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redicting the future, partic-
P ularly in the ever-changing

realm of health care, is al-
ways a gamble. The variables with
the potential to impact health
care—among them, unpredict-
able political agendas, unforeseen
economic upheaval, and techno-
logical issues—make it difficult to
identify one “expected” outcome.
However, one forecasted trend
will certainly make a difference:
the quantity of well-educated
health care practitioners.

This factor will be one of the
most important determinants of
our ability to deliver quality, ac-
cessible health care in a diverse
society with increasingly complex
medical needs. Some may say
that this is an irrational fear—the
US health care system is remark-
ably adaptable, and as far as we
can tell, no serious problems have
arisen due to a shortage of provid-
ers. So are we overreacting, or is
there a viable reason for concern?

While more and more Ameri-
cans are covered by health in-
surance thanks to the Affordable
Care Act, fewer physicians are
entering primary care. The As-
sociation of American Medical
Colleges (AAMC) has projected a
shortage of between 46,000 and
90,000 physicians by 2025. AAMC
forecasts a shortage of 12,500 to
31,100 primary care physicians
and 21,200 to 63,700 non-primary
care physicians; much of the lat-
ter deficit will be in the surgical
specialties.! The report emphasiz-
es the need for immediate action
because it takes almost a decade

to educate a physician for entry
into the workforce.

On the surface, these numbers
are quite staggering. They may
even elicit a sense of doom about
access to quality (or even simply
adequate) health care in the next
decade. To put these projections
in context, here are some key sta-
tistics

¢ About 915,000 physicians ac-

tively practice in the US.2

« Each year, about 20,000 med-

ical school students graduate
and enter postgraduate edu-
cation.’
« Thirty percent of physicians
are older than 60.?

e In 2015, there were 100,000
practicing PAs, with an aver-
age age of 38.*

¢ As of 2016, there are 222,000
practicing NPs, with an aver-
age age of 49.°

The US population is projected
to increase from 310 million in
2015 to 335 million in 2025.5 There
are approximately 45 million
Americans older than 65, a num-
ber that is projected to increase to
almost 70 million by 2025.78

This inverse relationship—
more potential patients and fewer
people to care for them—suggests
perilous changes for our health
care system. Some anticipated
changes—longer wait times for
care, increased costs, and more
opportunities for error—are real
and have already been quantified
in reports.® But with the year 2025
less than a decade away, where is
our sense of urgency? Even if we
implement changes immediately,
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they are unlikely to offset the con-
sequences of the workforce short-
age. Yet to do nothing will lead to
arapid decline in quality oflife for
many Americans.

In theory, there are two ways to
address this pending “crisis.” We
can decrease demand and/or in-
crease supply. In the next few de-
cades, achieving the former will
be difficult, because of the un-
avoidable toll of an aging popula-
tion. Public health and preventive
services may have some impact
and deserve increased atten-
tion. New and improved modes
of treatment offer the potential to
ameliorate the impact of chronic
diseases such as diabetes and car-
diovascular disease. This method,
while a noble goal, is also less pre-
dictable and harder to “plan” for.

The most direct approach (but
certainly not the only one) is to
increase the supply of health care
providers—specifically, NPs and
PAs—in order to meet the rising
demand. The professions have
long been touted as a solution to
problems of access to care in both
rural and urban areas. About 83%
of NPs are certified in primary
care; we cannot ignore the fact
that only 24% of PAs practice in
primary care while the rest have
chosen specialties. But (another
plus) patients tend to be as satis-
fied with care provided by NPs
and PAs as by physicians.'*!!

Increasing the supply of NPs
and PAs requires educating more
individuals to enter the profes-
sions. Education programs need
to do a critical analysis of their
curricula to ensure that what hap-
pens in the classroom matches
real-world needs. If graduates en-
ter the workforce unprepared for
the demands of the job, no prog-
ress will be made. (For a vigorous
discussion on the current state
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of professional education, please
visit www.mdedge.com/clinician
reviews/commentary).

One significant limitation to
the growth of the PA supply is the
accreditation process, which now
takes almost three years from the
start of the process until the ini-
tial approval of a class (and five
years until the first class gradu-
ates). This process adds time and
expense to the creation of new
education programs, many of
which await approval and lack the
resources to bring the program
to maturity. While no one would
argue the value of the ARC-PA ac-
creditation, the process should
be critically examined to identify
any areas that can be streamlined
without decreasing the quality of
the product.

Which brings us to perhaps
the most important aspect of this
discussion: What actions need to
be taken to mitigate the possible
damage of a physician shortage?
Here are some recommendations
for a variety of stakeholders:

Educators should enhance
their competency-based cur-
riculum to enable NPs and PAs to
move through their programs at a
faster stride (again, without sacri-
ficing valuable learning time) and
get into practice sooner.

Accreditors should review
current standards and remove
barriers to allow education pro-
grams to create innovative cur-
ricula that help NPs and PAs gain
the knowledge (and experience)
they need to move into practice.

Regulators should ensure that
NPs and PAs are able to practice
to the fullest extent of their license
and scope of practice (ie, full prac-
tice authority, scope of practice
determined at the practice level).
Barriers should be removed to al-
low these clinicians to function

in rural and underserved regions
of the country (eg, adaptable col-
laboration requirements).!® (For
a different perspective on PA au-
tonomy, see page 12.)

Policymakers should rally
around the removal of barri-
ers to postgraduate residencies,
which would sustain and possi-
bly increase the physician supply.
Reimbursement, particularly in
Medicare, should be re-evaluated
to assure that all providers are re-
imbursed for same services. Lack
of parity in reimbursement infers
a difference in quality that is just
not the case.

Practicing NPs and PAs
should step up to the plate and
volunteer as preceptors to give NP
and PA students the opportunity
to learn from the best and most
experienced.

Physicians should seek out
alternatives to retirement from
medicine (ie working part-time,
becoming an educator). Expand-
ing the period of clinical practice
may forestall, or even prevent,
some of the shortage—at least, in
the short-term.

There are those who say that a
provider shortage does not exist
and that those crying out about
it have a vested interest in ex-
panding medical school output.
Others acknowledge the short-
age but worry that increasing the
supply of NPs and PAs will ulti-
mately “devalue” individual pro-
viders (ie, drive down salaries).
One thing, however, is certain: As
Danish physicist Niels Bohr said,
“Prediction is very difficult, espe-
cially if it's about the future.”

What are your thoughts and
ideas about the health care work-
force and the increasing demand
for care? Please share them with
us by writing to PAEditor@front-
linemedcom.com. CR

continued on page 24 >>

clinicianreviews.com



FROM THE PA EDITOR-IN-CHIEF

>> continued from page 10
REFERENCES 4,

1. Association of American Medical Colleges.
The complexities of physician supply and
demand: projections from 2013 to 2025.
Washington, DC: HIS, Inc; 2015. www.aamc.
org/download/426242/data/ihsreportdown
load.pdf. Accessed September 8, 2016.

2. Young A, Chaudhry HJ, Pei X, et al. A census
of actively licensed physicians in the United
States, 2014. J Med Regulation. 2014,96(4):
10-20.

3. Association of American Medical Colleges.
Table B-2.2: total graduates by US medical
school and sex, 2010-2011 through 2014-
2015. www.aamc.org/download/321532/
data/factstableb2-2.pdf. Accessed Septem-
ber 8, 2016.

24 Clinician Reviews ¢ OCTOBER 2016

7.

National Commission on Certification of Phy- 8.

sician Assistants. 2015 statistical profile of
certified physician assistants. www.nccpa.
net/Uploads/docs/2015StatisticalProfileofCe
rtifiedPhysicianAssistants.pdf. Accessed Sep-
tember 8, 2016.

. American Association of Nurse Practitioners.

NP fact sheet. www.aanp.org/all-about-
nps/np-fact-sheet. Accessed September 8,
2016.

. US Department of Commerce. Population

projections of the United States by age, sex,
race, and hispanic origin: 1995 to 2050.
www.census.gov/prod/1/pop/p25-1130.pdf.
Accessed September 8, 2016.

Mather M, Jacobsen LA, Pollard KP. Aging in the
United States. Popul Bull. 2015;70:1-23.

Ortman JM, Velkoff VA, Hogan HH. An aging
nation: the older population in the United
States. US Census Bureau. 2014;P25-1140.

. Institute of Medicine. Crossing the Quality

Chasm: A New Health System for the 21st
Century. www.nap.edu/books/0309072808/
html. Accessed September 8, 2016.

. Garment V. Nurse practitioners and physician

assistants: why you should hire one (or the
other). The Profitable Practice blog. 2013.
http://profitable-practice.softwareadvice.
com/nurse-practitioners-and-physician-assist
ants-why-you-should-hire-one-or-the-other-
0513. Accessed September 8, 2016.

. American Academy of Physician Assistants.

Six key elements. www.aapa.org/six-key-
elements. Accessed September 8, 2016.

clinicianreviews.com



