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The concept of training nonphysician health care providers originated in the mid-1960s,
when a shortage of primary care physicians was projected. The original intent was to
compensate for shortages of primary care physicians. Since then the roles, responsibilities,
and autonomy of practice of midlevel providers (MLPs) have evolved in a number of
directions. The goal was initially to have the MLP provide care in less acute medical events
and work under the supervision of a physician, but many have begun to work with
relative autonomy in recent years, caring for increasing numbers of acutely ill patients and
taking on responsibilities outside of direct patient care. The literature shows that MLPs
offer quality of the care that is comparable to physicians’ care. They have the potential to
fill important roles in areas such as patient communication, monitoring of compliance
with care guidelines and transitions in care, and in education and research. Current issues
are the need to ensure standardization of training, define the scope of MLP care and
practice, and address concerns about professional threat to specialist in emergency
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Introduction

As an emergency medicine physician practi-
cing for nearly 30 years, | have watched with in-
terest as mid-level providers (MLP) become an
integral part of the health care team in U.S.
emergency departments. By midlevel providers, |
refer to nurse practitioners (NP) and physician’s
assistants (PA) , who have received training that
allow them to participate in patient care with
significant responsibility and autonomy. The con-
cept of training non-physician health care provi-
ders originated in mid-60’s, when there was a
projected shortage of primary care physicians.
The original intent was to fill in physician shorta-
ge gaps in primary care settings. Since then the
roles, responsibilities and autonomy of practice
of these MLPs have evolved in a number of di-
rections.

An example of this is a situation where multi-
ple high acuity patients arrive for care in a com-

munity ED. There is a solo ED physician on duty,
and 2 MLPs. In today’s world, their roles and res-
ponsibilities may vary greatly in this scenario, de-
pending on their post-graduation clinical expe-
rience and training specific to EM, state law,
institutional policy and supervising physician dis-
cretion.

MLP possible roles:

1. Participate directly in care as primary care
provider, with responsibilities that include airway
management and trauma resuscitation. There
would be physician oversight, which may be di-
rect supervision, on-site availability if needed
and/or chart review

2. Assist physician in monitoring patient during
assessment and treatment, collecting data as it
comes in and giving MD updates

3. Seeing lower acuity patients that may be
kept waiting

4. Arranging admission or transfer to trauma
unit or care center
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5. Talking to family, chaplain

6. Ensuring compliance with patient care gui-
delines with respect to transfusion, Patient con-
sent, pain management, trauma protocols

It is clear that ED physicians welcome the con-
tributions made by MLPs when confronted by in-
creasing numbers of patients, particularly those
presenting with non-acute illnesses. Available lite-
rature specifically describing the quality of the ca-
re provided by MLPs to this patient population
consistently shows that they provide comparable
if not superior care as defined by compliance with
treatment standards, efficiency of care, patient sa-
tisfaction and need for return visits'*. In the past
decade there has been a rapid rise in the use of
MLPs in the ED. In 2005, a MLP covered 13 per-
cent of all U.S. ED visits, up from only four per-
cent in 1993% From 2006 through 2009, 64% of
EDs utilized MLPs, with higher utilization in urban
compared to nonurban EDs. A recent survey reve-
aled that 5.8% of ED patients were seen by MLPs
only, however nonurban EDs had MLPs, without
physician involvement, see a median 27% of all
ED visits, compared to 7.5% for urban EDs®%. It is
clear that MLPs have the real and anticipated po-
tential to increase the efficiency of emergency de-
partment by offloading some of the burden of pa-
tient care. Their cost to the hospital is lower than
a physician's, and if they can assume proportiona-
te care for patients without compromising safety,
reimbursement and throughput, then the benefits
are clear. MLP salaries vary with respect to demo-
graphic location, practice setting, specialty trai-
ning and experience and are generally about 50%
of physician salaries. While physician salaries ran-
ge from 211-269K based on a national 2012 sur-
vey, MLP working in an ED setting make approxi-
mately TO00K*'. While PA salaries across all
practice settings usually are higher then NP sala-
ries, NPs working in the ED setting make salaries
comparable to PAs*™.

Available literature shows that MLPs also provi-
de effective care without adversely compromising
patient safety, patient throughput or relative value
unit (RVU) generated per hour irrespective of shift
length and departmental acuity*''. Descriptions of
practice scope have noted that care is optimized
when MLPs see lower acuity patients, allowing the
physicians to focus on those higher acuity pa-
tients. When described, this includes conditions
that range from laceration repair, minor traumatic
injuries such as ankle sprains and fracture to URI
and asthma'>'%>, On the other hand, there is data
showing that MLP clinical care responsibilities may
not be limited to lower acuity patients. A 2005

practice survey found that of ED patients seen by
MLPs without direct physician supervision, six per-
cent arrived by ambulance, 37 percent had ur-
gent/emergent acuity, and three percent were ad-
mitted to the hospital®.

It is clear that the “horse has already left the
barn” in the case of MLPs as part of the emer-
gency health care team, and with it come gro-
wing concerns with respect to the lack of standar-
dization of training, scope of care and practice. In
this article we will review training, scope of practi-
ce, present dilemmas and future challenges for
both for PA’s and NPs practicing in emergency de-
partments.

Nurse practitioners (NPs)

NPs have been part of the American medical
care team since 1965. The original goal was to
train nurses who can provide primary and pedia-
tric care and Help Bridge the gap created by a
physician shortage and prohibitive cost of health
care''. The vision was a collaboration between the
physician and the NP, and not as a physician
substitute. In the early 1990’s the focus moved to-
wards training NPs to participate more fully in the
care of acutely ill and critical patients in the inpa-
tient setting. National certification for acute care
nurse practitioner (ACNP) practice began in 1995
and currently; over 5000 NPs have received certi-
fication as ACNPs.

Training

Licensing as a NP requires a Bachelors of
Science Degree in Nursing, and completion of a
graduate-level nurse practitioner program (either
a Master's or Doctorate of Nursing Practice de-
gree) with didactic and clinical training in a spe-
cialty area. (Family, Psychiatry, Neonatal, Pedia-
trics, Gerontology, or Acute Care).

Passage of National Board certification in an
area of specialty is required to practice. Certifica-
tion is renewed every 5 years and requires 150
hours of professional development (continuing
education, academic credits, presentations/rese-
arch, preceptor hours, or professional service) and
a minimum of 1,000 practice hours in your certifi-
cation specialty. Further specialty training is obtai-
ned on the job and through continuing educa-
tion.

There are a few schools that offer a Post-Mas-
ters Emergency NP (ENP) degree. However, at this
time, there is no national certification offered. A
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degree with an emergency medicine concentra-
tion can be obtained within an Acute Care or se-
lect Family NP degree program. Others practicing
in the ED currently have a Family NP or Adult NP
degree and get on the job training. The Acute
Care specialty training provides skills for NPs to
manage acute, critical, and chronically ill patients
in ICU settings. These programs include course-
work in pharmacology, physiology, pathophysio-
logy, and patient care management, in addition
to skills that include chest tube insertion, arterial
puncture, central line placement, endotracheal in-
tubation, managing ventilator therapy, and he-
modynamic monitoring. The ENP program inclu-
des skills such as basic and advanced suturing,
joint injection, slit lamp examinations, and splin-
ting and casting. There are several yearlong fe-
llowship training programs being offered in emer-
gency medicine at individual hospitals.

Scope of practice and practice Settings

The scope of practice of the NP is determined
by state law and place of employment and can
vary considerably. NPs can practice autonomously
based on individual state regulations, which allow
them to diagnose and treat patients in collabora-
tion with interdisciplinary health professionals. In
some states, they are recognized as primary care
providers and have prescribing authority with or
without physician involvement. In 2007, there
were 23 states that required no physician involve-
ment to diagnose and treat'. State law also deter-
mines whether NPs are eligible for hospital admit-
ting privileges, either by regulating access at the
state level or by allowing local hospital boards to
decide. All NPs are required to practice within
their individual states scope of practice. They are
also required to maintain both their registered

High School Grades 1-12 — 12 years

Undergraduate college

BA Degree
4 years Obtain licensure as a Registerd Nurse by exam
Graduate school
Graduate with Master’s of Science Dregree in Nursing
2 years

SEeciaIity certificacion by exam

Post Graduate Specialty Training (optional at this time)

Doctor of Nurse Practice

Figure 1. Nurse practitioner education and training.

nurse (RN) and NP license regulated by the state
along with their national NP certification™. In the
ED, NPs focus on primary health care services and
wellness and prevention, including assessment,
diagnosis, and treatment of lower acuity emer-
gent, as well as chronic, health care problems™ .

NPs practice in a wide range of urban and rural
healthcare settings, that include private practice,
hospital in-patient and acute care settings, nursing
homes, home health agencies, schools/universities
and public health departments. A recent survey
showed that of the NPs in emergency depart-
ments, 50% worked in both a main ED and fast
track, with 23% only in fast tract, 21% only in the
main ED, and 3% in urgent care?.

Physicians Assistants (PA)

The concept of a specialized PA role was inten-
ded to offset physician shortages, improve access
to health care and promote more cost effective
health care delivery systems within the United
States. The first PA training program was started
at Duke University Medical Center with a group of
Navy Corpsmen who had previously received
prior extensive medical training and graduated
the first class on October 6, 1967. Since its incep-
tion this new addition to the healthcare delivery
team has gained wide acceptance from the medi-
cal community, federal government and private
insurance sector. The Bureau of Labor and Statis-
tics predict that PAs will be the second —fastest-
growing profession in next decade. The American
Academy of Physician Assistants project that in
2020 there will be between 137,000 and 173,000
certified PAs practicing with the United States

The PA educational program is modeled after
the medical school curriculum lasting an average
of 27 months. The training program for PA inclu-
des instruction in anatomy, physiology, bioche-
mistry, pharmacology, physical diagnosis, pa-
thophysiology, microbiology, clinical laboratory
science, behavioral science and medical ethics.
This is followed by more than 2,000 hours of cli-
nical specialty rotations that include family medi-
cine, internal medicine, obstetrics and gyneco-
logy, pediatrics, general surgery, emergency
medicine and psychiatry. There are currently 159
accredited PA programs in the United States. The
vast majority award master’s degrees (Figure 2).

PA education programs are represented by the
Physician Assistant Education Council and accredi-
ted through the Accreditation Review Commission
on Education for the Physician Assistant (ARC-PA)
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and now the Society of Emergency Physicians As-
sistants (SEMPA) SEMPA’s role has been support
and advocate for physician assistants practicing in
the ED of emergency medicine. Very recently they
have proposed concluded that there is a need for
standards of quality training and experience for
physician assistants seeking to enter emergency
medicine, and have proposed that the society ta-
ke a leadership role in the following area:

1. Develop criteria for training and experience

2. Develop clinical emergency medicine conti-
nuing education

3. Nurture the future leadership of both the
Society and physician assistants in developing and
strengthening the MD-PA Team model of care

4. Extend the MD-PA Team model to all facets
of emergency medicine including advocacy, sa-
fety, and quality

5. More fully engage with physician colleagues
in facing the challenges and issues facing emer-
gency medicine

As part of the strategic advancement of the
profession, they have proposed an extensive pos-
tgraduate curriculum in emergency care for new
graduates, and equivalent clinical experience,
proctoring and continuing education for those
who have been out in practice®.

Scope of practice and practice settings

PAs practice medicine with the supervision of
licensed physician and, although by law are de-
pendent practitioners, they typically exercise con-
siderable autonomy in clinical decision-making.
Supervision may be provided by varied methods
such as physical presence or reasonable access by
telephone or electronic media. Each state will ha-
ve its own supervisory requirements and it is man-
datory that the physician/EMPA team follows state
law where they are practicing.

There are four parameters that determine the
scope of practice for an emergency medicine
physician assistant: State law and regulation, faci-
lity policy, education, experience, and expertise of
the PA and importantly the determination of the
supervising physician(s).

Because medical practice and physician/PA
practice are dynamic, specific lists of approved
tasks that can be applied to all facilities and to all
physician PA teams are not practical. There are
not any "typical" restrictions on what a PA does in
the ED. The physician/PA team and the hospital
should be aware of any restrictions on the PA's
scope found within state law or hospital policy.

PAs are educated in a broad-based medical cu-

Grade School/High School
Year 1-Year 2

College/university
4 Years BA degree

University/Medical School PA Program

2 years PA degree

Additional Residence (Optinal)
1 year PA Specialty Residence

Figure 2. Physician’s assistant education and training.

rriculum that prepares them to be adaptable.
They do not specialize during their education, but
upon graduation can practice in any specialty.
This allows flexibility within the profession and gi-
ves PAs the ability to respond to changing health-
care needs. According to 2010 AAPA Census num-
bers, about one-third of PAs work in primary care
and the remaining two-thirds in specialties. Of
those in specialty practice, nearly 20% are practi-
cing in the emergency department setting. At the
present time, emergency medicine PAs may provi-
de emergency care for patients in settings that in-
clude the emergency department and critical care
units, urgent care and fast track settings, observa-
tion units and chest pain centers. In addition they
may participate in pre-hospital care situations in-
volving air and ground transport of patients. An
emerging and valuable role is their involvements
in administrative functions that include complian-
ce with care algorithms, quality improvement and
patient safety initiatives. Finally, they are involved
in teaching health care trainees, patients and fa-
milies, and have assumed increasingly prominent
roles in ED and hospital-based research programs
assisting in patient recruitment, study compliance
and follow-up'*#-2.

Reimbursement for services provided by
MLPs

When an ED is staffed by both physician and
MLPs from the same group practice, and the physi-
cian provides and documents that they had a “face
to face” encounter with the patient in the ED, the
service may be billed under either the physician’s
or the MLPs Medicare identification number. If the-
re is no documentation of a direct interaction bet-
ween the physician and the patient on the day of
the ED encounter, then the service may only be bi-
lled by the MLP and the payment will be billed at
85% o the Medicare physician fee schedule?®.
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Billing practice and regulations for non-medi-
care patients vary depending on the individual
state regulations with respect to scope of practice.
All states reimburse MLPs for services provided wi-
thin the proscribed scope of practice, with some
variance with respect to requirements for physi-
cian supervision, reimbursement for procedures
and practice setting'®%.

Clinical Impact of MLPs in the ED

There is a growing body of literature descri-
bing the impact of MLP care in the ED. Many of
these studies are limited in their generalizability
because of small sample sizes, limited patient po-
pulations with respect to volume and acuity and
short duration of outcome assessment®'>. Howe-
ver, what has been shown is that their integration
into the ED healthcare team positively impacts pa-
tient care. MLPs enhance patient care flow in low
acuity areas with reduced treatment times, supe-
rior clinical documentation and fewer unplanned
follow-up visits. Patient satisfaction scores also se-
em to be comparable and in some studies supe-
rior to those of physicians for low acuity pa-
tients**?. When quality of MLP care is compared
to that of physicians, it has been shown that there
are no significant differences in care with respect
to accuracy of exams, interpretation of radio-
graphs, adequacy of treatment, laceration repair
quality, drugs prescribed, diagnostic screening
tests ordered, diagnoses made, laceration care
and planned follow-up¥#.

Importantly, the presence of MLPs may provide
a critical stabilizing influence, particularly in aca-
demic settings that utilize trainees where staffing
levels and personnel rotate often. There is a subs-
tantial body of literature that shows that the pre-
sence of MLPs providers enhances collaboration
and communication, shorten ED lenth of stay for
trauma patients, and increase compliance with cli-
nical practice guidelines in the critical care set-
ting'*'*. Communication among care providers
and compliance with care guidelines are vitally
important to ED care as well, and is an area whe-
re a MLP can assume a leadership role.

NP perspective: The University of North
Carolina/Chapel Hill (UNC) Experience

NPs at UNC are being recognized as an inte-
gral and invaluable asset to the medical care team
in emergency medicine. We see lower acuity ED

patients, managing emergent, acute and chronic
conditions, and function in an array of administra-
tive duties. NPs work independently alongside the
physicians, who are immediately available for con-
sultation if requested. We excel in delivering pri-
mary care to lower acuity patients who have limi-
ted access to health care. In addition to providing
care, we collaborate with social work and primary
care practitioners to ensure follow-up access to
primary care clinics. While NP focus in the ED is
primary care, it is clear that there is a need for
structured training in emergency care to ensure
consistency in practice and ultimately increase the
range and acuity of patients seen. A program spe-
cific to emergency care, similar to the acute care
program for NPs program would help in the tran-
sition from the classroom to the role of the provi-
der in emergency care.

PA perspective: The Duke University
Hospital Experience

Duke University Medical Center Emergency
Department is Level 1 Trauma Center. The PAs on
staff work collaboratively with the physician staff
in the ED in a number of clinical care areas that
include the main ED, the observation unit and the
fast track for lower acuity patients. They also pro-
vide clinical oversight and teaching for PA stu-
dents. This unique environment allows for the
“health team” concept to be utilized to its full po-
tential. The attending faculty are able to spend
more time with critically ill patients while less acu-
te patients are evaluated and treated in a safe and
efficient manner. Throughput times are decreased
which improves patient satisfaction and the ove-
rall efficiency of the department. The PAs partici-
pate in clinical research and educational programs
such as bedside ultrasound. As Emergency De-
partments become increasingly overburdened and
access to healthcare delivery systems continue to
be of national concern, the PAs concept in emer-
gency medicine illustrates a well proven solution
to the problem of diminishing heath care access
and rising health care cost.

Physician perspective

With experience, ED physicians have come to
appreciate the fact that MLP’s will reduce their
overall workload without compromising care. In
the context of a high volume and acuity setting,
they can insure that patients with less acute con-
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ditions are seen in a timely manner. Additionally,
when used appropriately in the critical care set-
ting, they can be instrumental in implementing
jointly developed patient care plans and monito-
ring response to therapeutic interventions. They
also prioritize non-clinical aspects of care that are
often overlooked by physicians that include social
services, communication, pain management and
quality improvement initiatives.

As the presence of these providers grows in
both the academic and community setting, there
are concerns about scope of practice and the po-
tential for professional threat to physician practi-
ce. Supervision and scope of practice for MLPs are
defined at the state and institutional level. Most
states allow provision of emergency care and defi-
ne supervision as the availability of a physician,
but participation in care or even physical presence
in the facility is often not required. Physician su-
pervision may be limited to co-signing charts or
prescriptions days to weeks after the ED visit, and
there are concerns that patient care may suffer
when patient complexity or acuity are outside the
training and clinical experience of the MLP. Limi-
ted data address the quality of midlevel provider
care of higher acuity ED patients. A recent study
of 4,029 visits for acute asthma in 63 U.S. EDs
found that unsupervised MLPs provided a signifi-
cantly lower quality of ED asthma care compared
with MLPs who were supervised by a physician
and with physicians alone®. The care of the as-
thma patient is supported by widely disseminated
treatment guidelines, and this finding raises con-
cerns about the care of patients who are less
straightforward in their presentation. What is ap-
parent is that experience as well as training, as in
any specialty, is paramount. We need to focus on
providing quality clinical experience for newly gra-
duated MLPs that will prepare them for their clini-
cal role. We also need to recognize the value of
those with experience by providing increased sco-
pe of practice and autonomy. The proposed ac-
tions of SEMPA with respect to training and scope
of practice are vitally important, and we will hope-
fully see parallel developments for NPs.

A secondary concern is that as MLPs become
increasingly independent, they may pose a profes-
sional threat to physicians by competing for jobs.
In one survey of physician trainees, approximately
one-third viewed mid-level providers as a profes-
sional threat®’. While there still are reported shorta-
ges in the workforce for EM physicians, it is likely
that a major driving force behind inclusion of
MLPs is largely financial; EDs may hire midlevel
providers instead of emergency physicians because

they are less expensive. This is of particular con-
cern in urban centers where jobs for new gradua-
tes are becoming increasingly scarce.

It is clear that there are substantial real and po-
tential benefits to having mid-level providers as
part of the ED health care team, and these need
to be clearly defined. Rather than simply being a
low cost solution to existing problems in ED care,
the introduction of the MLPs should be seen as
adding value to the current level of practice. There
is the widely held notion that, if given the choice,
a “real doctor” would rather see a patient than an
MLP. This may have been true in the past but |
doubt it matters as much in this day and age. Pa-
tients are more concerned about being seen in a
timely fashion by a caring and competent health
care provider, and the letters after the name are
far less important. Their training and expertise can
be important additions to the health care process,
particularly with respect to patient communica-
tions, compliance with disease management pro-
grams, quality improvement initiatives and patient
flow.

In conclusion, it was not long ago that the vast
majority of EDs in the U.S. were manned by gene-
ral practitioners without specialty training, and
now the majority are staffed by physicians who are
residency-trained and board certified in Emergency
Medicine. Emergency medicine emerged as a spe-
cialty for physicians because there was a clear ne-
ed for expert care for the acutely ill and injured
patients. We are now seeing a similar pattern de-
velop with MLPs, who are filling a growing void
for the emergent care of patients presenting with
less urgent conditions. These MLPs are generally
trained, without specialty training in EM, and as
with specialty development for MDs, we envision
that the next step will be the development of spe-
cialty training and certification in EM.

Our collective focus needs to be on developing
collaborative roles with the ultimate goal being
provision of expert, efficient and timely care for
our patients. We envision the emergence of best
practice models where the ED physician leads a
team that includes MLPs who have had specialty
training in emergency care. This would include
EM fellowships for PA/NP after basic training, and
board certification in EM.

For those currently in practice who have not
had specialty training, there will need to be incre-
mental progression in responsibilities and auto-
nomy after performance benchmarks are met. Im-
portantly, we need to recognize that MLPs can be
utilized in a manner that is distinct from that of
physicians by creating unique responsibilities for
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patient communication and patient satisfaction in-
itiatives, monitoring longitudinal care within the
hospital and post discharge and enforcing quality
improvement and clinical care algorithms.

MLPs are a now a recognized part of emer-
gency care, and we anticipate that they will conti-
nue to play a greater role in clinical care, adminis-
tration and education. At the same time, we also
need to support efforts to develop emergency me-
dicine training, accreditation, and continuing me-
dical education for PAs and NPs. There also needs
to be active discussion about the scope of practice
and supervisory requirements for MLP because the
inconsistencies among actual practices may ultima-
tely constrain the uniform expansion of their roles
and practice. Finally, the initial intent for MLPs was
to support and not replace physicians practice. Ex-
perience to date suggests that MLPs can provide
safe and effective care for patients within their sco-
pe of practice. In clinical settings where the com-
plexity and acuity of patients is highly variable,
such as the ED, MLP should collaborate with, and
not replace, emergency physicians.
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Profesionales de grado medio como parte del equipo médico de atencion a las emergencias
en EE.UU: funciones, responsabilidades y directrices futuras

Stahmer SA, Harrison D, Rosado S

El concepto de formar a profesionales no médicos en cuidados sanitarios se originé a mediados de los afios 60, cuan-
do hubo una escasez prevista de médicos de atencién primaria (AP) y pretendia cubrir dicha escasez. Desde enton-
ces, sus funciones, responsabilidades y autonomia se han desarrollado en diversas direcciones. El objetivo original era
gue estos profesionales de grado medio (PGM) proporcionasen atencién a los pacientes menos graves y trabajaran ba-
jo la supervision de un médico, pero en los Gltimos afios muchos estan trabajando con una relativa autonomia, al
atender a un nimero creciente de pacientes con enfermedad aguda y asumir responsabilidades mas alld del cuidado
directo del paciente. La literatura disponible muestra que la calidad de la atencién proporcionada por los PGM es com-
parable a la de los médicos. Tienen potencial para cubrir importantes areas de la atenciéon como la comunicacién con
el paciente, el control del cumplimiento de las directrices en los cuidados y otros aspectos como la educacién y la in-
vestigacion. Son necesarios estudios actualizados para garantizar la homogenizacién y normalizacién en su formacion,
para definir el alcance y la practica clinica de la atencién que deben prestar y sobre la preocupaciéon de los urgenciélo-
gos por la amenaza profesional que puedan representar. [Emergencias 2014;26:61-68]
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