AAPA STRATEGIC PLANNING WHITE PAPER
Introduction
As 2015 concludes, the AAPA Board of Directors is embarking on development of a new strategic plan to
guide the Academy and the PA profession through the year 2020. Building on the progress and many
notable accomplishments achieved under the 2013-2015 strategic plan, the Academy’s next strategic plan
must continue the momentum towards achieving our vision for the profession of PAs transforming health
through patient-centered, team-based medical practice. Healthcare remains a dynamic environment.
Perhaps one of the few constants is the rapid growth of the PA profession and its role as a key contributor
to the health of America.
Prior to developing strategic priorities, AAPA recognized the need to conduct a robust environmental
scan, identifying the key trends that will affect PA practice in the years to come. The scan identified four
key trends that can provide the basis for the development of our new strategic plan.
A brief summary of each of those four trends is provided below. The subsequent sections of this
white paper expand on each of these trends, identifying the factors that are driving the trend and positing
potential implications for the PA profession. Each section concludes with a series of questions to serve as
the framework for discussions with PA leaders and the profession at large.

Four Key Trends Affecting Healthcare and PA Practice
1.
•
•
•
•
•
•

Medicine Is Not What It Used to Be
Medical knowledge is expanding exponentially
Pharmaceutical innovation is changing the treatment of disease
New devices and robotics are changing diagnosis and treatments
Technology, innovation and big data are driving change
Government and private payer policies are easing drug and technology approvals
Consumer expectations are changing dramatically

2.
•
•
•
•

More Patients … More Complex Conditions
More patients—many with chronic, complex conditions—are seeking care
Chronic conditions are driving frequency and cost of healthcare
Longer lifespans and Baby Boomers reaching old age are increasing demand
Increased availability of insurance is driving demand
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3.
•
•
•

Value-Based Reimbursement Is a Game-Changer
Value-based reimbursement (VBR) is driving a new focus on quality and improved patient outcomes
The Medicare program has accelerated the move from fee-for-service to value-based payment
The private sector is on a similarly rapid transition course

4.
•
•
•

The Marketplace Is Driving Industry Transformation
Consolidation is the name of the game—both vertical and horizontal
Physicians are increasingly becoming employees not owners
Consumers are demanding accessibility and convenience, including retail clinics and web-based
services
New models of care are being developed; new employers are hiring PAs

•

These trends were first presented to PA leaders as a keynote presentation during the 2015 Leadership and
Advocacy Summit (LAS) in March. During a subsequent breakout session, a group of approximately 50
state chapter leaders, specialty organization leaders, Board of Directors members, PA educators and PA
students were surveyed using an audience response system to collect some initial perceptions regarding
the trends.
When asked which trend will have the most profound impact on PA practice over the next three
years, the group selected “Value-Based Reimbursement Is a Game Changer” and “The Marketplace Is
Driving Industry Consolidation,” selected by 43 percent and 40 percent of respondents respectively, as the
trends perceived to be most significant. When asked to identify which trend presents the biggest threat to
PA practice over the next three years, a majority of these leaders identified “The Marketplace Is Driving
Industry Consolidation” as the top threat (59 percent of respondents). In contrast, when asked to identify
which trend presents the greatest opportunity, the results were distributed more evenly, suggesting that
each trend presents significant opportunities for the profession. Finally, respondents were asked to
indicate how well PAs are adapting to each trend today. Somewhat to our surprise, these leaders indicated
that PAs are adapting well to both the “Medicine Is Not What It Used to Be” (36 percent very well, 38
percent somewhat well) and “More Patients … More Complex Conditions” (40 percent very well, 44
percent somewhat well) trends. In contrast, PAs do not appear to be adapting as well to the “Value-Based
Reimbursement Is a Game-Changer” (45 percent neutral, 17 percent somewhat poorly, 12 percent very
poorly) and “Marketplace Is Driving Industry Consolidation” trends (33 percent neutral, 29 percent
somewhat poorly, 10 percent very poorly) trends.
While the feedback received from this group of leaders was eye opening and informative, it is just a
preliminary step in a long process. By way of this white paper we intend to continue the discussion over
the next four months, engaging the profession and external stakeholders broadly to ensure the strategies
we develop are as well informed as possible.

Call to Action
AAPA members are encouraged to join the discussion on our new social collaboration suite—the Huddle
(http://huddle.aapa.org). Each month through October, PA leaders will be using The Huddle to facilitate
a discussion on one of the trends, using some of the discussion questions included at the end of each
section of this white paper. The discussions will be summarized and provided to the Board of Directors
for consideration in developing the next strategic plan for the Academy, which will begin in early 2016.
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Trend 1: Medicine Is Not What It Used to Be
THE PACE OF CHANGE IS INCREASING
Medical knowledge is increasing rapidly.1 Sixty-five years ago, medical knowledge doubled
approximately every 50 years.2 Currently it is doubling roughly every year, and by 2020, it is anticipated
to double every 73 days.2 A vivid example of the exponential growth of medical knowledge can be found
in the pace at which gene variants for common diseases are discovered—in the year 2000 only one or two
were discovered annually; just seven years later, thousands were discovered in a single year.3 This
dynamic has the power to potentially revolutionize our current medical system and the way in which
providers approach medical treatment.3 Clearly, the growth of knowledge at this pace is not sustainable
for any single provider.4

WHAT IS DRIVING THE TREND?
The growth of medical knowledge is driven by several factors, including: (i) technology, innovation and
big data; (ii) consumer engagement; and (iii) government policies. The Human Genome Project is just one
example of groundbreaking innovation and rapid evolution. Steered by the U.S. Department of Energy
and the National Institutes of Health (NIH), the $3 billion dollar project was completed on April 14,
2003.5 It allowed us, for the first time, to discern nature’s comprehensive genetic blueprint for creating a
human being.6 The cost to sequence (determine the exact order of the base pairs in a segment of DNA)
the first human genome was approximately $1 billion dollars and required 13 years to complete; in 2013
it cost from $3,000 to $5,000 dollars, with a timeframe of two days or less.7 At the beginning of 2014, the
total cost to sequence a human genome had plummeted even further—to less than $1,000 dollars.8 Figure
1 shows the rapidly declining costs of genome sequencing. Although its ability to accurately forecast
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specific health events in individuals is uncertain, genome sequencing is invaluable to comprehending and
synthesizing information about diseases and the discovery of novel treatments.9
Figure 1. Cost per Genome, 2001-2014

Consumer engagement also plays a critical role in the growth of medical knowledge, as evidenced by the
use and ownership of smartphones and wearable health data tracking devices like Fit Bits and Apple
Watches. In the last year alone, 62 percent of smartphone owners used their phones to look up
information about a health condition.10 Today it is evident that mobile technology has the capacity to
revolutionize healthcare and clinical intervention. Numerous studies have assessed the use of wireless
phones in healthcare and public health interventions, particularly in the compiling of information for
healthcare research,11 and in the furtherance of medical education and clinical practice.12 Mobile health
data is already being used in research. In a report released last fall, a pilot project alliance between
GlaxoSmithKline and Medidata found that mHealth technologies can supply dependable FDA-compliant
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data and enhance the clinical trial experience for patients.13 This partnership facilitated the collection of
more than 18 million FDA-compliant data points on movement and vital signs via mobile-enabled trials.14
In another aspect of consumer engagement, the nation witnessed the ability of patient groups to raise
millions of dollars for research through participation in events such as the ALS Ice Bucket Challenge.15
Patient groups are also rich sources of data, who can provide insight into at-risk populations and serve as
participants for trials.
Lastly, government policy continues to play a significant role in knowledge growth. In the coming
years, it is anticipated that the passage of significant legislative and regulatory changes will not only
speed up the approval process for new drugs and devices, but also fuel new discoveries. For example, in
May 2015, the U.S. House of Representatives introduced the 21st Century Cures Act, with the objective
of advancing the development and accelerating the approval of new pharmaceuticals and devices.16 The
legislation advocates for annual increases in the NIH’s budget and also seeks to provide an additional $2
billion per year for five years to create the “NIH Innovation Fund.”17 Another beneficial provision of the
legislation could make de-identified data from NIH-funded clinical trials more accessible to researchers.18
In addition, as proposed, the bill modifies the evidence upon which high-risk devices may be authorized
to include registries, case studies and medical literature in lieu of more arduous clinical trials.19
Innovation in the pharmaceutical industry is also changing the treatment of disease. Personalized
medicine means the possibility of customized healthcare—of providing “the right patient with the right
drug at the right dose at the right time.”20 The development of pharmacogenomics presents both a
challenge and an opportunity for the pharmaceutical industry with regard to innovation and marketing,
because drugs that are potentially tailored to only a small percentage of the population will not be so
profitable.21 Biological markers (also known as biomarkers)22 provide a pathway to personalized medicine
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by indicating the precise beneficial and healing intervention.23 This increases the likelihood of foreseeable
outcomes and improved effectiveness.24 To that end, tests and targeted drugs and treatments are advancing
rapidly and are likely to accelerate. In addition, the FDA is aiming to expedite the drug approval
process.25 The effects of research breakthroughs and FDA process improvements are evident in the 2014
results. In what has been described as a “banner year for pharmaceutical innovation,” 26 the FDA
approved a record 41 new drugs and biologics in 2014, the most since 1996 when the agency approved
53.27 Further, of the total drug approvals, 41% were rated “first-in-class” drugs—meaning drugs that, for
example, use a new and unique mechanism of action for treating a medical condition.28 One example is
the approval of the first cure for hepatitis C—a disease that kills 15,000 Americans each year, according
to the U.S. Centers for Disease Control and Prevention (CDC).29
In addition to advancing drug treatments, more accurate and less invasive diagnostic and treatment
tools are also being introduced. For example, the hand-held Raman spectroscopy probe is a new device
that allows brain cancer patients to live longer by enabling surgeons, for the first time, to accurately detect
nearly all invasive brain cancer cells in real time during surgery.30 Even more promising tools are on the
horizon:





3-D printing has the potential to create human tissue, and even human organs, using living cell
mixtures31
Stem cell research shows promise for human tissue and organ regeneration
Robotics is allowing more precise and intricate interventions
Electronic health records (EHRs)—when the kinks are worked out—are anticipated to make possible
a new generation of data-based decision support tools
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Technology is also changing patient expectations. Patients have become consumers of healthcare as they
are of any other product, and when they enter the exam room they bring with them those same
expectations of consumer empowerment and customer service. Some of their demands are for cutting
edge medications, EHRs, convenient care, greater opportunities for outpatient care, and improved care
coordination.32 Online access to medical information means that patients often believe they know what
condition they have and what treatment they want. Sometimes they are right; sometimes they are not.
Furthermore, access to bad information can have disastrous consequences, as demonstrated by the
measles outbreak earlier this year that was in part a result of the anti-vaccination movement.33
Also, there is new hope for telemonitoring services. Some technologies are already available that
automatically send information about glucose test results and medication dosages to a healthcare provider.
There is some indication that patients who use such services are more likely to check their blood sugar
regularly, and follow their diet and medication plans.34 Additional encouraging applications for
telemonitoring include chronic illnesses such as cardiopulmonary disease, asthma and heart failure. This
use of information technology for remote patient monitoring allows for the reduction of chronic disease
complications due in part to better follow-up care; provides healthcare services while decreasing
unnecessary hospitalization; and reduces patient travel, time off from work, and overall costs.

IMPLICATIONS FOR PAS
For PAs, these changes in modern medicine signal the continuing importance of lifelong learning. In
addition, they indicate that the team-based care model will become the standard, since no single provider,
including PAs, will be able to master the growing medical knowledge base. Practice-based learning and
improvement are critical to closing the gap between the rapid progression of scientific understanding and
patient care. The PI-CME requirement for PA certification maintenance is intended to foster development
of that competency, helping PAs provide care that more accurately reflects current scientific
understanding.
Lastly, tech savviness and the ability to manage information will be an integral requirement to
practice. The need to manage greater amounts of information about patients will require a mastery of
EHR systems, both to record data and to extract information to more effectively manage care. A PA’s
expanded skill set will have to include knowledge of medical technology in order to function in a highly
complex patient care environment.
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QUESTIONS FOR DISCUSSION:
1. What are the existing barriers that prevent PAs from fully participating in or taking advantage of
the latest pharmaceutical, technological and medical innovations?
2. What educational opportunities on new technology should AAPA provide to advance life-long
learning?
3. Given that PAs have always practiced medicine using a team-based care model, what makes PAs
good team players as compared to other providers?
4. What prevents a full understanding and implementation of team-based care?
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Trend 2: More Patients … More Complex Patients
The second trend that has implications for the PA profession is that there has been a significant increase
in the number of patients in recent years, as well as an increase in the proportion of patients with
complex, chronic conditions. Chronic conditions are now the leading cause of death and disability in the
United States.35 From 2003 to 2023, the U.S. population is projected to grow by 19 percent (see Figure 2).
However, the reported cases of chronic disease are expected to grow at a much higher rate. For example,
there is expected to be a 62 percent growth in the number of cancer cases.36 The 2012 National Health
Interview Survey examined 10 chronic conditions: hypertension, coronary heart disease, stroke, diabetes,
cancer, arthritis, hepatitis, weak or failing kidneys, current asthma, and chronic obstructive pulmonary
disease (COPD). The researchers found that about half of adults (117 million) in the United States have
one or more of these chronic health conditions, and one in four adults has multiple chronic conditions.37
Between 2000 and 2030 the number of Americans with chronic conditions is projected to increase by 46
million people, a 37 percent increase.38 All of these patients will require more complex and sustained
care. In fact, in the 2013 AAPA Annual Survey, 60 percent of PAs said they already regularly see patients
with three or more comorbidities.
Figure 2. Projected Rise in Cases of Chronic Diseases, 2003–2023
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WHAT IS DRIVING THE TREND?
Treatment of chronic conditions is one important driver of the cost of healthcare delivery. Not
surprisingly, those with chronic conditions are the most frequent users of healthcare. Data from 2010
suggests that 86 percent of healthcare spending was for the approximately 50 percent of the population
who have one or more chronic conditions. People with multiple chronic conditions account for 70 percent
of all inpatient stays, 83 percent of all prescriptions, and 64 percent of all clinician visits.39 Estimates from
2003 indicate that just seven chronic diseases cost the U.S. economy $1.3 trillion a year; by 2023, those
costs are expected to reach $4.2 trillion a year.36 Looking at just one of those chronic diseases—
diabetes—helps provide valuable insight into this situation. In 2012, about 9.3 percent of the U.S.
population had diabetes; among those over age 65, almost 26 percent had diabetes. The total estimated
cost of diagnosed diabetes in the United States that year was $245 billion—$176 billion in direct medical
costs and $69 billion in decreased productivity.40
Three factors seem to be driving this increase in the number of patients and the proportion of patients
with complex, chronic conditions. First, people are living longer, and the Baby Boomers are now entering
old age. Second, our lifestyle choices are catching up to us. Third, more people are seeking care because
the ACA has increased access to insurance and healthcare.
The first factor that is contributing to the influx of patients and to the increase in the number of
patients with chronic conditions is the aging population. In 2011, the first Baby Boomers reached age 65,
making them eligible for Medicare. In 2010, 13 percent of the U.S. population was age 65 and older. By
2050, nearly 21 percent of the population will be 65 or older.41 Additionally, people are living longer.
Between 1970 and 2011, U.S. life expectancy at birth increased from 70.9 years to 78.7 years.42 This
dramatic shift in the age of the population means that a higher percentage of the patients seen will be over
age 65, which will drive up demand for health services. People over age 65 visit physician offices two to
three times more often than any other age cohort.43 They are also from two to 10 times more likely to be
hospitalized.44
Secondly, lifestyle choices are contributing to the rise in chronic conditions and the number of
individuals seeking healthcare. Only 20 percent of adults meet the recommended levels of both aerobic
activity and muscle strengthening.45 Forty-seven percent of U.S. adults have at least one major risk factor
for heart disease or stroke: uncontrolled high blood pressure, uncontrolled high LDL cholesterol, or being
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a current smoker. In 2012, nearly 20 percent of American adults still smoked.46 Furthermore, rates of
obesity have been rising rapidly and are predicted to continue to rise. In 2012, 69 percent of U.S. adults
were overweight (including those who were obese), and 35 percent were obese.47 If obesity rates continue
on their current trajectory, by 2030, more than 44 percent of U.S. adults would be obese.48 Lack of
physical activity, smoking, and obesity significantly increase the risk of chronic disease.
Finally, increased access to insurance due to the ACA is increasing the demand for healthcare. The
latest nonpartisan budget forecast by the Congressional Budget Office showed that there was a 5 percent
increase in the number of insured Americans in 2014; the same report showed that figure ballooning to 12
percent (from the 2013 baseline) by 2016.49 Recent studies by the Health Resources and Service
Administration (HRSA) suggest that the greatest demand for services is likely to be in primary care.
Based on current patterns, this increased demand would result in a projected shortage of approximately
20,400 full-time equivalent (FTE) physicians by 2020. HRSA notes, however, that the supply of PAs and
NPs is projected to grow rapidly and could mitigate the projected shortage. To make that happen, PAs and
NPs must be effectively integrated into the primary care delivery system. If that happens, the physician
shortfall could be reduced by two-thirds, to as few as 6,400 FTE.50
When the PA leaders at LAS were surveyed regarding the increase in the number of patients and the
proportion with complex, chronic conditions, 84 percent of respondents thought that PAs are adapting
“somewhat well” or “very well” to this trend. Data from the Kaiser/Commonwealth Fund 2015 National
Survey of Primary Care Providers confirms this perception of the PA leaders. According to the
Kaiser/Commonwealth survey, 64 percent of PAs and NPs say that since January 2014, they have seen
either an increase in the number of Medicaid patients they serve or an increase in patients who were
previously uninsured. However, PAs believe this is having little impact on their ability to provide highquality care. Sixty-three percent of PAs and NPs surveyed reported no change in their ability to provide
high-quality care to patients since January 2014. Approximately 20 percent of PAs and NPs said care had
actually improved, while similar percentages reported that it had gotten worse.51

IMPLICATIONS FOR PAS
This trend has significant positive implications for the PA profession. Particularly, demand for PAs is at
an all-time high. PAs provide acute, chronic and preventive care for all populations and in all settings—
home, office, hospital and urgent care centers. PAs’ rich foundation of general medical training and their
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September 26, 2013. Accessed on April 6, 2015.
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ability to move between specialties and settings make them extremely marketable and valuable to
employers. There will be increased opportunities everywhere, including medically underserved areas, and
a particularly high demand for providers with training and experience in geriatrics. Regardless of
specialty, every PA is having productive conversations about lifestyle changes with patients. More
patients with more complex, chronic conditions leads to the conclusion that America needs more PAs and
that PAs need to practice at the top of their education and experience.
Despite these positive implications, some believe that the flexibility that allows PAs to change
specialties and settings to meet the growing demand could also create potential barriers for the profession.
Due to the increasing complexity of care, it takes longer to provide new hires with the training that they
need to succeed in their job and provide quality care to patients. Limiting the turnover and retaining
qualified PA staff to care for patients with complex conditions can be a challenge as PAs are frequently
changing to new specialties or settings where they do not have prior experience. PAs need tools to
communicate with hospital/practice administration regarding the cost of turnover and the importance of
retaining experienced PAs to improve patient care, particularly for those patients with complex
conditions.

QUESTIONS FOR DISCUSSION:
1. Are PAs appropriately prepared to provide quality care to a growing geriatric population? If not, how
can AAPA support you in this mission?
2. With the increasing complexity of patients, are there areas where advanced training with recognition
is beneficial, in order to help demonstrate competence?
3. Should the profession be concerned that more PAs are choosing specialty positions over primary
care? If yes, why? If no, why not?
4. With the growing demand for PAs, how important is it for the public, employers, and legislators to
understand what a PA is? How can AAPA help support this?
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Trend 3: Value-Based Payment System Is a Game Changer
The move from fee-for-service payments, which reimburse for the quantity of patients seen and services
provided, to value-based reimbursement (VBR), in which reimbursement is based on quality and
outcomes, has started to accelerate. Public and private payers and providers are boldly shifting resources
and setting targets that focus on achieving value, which is a combination of overall patient outcomes,
safety and experience relative to their cost.
On January 26, 2015, the U.S. Department of Health and Human Services (HHS) announced a goal of
transitioning 85 percent of Medicare fee-for-service reimbursement to value-based payments by 2016 and
90 percent by 2018, and shifting 30 percent of payments to alternative payment models by 2016 and 50
percent by 2018.52
Figure 3. Target Percentage of Medicare FFS Payments
Linked to Quality and Alternative Payment Models in 2016 and 2018

Source: Centers for Disease Control and Prevention. Better Care.
Smarter Spending. Healthier People: Paying Providers for Value, Not Volume.

Figure 3 shows the projected increase in the percentage of Medicare payments linked to quality. Each
category of the HHS payment taxonomy framework represents a different degree of linkage to quality—
with category 1 having no link to quality and category 4 having the highest.
Private payers and providers are also heightening their commitment to VBR. In 2014, the McKesson
Health Solutions’ report, “The State of Value-Based Reimbursement,” found that 90 percent of payers
and 81 percent of providers already offered a mix of fee-for-service and value-based reimbursement.53
Both payers and providers expect the proportion of fee-for-service payments to decrease significantly
over the next five years as they continue to move toward value. The McKesson report also predicted that
by 2020, VBR will make up two-thirds of the market, up from one-third today.53
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Better Care. Smarter spending. Healthier people: paying providers for value, not volume. Centers for Disease Control
and Prevention Web site. http://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2015-Fact-sheetsitems/2015-01-26-3.html. Accessed June 18, 2015.
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McKesson Health Solutions. The State of Value-Based Reimbursement and the Transition from Volume to Value in
2014. http://mhsinfo.mckesson.com/rs/mckessonhealthsolutions/images/MHS-2014-Signature-Research-White-Paper.pdf.
Accessed June 21, 2015.
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Private payers have also announced that they are committed to significantly increasing their payments
tied to value-based arrangements.54 For instance, UnitedHealth Group plans to increase VBR from 36
billion in 2014 to 65 billion by 2018,55 while Aetna plans to increase the percent of claims paid for valuebased care from 28 percent today to 50 percent by 2018.56 A private sector consortium of top health
systems and payers plans to move 75 percent of their businesses into value-based arrangements by 2020.57

WHAT IS DRIVING THE TREND?
Rising national healthcare costs and the increasing recognition of inefficiencies and waste in the system
paved the way for the transition from fee-for-service to value-based reimbursement. From 1970 to 2000,
U.S. healthcare spending increased 18-fold, from $75 billion to $1.4 trillion.58 And just 13 years later, it
had doubled again to $2.9 trillion.59 Looking ahead, the Kaiser Family Foundation has projected a 57
percent increase in national health expenditures per capita from 2012 to 2021 (see Figure 4).60
Figure 4. National Health Expenditures per Capita, 1990-2021

54

Smith L, Walker T. Payment reform shifts to high gear. Managed Healthcare Executive. 2015; 25(4):6-20.
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These widely acknowledged challenges and the desire to provide better quality care to all patients helped
pave the way for the passage of the ACA in 2010. One of the ACA’s key goals is to strengthen healthcare
by improving healthcare quality and patient safety while reducing cost.61 The policy associated with this
goal helped establish the framework for the transition to value-based reimbursement. For instance, the
ACA encouraged the establishment of accountable care organizations (ACOs), which incentivize
providers to better coordinate patient care and keep patients healthy and out of the hospital. Since the
passage of the ACA, the number of ACOs has grown from 41 to 606 in just three years—and many of
these new ACOs are already documenting cost savings and improved patient care.53

IMPLICATIONS FOR PAS
When surveyed, 43 percent of PA leaders (the highest percentage for any of the trends) indicated that of
the four trends the transition to VBR would have the most profound impact on PA practice. PA leaders
feel that this trend provides both opportunities and threats to PA practice. They are excited about the
opportunities for increased teamwork, collaboration, whole patient care, quality and transparency that
VBR affords. However, there is still some confusion and concern about how HHS’ lofty goals for the
expansion of VBR will be implemented and whether adequate resources, training and support will be
provided during this time of transition. HHS has not yet provided many details on these questions.
And at least one answer likely lies within the PA profession. As the profession continues to rapidly
grow PAs are increasingly expanding their role in value-based care and playing a critical role in
alternative care models like ACOs.62 In fact, a Health Leaders magazine survey of hospital and health
systems executives found that the number one anticipated investment in moving towards value-based
systems is improving access to PAs and NPs.63 Also, because PAs have often taken on the role of
coordinating important aspects of patient care and treatment, the profession is in a great position to
increasingly take the lead on important discussions from the front end on how to transform care within
their units all the way to the C-Suite.

QUESTIONS FOR DISCUSSION:
1. How do you think VBR will impact how PAs practice and the delivery of patient care? Will this
affect whether PAs practice in primary care or specialties?
2. Do you think you have a good understanding of VBR? What topics/questions related to VBR are
uppermost in your mind?
3. How do you think VBR will shape your relationship with physicians, other healthcare
professionals and healthcare administrators? What are the biggest opportunities for and barriers to
increased collaboration?
4. Are PAs part of your employer’s strategy to successfully transition from fee-for-service to VBR?
What role do you have or would you like to have in implementing/advancing the transition to
VBR and an overall focus on quality of care?
61

Strategic plan goal 1: strengthen healthcare. US Department of Health and Human Services Web site.
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Trend 4: The Marketplace Is Driving Industry Transformation
CONSOLIDATION IS THE NAME OF THE GAME
Consolidation of hospitals and health systems didn’t begin with passage of the ACA in 2010, but the
trend has accelerated since the passage of the reform bill. Between 2009 and 2014, hundreds of mergers
worth billions of dollars have occurred, a trend that is expected to continue with increasingly complex
deals64 (see Figure 5).
Practices, hospitals and health systems consolidate for a variety of reasons. Among the benefits are:
 Economies of scale
 Access to capital
 Increased bargaining power
 Improved patient care coordination, for better efficiency65
Figure 5. Hospital Mergers and Acquisitions Number of Deals and Dollar Value, 2005-2014
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Source: Gooch K. Breaking down the 5 most interesting hospital M&A deals of the year. Becker’s Hospital Review.
December 11, 2014.

In 2008, the top 100 hospitals accounted for 40 percent of all hospital spending, a share that will increase
to 60 percent by 2020 because of consolidations.66 But merger alone is not enough to increase capacity
and achieve financial health. New payment incentives for meeting quality, efficiency and patient
satisfaction goals, and penalties for missing them, require more efficient operations and medical staffs
that are working closely with the new system, to better coordinate care, reduce inefficiencies and earn the
incentives.65
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Gooch K. Breaking down the 5 most interesting hospital M&A deals of the year. Becker’s Hospital Review. Published
December 11, 2014.
65
5 Forces driving hospital consolidation. Stratasan Web site. http://stratasan.com/5-forces-driving-hospitalconsolidation/. Published July 10, 2013.
66
Funk J, Pain L. Strategic hospital priorities study: hospitals look to medtech for new services and solutions. Executive
Insights. 2014;16(5):1-4. http://www.lek.com/sites/default/files/LEK_HospitalSurveyEI0214_Final(v4).pdf.
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WHAT IS DRIVING THE TREND?
What are the factors driving this significant transformation?
 A system of hospitals can operate far more efficiently than one hospital alone.
 Increased access to capital is a major incentive for merger. Small, independent hospitals and
medical practices struggle to raise capital. Merging can provide capital for renovations,
information technology, other improvements and expansion.
 These consolidated groups are able to bring greater bargaining power to the table on everything
from value-based purchasing, to insurance company negotiations, to real estate transactions.
Many economists predict that mergers will push healthcare prices higher resulting from the
increased bargaining power of merged systems.67,68,69
Consolidation can improve efficiencies as well. Health systems that focus on care coordination stand to
doubly benefit—efficiencies from consolidation and efficiencies from improved patient outcomes that
lower costs.70
These factors are also pushing a move of physicians toward employment by hospitals, as shown in
Figure 6. The percentage of physician specialists employed by hospitals increased five-fold from 2000 to
2012,71 while the percentage of physicians in private practice decreased to 39 percent from 57 percent.72
Meanwhile, the share of medical practices owned by hospitals more than doubled from 2002 to 2008.73
The combination of these factors means that employment opportunities for PAs are increasing in
health systems, not in private practice.

67

America’s Health Insurance Plans. Hospital and provider consolidation: negative impact on affordability for
consumers. https://www.ahip.org/Epub/Hospital-Provider-Consolidation/. Published November 2014.
68
Dafny L, Lee T. The good merger. N Engl J Med. 2015;372:2077-2079. doi: 10.1056/NEJMp1502338.
69
Herzlinger R, Richman B, Schulman K. Market-based solutions to antitrust threats — the rejection of the partners
settlement. N Engl J Med. 2015;372:1287-1289. doi: 10.1056/NEJMp1501782.
70
Roney K. Moody’s: new forces drive non-profit hospital consolidation. Becker’s Hospital Review Web site.
http://www.beckershospitalreview.com/hospital-transactions-and-valuation/moodys-new-forces-drive-non-profit-hospitalconsolidation.html. Published March 8, 2012.
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Figure 6. Physicians Are Becoming Hospital Employees

Source: America’s Health Insurance Plans. Provider consolidation: less competition and higher costs.
http://www.ahipcoverage.com/wpcontent/uploads/2012/11/ProviderConsolidation.

AVAILABILITY OF DATA IS CHANGING THE WAY DECISIONS ARE MADE
As more and more data and analytics become available, healthcare executives are using the information to
make decisions about how healthcare can be provided “faster, better, cheaper,” according to international
audit and consulting company PricewaterhouseCoopers (PwC)74 “More healthcare executives relied on
data and analytics than experience or intuition when making their last big decision, PwC states on its
website. “Increasingly they’re relying on dedicated insight teams to help them make the decisions that
matter most.”

74

PricewaterhouseCoopers Global Data and Analytics Survey. How is decision making changing in healthcare as a
result of data and analytics? PwC Web site. www.pwc.com/gx/en/issues/data-and-analytics/big-decisionssurvey/industry/healthcare.jhtml. Published September 2014.
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Figure 7. Where Change in Decision Making Is Starting to Happen

Source: Data and analytics for healthcare industry: PricewaterhouseCoopers.
www.pwc.com/gx/en/issues/data-and-analytics/big-decisions-survey/industry/healthcare.jhtml

IMPLICATIONS FOR PAS
This industry transformation is causing not only financial changes, but structural, technological and
cultural changes within the provider community. The transformation of the healthcare marketplace holds
promise for PAs. The profession stands to benefit from more work settings, new care models, better
opportunities and different employers. Despite consolidations, PAs are finding themselves with more
choices about where they work and in what environment. Not surprisingly, most new opportunities are
found in consolidated health systems, not small private practices.
The traditional “physician as employer/PA as employee” model is becoming less and less the rule,
which may be leading to fundamental changes in the PA practice model. When decisions about hiring,
compensation, team structure, workload and roles are being made by system executives rather than by a
single physician hiring one or two PAs, physicians may not be invested in collaborating the way they
were when the clinical and financial decisions to hire PAs were theirs.
As systems consolidate, we also see leveling of the clinical hierarchy. Team care is de rigeur,
physicians are increasingly employees, PAs’ potential as clinical leaders is being recognized more, and
NPs continue their push for independence from physicians. These changes are associated with a shift
away from delegated authority and supervision to increased clinical autonomy for PAs. The PA
profession must be involved in reform of our own practice model, lest we have unwanted change thrust
upon us.
19

PAs will be presented with increasing opportunities to lead. We see more and more PAs stepping up to
the challenge already. PAs are increasingly visible at the executive level in institutions and systems.
There seems to be a timely confluence of forces at play—PAs want these roles, employers are creating
structures that support PAs, and the profession today believes PAs should be executive decision makers
and leaders.
In this new context, PAs do not have the luxury of just providing care. PAs must expand their views
about what it means to be a PA, not only as a caregiver, but as a designer of care management.
Opportunities that may not have been available in the past will be offered as PAs in large health systems
reach “critical mass.” Industry consolidation is resulting in more PAs employed by the same entity,
increasing their visibility within systems and opening doors to the creation of centralized PA services.
The profession will miss out on opportunities to lead and shape its future if PAs lack business skills
and cannot understand business models and principles. PAs will need to prepare by becoming more
business savvy and understanding the business models of their employers. For instance, PAs are far more
valuable to their employers if they understand and practice appropriate billing that maximizes revenue.
PAs will always support the tradition of providing excellent customer service and compassionate care, but
they must understand how to do that in the context of this new business model.
AAPA is focused on fostering (if not jumpstarting) this PA leadership role through professional
development events like the healthcare administration and leadership conferences held recently at
Cleveland Clinic and Wake Forest, and through meetings with senior hospital officials looking for the
Academy’s advice on how to create PA-friendly work environments.

QUESTIONS FOR DISCUSSION:
1. As the traditional 1:1 PA-physician relationship becomes less common, what changes should be
made to the PA education? PA practice laws?
2. What resources do PAs need when facing a merger?
3. What are the barriers to quantifying PA value to the healthcare system?
4. What should the PA profession be doing to ensure full employability in this new marketplace—
now and in the future?
5. What competencies do PAs need to advance into executive leadership roles within consolidated
systems?

Join the Conversation
This white paper is the first step in the development of the next AAPA strategic plan, PA Vision 2020,
which will guide the Academy’s major initiatives and establish its priorities through the year 2020. We
invite all PAs to contribute to the dialogue that will shape the plan, scheduled to be approved in early
2016. There are two ways to do this:



Go to the Huddle (http://huddle.aapa.org) after July 30 and join in the online conversations
that will be taking place about each of the four trends.
Send your thoughts to strategicplan@aapa.org.

Feel free to do both if you like. Remember, every PA’s voice is important.
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