NCCPA),
andARC-PA.However, all 4 organizations have recognized that
without clinical sites, the growth of the profession cannot meet
the demand. In their own unique way, the 4 organizations have
attempted to recruit preceptors, develop clinical sites, and
bring the need for clinical sites to the forefront of stakeholder
conversations. Clinical coordinators are encouraged by these
efforts but are cautiously optimistic that these initiatives will
prove productive in addressing this need and ensuring quality
patient care.

Sponsoring Institutions: Colleges and Universities

Many higher education institutions are adding PA programs as
a means to increase enrollment and tuition dollars, which is not
an indictment of their opportunistic behavior; rather it is what
most institutions must do to maintain their relevance and sur-
vive. As an institution sponsoring a PA program, the institution
agrees to assist the PA program in “securing clinical sites and
preceptors in sufficient numbers for program-required clinical
practice experiences.”7 Althoughprogramswithin an academic
medical center may have additional resources not afforded by
other types of programs, universally, PA program students are
usually not the priority for clinical placements if medical stu-
dents are in need of the same clinical experiences. The recog-
nition of the role and benefit of providing equal and
collaborative opportunities to health professional students
across all disciplines is warranted. Unfortunately, the imple-
mentation of multidisciplinary collaboration at the institution
level has received minimal attention as a solution to the clinical
site shortage.

PA Programs

Withinmost programs, the challenges of clinical education fall
on the clinical coordinator or clinical phase team. Clinical

coordinators are taskedwith the challengeof providing faculty
development for preceptors, monitoring clinical phase data,
creating clinical syllabi and learning outcomes, administering
end-of-rotationexams, creating remediationplans for struggling
students, and most importantly, recruiting and maintaining
clinical sites. Clinical sites are the most important elements in
student placements, and because of that, much of the clinical
coordinator’s time is spent ensuring the alignment between the
needs of the clinical site and meeting the needs and require-
ments of the program.

Ensuring appropriate patient care experiences for clinical
students is another challenge that clinical coordinators must
navigate with preceptors. Developing new strategies to pro-
vide a positive perspective on the role of the student, for how
the preceptor can be an active participant in the student’s
growth as a provider, and for continuous program support
may help improve this situation. Unclear communication
between program and preceptors over program expectations
and working within the administrative constraints of the site
are added challenges that clinical coordinators are taskedwith
during a time of clinical site shortages.

Clinical sites add their own unique challenges, which
include affiliation agreements, vettingpreceptors, student on-
boarding requirements, and scheduling students to avoid
preceptor burnout (Figure 3). Physician assistant programs
must provide the necessary support and resources to
accomplish these ever-changing and time-consuming tasks in
an effort to maintain a positive relationship with the site and
meet the ARC-PA Standards.

The ARC-PA plays an important role in providing direction
on the maintenance of clinical phase quality. ARC-PA Stand-
ards delineate the types of experience, settings, and pre-
ceptors—expressing a preference for board-certified
providers—and require an ongoing assessment of clinical
sites. Ongoing self-study processes that include data gather-
ing and analysis help identify areas in need of improvement as
well as those areas that are performing well. These activities
are in addition to the daily workload of clinical coordinators
described above. The underlying challenges are the daily
“fires,” which necessitate maintaining flexibility, staying

Figure 3. Factors influencing the ability to develop new sites and preserve existing sites. Percent of respondents who rated factors as “important” or “very
important” in program’s/institution’s ability to develop new clerkship/clinical training sites. For instance, security and legal issues correspond to affiliation
agreements, student immunizations, background checks, and/or drug screens. Association of American Medical Colleges. Recruiting and maintaining US
clinical training sites: joint report of the 2013 multidiscipline clerkship/clinical training site survey. 2014. https://members.aamc.org/eweb/upload/13-225%
20WC%20Report%202%20update.pdf. Accessed January 9, 2017.
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organized, being thoughtful, and having the ability to dele-
gate the work to others within the program. The clinical
coordinator is uniquely situated as the liaison between the
program, preceptor, student, and faculty, meeting the needs
of each stakeholder while being ever mindful of the ARC-PA
requirements and the program-defined expectations.

Preceptors

Preceptors are integral components of clinical education.
With increased demand for health care and the need to run
a profitable business, preceptors are faced with challenges
of their own.

In the 2011 PAEA survey, the most significant barriers to
precepting more PA students reported were “lack of support
from supervising physician” and “lack of support from
administrator.”5 Preceptors across all disciplines have
described administrative concerns as barriers to precepting
students, such as increased work hours and decreased pro-
ductivity leading to inefficient and unprofitable practice.8–11

Whether theseperceptions are trueor not, strategies exist that
can improve inefficiencies of precepting students (The One-
Minute Preceptor, Model Wave Schedule). Encouraging par-
ticipation in faculty development programs, connecting new
and established preceptors for mentorship, and maintaining
frequent interaction with the PA program are successful
strategies to support hesitant clinicians. Unfortunately, these
activities require clinical team manpower, support, and
resources that are often insufficient for the demand.

Another challenge that clinical coordinators must be cogni-
zant of is preceptor burnout. With an increase in the number of
health professional programs and the shortage of clinical
training sites, programs routinely overuse a single preceptor
with no break or time to re-energize. To ignore the issue of
preceptor burnout is shortsighted and risky. Being sensitive to
the requests of preceptors by maintaining reasonable sched-
ules that include time for preceptors to reflect and re-energize
will help maintain sustainable partnerships with clinical sites.

Students

When addressing challenges to clinical education, the per-
spective of the student is especially important. Managing
student expectations for clinical experiences is a significant
challenge for clinical coordinators. Throughout their educa-
tional experience, students are concerned about having clin-
ical experiences that meet their expectations for location,
participation, and the development of their competence to
pass the Physician AssistantNational Certifying Exam (PANCE).

Students often expect to see every patient or performevery
procedure that they encounter, which may not be the norm.
Providing students with realistic, site-specific expectations
including call responsibilities, patient volume, types of
encounters, hands-on opportunities, and work days will aid in
their success. Last but not least, working with students to
create realistic goals for their clinical experience, sharing those
goals with their preceptor, and reflecting on whether those
goals were met or changed will allow the student to be an
active participant in their education.

Students also have expectations for clinical experience
quality, cost, and location, which are all related to the larger
issue of scheduling clinical rotations by the clinical coordina-

tor. With programs varying in the amount of input students
have in setting up their clinical experiences, clinical coor-
dinators are sometimes challengedwith the unhappy student.
One task of a clinical coordinator is to assure students that
their assigned sites will fulfill their educational needs and
prepare them to be successful. The issue of fairness,
acknowledging student requests, and meeting program and
ARC-PA expectations for clinical experiences for each student
are constant concerns. Developing specific guidelines for
clinical rotation scheduling and appropriate communication
with prospective preceptors, along with defining the role of
the student in the scheduling process, are important strate-
gies for success.

Overall, the student and program are concerned with the
development of competence to graduate and pass the
PANCE. The clinical phase is the “on-the-job training”
requiredof students to consolidate knowledge, develop skills,
and integrate information to become competent graduates.
For struggling clinical students, identifying and developing
remediation specific to their deficits is a challenge, with
remediation often managed by the clinical coordinator and
clinical team. Developing and implementing remediation
plans for higher order skill sets of integration and clinical
decision-making is complex and time-consuming, resulting in
further challenges for clinical coordinators and financial
implications for the student who is delayed.

RAMIFICATIONS: WHERE DO WE GO FROM HERE?

Although the challenges abovehave not been fully explored in
the literature, the ramificationsof these challenges, asgleaned
from anecdotal information, are experienced by most clinical
coordinators. As more obstacles in clinical education arise,
coupled with program expansion and a relatively static num-
ber of clinical sites, some PA programs may not be able to
meet the ARC-PA Standards and will need to re-evaluate their
ability to persevere. In addition, well-established, nonprivate
programs may find themselves in a position of not being able
to compete in highly competitive markets for clinical sites,
resulting in accepting fewer students or closing their doors.

As mentioned earlier, preceptor burnout is an ongoing
concern for all clinical coordinators. The development of state
or regional preceptor lists could provide relief from local pre-
ceptor limitations. Brainstorming about innovative strategies to
incentivize our clinical preceptors for their teaching, in times of
financial constraints for the student and the program, needs to
continue and could mirror what Georgia instituted in 2014:
providing tax breaks for clinicians who precept students.12

Using thedata thatwecurrentlyhave,wecanbegin tostrategize
about what resources we can provide to supervising physicians
and administrators to better support our PA preceptors.5

As discussed above, numerous challenges exist in the
clinical phase of PA education. The overall tone of this article
may sound less than positive, but individuals who choose to
work in the clinical phase find multiple rewards and positive
experiences engaging with students and preceptors. Some of
the challenges discussed have relatively simple solutions,
whereas others are much more complex—but not insur-
mountable. If nothing else, clinical coordinators are adept at
pooling resources, networking with colleagues, and problem
solving (as well as being eternally optimistic), which breeds
success.
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INVITED

Physician Assistant Doctorate: A Ticket to Autonomy?
Anthony A. Miller, MEd, PA-C; Bettie Coplan, MPAS, PA-C

Abstract As the physician assistant (PA) profession
celebrates 5 decades of practice, questions about the
future direction of PA education and practice persist.
Conversations regarding prescribing privileges have given
way to debate about PA certification and the necessary
level of PA education. Most PA programs already confer
master’s degrees, but there has been at times vigorous

debate on whether or not the PA profession should join
pharmacy (PharmD), physical therapy (DPT), and advanced
practice nursing (DNP) and standardize education at the
clinical doctorate level. The primary aim of this article is to
provide historical perspective on the evolution of the PA
educational degree and to discuss the potential association
between credential and PA practice autonomy.

INTRODUCTION

As the physician assistant (PA) profession marks its 50th
anniversary, there are still questions about the future direc-
tion of PA education and practice. One of those questions
revolves around the necessary level of PA education.
Beginning in January 2021, at least one issue, the pro-
fession’s transition to themaster’s degree, will apparently be
settled when accreditation standards require that all PA
programs award a graduate degree.1Most programs already
confer master’s degrees; the handful of remaining certificate
and undergraduate programs remind us of PA education’s
early days when experience, such as that of the medical
corpsman, played a greater role than academic pre-
requisites. Ultimately, the definitive move to the master’s
degreemay best be viewed as the culmination of years spent
firmly establishing PAs as highly educated and highly skilled
health care providers.

In shifting to graduate-level education, the PA profession
joineda long list of health professions that have transitionedor
are transitioning to a higher degree requirement for pro-
fessional practice. In fact, pharmacists, physical therapists, and
nurse practitioners (NPs) are among those that have now
moved beyond the master’s degree to a clinical doctorate.
Opponents argue that doctorates are being pursued for
professional status rather than greater clinical competence.2

Regardless, adoption of doctoral-level education seems to be
adominant trend, and, even as somePAprograms continue to
award undergraduate degrees, many view an entry-level PA
clinical doctorate as inevitable.3

Similarly, somehave suggested that thenatural evolutionof
PA practice will result in fully autonomous (or independent)
practice.4 Physician assistants currently practice with signifi-
cant autonomy, particularly in primary care, with some serving
as the main providers in rural communities.5 The Veteran’s
Health Administration recognizes PAs as autonomous practi-
tioners,6 and the American Academy of PAs (AAPA) House of
Delegates passed a resolution in 2014 to replace the term

“supervision”with theword“collaboration.”7Considering the
challenges facing the PA profession as it enters its next half-
century, examining the profession’s progression on the issue
of degree and its relationship to scope of practice seems like
a worthwhile endeavor. The primary aim of this article is to
provide historical perspective on the evolution of the PA
educational degree and to discuss the potential association
between credentials and PA practice autonomy.

HISTORICAL PERSPECTIVE

Progression to the Master’s Degree

Ever since the formal beginning of the PA profession in 1965,
educators have contemplated the issue of the most appro-
priate credential to award on completion of a PA educational
program. Early in the history of the profession, there was
a diversity of pipelines that conferred a range of credentials
that included certificates, associate degrees, and bachelor’s
degrees, and in some cases, institutions awarded more than
one. In 1975, the University of Colorado became the first to
award a master’s degree for completion of its Child Health
Associate program.

Discussions surrounding the issue of themost appropriate
degree for PAs havewaxed andwanedover thepast 50 years.
In 1986, as part of their visioning for the future, PA educators
considered standardization of the PA entry-level degree at
the baccalaureate level.8 However, it wasn’t until 1998 that
the first formal process was initiated with the commissioning
of the Association of Physician Assistant Programs (APAPs)
Degree Task Force, which was chaired by one of the coau-
thors (Miller). Over the course of 2 years, the degree task
force reviewed the literature, surveyed PA programs, and
held open forums to solicit feedback. They considered rec-
ommendations for standardization of PA education at the
bachelor’s andmaster’s degree levels as well as the impact of
recommendations on program faculty, curricula, students,
diversity, and the profession as a whole. In October 2000, the
APAP membership accepted all 7 of the task force’s recom-
mendations, including standardization of the entry-level
degree for the PA profession at the graduate level (ie, mas-
ter’s degree). They did not specify a type or name for the
degree.9

The authors declare no conflict of interest.

J Physician Assist Educ 2017;28(3S):S33–S37

Copyright ª 2017 Physician Assistant Education Association

DOI 10.1097/JPA.0000000000000147



www.JAAPA.com • www.JPAE.pub 195

Consideration of a PA-Specific Doctoral
Degree

Not long after the ink was dry on the resolution passed at the
APAP Annual Education Forum in 2000 to designate the
master’s degree as the PA profession’s terminal degree, dis-
cussions regarding a terminal doctorate began. Although
periodic editorials and other communication appeared in
various print and social media, and the AAPA House of Dele-
gates passed related resolutions, the PA education commu-
nity did not direct the Physician Assistant Education
Association (PAEA, formerly APAP) Board of Directors to
officially examine the doctoral issue until October 2007. The
PA profession formally examined the desirability of moving
to a doctoral degree in March 2009. After an extensive review
of the literature and surveys of students, PA faculty, and
clinicians, 2 of the 4 PA organizations (AAPA and PAEA) con-
vened a 2-day doctoral summit with nearly 50 participants to
address the specific goal of “Develop[ing] recommendations
to the profession on whether the clinical doctorate is appro-
priate as an entry-level degree, a postgraduate degree, or
not at all.”10

One of the 4 recommendations adopted at the summit was
to oppose the entry-level doctorate for PAs. Justification for
this recommendation was that the current educational model
was effective and that, although both PAs and physicians
practice in the domain of medicine, the entry-level doctorate
for clinical practice is the MD/DO.10 At the same time, the
master’s degree was endorsed as the entry-level and terminal
degree for the profession. The rationale for this recommen-
dation included retention of flexibility, acknowledgment of PA
education at the graduate level, and avoidance of potential
conflict over the “doctor” title. A summit recommendation
that the master’s degree for PAs be standardized to the
Master of Physician Assistant Practice (MPAP) was never
implemented nationwide.10

Although recommendations made through PAEA provide
a beacon of guidance for educational programs, as a member
advocacy organization, PAEA has little to no enforcement
capability. However, theAccreditation ReviewCommission on
Education for the Physician Assistant (ARC-PA) compelled
transition to the master’s degree for all programs when it
issued its fourth edition of the Standards. The fourth edition,
whichwas last clarified inMarchof 2016, requires PAprograms
to confer a graduate degree and stipulates that programs
accredited prior to 2013 that do not currently confer a gradu-
ate degree “must transition to conferring a graduate degree”
to all students who matriculate after 2020.1

Other Health Professions

By the time the PA profession was considering an entry-level
master’s, several other health professions were discussing
doctoral degrees. In fact, pharmacists had already settled on
the PharmD as their terminal degree. In 2000, the American
Physical Therapy Association (APTA) endorsed a vision docu-
ment that called for all physical therapy to be provided by
physical therapists who are doctors of physical therapy
by 2020. Two PT programs had already offered the degree by
1996.11 Within 4 years of the PA profession endorsing the
master’s as the terminal degree, the American Association of
Colleges of Nursing (AACN) voted to endorse the Doctor of
Nursing Practice (DNP) as their entry-level credential for the

NP profession. This 2004 resolution called for advanced
practice nursing educational programs to move to the DNP
by 2015.12

AUTONOMY

One of the reasons that professions pursue doctoral degrees,
eg, theDNP, is toestablish independence fromoversightby the
medical profession.13 Interestingly, the pursuit of greater inde-
pendence among health professions seems to coincide with
shifting models of care delivery that rely on collaboration and
team-based care.5 The confluence of these 2 issues places the
PA profession in a unique position. The PA–physician model is
inherently team-based and accommodates a great deal of
flexibility and autonomy in PA practice. Yet, some believe that
the need for physician supervision, which is mandated by state
laws,will causePAs to loseparitywithNPs.4Notably, in addition
to adopting the termcollaboration (the same language usedby
NPs) to describe the PA–physician relationship, AAPA has
directed that professional communications minimize the use
of the term “physician assistant” and instead use “PA.”14 The
goal is to de-emphasize the word “assistant,” which implies
a dependent relationship.

When discussing PA scope of practice, the term “auton-
omy” must be distinguished from “independence.” Alice Pitt
and Anne Phalen, who have examined the issue of autonomy
applied to complex professions, refer to professional auton-
omy as “thinking for oneself in uncertain and complex sit-
uations in which judgment is more important than routine.”15

One can be autonomous and engage in self-determined,
independent decision making while working with a team or
supervisor. Conversely, someone can work fully indepen-
dently, in a factory for example; however, if that employee is
not allowed to make work-related decisions, she/he is not
acting autonomously. The degree to which PAs practice
autonomously largely depends on practice setting and
experience and involves what medical sociologists refer to as
“negotiated performance autonomy.”16,17 Although autono-
mous, PAs continue to rely on physician colleagues, particu-
larly in certain specialty settings. Although more than 75% of
experienced primary care PAs spend less than 10% of their
time consulting with a physician, 70% of experienced PAs (20
or more years in practice) in surgical subspecialties spend
more than 10% of their time doing so.16 In total, specialty PAs,
who now account for approximately 3 quarters of those in
practice, report consulting with a physician an average of
22.7% of the time.18

The recognition that few if any health care providers
(including physicians) work truly independently has prompted
some to question the value of professional autonomy in health
care settings altogether. In their article addressing barriers to
safe health care, physician authors Amalberti, Auroy, Berwick,
and Barach highlight research showing that reduced auton-
omy in health care, as well as in other industries such as avia-
tion, improves safety.19 Consequently, they call for
abandonment of professional autonomy, as it has been tra-
ditionally perceived, and advocate a health care environment
in which value is placed on appreciation for equivalence
among the ranks of health care professionals.19 Nonetheless,
the benefits of expanded PA practice, particularly in primary
care and rural areas, where PAs and NPs provide a substantial
portion of the health care, seem to be supported by the
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literature.20 A 2016 report that examined the effects of
expanded NP and PA scope of practice on Medicaid patient
access, for example, concluded that broader scopeof practice
for PAs andNPs increases access and potentially reduces cost
without compromising care quality.21 Clearly, up to this point,
PAs have successfully achieved the autonomy necessary to
meet important health care needs without the title of doctor.

ATTITUDES

Most surveyed PAs and physicians, including PA students,
faculty, PAprogrammedical directors, and practicing PAs and
physicians, have reported negative perceptions of an entry-
level PA doctorate.22-26 However, opinions differ and attitudes
may be changing. In their analysis of data from 2007 to 2009,
Muma et al24 found that although 82.8% of practicing PAs
disagreed that the doctoral degree should be the entry-level
credential for PAs, only 55.9% of physicians disagreed. Simi-
larly, Swanchak et al23 found that in 2009, 75.2%of PA students
disagreed that a PA doctorate should be required for entry
into the profession. However, a survey conducted byMenezes
et al22 just one year later (2010) revealed that nearly half (49.8%)
of PA students viewed a PAdoctorate favorably. And attitudes
today likely differ from those assessed several years ago.
Therefore, further research is necessary to obtain an accurate
reflection of current opinions.

DISCUSSION

Over the next one or 2 decades, the doctoral degree issue
will likely prompt changes in PA education and practice.
Some changes will be purposefully driven by PAs and PA
leaders within our 4 organizations (AAPA, PAEA, ARC-PA,
and the National Commission on Certification of Physician
Assistants [NCCPA]); others may be imposed by external
factors. Colleges and universities, for example, may begin
to offer PA doctoral degrees to fill a niche, meet a perceived
unmet societal need, or to attract more students and tuition
dollars.

Although the PA profession has made tremendous gains
in recognition, employment, and scope of practice, some
believe that the doctoral degree is the proverbial ticket to
reaching our full potential.3 Certainly, having a doctoral
credential provides a measure of prestige to the holder. And
with an increasing number of health professions adopting
clinical (or professional) doctorates, peoplemay bemore apt
to perceive a person with a Doctor of Physician Assistant
Practice (or similar title) as a true peer within the health
professions community. Some may argue that PAs having
academic credential parity with NPs and other health pro-
fessionals who earn doctoral degrees would provide benefits
related to scope of practice and reimbursement for services.
The literature, however, does not support a clear relationship
between the doctoral degree and increasing autonomy or
independence. Pharmacists, for example, have not achieved
the desired full practice authority, although the pharmacy
profession standardized its entry-level credential to
a PharmD in 1997 and implemented the change in 2000.27 As
of 2016, NPs have achieved full practice authority (indepen-
dent practice) in 21 states and the District of Columbia, but
several of those legislative gains occurred before the DNP
was established in 2004.28

There may be other compelling reasons for the PA pro-
fession to move to an entry-level doctorate. One argument
might be that the academic rigor should be commensurate
with the credential awarded at the completion of a graduate’s
studies. The average number of (semester) credits in a PA
program is slightly more than 104,29 whereas the minimum
number of semester credits for a master’s degree in public
health is 42.30 Another reasonmaybe that the current length of
PAeducation, 27monthsonaverage, is insufficient tomeet the
expectations of future employers who are demanding more
curricular content on health care systems, population health,
and patient care safety and quality. Concerns regarding a PA
doctoral degree include those associated with physician
relationships, cost of education, and access to education for
disadvantaged populations. Until the 1990s, a higher per-
centageof underrepresentedminorities (URMs) enrolled in PA
schools compared with other health professions programs31;
yet, a 2015 report examining trends in diversity among 41
health professions, identified the PA profession as having the
highest annual decrease in the proportion of African Ameri-
cans from 2004 to 2013.32 In addition, data from 2012 revealed
a negative correlation between degree level and percentage
of URM students (ie, overall, master’s degree programs had
lower percentages of URM students than certificate or
undergraduate degree programs).33 These issues give rise to
concern about how the transition to the master’s degree,
let alone to a doctoral degree, will impact student diversity.
There is also potential confusion by patients and the awkward
clinicalmomentwhen thepatient is introduced to his physician
provider,Dr. Smith, andhis PAprovider,Dr. Jones. Todate, no
colleges or universities offer an entry-level PA clinical doctor-
ate. However, one postgraduate emergency medicine pro-
gram in Texas offers a clinical doctorate, and some institutions
offer add-onprofessional doctoral degrees such as theDoctor
of Health Science (DHSc). Lynchburg College in Virginia
recently unveiled a 9- to 12-month add-on Doctor of Medical
Science,34 and Lincoln Memorial University in Tennessee has
announced the launch of an online 2-year doctoral program to
provide advanced clinical or educational skills to experienced
PAs.35 Current high-level demand for PA services36 reflects the
success that PAs have experiencedwithout a doctoral degree.
Nevertheless, these issues will almost certainly remain points
of contention for years to come.

In 2016, AAPA commissioned a Joint Task Force on the
Future of PA Practice Authority, which, after considerable
work, research, and public comment, issued a report on
optimal team practice (OTP) that was subsequently approved
at the 2017 AAPA House of Delegates meeting.37 The OTP
policy calls for revisions to the AAPA’s Guidelines for State
Regulation of PAs. As a result, AAPA will now advocate for
autonomous PA licensing boards, direct PA reimbursement,
and elimination of state laws and regulations that require
a designated supervising or collaborating physician.37 Nota-
bly, an approved amendment to the original OTP policy is the
provision that the extent of collaboration between PAs and
physicians should be decided at the practice level.37 Although
the OTP policy affirms the PA profession’s commitment to
team-based practice, the pursuit for greater autonomy has
already been challenged. In a resolution passed by the
American Medical Association in June 2017, physicians
promptly voiced their opposition to autonomous PA licensing
boards.38 Regarding credentials, the AAPA maintains its
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endorsement of the master’s degree for PA education39;
however, future discussions related to states adopting OTP
policy recommendations are likely to spur ongoing talk of a PA
doctorate.

CONCLUSION

Over the last few decades, PAs have thoughtfully progressed
to graduate-level education and, at the same time, have
increasingly gained a broader scope of practice. PAs now
diagnose, treat, and prescribe medications throughout the
United States and, in most states, have the ability to function
as patients’ primary clinicians. A higher credential and
expanded scope of practice, however, do not necessarily go
hand-in-hand. Ultimately, PA certification and licensure, as
opposed to degree, dictate the privilege of practice. The full
outcome of other health professions transitioning to the
doctoral degree and pursuit of greater autonomy and inde-
pendence remains to be seen, and any further steps that the
AAPA and othersmay take in pursuit of autonomous practice
remain unknown. Consequently, we cannot accurately pre-
dict future changes to the nature of PA practice. Regardless,
PAsmust continue to advocate on behalf of the profession to
ensure that our destiny is self-determined and not relin-
quished to others. If the past is any reflection, the profession
will effectively adapt to the political, economic, and ever
changing health care environment, and the PA movement
will remain strong.
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The physician associate (PA) is an emerging clinical 
role in the United Kingdom (UK), with a complex 
series of challenges facing development and inte-

gration within the National Health Service (NHS). In 
2015, The King’s Fund, a national think tank in England, 
said that “the uncertainty around predicting long-term 
workforce needs, alongside policy ambitions to radically 
change the organization and delivery of care, indicates a 
need to build a fl exible and adaptable workforce. The 
workforce of the future needs to be able to take on a 
greater breadth of tasks to meet increasingly complex 
patient needs while working across different care settings 
and multidisciplinary providers. The challenge for the 
health service is to ensure that there is suffi cient staff for 
current models of care, while also moving towards this 
very different future.”1 This stance was echoed across the 
NHS, accelerating (and in some cases prompting) local 
and national discussions around urgent and acute work-
force transformation.

In its 2014 report, the NHS Urgent Care Commission 
stated that “a multidisciplinary approach must be taken 
to staffi ng urgent care services. The spectrum of advanced 
practitioners available to deliver services should be 
expanded to include pharmacists; nurses; physician asso-
ciates; and healthcare assistants. Practitioners should then 
have the appropriate skills mix, enabling an out of hours 
team to call upon pediatric, mental health, and long-term 
condition expertise at any one time.”2

The complex challenges facing the NHS—an aging 
population presenting with multiple comorbidities cou-
pled with increasing diffi culties in recruiting physicians 
in suffi cient numbers within traditional workforce mod-
els—require system-wide redesign and a departure from 
traditional thinking. A stable and sustainable medically 
trained workforce is needed to complement the existing 
workforce of physicians and other clinicians, and to 
allow for a cross-fertilization of knowledge, practices, 
and ideas.

Because of rapid changes in the development of the PA 
in the UK, an historical study was undertaken. The intent 
was to inform policy makers and scholars about this 
movement and to present a foundation for PA-focused 
research. The premise is that PAs should be considered an 
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ABSTRACT

The world of healthcare is changing, and patient 
needs are changing with it. Traditional doctor-driven 
models of workforce planning are no longer sustain-
able in the United Kingdom (UK) healthcare economy, 
and newer models are needed. In the multiprofessional, 
multiskilled clinical workforce of the future, the phy-
sician associate (PA) has a fundamental role to play 
as an integrated, frontline, generalist clinician. As of 
2016, about 350 PAs were practicing in the UK, with 
550 PAs in training and plans to expand rapidly. This 
report describes the development of the PA profession 
in the UK from 2002, with projections through 2020, 
and includes governance, training, and the path to regu-
lation. With rising demands on the healthcare workforce, 
the PA  profession is predicted to positively infl uence 
clinical workforce challenges across the UK healthcare 
economy.
Keywords: physician assistant, United Kingdom, physician 
associate, workforce, National Health Service, multi-
disciplinary
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intrinsic part of the future multidisciplinary, frontline 
clinical workforce.

METHOD

A literature search was undertaken to identify published, 
unpublished, and anecdotal evidence on the UK PA. The 
literature provides a historical standpoint and a contem-
porary view of developments in the UK. Data were drawn 
from national workforce studies, census statistics, com-
missioned survey data, and unpublished or anecdotal data 
gathered by Health Education England and its partner 
organizations since 2013. The Faculty of Physician Asso-
ciates at the Royal College of Physicians (formerly the UK 
Association of PAs) and the UK and Ireland Universities 
Board for Physician Associate Education were consulted 
for unique information.

RESULTS

The fi rst group of PAs were imported from the United 
States in 2003 to work in underserved primary care prac-
tices in the West Midlands.3 This demonstration project 
was successful, and a second demonstration study using 
American PAs was undertaken in Scotland.4

With the role gaining support of workforce leads in 
primary and secondary care, the fi rst UK training programs 
were established at the universities of Hertfordshire and 
Wolverhampton and at St. George’s University London. 
(The original St. George’s program was run in conjunction 
with Kingston University in London.) Graduates from 
these three programs took the first UK PA national 
examination in 2007. Further courses opened at the 
University of Birmingham in 2008 and the University of 
Aberdeen in 2011. This interest was paralleled in the UK 
Department of Health, which provided funding for the 
development of a national competence and curriculum 
framework for PAs. The steering group was chaired jointly 
by the Royal College of Physicians and the Royal College 
of General Practitioners; this framework was published 
in 2006.3

Without national regulation or an agreed commissioning 
model to ensure alignment in training and professional 
development, the four training program providers joined 
to form the UK and Ireland Universities Board for PA 
Education (ukiubpae) in 2009. In 2010, the Department 
of Health agreed to a request from the ukiubpae to review 
and (where appropriate) revise the 2006 competence and 
curriculum framework, with the Royal College of Surgeons 
and the Royal College of Emergency Medicine being invited 
to participate alongside the Royal College of Physicians 
and Royal College of General Practitioners.

The 2012 revision of the competence and curriculum 
framework remains a defi ning infl uence on national PA 
education and defi nes a PA as “a new healthcare profes-
sional who, while not a doctor, works to the medical 
model, with the attitudes, skills and knowledge base to 

deliver holistic care and treatment ... under defi ned levels 
of supervision.”5

The profession’s development was enabled through the 
2005 formation of the UK Association of Physician Assis-
tants, which became the UK Association of Physician 
Associates in 2013.

With support from ukiubpae and fi nancial assistance 
from the universities and from the National Commission 
on Certifi cation of Physician Assistants (NCCPA) Foun-
dation in the United States, the UK Association of Physi-
cian Assistants established a voluntary register in 2010. 
This publicly accessible record listed all those who had 
obtained a UK PA qualifi cation and maintained their 
continuing professional development requirements. The 
managed voluntary register commission responded to 
reports of unprofessional behavior and could choose to 
remove PAs from the register if appropriate. Thus, the 
commission acted in a similar way to the General Medi-
cal Council or Nursing and Midwifery Council registers. 
Employers are encouraged to require PAs to join the 
register.

The physician assistant was retitled physician associate 
in 2013.6 The term assistant was suggested as having 
particular connotations with respect to NHS salary band-
ing and, as a result, in the NHS more generally. The revised 
title also served to differentiate the profession from a title 
used by a number of other groups, such as surgical assis-
tants, who are not trained in line with the competence and 
curriculum framework.

From 2013, support for the profession by Health Educa-
tion England, course providers, UK Association of PAs, 
NHS England, and NHS Grampian produced increased 
interest from employers across primary and secondary care 
and led to the development of more PA courses across the 
UK. As of January 2017, 27 universities are running a PA 
program, an increase on the two universities offering 
programs in 2013.

PLANNING: PA WORKFORCE DISPOSITION 

AND FUTURE

The UK PA profession continues to develop. By 2016, 
about 350 qualifi ed PAs were working in the UK and 
more than 550 students were in PA training programs. 
Twenty-seven programs were operational as of January 
2017 and annual graduate numbers are projected to 
exceed 900 by 2019, bringing the total number of qual-
ifi ed UK PAs to more than 3,200 (Table 1). UK PAs are 
employed across a wide range of specialist areas, in more 
than 35 UK NHS hospitals and about 35 primary care 
settings (Table 2, Figure 1).7

The 2016 Faculty of Physician Associates census data 
demonstrated that PAs provide both generalist and spe-
cialist clinical services across an exceptionally wide 
cross-section of primary, community, and secondary care 
services as an integral part of the multidisciplinary 
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TABLE 1. UK PA programs

Data from the Faculty of Physician Associates examination subcommittee and UKIUBPAE.

Program Number of students per year (actual, 2013-16, and projected, 2017-20)

2013 2014 2015 2016 2017 2018 2019 2020

Open as of December 2016

Aberdeen 12 13 16 19 30 30 30 30

Anglia Ruskin  29 30 60 60 60 60

Birmingham 28 50 50 60 60 60 60

East Anglia   27 60 20 20 20

Leeds  22 25 35 35 35 35

Liverpool   61 60 60 60 60

Manchester   63 60 60 60 60

Reading  22 17 25 25 25 25

Plymouth  15 19 30 30 30 30

Sheffi eld Hallam   24 30 30 30 30

St George’s, University of London 24 27 27 68 60 60 60 60

University of Central Lancashire   24 40 40 50 50

Wolverhampton 4 19 30 18 18 18 18

Worcester 17 20 27 30 30 30 30

Canterbury Christchurch 24 30 30 30 30

Bognor, Wales 12 20 20 20 20

Bradford 20 30 30 30 30

Brighton and Sussex Medical School 9 35 35 35 35

Brunel 15 20 25 30 30

Hull and York Medical School 32 40 40 40 40

Newcastle 21 20 20 20 20

Sheffi eld Medical School 20 20 20 20 20

Surrey 22 35 35 35 35

Swansea 15 20 20 20 20

University of West of England 15 25 50 50 50

Opening in January 2017

Queen Mary, University of London 24 24 24 24

Ulster 20 35 35 50

Opening by September 2017

Buckinghamshire New 20 25 30 30

Chester 15 15 15 15

De Montfort and Leicester 27 54 54 54

Derby 16 24 32 32

Lancaster 15 15 15 15

Queen’s Belfast 15 15 15 15

Sunderland 15 15 15 15

Students starting per year 36 89 220 689 1,060 1,105 1,133 1,148

Average number of students per course 18 18 24 28 31 33 33 34

Number of programs 2 5 9 25 34 34 34 34
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clinical team. Despite the growth of employment in 
specialty medicine, the three largest areas of PA employ-
ment remain  generalist—general practice, acute (internal) 
medicine, and emergency medicine. However, to allow 
PAs to realize their full potential as integrated clinicians, 
statutory regulation and the consequent prescribing 
capability must be achieved.

The NHS England “Five-Year Forward View” emphasized 
the need for integrated out-of-hospital care based on general 
practice (multispecialty community providers), aligning 
general practice and hospital services (primary and acute 
care systems), and closer alignment of social and mental 
health services across hospital and community health set-
tings.8 In addition, the King’s Fund underlined this position, 
suggesting that such ambitions would “require a workforce 
that refl ects the centrality of primary and community care 
and the need for more generalism; is able to deliver increased 
coordination across organizational boundaries; and can 
address inequalities in treatment and outcomes across 
physical and mental health services.”1 Refl ecting this need, 
Health Education England, NHS England, and workforce 
leads from Scotland (NHS Grampian), Northern Ireland, 
and Wales continue to work diligently with the Department 
of Health, General Medical Council, Royal College of 
Physicians (including the newly formed Faculty of Physician 
Associates), and key national stakeholders to advance 
discussions around statutory regulation and an aligned 
approach toward funding the cost of PA education. Health 
Education England, part of the Department of Health, 
provides national leadership and coordination for education 
and training of the public health workforce in England.

In 2015, the Health and Care Professions Council and 
General Medical Council signaled an interest in regulating 
the PA profession. The PA profession and its stakeholders 
will continue to work with regulating bodies to achieve 
this goal. The General Medical Council stated that “...the 
Scottish Government, the Academy of Medical Royal 
Colleges and PAs themselves, are pushing for statutory 
regulation under the GMC. We have said that we would 
give the matter serious consideration if the four govern-
ments of the UK and the profession felt we should have 
this role. In anticipation that we may receive a formal 
request, it is timely that we examine the issues and under-
stand the opportunities it may create and the risks 
involved.”9 Following this, and during his keynote speech 
at the NHS Providers conference in November 2016, the 
UK Government Secretary of State for Health described 
“a real appetite for physician associate roles in the NHS, 
and with this comes the issue of regulation.”10

EDUCATION PROGRAM GOVERNANCE

Since 2009, the ukiubpae has advised universities about 
standards within national PA programs. The board com-
prises academics from universities delivering PA programs, 
as well as those considering doing so. The ukiubpae 

TABLE 2. UK PA workforce by specialty, as of 

September 20167

Of the 150 respondents who are not PA students, the 

following specialty statuses were reported. Respondents 

were allowed to choose more than one status.

Generalist specialties

Educators 25

Emergency medicine 23

General practice 31

Adult medical specialties

Acute medicine 23

Cardiology 5

Critical care 3

Dermatology 3

Endocrinology 2

Gastroenterology 1

Geriatrics 12

Genitourinary medicine/sexual health 1

Hematology 2

Infectious diseases 1

Lymphedema 1

Neurology 5

Oncology 1

Psychiatry 4

Rehabilitation medicine 1

Respiratory medicine 3

Rheumatology 1

Pediatric specialties

Adolescent medicine 1

Critical care 2

General pediatrics 1

Neonatology 1

Surgical specialties

Breast surgery 1

General surgery 5

Neurosurgery 4

Orthopedic surgery 3

Pediatric surgery 1

Plastic surgery 1

Spinal surgery 1

Trauma and orthopedics 10

Trauma surgery 2

Urology 2

Vascular surgery 1
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developed and offered a system of informal collegiate 
review, in which a team of academics and PAs visited new 
and established programs, with the aim of ensuring the 
quality of courses and national alignment to the competence 
and curriculum framework.3

The UK Association of PAs, Health Education England, 
and the Royal College of Physicians, in conjunction with 
various medical royal colleges, worked collaboratively to 
establish, in 2015, the Faculty of Physician Associates—the 
fi rst nonphysician faculty in the Royal College of Physi-
cians’ 500-year history. The Faculty of Physician Associ-
ates, which replaced the UK Association of PAs, is the 
professional membership body for the physician associate 
profession.9

The Faculty of Physician Associates is charged with 
developing accreditation standards and formally accred-
iting new and existing PA programs. Its establishment at 
the Royal College of Physicians strengthens and further 
develops a close working relationship between PAs and 
physicians across a range of specialties.

The Faculty of Physician Associates provides quality 
assurance and governance through voluntary registration 
of PAs. Faculty members have access to the membership 
benefi ts of the Royal College of Physicians, including 
publications, access to library resources, and discounts on 
educational courses and events.9

EDUCATION AND TRAINING

UK PAs work and undertake training across the UK in a 
variety of medical and surgical specialties. PAs also are 
involved with education program development and delivery.

PA education in the UK is a 2-year, full-time, postgradu-
ate level program (either postgraduate diploma or master’s 
degree), which is divided between theory and clinical 
practice and based on the national competence and cur-
riculum framework. UK programs are mixed in their 
delivery models; some favor a blended approach (in which 
clinical experience and complementary didactic learning 
are linked), some a spiral learning approach (subjects taught 
at levels of increasing diffi culty), and others a more tradi-
tional model where year 1 is predominantly didactic, with 
most clinical placements taking place in year 2. All models 
include integration of clinical placements in the fi rst year.5 
At the time of this writing, there is no national standard 
or NHS guidance in this respect.

CLINICAL PLACEMENTS

The curriculum and competency framework defi nes the 
range of academic knowledge and clinical experience 
expected of graduating PAs, which includes a minimum 
of 1,600 hours of practice placement (compared with the 
US standard of 2,000 hours in the in-program internship 
year). The required hours include:
• Community medicine—180 hours
• General hospital medicine—350 hours

• Front door medicine, including signifi cant experience in 
emergency medicine—180 hours
• Mental health—90 hours
• General surgery—90 hours
• Obstetrics and gynecology—90 hours
• Pediatrics (acute setting)—90 hours
• Elective placements, program-specifi c requirements, or 
local needs determined—530 hours.

Of the 530 nonspecifi ed hours, up to 200 may occur in 
simulation. An aim of the early placements is to train 
students to be clinically safe and professionally appropri-
ate.5 Educating PAs in this way should let students par-
ticipate in clinical practice by interviewing and examining 
patients and formulating differential diagnoses and eval-
uation and treatment plans as appropriate for the clinical 
setting and patient needs.

FIGURE 1. PA workforce disposition
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 ASSESSMENT AND MANAGED VOLUNTARY  REGISTER

To qualify as PAs, students must fi rst successfully complete 
their university PA programs, including assessment exam-
inations and structured clinical examinations. Following 
the university programs, graduates must undertake and 
pass the UK PA national examination. This is the only 
clinical profession in the UK required to pass both national 
knowledge and skills assessments to practice (although the 
General Medical Council is developing such a national test 
for physicians, to be introduced over the next few years).

The Faculty of Physician Associates also replaces the UK 
Association of PAs and ukiubpae in managing national 
education standards and professional development, includ-
ing delivery and quality assurance of the UK PA national 
examination and accreditation of university programs.

The UK PA national examination consists of 200 con-
textualized (“single best answer”) knowledge questions 
and an objective structured clinical examination of at least 
14 stations. The examination may change under the man-
agement of the Faculty of Physician Associates.

At 6-year intervals, PAs undergo a written recertifi cation 
examination (now managed by the Faculty of Physician 
Associates) that requires them to demonstrate the maintenance 
of broad, cross-fi eld knowledge. No other UK healthcare 
providers are required to undertake such an examination.

The robust nature of certifi cation and managed voluntary 
registration is intended to reassure citizens, employers, and 
potential regulators in the absence of regulation.

DISCUSSION

Does the UK need a PA workforce? As with any other 
modern health economy, the UK contains a wide range of 
medical and nonmedical clinical workforce models. An 
ever-increasing number of clinical roles are gaining access 
to multidisciplinary training pathways, which are developed 
to address local workforce and patient needs. Such path-
ways have allowed professions to grow from pure special-
ist, to “specialist generalist” roles; spanning a range of 
primary, secondary, and community care environments.

In addition, the ongoing development of nationalized 
training programs has allowed for alignment of allied 
health profession training pathways to create integrated 
workforce models and open the door for increasingly senior 
nonphysician clinical roles. With this in mind, then, does 
the UK even need a PA workforce?

Physicians who supervise PAs were surveyed in late 
2012. Respondents believed that the biggest limitations 
to the PA role were those imposed by legal restrictions on 
PA practice, rather than limitations caused by lack of 
education. Respondent physicians strongly supported the 
development of statutory regulation for PAs and expressed 
that regulation would let PAs perform a broader range of 
medical duties, benefi tting physicians and patients alike.11

The results of this study were especially important given 
that a key challenge with integrating PAs into the clinical 

workforce has been the breaking through of (traditional) 
cultural barriers; convincing other professions that the PA 
is not entering the workforce to replace trainee physicians, 
junior physicians, middle-grade physicians, or NPs. The 
message delivered by the profession and its supporters is 
that the PA should be viewed as a collaborative rather than 
replacement profession—supporting physicians at all 
levels and working alongside nurses and allied health 
professionals to deliver a holistic and integrated multidis-
ciplinary clinical workforce (Table 3).

WORKFORCE INTEGRATION

The 2009 report on the NHS Scotland demonstration 
project stated that “PAs add complementary skills and 
attitudes to clinical teams and should not be regarded as 
a potential direct ‘substitute’ for a nurse or a doctor.” The 
report highlighted that PAs could be “one of a range of 
roles that might be present in an ideal team.”4

The reality of the UK healthcare situation is that gaps in 
the medical workforce are appearing on an ever wider 
scale. Medical recruitment—especially in emergency med-
icine and general practice—is not generating suffi cient 
physicians to support the needs of an increasingly aging 
population with ever more complex health needs.12

Furthermore, although enhancing training skills for nurses 
and other clinicians is right and proper, overstretching of 
existing roles to meet demand in other areas is self-defeat-
ing. The argument is: Unless we use our existing workforce 
more intelligently and develop new roles with sustainable 
recruitment, gaps will remain and, indeed, will continue to 
grow in proportion to increasing patient demand.

The evidence is that PAs are graduate-level recruits and 
do not need to be drawn from existing healthcare work-
forces. PAs have proven themselves as clinically safe, 
competent, and surrounded by robust governance and 
quality assurance, despite a lack of regulation. The Scottish 
evaluation stated that “PAs appeared safe when working 
under medical supervision. All patients interviewed were 
satisfi ed with PAs, several noting that they appreciated PAs 
communication skills.” The evaluation suggested “the 
introduction of PAs need not undermine the professional-
ism of doctors. PAs could provide a powerful resource, 
allowing time for doctor trainer to spend with doctor 
trainee, a source of knowledge and skills to pass on to 
trainee doctors moving through departments and provide 
continuity of presence as a reassurance for patients.”4

COMMUNICATION

The PA profession, through the Faculty of Physician Asso-
ciates, NHS England, Health Education England, and 
national workforce planners must robustly communicate 
the benefi t of the PA role to the workforce; the governance 
surrounding the profession and its clinical boundaries; and 
that PAs are complementary to and not a replacement for 
other clinicians.
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A study focusing on the introduction of PAs to a pediat-
ric ICU (PICU) reported that, “after 12 months in post, PAs 
were undertaking most PICU procedures, albeit with some 
supervision. After 12 months, the PICU was mostly happy 
with the decision to incorporate PAs and they have become 
an indispensable part of the team. The PAs are mostly doing 
what was intended, although the lack of both prescribing 
rights and a recognised professional body might be increas-
ingly limiting...” The study demonstrated that PAs can be 
“...a valuable addition to the medical workforce.”13

The Scottish study suggested that a smoother introduc-
tion of PAs into the workforce and communicating a clear 
role description with all staff before introducing PAs should 
be key principles for other departments wanting to develop 
PA roles.4 Outcomes from the Scottish study and anecdotal 
evidence from Health Education England suggests that 

simply responding to communicated concerns and provi-
sion of educational resources to assist workforce planners 
can often overcome opposition to PA recruitment.14

In the aggregate, Health Education England, NHS Eng-
land, NHS Grampian, PA course providers, and the Faculty 
of Physician Associates are working collaboratively to raise 
awareness of the profession. The intent is to understand 
and address barriers and to communicate the importance 
of this role as being able to competently and confi dently 
fi ll clinical workforce gaps.

The PA is a horizontal career trajectory, although local 
opportunity exists for career development (such as team 
lead, clinical lead, and general practitioner [GP] practice 
partner). This compares with UK doctors and nurses, who 
have a pyramidal or vertical shaped career trajectory. As the 
PA profession grows, opportunities for vertical career devel-

TABLE 3. Portraits of two PAs

The PA in primary care
Hazelwood Group Practice in the West Midlands 

has two PAs. One recently joined the team after 

working in vascular surgery, and the other is a 

practice partner. The new PA primarily deals 

with minor illnesses and will eventually manage 

more complex cases. The PA holds 15-minute 

appointments, with the senior PA and GPs booking into her 

slots (following their telephone triage processes). She is trained 

to fi t IUD coils and contraceptive implants. She writes up 

prescriptions during appointments and uses a special knock to 

alert the GP that she needs a signature; prescriptions for any 

controlled drugs are discussed with the GP. The PA writes up 

radiograph and MRI referrals during appointments and uses a 

special knock for a GP colleague to sign. The PA seeks help 

from a GP colleague for any complex cases (waiting until after 

the patient leaves).

The PA practice partner, Chris Deane, PA-R, qualifi ed as 

one of the fi rst UK PAs after taking the national examination 

in 2007. He has been a practice partner for 3 years. He was 

interviewed for the partnership alongside several GPs.

In clinic, he undertakes the same slots and timescales as 

GP colleagues. All patients are called by the GP or PA to 

review their needs and decide if a face-to-face appointment 

is necessary. Deane manages his own list. He conducts 

home visits; GPs and the PA meet midmorning to distribute 

the home visit schedule between themselves. Deane writes 

up prescriptions during appointments and uses a special 

knock for a GP colleague to sign; prescriptions for any 

controlled drugs are discussed with the GP. He writes up 

radiograph and MRI referrals during appointments and uses 

a special knock to alert the GP that he needs a signature. 

Deane is trained in minor surgery.

The PA in psychiatry
As a PA in a mental health setting, Reb Kean, PA-R, PgC, PgD, 

MA, undertakes a wide range of duties under the supervision of 

the consultant psychiatrist. These include psychiatric assess-

ment, investigations, management plans, liaison 

and referrals with other teams and services, 

managing his own caseload, and assisting the 

consultant (writing letters, chasing referrals or 

treatments, and preparing hardcopy medical 

notes).

Kean is employed by Birmingham and Solihull 

Mental Health Foundation Trust, which has 10 PAs in the 

following practice areas: liaison psychiatry, forensic services, 

inpatient psychiatry, and community mental health team.

Within the community mental health team for the homeless, 

Kean works alongside a part-time consultant psychiatrist and 

three community psychiatric nurses. The role can include:

•  Seeing all new referrals for initial psychiatric assessments

•  Working with police, hospital ED, or home treatment teams 

for a Mental Health Act assessment and possible admis-

sion (acute patients)

•  Raising referrals during multidisciplinary team meetings 

and either referring to other agencies or accepting 

nonacute patients on their own team

•  Carrying a caseload of 10 to 20 care support patients who 

are reviewed with consultant supervision

•  Reviewing more complex patients under the care program 

approach alongside the consultant so that the PA can 

prepare notes, order and chase investigations, and 

communicate with the patient’s GP

•  Managing physical health assessments (antipsychotic 

blood monitoring, annual physical examination, minor 

ailments) within the team

•  Working with other homeless services within the city and 

attending a weekly multidisciplinary team meeting and a 

monthly multiagency meeting on behalf of the team

•  Writing reports and attending Mental Health Act tribunals 

and coroners courts as necessary (this PA has a master’s 

degree in medical law).

Kean also is demonstrating continuing professional 

development by undertaking a master’s degree in psychiatry 

at Cardiff Medical School.
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 opment will self-propagate. Until then, maintaining and 
increasing attraction to the profession is a challenge that 
requires a national communications and marketing strategy.

FUTURE WORKFORCE PLANNING

With the support of key stakeholders and ongoing work 
to market the profession nationally, the feeling among 
stakeholders is that there is considerably more acceptance 
of PAs by the healthcare workforce than there was even 
12 months ago.

For example, as part of the 2015 “New Deal for General 
Practice,” the UK Government health secretary outlined 
plans for developing 1,000 primary care based PAs by 
2020 to support GPs in their work.

“...Because of an aging population and changing con-
sumer expectations, we have seen a massive increase in 
demand for GP appointments... As a result, we are deliver-
ing an estimated 45 million more appointments every year 
compared to 5 years ago, but even this has not kept pace 
with demand... Innovation in the workforce skill mix will 
be vital too in order to make sure GPs are supported in 
their work by other practitioners. I have already announced 
pilots for new physicians’ [sic] associates, but today I can 
announce those pilots are planned to ensure 1,000 physi-
cians’ [sic] associates will be available to work in general 
practice by September 2020.”15

In 2016-17, PAs in primary care roles accounted for 
about 15% of the UK PA workforce.9 An estimated 3,200 
PAs will be employed in the UK workforce by 2020, with 
20% in primary care. To meet the UK government target, 
PA recruitment into primary care needs to increase by 57%. 
National workforce planners will need to encourage pri-
mary care workforce leads to consider recruiting PA grad-
uates, as well as considering strategies to retain and develop 
the existing workforce.

LIMITATIONS

Because this study reports on a dynamic process, it has a 
number of limitations. Many experiments in PA develop-
ment and use were mentioned anecdotally, with most beyond 
the space allotted for this study. The nature of searching 
for reports without a national PA archive or formal process 
of archiving left the authors with little knowledge of what 
was left behind. Not all PA programs were willing to net-
work on this activity, presenting questions of what is and 
is not well known. The authors hope that this and subse-
quent reports will be an impetus to centralize such national 
data and its role in shaping healthcare in the UK.

CONCLUSION

The world is changing, and patient needs are changing 
with it, to the point where traditional models of clinical 
workforce planning are no longer sustainable. New mod-
els of care and care delivery need to be developed. PAs 
stand alongside other emerging professionals in healthcare 

whose roles are redefi ning delivery mechanisms for urgent 
and acute patient care in the UK. In 2015, the Faculty of 
Physician Associates was founded at the Royal College of 
Physicians. This, combined with support from UK govern-
ment and key national stakeholders, has signaled to the 
people of the UK and the world that PAs are a required 
asset in meeting the needs of its citizens. To this end, PAs 
have an ever more important role to play as frontline clini-
cians and key members of the future integrated, multi-
disciplinary clinical workforce. JAAPA
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