
POSITION PAPER 

Reprinted from ANNALS OF INTERNAL MEDICINE Vol. 121; No. 9, 1 November 1994 
Printed in U.S.A. 

Physician Assistants and Nurse Practitioners 
American College of Physicians* 

H This position paper by the American College of 
Physicians Task Force on Physician Supply examines 
expanded roles for physician assistants and nurse 
practitioners in light of projected shortages of primary 
health care providers. Meta-analyses and other litera- 
ture reviews comparing the care provided by nurse 
practitioners and physician assistants with that by 
primary care physicians had methodologic shortcom- 
ings that made the data difficult to interpret. There were 
no studies comparing nurse practitioners in indepen- 
dent practice with physicians. Seven policy positions 
are articulated. 
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T he United States has several options for meeting the 
nation’s projected shortage of primary care providers, but 
changes in the training pipeline will not meet this demand 
for decades. Even if we were to begin today and commit 
the careers of half of all physicians-in-training to primary 
care, we would not reach the goal of a 5050 ratio of 
generalists to subspecialists until the year 2040. We must 
therefore address this need in the immediate future. One 
potential solution is to expand the role of nonphysician 
providers in the health care system. 

Most health care reform proposals recognize the im- 
portance of primary and preventive health care and seek 
to provide increased financial incentives for primary care 
physicians and greater support for primary care training 
programs to encourage more physicians to pursue careers 
in primary care. President Clinton’s plan also called for a 
doubling of training positions for nurse practitioners, cer- 
tified nurse midwives, and physician assistants. The Amer- 
ican Nurses Association sponsored a recent meta-analysis 
of studies on nurses in primary care roles. The authors of 
this study recommended that policymakers “encourage 
the continued and expanded use of nurse practitioners 
and certified nurse midwives as providers of primary care 
services to a wide variety of patient populations” (1). 

Nonphysician providers are a heterogeneous group with 
different educational paths. The roles they should play 
depend on their clinical competencies. Two types of non- 
physician providers are particularly important to adult 
medical care. Nurse practitioners and physician assistants 
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are both engaged in preventing, diagnosing, and treating 
medical illnesses. 

Nurse practitioners are licensed registered nurses with 
advanced education ranging from 9 to 24 months of su- 
pervised clinical training in the diagnosis and treatment of 
illness. Their training program leads to a certificate or a 
Master’s degree (2). Although trained to provide primary 
care, many obtain additional training for specialized prac- 
tice in family practice, pediatrics, geriatrics, school health, 
or mental health. Certification is available to registered 
nurses from the American Nurses Association, nurse-spe- 
cialty associations, and some academic nursing education 
programs (3). Of note, an advanced practice nurse can 
practice without certification. 

In contrast, physician assistants are trained to provide 
medical care specifically under the direction and supervi- 
sion of a physician. Training consists of a minimum of 2 
years of classroom instruction and clinical training. Al- 
though an undergraduate degree is not required, 60% of 
physician assistant programs offer this degree or a degree 
option, and the remaining programs offer an Associate 
degree or a certificate when a 2-year program is com- 
pleted (4, 5). Physician assistant training programs are 
accredited by the American Medical Association Commit- 
tee on Allied Health Education and Accreditation, of 
which the American College of Physicians is a sponsoring 
organization, and nearly all states require physician assis- 
tants to pass the certification examination of the National 
Commission on Certification of Physician Assistants. State 
licensing laws permit physician assistants to work under 
the supervision of physicians, surgeons, and housestaff in 
providing diagnostic, therapeutic, surgical, and preventive 
services. However, more than 50% of physician assistants 
provide primary care services (6). 

Three issues are central to expanding the role of nurse 
practitioners and physician assistants in our health care 
system: 1) prescribing authority; 2) reimbursement privi- 
leges; and 3) the legal scope of professional practice. In 
43 states, nurse practitioners have some measure of pre- 
scribing authority. Currently, 22 states grant statutory in- 
dependent prescribing authority for nurse practitioners, 
although 7 of these exclude controlled substances (7). In 
some states, such as Texas, prescribing authority extends 
only to nurse practitioners serving in areas with a short- 
age of health professionals. In 8 states, nurse practitioners 
must seek additional training to become an authorized 
prescriber of medications (8). In 1992, under the direction 
and supervision of physicians, physician assistants wrote 
165 million prescriptions, or 8% of the total prescription 
market in the United States (9). 

Under Medicaid, 42 states have allowed reimbursement 
for nurse practitioner services. In 20 of these states, nurse 
practitioner services receive 100% of the physician Med- 
icaid payment rate. To varying degrees, 18 states have 
permitted Medicare reimbursement for certain services 

714 0 1994 American College of Physicians 



provided by advanced practice nurses (7). In 1990, the 
Health Care Financing Administration extended payment 
for nurse practitioner services in nursing facilities. How- 
ever, these direct payments for nursing facility services 
were made to employers with the stipulation that the 
nurse practitioner work collaboratively with a physician. 
The Rural Nursing Incentive Act of 1991 goes further by 
authorizing direct reimbursement to all nurse practitio- 
ners practicing in designated rural areas (10). 

Various meta-analyses and literature reviews have com- 
pared the care provided by nurse practitioners and pri- 
mary care physicians (1, 3, 11-14). These overviews con- 
sistently report that nurse practitioners perform equal to 
or better than physicians on measures of process of care, 
patient satisfaction, and outcomes of care. However, as 
the Office of Technology Assessment study notes, “many 
studies that analyze these relationships are methodologi- 
cally flawed and almost none examine the quality of ser- 
vices provided without physician involvement” (3). It is 
therefore not possible to draw conclusions about indepen- 
dent nursing practice from the available literature. 

American College of Physicians Policy Positions 

1. The American College of Physicians supports expanded 
roles for nurse practitioners and physician assistants within a 
collaborative health care system that includes a physician 
who takes responsibility for the quality of care provided. 

During the next decade, generalist physicians alone 
cannot meet the anticipated gap in primary care services. 
Nurse practitioners and physician assistants will have a 
key, complementary role in filling this need. We are com- 
mitted to supporting these collaborative practice arrange- 
ments. 

2. A highly collaborative mode of practice will require 
improved systems for health professionals to communicate 
with one another. The College supports the development of 
these communication systems. 

Through computer networks and the use of information 
technology, medical links and long-distance learning oppor- 
tunities can enable physicians and nonphysician providers to 
communicate readily concerning patient diagnosis and 
treatment. The availability of such communications sys- 
tems will enhance opportunities for primary care services 
to be delivered through a collaborative team involving 
physicians, nurse practitioners, and physician assistants. 
Telemedicine will afford us even greater opportunities for 
improving communication links. ACP Online, the Col- 
lege’s new computer network, is one example of the kind 
of improved communications systems that are now being 
implemented. 

3. The scope of practice by nurse practitioners and phy- 
sician assistants should be evidence-based. Thus, the College 
encourages well-designed clinical trials that will test new 
roles for nurse practitioners and physician assistants. 

The research literature that compares the care provided 
by nurse practitioners and physician assistants with the 
care provided by physicians is difficult to interpret be- 
cause of many methodologic shortcomings. The problems 
include nonrandomized study design, poor generalizability 
because of a limited number of study sites, focus on 
short-term rather than long-term outcomes, and insuffi- 
cient study sample size to detect differences. Most impor- 

tantly, no studies compare nurse practitioners in indepen- 
dent practice with physicians (3). The College supports 
research funding priority for studies that will overcome 
these limitations and test the hypothesis that independent 
practice by nurse practitioners is safe and effective. 

4. Until evidence shows that advanced practice nurses can 
provide high-quality health care services in independent 
practice arrangements without accountability to physicians, 
the College cannot support independent practice of nurse 
practitioners or direct fee-for-service payments to them. 

Given the absence of evidence about quality of care by 
nurse practitioners in independent practice, we do not 
believe reimbursement practices should encourage the in- 
dependent practice of nurse practitioners. Furthermore, 
this country appears to be moving toward a greater use of 
integrated health care systems in which health care ser- 
vices are increasingly being delivered through managed 
prepaid arrangements. In this environment, an indepen- 
dent nurse practitioner practicing in a fee-for-service 
mode is a step in the wrong direction. 

5. The College supports expanded roles for nurse practi- 
tioners and physician assistants working in hospital and 
ambulatory settings as substitutes for physician housestag 

Proposed changes in work hours for physicians-in-train- 
ing will lead to increased needs for staffing. In addition, 
academic medical centers are under economic pressures 
to serve more patients with fewer personnel. These needs 
can in part be met by increasingly allowing nurse practi- 
tioners and physician assistants to perform some activities 
usually done by physician housestaff.. One study suggests 
that under a model using nonphysician providers, only 
20% of the physician housestaffs activities require a phy- 
sician’s attention (15). 

6. Nurse practitioners and physician assistants should be 
empowered to dispense prescription drugs under systems that 
ensure accountability to a physician. 

The United States Public Health Service guidelines for 
nurse practitioners do not call for training in pharmacol- 
ogy. Nonetheless, under some nurse practice acts, ad- 
vanced practice nurses are increasingly required to docu- 
ment a minimum of 3 credit hours of pharmacology if 
they seek independent prescribing authority (16). Empir- 
ical work on the quality of nurse practitioner prescribing 
practices requires further study. Investigators of one study 
randomly audited the prescriptions of 18 primary care 
nurse practitioners and found that they prescribed a “very 
limited number of well known, relatively simple drugs to 
a young, female healthy population,” but that minimal 
physician consultation was required to issue these pre- 
scriptions (17). We would welcome further research work 
on the prescribing practices of nurse practitioners. 

7. The College favors exploring possibilities for jointly 
developing continuing education programs with nurse prac- 
titioners and physician assistants. 

To foster collaborative practice, the College would be 
interested in considering innovative continuing education 
programs that emphasize the team approach with nurse 
practitioners and physician assistants. 
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