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ABSTRACT
The employment and utilization of advanced practice providers (APPs) in the emergency department has been
steadily increasing. Physicians, physician assistants (PAs), and nurse practitioners (NPs) have vastly different
requirements for admission to graduate programs, clinical exposure, and postgraduate training. It is important
that as supervisory physicians, patients, hospital administrators, and lawmakers, we understand the differences to
best create a collaborative, supportive, and educational framework within which PAs/NPs can work effectively as
part of a care team. This paper reviews the trends, considerations, and challenges of an evolving clinician
workforce in the specialty of emergency medicine (EM). Subsequently, the following parameters of APP training
are examined and discussed: the divergence in physician, PA, and NP education and training; requirements of PA
and NP degree programs; variation in clinical contact hours; degree-specific licensing and postgraduate EM
certification; opportunities for specialty training; and the evolution and availability of residency programs for APPs.
The descriptive review is followed by a discussion of contemporary and timely issues that impact EM and
considerations brought forth by the expansion of APPs in EM such as the current drive to independent practice
and the push for reimbursement parity. We review current position statements from pertinent professional
organizations regarding PA and NP capabilities, responsibilities, and physician oversight as well as billing
implications, care outcomes and medicolegal implications.

The number of emergency departments (EDs)
employing advanced practice providers (APPs),

including physician assistants and nurse practitioners
(PAs/NPs), has increased from 28% in 1997 to 77%
in 2006.1 In a survey of academic EDs in 2015, 74%
employed APPs.2 PAs/NPs staffed 15% of ED visits in
2009 and 40% of these visits were not seen by an
attending physician, meaning that 6% of ED visits in
2009 were seen exclusively by PAs/NPs.3 Further-
more, rural EDs are much more likely to employ APPs
without on-site physicians.4 These trends will likely
continue due to pressure to meet the shortage of physi-
cians around the country, restrictions of resident work

hours in academic institutions, pressures to reduce
costs, and lobbying efforts by APP professional organi-
zations to become fully independent clinicians.
Physicians, PAs, and NPs have vastly different

requirements for admission to graduate programs, clin-
ical exposure, and postgraduate training. It is impor-
tant that as supervisory physicians, patients, hospital
administrators, and lawmakers, we understand the dif-
ferences in order to best create a collaborative, sup-
portive, and educational framework within which
PAs/NPs can work effectively as part of a care team.
In this paper we discuss the divergence in physi-

cian, PA, and NP education and training;
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requirements of PA and NP degree programs; varia-
tion in clinical contact hours; degree-specific licensing
and postgraduate emergency medicine (EM) certifica-
tion; opportunities for specialty training; and the evo-
lution and availability of residency programs for APPs.
The descriptive review is followed by a discussion of
contemporary and timely issues that impact EM and
considerations brought forth by the expansion of APPs
in EM such as the current drive to independent prac-
tice and the push for reimbursement parity. We
review current position statements from pertinent pro-
fessional organizations regarding PA and NP capabili-
ties, responsibilities, and physician oversight as well as
billing implications and care outcomes and medicole-
gal implications.

METHODS

This paper is a thematically organized review of train-
ing and issues related to the expansion of APP staff in
EM based on the didactic panel presented at the
annual meeting of the Society for Academic Emer-
gency Medicine (SAEM) in Las Vegas, Nevada, in
2019 and sponsored by the SAEM APP Medical
Director Interest Group. The following institutions
participated in this didactic: Massachusetts General
Hospital, Yale School of Medicine, and University of
Massachusetts Medical School-Baystate: The didactic
was interactive and provided an opportunity to both
share data and gather information on thematic areas
of concern for consideration and clarification. The
didactic discussion was the basis for selection of the
concepts in this paper. Once the themes were identi-
fied, peer-reviewed papers, organizational statements,
and documents were reviewed to inform the discus-
sion in this article. The writers of the article are the
interest group past chair, current chair, and vice chair
as well as PA and NP representation from their aca-
demic departments.

Prevalence and Growth of the APP
Workforce in the ED
Physician assistants and NPs are rapidly growing pro-
fessions and currently make up a significant portion of
ED clinicians. The current U.S. ED workforce con-
sists of approximately 60,000 clinicians, including
board-certified EM physicians, non-EM physicians,
and APPs. Of that workforce, 61% are board-certified
EM physicians while 24% are APPs. Currently 80%
of EDs in the United States employ APPs.5

The American Association of Medical Colleges pre-
dicts that there will be a shortage of 22,200 to 32,600
EM physicians by 2030.6 They also predict that the
overall PA and NP workforce will increase annually by
4.3 and 6.8%, respectively, until 20306 although other
research shows that PA growth has plateaued since
2005.7 Physician growth, on the other hand, is only
expected to grow at a rate of 1.1% over the same time
period.6 Considering these growth trends it is likely
that the presence and percentage of APPs in EM will
continue to increase.

The Divergence of Physician, PA, and NP
Education
Although physicians, PAs, and NPs all provide care to
patients in emergency settings, there are significant dif-
ferences in their predegree and degree preparations as
well as postgraduate specialty training. An important
difference is that emergency physicians provide spe-
cialty care after completing a medical degree as well as
3 to 4 years of specialty training dedicated to EM.
This contrasts with PAs and NPs who can be hired
postdegree without specialty training (see Table 1).

NP Degrees
Advanced practice nurses are first subdivided into one
of four roles, nurse anesthetist, nurse-midwife, clinical
nurse specialist, and NPs. NP candidates must choose
a population focus, including family/individuals across
lifespan, adult/gerontology, pediatrics, psychiatry, or
women’s health. The vast majority of NPs in the ED
choose a focus in family/individual across lifespan and
become certified as family NPs (FNP). Although the
FNP path provides exposure to a wide range of age
groups, the clinical training is almost exclusively in the
outpatient setting without a dedicated EM rotation.
The adult/gerontology population focus allows for an
acute care nursing specialization with more exposure
to inpatient and critical care medicine; however, that
pathway is limited to treatment of patients > 12 years
of age and therefore is considered a less viable path-
way into EM. In recent years, some programs are
offering an EM pathway either concurrent with or in
addition to an FNP certification. These EM-specific
pathways provide additional clinical time, varying from
168 to 500 hours,8 in either EM or urgent care.
Degree options for NPs include a Master’s of

Science in nursing, which generally calls for 500 to
600 hours of postbachelor’s health care experience
and a Doctorate of Nursing Practice, which calls for
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1,000 hours of postbachelor’s health care experience.9

Many NP programs require a minimum of 1 to
2 years of clinical experience prior to entry. For a
full-time nurse this translates into 2,000 to
4,000 hours of nursing experience. NP programs
intend to use this clinical experience as well as the
education from a Bachelor of Nursing Degree, as a
base on which to build. There are certainly NP stu-
dents who bring with them many more years of bed-
side nursing experience than the minimum required.
However, direct-entry NP programs, which allow for
entry without bedside nursing experience, do exist
and lead to a wide variation in clinical experience of
NP graduates overall.

PA Degrees
Physician assistant degree programs are generally mas-
ter’s programs averaging 27 months in length. Some
combined bachelor/masters programs do exist. The
amount of clinical experience required for PA appli-
cants varies from 2,000 hours to experience “recom-
mended/preferred.” Admitted applicants, however,
have an average of 3,500 hours of health care experi-
ence prior to admission.10 Unlike NP applicants, how-
ever, where the preprogram clinical experience typically
consists primarily of bedside nursing, the type of
health care experience prior to entry can be variable
and each individual program dictates what qualifies as
acceptable experience in their admissions process. The
PA education is general with didactics and clinical
rotations in medical and behavioral sciences, internal
medicine, family medicine, surgery, pediatrics, obstet-
rics and gynecology, EM, and geriatric medicine.

Variation in Clinical Contact Hours by
Degree
The number of clinical contact hours required during
graduate school varies significantly between degree
types. NP masters programs require 500 clinical
hours,9 whereas PA programs average 2,000 hours.11

For medical school graduates, if assuming a 60-hour
work week, an average of 5,000 clinical hours is
acquired by the time of graduation as a conservative
estimate. When accounting for required postgraduate
residency, physician graduates of a 3-year EM resi-
dency typically have 13,500 clinical contact before
practicing independently (see Figure 1).

Postgraduate Training
The opportunities for APP postgraduate education in
EM have increased over the past several years. These
programs, referred to as residencies or fellowships,
provide structured learning to PAs and NPs new to
EM. Most programs are between 12 and 18 months
with rotations in EM, emergency ultrasound, trauma,
critical care, and other related specialties. At present
the programs do not have mandated accreditation.
They previously had voluntary accreditation by ARC-
PA, an independent accrediting body for PA educa-
tional programs that has been in abeyance since 2014.
In the absence of mandatory accreditation, the Society
of Emergency Medicine Physician Assistants (SEMPA)
developed and published EM-PA postgraduate training
program standards in 2015.12 As of 2017, only 11%
of PAs working in the ED have had residency training
in EM.13 The number is unknown for NPs but likely
much lower as these residency programs are typically

Table 1
Comparative Training Characteristics of NP, PA, and Physician Degrees

NP PA Physician

Prematriculation degree Bachelor of Nursing
(some programs allow
concurrent or
sequential bachelors)

Bachelors (some programs
allow concurrent or
sequential bachelors)

Bachelors
(some programs allow
sequential bachelors)

Prematriculation health care
hours required

Range from zero
(direct entry) to
1–2 years

Range from none
(direct entry) to 2,000

Variable by medical school

Average program clinical contact hours 500 2,000 5,000*

Entry-level degree granted Masters Masters Doctorate

Residency required for
specialty practice

Not required Not required Required 3- and 4-year program
13,500–18,000* clinical hours

Emergency certification Not required
ENP-C

Not required
Emergency CAQ

N/A

ENP-C = Emergency Nurse Practitioner Certification; CAQ = Certification of Added Qualifications; NP = nurse practitioner; PA = physician
assistant.
*Assumes 60-hour work week.
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focused on PAs. Requiring specialty certification to
practice is a current controversy for APPs because it is
thought to limit the horizontal mobility of clinical
practice that is intrinsic to the degrees.
For both PAs and NPs, most postgraduate training

occurs as nonstandardized site-specific on-the-job train-
ing. At present, there is no standardization for onboard-
ing in EM, which has led health care organizations to
create their own standards and on-boarding processes.14

Licensing/Certifications
Currently APPs undergo training in general medicine
prior to entering practice. To obtain a license, initial
general certification for NPs is required in most, but
not all, states. There are five certifying bodies for NP
certification depending on the population that the NP
is trained to see. These are the American Nurses Cre-
dentialing Center (ANCC), the Pediatric Nursing Cer-
tification Board (PNCB), the National Certification
Corporation (NCC), the American Association of
Nurse Practitioners (AANP), and the American Associ-
ation of Critical-Care Nurses (AACN). Most organiza-
tions require that a NP practicing in the ED be a FNP
to have exposure to both children and adults. The two
certifying authorities for FNPs are the ANCC and the
AANP. Both administer a general examination with-
out dedicated emergency content. The pass rates are
75 and 81%, respectively.15

Emergency-specific certification for NPs, the Emer-
gency Nurse Practitioner Certification (ENP-C) pro-
cess, was instituted in 2017.16 The certification has
three distinct pathways:

1. A minimum of 2,000 direct, emergency care prac-
tice hours in the past 5 years as a NP, evidence of

100 hours of continuing emergency care education
with a minimum of 30 of those hours in emer-
gency care procedural skills, or

2. Completion of an academic emergency care gradu-
ate or postgraduate NP program, or

3. Completion of an approved emergency fellowship
program.16

ENPs currently have two options for recertification:

1. Meeting the minimum of 1,000 emergency care
clinical practice hours and 100 emergency-related
continuing education requirements within the cur-
rent 5-year period of certification, or

2. Recertify by taking and passing the appropriate cer-
tification examination before expiration of the cur-
rent certification.

Responsibility for supervision and credentialing
postgraduate NP programs is not clearly delineated. In
the first 2 years after implementation of the ENP pro-
cess, 546 examinations have been administered with
an overall pass rate of 87%. Of those becoming certi-
fied, 236 did so through the continuing education
pathway, 86 through academic programs, and five
through fellowship programs.15

Physician assistant wanting to practice clinically after
graduation must take the Physician Assistant National
Certification Examination (PANCE) to receive a state
license. It is administered by a single certifying body,
the National Commission on Certification of Physi-
cian Assistants (NCCPA). According to the NCCPA
the pass rate was 97% in 2018. Recertification occurs
on a 10-year cycle. Postgraduate specialty certification
by the NCCPA consist of a Certification of Added
Qualifications (CAQ) in a subset of specialties
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Figure 1. Variation in clinical contact hours by degree.
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including EM. A residency is not required to take the
CAQ examination. In EM, the CAQ requires all four
of the following:

1. 3,000 hours of EM experience or approximately
18 months of full-time practice;

2. 150 hours of EM-specific CME over 6 years;
3. A procedure/case requirement; and
4. An EM specialty examination.17

Maintenance of CAQ certification requires PAs to
earn at least 125 hours of EM CME and pass the cer-
tification examination every 10 years; in addition to
maintaining general PA certification. Between 2011
and 2014 only 533 PAs were recipients of CAQs
across all specialties.18

Competency
Variation in educational models makes it difficult to
assess competency. As medicine moves toward compe-
tency-based education we can no longer rely solely on
hours served. We must ensure that those hours are
leading to mastery of clearly delineated competencies.
Any profession seeking autonomous practice must
demonstrate an adoption of educational methods in
alignment with mastery and educational approaches
that use criterion-based assessments focused on work-
place-observed behaviors. Competency must come
before autonomy. Knowledge-based examinations and
time served in practice is no longer sufficient. Compe-
tency-based, time-variable education programs that are
in practice in Canada for physicians may be an effec-
tive way to ensure safe and competent practice for all
stakeholders involved regardless of professional
degree.19 Although physician education is currently
taken as the criterion standard, it is also evolving and
moving toward more competency-based assessment.
Other professions should consider similar processes of
assessment.

The Drive for Practice Autonomy
The drive for practice autonomy has largely been led
by NP advocacy groups who have lobbied for legisla-
tion and gained full autonomy in 23 states and partial
autonomy in another 16 states. Practice autonomy is
defined as in Table 2.20

There are legislative efforts for autonomy under way
in 11 states that currently have restricted practice for
NPs.20 Of note, although there may be state auton-
omy, in many cases practice is still limited at the hos-
pital/clinic level by the institution or group within
which the NP practices.
Physician assistant groups have not made autonomy

a cornerstone of their advocacy efforts but rather stress
a team approach to patient care. This fundamental dif-
ference in outlook is largely thought to rest on the fact
that PAs developed via a historical connection with
medical doctors (MDs) on the battlefield. Even if there
is not a concerted effort, a push toward “autonomy is
inevitable” according to the American Academy of
PAs (AAPA) mirroring the efforts of NP groups.21

PAs have independent licensure only in the Nether-
lands.22 They have also just been granted autonomy
in the Indian Health Service.23 For PAs, the debate
for increased autonomy has largely centered around
moving toward the AAPA-endorsed model of a “col-
laborating physician” versus a “supervising physician.”
According to a survey conducted by the AAPA, those
PAs in practice longer spend less than 10% of time in
consultation with physicians making this a “more accu-
rate reflection of true practice trends.”24

There is also a trend toward more autonomy in the
area of governance for PAs. There is a move away
from MD-directed governance to self-governance with
a push toward autonomous PA state boards for licen-
sure, regulation, and discipline, with some physician
participation. According to a survey by the AAPA this
effort is supported by 80% of respondents.24 There is

Table 2
Definitions of Autonomy According to AANP

Full practice
autonomy

State practice and licensure laws permit all NPs to evaluate patients; diagnose, order, and interpret diagnostic tests;
and initiate and manage treatments, including prescribing medications and controlled substances, under the
exclusive licensure authority of the state board of nursing. This is the model recommended by the National Academy
of Medicine, formerly called the Institute of Medicine, and the National Council of State Boards of Nursing.

Reduced practice
autonomy

State practice and licensure laws reduce the ability of NPs to engage in at least one element of NP practice. State
law requires a career-long regulated collaborative agreement with another health provider for the NP to provide
patient care, or it limits the setting of one or more elements of NP practice.

Restricted practice
autonomy

State practice and licensure laws restrict the ability of NPs to engage in at least one element of NP practice. State
law requires career-long supervision, delegation or team management by another health provider for the NP to
provide patient care.20

AANP = American Association of Nurse Practitioners; NP = nurse practitioner; PA = physician assistant.
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Table 3
Position Statements From Major EM, PA, and NP Organizations

American Medical
Association (AMA)
Policy H-35.989
2017 (25)

With regard to physician assistants specifically, AMA policy states that physician assistants should be
authorized to provide patient care services only so long as the physician assistant is functioning under the
direction and supervision of a physician or group of physicians. Accordingly, the AMA opposes legislation or
proposed regulations authorizing physician assistants to make independent medical judgment regarding such
decisions as the drug of choice for an individual patient.

[In regards to physician assistants,] the AMA advocates in support of maintaining the authority of medical
licensing and regulatory boards to regulate the practice of medicine through oversight of physicians,
physician assistants and related medical personnel.

The AMA also opposes legislative efforts to establish autonomous regulatory boards meant to license,
regulate, and discipline physician assistants outside of the existing state medical licensing and regulatory
bodies’ authority and purview.

American College of
Emergency Physicians
(ACEP)
2013 (26)

PAs and APRNs do not replace the medical expertise and patient care provided by emergency physicians

PAs and APRNs working in EDs should have or acquire specific experience or specialty training in emergency
care, and should receive continuing education in providing emergency care.

American Academy of
Emergency Medicine
(AAEM)
2019 (27)

The American Academy of Emergency Medicine AAEM believes that emergency department patients should
have timely and unencumbered access to the most appropriate care led by a board-certified emergency
physician (ABEM, AOBEM). We do not support the independent practice of APPs and other non-physician
clinicians.

As a member of the emergency department team an APP should not replace an emergency physician, but
rather should engage in patient care in a supervised role in order to improve patient care efficiency without
compromising safety.

The role of the APPs within the department must be defined by their clinical supervising physicians who must
know the training of each APP and be involved in the hiring and continued employment evaluations of each
APP as part of the emergency department team.

Billing should reflect the involvement of the physician in the emergency visit. If the physician’s name is used
for billing purposes, the physician must have added value to the patient visit.

Every practitioner in an ED has a duty to clearly inform the patient of his/her training and qualifications to
provide emergency care in the interest of transparency, APPs and other non-physician clinicians should not
be called doctor in the clinical setting.

American Academy of
PAs (AAPA)
2019 (28)

Contrary to the apparent belief of AAEM, PAs do not seek to practice independently.

PAs are seeking the removal of unnecessary administrative constraints, like the requirement for a PA to have
an agreement with a supervising or collaborating physician.

Society of Emergency
Medicine Physician
Assistants (SEMPA)
2015 (29)

As PAs, we wholeheartedly agree that physicians, by virtue of educational process, training, and specialty
certification, are the most highly educated and trained clinicians in the health care system. We also
absolutely agree with the Truth in Advertising campaign that the AMA has spearheaded. As clinicians,
who also have the patient’s greatest interests at heart, PAs by law, statute, and professional ethics,
attempt to avoid any confusion or misrepresentation of our role, our title, and the profession. We feel that
despite any advanced degree at the doctorate level, it is imperative that only a MD or DO be referred to as
doctor in the clinical setting.

SEMPA, as the organization that represents emergency medicine PAs, would like to clarify that while we
support the term of APP when referring to PAs and NPs collectively, PAs and NPs are two professionally
independent groups, each with their own individual unique philosophy, educational/training model, and goals.

PAs value being members of a team that provides excellent care for patients, and believe that the team
approach serves the patient more completely. For nearly 50 years, we, as physician assistants, have
practiced medicine, with physician supervision, as members of a physician led health care team. PAs have
never sought independent practice, nor do we foresee a change in the philosophy of our profession.

American Association of
Nurse Practitioners
(AANP)
2006 (30)

NPs are licensed, independent practitioners who provide primary and/or specialty nursing and medical care in
ambulatory, acute and long-term care settings. They are registered nurses with specialized, advanced
education and clinical competency to provide health and medical care for diverse populations in a variety of
primary care, acute and long-term care settings.

As a licensed, independent practitioner, the NP participates as a team leader and member in the provision of
health and medical care, interacting with professional colleagues to provide comprehensive care.

Emergency Nurse
Practitioners (ENPs)
AANP: American
Academy of Nurse
Practitioners
AAENP: American
Academy of Emergency
Nurse Practitioners
(1991 revised 2012) (31)

Advanced practice registered nurses have a broad depth of knowledge and expertise in their specialty and
can manage complex clinical and system issues. Nurses in advanced clinical practice provide
comprehensive health assessments and demonstrate a high level of autonomy and expert skill in the
diagnosis and treatment of many complex problems.

In the emergency setting APRNs are uniquely prepared to develop and apply theory, conduct research,
educate health care providers and consumers, and develop standards of practice that contribute to
optimum patient outcomes.

APP = advanced practice provider; NP = nurse practitioner; PA = physician assistant.
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support by 63% of those surveyed for complete elimi-
nation of the need for specific collaboration or super-
visory relationship.24 This drive toward autonomous
practice is framed in the context of maintaining
employment competitiveness with NPs who have inde-
pendent practice in 23 states. Other areas currently
under reexamination are the possibility of independent
licensure, and a shift towards independent prescriptive
authority which has occurred in many states. The dif-
ferences in autonomy have created friction between
NPs and PAs who can find themselves with varying
advantages depending on state legislation.

Position Statements
Autonomy has major implications and many profes-
sional and lobbying groups have put forth position
statements on the issue in recent years (see
Table 3).25–31

Billing Differences, Cost Savings, and the
Drive Toward Pay Parity
Medicare and large insurers are incentivized to push
for autonomy, in part due to the current structure of
billing. Hospitals may bill under the physician’s name,
as a “shared” visit, when a PA/NP and a physician
both provide face-to-face encounters with a patient on
the same day. The physician must perform a substan-
tive portion, defined as key components of the history,
examination, or medical decision making, with docu-
mentation, for reimbursement of 100%. When the
visit is not “shared” and billed under the APP, the
visit is reimbursed at 85% of the physician charges for
Medicare. Reimbursement is variable by private insur-
ers.
The employment of PAs and NPs is often viewed

as a cost savings measure. Those savings come from
lower salaries compared to physicians as well as the
differential in reimbursement outlined above. Accord-
ing to the New England Journal of Medicine a “recent
national study of Medicare beneficiaries found that the
cost of primary care provided by NPs was significantly
lower than physician provided care.”32 However, litera-
ture in specialty care is lacking. A recent study suggests
that EDs with APPs have a higher resource utilization,
admission, and imaging rates than those without.33

However, as the authors have noted, it is unknown
who ordered the imaging studies or hospitalization
and if there was physician involvement. PA/NP pro-
ductivity is difficult to measure when billing is a
shared visit. In the future, cost savings may be a moot

point because NPs are currently lobbying for equity of
Medicare reimbursement. There is also an accompany-
ing race to salary equity with physicians. If these lobby-
ing efforts are successful, salary and reimbursement
parity may erase any savings to patients or insurers.

Outcomes and Medicolegal Implications
To date, the legal risks of working with APPs for
physicians are mostly unknown. As stated we know
that the training for PAs and NPs differs and is abbre-
viated when compared to that of physicians. Supervi-
sion is variable by state and institution. This variability
in training and supervision can lead to medicolegal
risk for the APP and the physician supervisor. What
exactly are these risks and how can they be mitigated?
How do the different training of PAs and NPs, as well
as variable postscholastic training, affect risk? How
does the variation in direct supervision affect risk?
What would be the impact on risk if APPs became
independent clinicians? The answers to these ques-
tions are largely unknown.
Advanced practice providers work most commonly

with low-acuity patients. In a 2018 Journal of the Amer-
ican Academy of PAs (JAAPA) study of the ACEP
council 91% of institutions named indicated that APPs
were seeing patients triaged to ESI level 5 while 36%
of institutions indicated APPs were working with
patients triaged to ESI level 1.2 The rate of oversite in
these cases was significant: The percentages of cases
that were always presented to an physicians in real
time were 24.6% for patients ESI 5 and only 51.2%
for patients ESI 1, while the percentages of cases
where the physicians either reviewed the chart after the
patient left the ED or had no knowledge at all of the
patient were 14 and 15.8%, respectively, for ESI level
5 patients and 16.3 and 9.3% for ESI level 1
patients.2

There are sparse outcome data regarding patient sat-
isfaction34 and RVUs related to APPs in EM;35,36

however, even less exist regarding quality of care
imparted by APPs in the ED. Two studies in EM have
opposing conclusions. One study from 2017 showed
that pediatric patients seen in a community ED by
APPs had no difference in 72-hour recidivism than
attending emergency physicians,37 although this may
be a questionable clinical metric.38 On the other
hand, Tsai et al.39 found that while supervised APPs
had similar quality of care to emergency physicians for
asthma patients, unsupervised APPs did not. Further
data are needed before conclusions can be made.
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What are the legal risks for APPs? One study shows
that for all specialties over the time span 2005 to
2014 there were 11.2 to 19.0 malpractice payment
reports per 1,000 physicians, 1.4 to 2.4 per 1,000
PAs, and 1.1 to 1.4 per 1,000 NPs,40 suggesting that
APPs may be at less risk than physicians of litigation.
However, because most cases will involve a supervising
physician as well, these data are difficult to fully tease
out and should be watched closely going forward. In
2011 Gifford et al.41 reported that 70% of the emer-
gency physicians did not believe that PAs, when prop-
erly supervised, were more likely to commit
malpractice than any other clinician. There are no
data examining the risk to the supervising physician
when working with an APP and no indication that
any attestation by the physician as to whether a patient
was seen or not is protective.

LIMITATIONS

This review is not an exhaustive exploration of the
topic at hand. There may be concepts that were omit-
ted, such as those more applicable to community EDs
or critical access hospitals. Every effort was made in
drafting this paper to consider the most pressing
issues and concepts facing EM with the expansion of
APP staffing. The discussion centers on national
trends and training requirements. State-by-state and
institutional variations in practice autonomy exist and
were noted where possible in the discussion.
This paper is primarily written for academic physi-

cians and thus represents a physician-centric discus-
sion of the issues outlined and a focus on academic
institutions. We included PA and NP representation
both in authorship and in the review process from
our institutions as well as national APP leadership to
mitigate bias. Although the concepts under discussion
are politically charged, a concerted effort was made to
examine the issues objectively.

CONCLUSIONS/IMPLICATIONS

It is clear that advanced practice providers have a place
in the current and future state of medicine, integrated
within a care team, and that physician assistants and
nurse practitioners are valued clinicians in emergency
medicine. Although the expansion of advanced practice
providers was originally intended to address the needs
of primary care, the growth of advanced practice
providers has now expanded into other specialties. In its

current state, the difference in physician assistant and
nurse practitioner graduate educational hours and the
variability in on-boarding training and specialized post-
graduate training education makes it difficult to support
autonomy of nonphysician providers in emergency med-
icine. Physician assistants and nurse practitioners wish-
ing to practice in specialty-based care, such as emergency
medicine, need further specialty training. We call on
physician assistant and nurse practitioner leadership,
along with physician leadership, to ensure that both
emergency medicine Certification of Added Qualifica-
tions and Emergency Nurse Practitioner Certification
and postscholastic educational programs adhere to rigor-
ous standards and assessments. Likewise, we call on
medical and administrative leadership to incorporate
and support these specialty certifications and
educational programs into hiring and promotion consid-
erations.
We encourage academic emergency physicians to

work with national nurse practitioner and physician
assistant leadership to create systems and processes
that take into account the varied backgrounds that
each group brings to the table and to make sure that
this changing ED workforce is well supported with
educational frameworks, physician supervision, and
ongoing research in the areas of quality of care and
financial implications. Emergency physicians have been
strong proponents in advancing the cause of specialty
training. The inclusions of physician assistants and
nurse practitioners in the ED must also be met with a
commitment to specialty training and demonstrated
competencies in the care of emergency patients.
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