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EDITORIAL

Two issues with a long history of discus-
sion in our discipline—the appropriate 
role of nurse practitioners (NPs) and 

physician assistants (PAs) in family practic-
es, and the appropriate scope of a family phy-
sician’s practice—are addressed by a study in 
this issue of Family Medicine by Drs Dai, In-
gram, and Peterson. Their paper provides new 
information about the impact of nurse practi-
tioners (NPs) and physician assistants (PAs) 
on both the number of patients a physician’s 
practice cares for (panel size) and the scope of 
practice of family physicians.1

The stronger data is about the prevalence of 
NPs and PAs in family medicine practices. Be-
cause the study surveyed all FPs sitting for the 
ABFM recertification exam in 2013 through 
2016, it had a 100% response rate, and near-
ly 70% reported having NPs and PAs in their 
practices. Less than half of the responding phy-
sicians were able to estimate their panel size, 
but panel size was higher in those working 
with NPs and PAs who answered this ques-
tion—an unsurprising finding. This paper does 
not include any information on the cost asso-
ciated with having these additional providers, 
so it is not possible to assess the cost increase 
relative to the increase in the number of pa-
tients. Indeed, there is not consensus about the 
appropriate number of patients that should be 
cared for by a physician, NP, or PA. It is ob-
viously related to scope of practice, since the 
more things you do for your patients, the fewer 

patients you may be able to care for. Previous 
research has shown, however, that the num-
bers arbitrarily set by health system employ-
ers are probably higher than is consistent with 
high-quality care.2,3 It is also unclear how of-
ten patients in these practices were assigned 
directly to the advanced practice providers or 
whether these providers cared only for patients 
assigned to the physician.

The physicians surveyed also answered 
questions about their scope of practice. While 
90% care for adults over 65 and teenagers, only 
7% perform deliveries or provide emergency 
care. About one-third care for patients in the 
hospital (results presented in Appendix Table 
2). Those physicians whose practices included 
NPs and PAs reported a wider scope of care, 
but measured on the 0 to 30 scale of the Scope 
of Practice for Primary Care (SP4PC), the in-
crease was only 0.53 points. While statistically 
significant, the clinical significance is question-
able. A 2015 study indicates that greater scope 
of practice may make a clinically significant 
difference by decreasing costs and hospital-
izations, but the current study does not show 
a reduced rate of hospitalization.4 Probably 
the type of practice had a greater influence 
on scope of care than the presence of NPs and 
PAs, but the overall SP4PC range was small, 
from 13.5 to 16.8. 

The American Academy of Family Physi-
cians (AAFP), the largest organization rep-
resenting family doctors, has a clear policy 
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against independent practice for NPs,5 al-
though it supports NPs (and PAs) within 
physician practices. Relatively few family phy-
sicians are self-employed (under 20%)6 and 
large percentages are employed by health sys-
tems rather than physician groups. In some 
states, NPs (and sometimes PAs) have inde-
pendent practice privileges, while in many oth-
ers they require a sponsoring physician. They 
may practice in the same office as the physi-
cian, or in remote sites, including isolated ru-
ral ones. Also, a new degree, doctor of nursing 
practice (DNP), is now being awarded to most 
recent NP graduates. This is a clinical degree 
(like the MD, and unlike the research-focused 
PhD) but means that these new NPs can be 
called doctors, which probably does not reduce 
patient confusion.

The actual evidence for the quality of care 
impact of independent practice for NPs is un-
certain. Nursing journals demonstrate more 
positive outcomes, but most studies have 
looked at acute care rather than chronic dis-
ease management.7 The appropriate, or even 
typical, scope of care for either FPs or NPs 
(or PAs) is difficult to assess from studies of 
existing practices because they are so varied. 
The AAFP emphasizes that family physicians 
receive much more extensive clinical train-
ing, and thus have greater ability to care for 
more complex patient problems. This benefit 
is only realized, however, in settings in which 
the patients have complex problems. Anecdot-
al stories supporting any assertion or analysis 
abound, providing reinforcement for precon-
ceived notions. What is clear is that family 
physicians, like other physicians whose prac-
tice overlaps with that of nonphysician pro-
viders, cannot have it both ways, arguing that 
their greater training makes them able to care 
for more complex patients and have a wid-
er scope of practice (and a higher salary), but 
then restricting their practices to provide only 
those services that an NP can do as well. 

Sometimes it may be the physician choos-
ing a narrower practice, possibly for lifestyle 
reasons, but health system employers often re-
strict the scope of practice of FPs, with some 
doctors providing only outpatient care while 
others provide only inpatient care. Indeed, 
these hospitalists are now following the shift-
work model, with “nocturnists” and other new 

titles. It is also not clear if a provider with a 
more limited scope of practice is happier or 
has less burnout. Maybe not getting up in the 
middle of the night makes life easier, but pro-
viding only routine care far below your level 
of training can be very unsatisfying.

The best interests of the health system are 
clearly not always the same as the best inter-
ests of patients. This reminds us of the 1960s, 
when recognition of the limitations of special-
ist and subspecialist care led to the develop-
ment of family medicine. A person is more than 
the sum of their parts, more than a collection 
of organs that can each be treated. The sys-
tems perspective elucidated by George Engel 
includes the pieces that make up people, but 
also the whole person and the larger context—
dyad, family, community—in which they live. 8,9 
If each specialist only cares for their part of the 
person, who takes care of the whole person? If 
a provider takes care of a patient only part of 
the time, are we perhaps sacrificing quality of 
patient care on an imagined altar of efficiency? 

This question is the key one for health care 
providers, for their employers, and most im-
portantly for the people and communities they 
care for. The Dai, et al paper provides us with 
some new information about the high preva-
lence of NPs and PAs in family practices, and 
a bit about scope of practice, but it falls short 
of answering the most important questions 
about how primary care teams should work. 
If family physicians do have a special role—
and I believe that they do—they must make 
that case. If not, others will define their role, 
not just advocates for NPs or PAs, but, more 
importantly, health systems and insurers. If 
our scope of practice as family physicians is 
changing and becoming more narrow, it is not 
because of NPs and PAs; it is because we ei-
ther want it to be or we are unwilling to stand 
up to those who are narrowing it.  

CORRESPONDENCE: Address correspondence to Dr Free-
man at jfreeman@kumc.edu.
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While our standard word limits apply to these submissions, articles may include one or more appendices to allow more detailed 
descriptions of practice innovations.


