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Mister Speaker, Reference Committee B has considered each of the resolutions referred to it and wishes to present the following report.  The committee's recommendations on each extracted resolution will be submitted separately, and I respectfully suggest that each extracted item be dealt with before going on to the next. Mr. Speaker, please proceed with the extraction process.

Based upon the will of the House of Delegates, the Reference Committee will address B-02 before B-01a and B-01b.

The Committee considered testimony on 2021-B-02, the resolved portion of which reads:

Reaffirm policy HP-3100.1.1.

AAPA affirms "physician assistant" as the official title for the PA profession.

Con testimony included:

· “Physician assistant” does not accurately describe the work that PAs do and some testimony indicated it goes so far as to denigrate the profession. 

· There is a need to remove “physician” and/or “assistant” from the professional title to advance certain elements of Optimal Team Practice.

· Title change has been a long-standing debated issue. Resources have been invested in a trusted company to provide recommendations for the professional brand, which includes an opportunity for a title change. 

· A title change for the profession is urgent in order to stay relevant in the evolving healthcare landscape.

· There is a need to distinguish the profession from other professionals with “assistant” in the title given the stark difference in education.

· Constituent Organization survey results suggest a majority of respondents agree with a desire or need to change the title of the profession.

The committee also heard testimony con to the resolution, but in favor of a specific title.

· The definition of “associate” better aligns with the work that PAs do when compared to “assistant.” 

· Constituent Organization survey results suggest a preference for “physician associate.”

· The acronym MCP has multiple other definitions.

· Many international PAs identify as “physician associates” which is a recognized title globally. Furthermore, AAPA policy states the official title of the profession in Spanish is “asociado médico” which translates most closely to “physician associate.”

· PA is the recognized acronym for the profession, and “physician associate” would allow for continuity of brand awareness.

· According to the WPP/AAPA Report, “Medical Care Practitioner” may help communicate the profession’s unique role, particularly to stakeholders.

· Medical Care Practitioner creates an opportunity to signal a change and support a new brand story from the beginning, allowing the profession to move forward.

· “Medical Care Practitioner” distinguishes us from physicians.

· Some states have recognized “Assistant Physicians” as a profession, creating confusion between “APs” and “PAs.”

· The acronym PA has multiple other definitions.

Pro testimony included:

· The specific benefits of a title change in the context of comprehensive costs are not clearly understood at this time. The profession would benefit from a more comprehensive cost-benefit analysis before making a decision.

· WPP stated that a title change could be interpreted as risky.

· Nearly 55 years of formal and informal “PR” has yielded significant recognition of the PA profession and individual PA roles among patients, the broader health system, and across society. 

· Additional testimony indicated that our current title has not hindered the profession from consistently being recognized as one of the best jobs in the nation.

· A title change would distract from Optimal Team Practice and 5-year strategic plan efforts.
· Understanding that the delegates are fiduciaries of the organization, consideration of the cost of a title change cannot be understated.

· The impact of a title change would be far-reaching, negatively affecting numerous related organizations and academic institutions considerably.

· There is a significant need for branding the profession rather than title change specifically.

· Optimal implementation of a title change would demand substantial resources, requiring commitment and engagement of the entire profession, specifically PAs who are not currently involved in their professional organizations.

· There was no clear consensus or evidence in favor of one specific alternative title for the profession.

The committee considered multiple amendments.

Mister Speaker, I move to reaffirm HP-3100.1.1. 

The Committee next considered testimony on 2021-B-01, the resolved portion of which reads:

Amend by deletion policy HP-3100.1.1.

AAPA affirms "physician assistant" as the official title for the PA profession.
Further Resolved

The AAPA HOD requests that the Board of Directors amend the Academy’s Articles of Incorporation to a new corporate name of The American Academy of Physician Associates which accurately reflects its members’ present and future utilization and practice abilities.
The Reference Committee requested and was granted permission from the Speaker to divide B-01 into two parts:

B-01a

Amend by deletion policy HP-3100.1.1.

AAPA affirms "physician assistant" as the official title for the PA profession.
and


B-01b

The AAPA HOD requests that the Board of Directors amend the Academy’s Articles of Incorporation to a new corporate name of The American Academy of Physician Associates which accurately reflects its members’ present and future utilization and practice abilities.

The Committee next considered testimony on 2021-B-01a, the resolved portion of which reads:

B-01a

Amend by deletion policy HP-3100.1.1.

AAPA affirms "physician assistant" as the official title for the PA profession.
Mr. Speaker, I move that Resolution 2021-B-01a be tabled indefinitely.

The Committee next considered 2021-B-01b, the resolved portion of which reads:
B-01b

The AAPA HOD requests that the Board of Directors amend the Academy’s Articles of Incorporation to a new corporate name of The American Academy of Physician Associates which accurately reflects its members’ present and future utilization and practice abilities.

Testimony was largely based upon procedural issues. The AAPA Board of Directors testified that it will not move ahead with a change in the Articles of Incorporation unless and until the HOD acts upon a title change.

Because the reference committee cannot know ahead of time the HOD’s decision on the title change, the following amendment is offered to allow flexibility:

Mister Speaker, I move that Resolution 2021-B-01b be amended as follows: 
The AAPA HOD requests that, IN THE EVENT OF A TITLE CHANGE, the Board of Directors amend the Academy’s Articles of Incorporation ACCORDINGLY. to a new corporate name of The American Academy of Physician Associates which accurately reflects its members’ present and future utilization and practice abilities.
The Committee considered testimony on 2021-B-03, the resolved portion of which reads:

Reaffirm policy HP-3200.1.4.

AAPA opposes the entry-level doctorate for PAs.
Con testimony included entry-level doctorate programs may be inevitable given the existence of entry-level doctoral programs for other healthcare professions and may impact the marketplace demand. Entry-level doctorate degrees may help prepare future PA students with non-clinical curriculum not present in their current education. 
Pro testimony included entry-level doctorate programs may place a substantial financial burden on students and may significantly increase barriers for applicants, particularly those from lower socioeconomic backgrounds. Additional testimony expressed concern that this may not align with AAPA Diversity, Equity, and Inclusion principles. There was concern regarding the shortages of PA educators, particularly at the doctoral level. It was noted that there is a lack of substantial evidence to support the benefit of an entry-level doctorate. 
There was testimony heard on the doctorate degree that the committee determined was related to post-graduate doctoral degrees and not germane to entry-level doctorate programs. 

The committee also considered testimony pro and con to an amendment that was offered during the proceeding, and the testimony was predominately pro.

Mister Speaker, I move that Resolution 2021-B-03 be amended as follows:

Reaffirm AMEND policy HP-3200.1.4.

AAPA opposes the A MANDATORY entry-level doctorate for PAs.
The Committee considered testimony on 2021-B-04, the resolved portion of which reads:

AAPA supports a standardized degree title for entry-level PA education. 

Further resolved

AAPA supports the identification of a standardized degree title for entry-level PA education that is consistent with the professional title, descriptive of PA practice, conveys the academic rigor and substance of PA education, and does not inhibit potential career advancement.  
Testimony was largely con and centered upon AAPA not having the purview of directing what degrees are conferred by academic institutions. PA programs award a variety of degrees, and there was a lack of agreement upon a single degree title. Additional testimony indicated the uniform credential is “PA-C” which comes from a consistent, national certification process. 
Pro testimony supported the utility of a single, uniform degree. 
The committee also considered testimony on an amendment specifying, “Master of Medical Science,” as the uniform degree.  

Mister Speaker, the committee recommends rejection of Resolution 2021-B-04
The Committee considered testimony on 2021-B-05, the resolved portion of which reads:

AAPA supports PA-specific postprofessional doctoral degrees as one option for PAs to engage in life-long learning.

Further resolved

The House of Delegates recommends AAPA support additional research on the outcomes associated with PA-specific postprofessional doctoral degrees as well as emerging trends related to these programs to inform future policy deliberations on this topic.

No pro or con testimony was provided. 

Mister Speaker, the committee recommends adoption of Resolution 2021-B-05.
The Committee considered testimony on 2021-B-06, the resolved portion of which reads:

Amend the policy paper entitled PA Student Supervised Clinical Practice Experiences-Recommendations to Address Barriers.  
PA Student Supervised Clinical Practice Experiences – 

Recommendations to Address Barriers 

(Adopted 2017, amended 2018)

Executive Summary of Policy Contained in this Paper
Summaries will lack rationale and background information and may lose nuance of policy. 

You are highly encouraged to read the entire paper.

· AAPA supports working with PAEA, ARC-PA and NCCPA to communicate the benefits of precepting students to PAs, patients, and employers.

· AAPA supports working with PAEA to increase the number of AAPA Category 1 CME credits available to PAs who precept and simplify the CME application process for PA programs. 
· AAPA supports working with PA employers to expand the range of opportunities for PA students to gain clinical experience through SCPE. 

· AAPA supports suggesting modifications to the ARC-PA Standards in order to ensure quality SCPE continue with increased emphasis on flexibility and innovation.

· AAPA supports collaborating with PAEA to develop an information toolkit for PA programs and preceptors to utilize concerning benefits and helpful tips for precepting.

· AAPA supports working with PAEA to increase awareness among PA educators of the additional limitation that pre-PA shadowing requirements may create for PA student placement in SCPE.

· AAPA supports working with PAEA to investigate the feasibility of developing a national database of SCPE with the utilization of a CASPA-like centralized platform for PA students nationwide.

· AAPA supports the consideration of collaboration with external medical organizations to look at ways to support an interprofessional, collaborative clinical training model.

Introduction
‘SCPE,’ or Supervised Clinical Practice Experience, is the standardized term used to refer to ‘clinical rotations’ or ‘clerkships’. According to ARC-PA, SCPE are “supervised student encounters with patients that include comprehensive patient assessment and involvement in patient care decision making and which result in a detailed plan for patient management” (1). They allow students to acquire competencies and meet program standards needed for entry into clinical PA practice. They provide an essential component of PA program curriculum. PA students complete approximately 2,000 hours of SCPE in various settings and locations by graduation (2). SCPE include the previous terminology which refers to clinical rotations that occur after didactic education. They offer PA students the opportunity to learn patient care skills and to apply the knowledge and decision making developed during their didactic education in a variety of clinical practice environments.
PA programs, like allopathic and osteopathic medical schools and nurse practitioner (NP) programs, are faced with a shortage of preceptors and SCPE for their students. For several years, PAEA has addressed this issue by developing innovative clinical training opportunities and encouraging an atmosphere of collaboration rather than competition among PA programs. AAPA, along with PAEA, ARC-PA, and NCCPA, is uniquely positioned to work with PAs, PA employers, and PA programs to help expand the availability of preceptors and SCPE for PA students.
A Challenge for PA Students, PA Programs, and the PA Profession
Quality clinical education is a critical component of the PA educational curriculum. Many required SCPE are in primary care settings, including family practice, pediatrics, and women’s health. This is in line with the generalist nature of PA training and the historical foundation of the PA profession. Although the SCPE shortage is not a new challenge, only recently has the phenomenon been studied in a systematic manner. PAEA worked in collaboration with the Association of American Medical Colleges (AAMC), the American Association of Colleges of Osteopathic Medicine (AACOM), and the American Association of Colleges of Nursing (AACN), to produce the 2013 Joint Report of the Multi-Discipline Clerkship/Clinical Training Site Survey confirming what clinical coordinators and PA students already recognized.
The Joint Report suggests that securing SCPE, particularly in primary care settings, is a significant issue for most PA programs. The report included responses from 137 out of 163 PA programs surveyed. According to the report, 95 percent of PA program respondents are concerned about the number of clinical sites available, and 91 percent of PA program respondents are concerned about the availability of qualified primary care preceptors (3). Research conducted by Herrick et al. and published in the November 2015 issue of JAAPA confirmed these findings (4). The Joint Report suggests that obstetrics/gynecology and pediatrics are two of the most difficult SCPE in which to find student placement (3). According to the NCCPA Statistical Profile of Certified PAs, less than two percent of PAs currently work in obstetrics/gynecology and three percent work in pediatrics and pediatric subspecialties (5). 
As the PA profession continues to grow rapidly, with new programs developing and the number of PA students increasing, the demand for preceptors and SCPE will only continue to increase in the coming years. From 2015 to 2016 alone, the number of accredited PA programs grew from 196 to 218 (6). Currently, ARC-PA reports that there are approximately 52 additional programs seeking accreditation. The continued growth of the profession depends on the growth of PA programs, and one of the essential rate-limiting factors in the growth of these programs is SCPE barriers.
The availability of preceptors and SCPE was first formally addressed by clinical coordinators at the 1998 Association of Physician Assistant Programs (APAP, now PAEA) Education Forum. Since that time, PAEA has prioritized the issue, making the development of “a broad range of innovative clinical training opportunities” part of its strategic plan and encouraging an environment of collaboration rather than competition among PA programs (7). PAEA also works independently as the main source of research and data regarding the state of PA education. The continued efforts of the PAEA in identifying and addressing the preceptor shortage are crucial to improving the clinical education environment in the coming years. However, due to the extent of the problem and the continued growth of the PA profession, the issue will be best handled if approached by the entire PA community.
Many have looked to ARC-PA to limit the number of accredited PA educational programs in order to solve the problem, as ARC-PA is the agency responsible for accrediting these programs. The ARC-PA mission includes defining the standards for PA education, evaluating PA educational programs to ensure compliance, and, thereby, protecting the public, including current and prospective PA students (8). However, ARC-PA must continue to accredit new programs that meet the eligibility criteria and accreditation standards, lest they violate restraint of trade laws. Still, the quality of PA education and PA practice is partially a result of the Standards, defined and evaluated for compliance by ARC-PA. The growing shortage of SCPE and preceptors during a period of rapid growth of the profession necessitates that ARC-PA maintain a close watch on quality and adapt the Standards in response to the changing environment. ARC-PA is a free-standing independent organization. However, when they do their open call for their review of the standards, they do take into consideration input from external stakeholders including organizations like AAPA, PAEA, and individually practicing PAs. It is incumbent upon the Academy and its members to carefully review the ARC-PA standards when they come up for review and to provide feedback and suggestions regarding expansion of programs and maintenance of adequate, qualified SCPE sites.
Each of the four national PA organizations (AAPA, PAEA, ARC-PA, and NCCPA) has collectively contributed to the growth of the profession and quality of healthcare that PAs provide each day. For this growth and practice quality to continue, these four organizations are encouraged to work together in an unprecedented manner to provide input and address the issue of clinical preceptor and SCPE shortage. The long-term solutions will require actions from each of these organizations, each acting within its already established mission and philosophy. Because the current model of clinical education is not sustainable and cannot support the projected demand for PAs in the coming decades, now is the time for action. In order to shape the future of the PA profession and American healthcare while supporting the continued supply of PAs throughout the 21st century, these organizations are encouraged to find common ground on which to collaborate.
Barriers to Supervised Clinical Practice Experiences
According to Herrick et al., competition and shortage of preceptors are the two most commonly cited barriers to student placement, with the shortage of preceptors being due in part to a perceived reduction of productivity and/or revenue while training students (4). Preceptors are likely to weigh the perceived rewards of practice-based teaching against the perceived costs and challenges in their decision whether to precept students and how to teach them. Reduced productivity and increased time pressures remain key negative impacts of teaching for some providers (4)(9). While many preceptors stress that patient care responsibilities are too time consuming to allow them to be good teachers, studies have found a correlation between productivity and highly-rated teachers, with positive impacts including enhanced enjoyment of practice and keeping one’s knowledge up-to-date (10)(11).
Competition from a steady increase in the numbers of allopathic (MD), osteopathic (DO), offshore allopathic medical students, NP, and PA students over the past several decades without a corresponding increase in the number of preceptors and SCPE is a second barrier to SCPE. This interprofessional competition leaves existing SCPE overwhelmed with students causing interprofessional competition for such sites. According to the Association of American Medical Colleges (AAMC), there were 86,746 medical students enrolled in United States osteopathic and allopathic medical programs during the 2015-2016 school year (Association of American Medical Colleges, 2015). There has also been a steady increase in U.S. medical student enrollment for the past decade. Since 2006-2007, there has been a 16 percent increase in the total number of matriculated medical students (12). These figures do not include medical students at offshore allopathic medical schools (i.e., those in the Caribbean and other countries) who send many of their students to the U.S. to complete clinical training. There are two accrediting bodies for offshore medical schools, the Accreditation Commission on Colleges of Medicine (ACCM) and the Caribbean Accreditation Authority for Education in Medicine and other Health Professions (CAAM-HP). These governing bodies currently accredit 15 medical schools with over 15,000 students annually enrolled. Additionally, there were an estimated 17,000 new nurse practitioners (NPs) completing their academic programs in 2013-2014 (13). 
PA schools have experienced a similar growth rate over the past decade. At the time that this report was submitted, ARC-PA reported 218 accredited programs with additional programs expected to be accredited at its March 2017 meeting. This includes 154 with full accreditation, 55 with provisional status, and 9 programs on probation, up from 134 programs in November 2005 (14). Cohort sizes in PA programs range from approximately 15 to 100 students. Lack of availability and sufficient quality and quantity of SCPE is limiting the ability of some programs to increase their cohort sizes or even maintain their current cohort size. With an estimated growth to 270 programs by 2020, the consistent increase in students has the potential to further exacerbate the preceptor and SCPE shortage (6).
An often overlooked issue that may create an additional barrier to SCPE placement for PA students is the requirement of some PA programs that their pre-PA applicants obtain shadowing hours. According to the PAEA Program Directory, there are 139 programs in various stages of accreditation that require some form of healthcare experience in order to apply (15). Of those 139 programs, 67 consider ‘shadowing a physician or PA’ to be an acceptable form of experience, and the number of hours required ranges from 50 to 1000, with 500 hours being the most common. Two programs specifically request 20 hours of shadowing as their only required form of healthcare experience prior to applying (15). The concern, then, is that these requests for shadowing experiences are in direct competition with PA student SCPE placement, and it is often less stressful for providers to simply have an individual shadowing them for a few days as opposed to having a student to precept which requires a great deal more supervision, clinical education, and paperwork. Thus, while the concept of pre-PA shadowing may be valuable, it also has the potential to complicate an already challenging climate for current PA student placement. 
Furthermore, there are legislative barriers to SCPE, particularly those between states. One example involves the emergence of State Authorization requirements since approximately 2010. Each state regulates education provided within their state, with most determining that provision of clinical education for students from training programs outside their state require “authorization”. These requirements vary widely, from simple paperwork in some states to lengthy procedures and thousands of dollars in others, resulting in many programs curtailing out of state rotations. In response to this arrangement, several health professions’ education associations sent an April 2015 letter to Congress recommending a nationwide exemption for SCPE from future Department of Education (DOE) regulations pertaining to state authorization (16). In spite of DOE setting aside national requirements for authorization, states considered clinical training across state lines as providing education in their state, requiring authorization. A solution for most states developed independently from the DOE. The National Council for State Authorization Reciprocity Agreements (NC-SARA) establishes reciprocity for educational requirements across state lines. States are members, and then each institution joins their state organization. So, PA programs that meet their state requirements and whose institutions are approved essentially meet requirements for state authorization in 47 states. Currently, three states (California, Florida, and Massachusetts) do not belong to NC-SARA, which means that clinical placements across state lines in those states may trigger an additional requirement for state authorization (17).  
AAPA-PAEA Joint Task Force Survey
In 2016, the AAPA Board of Directors (BOD) established a Joint Task Force (JTF) between the AAPA and PAEA “to investigate factors that affect practicing PAs’ ability to serve as preceptors for PA students, identify opportunities to improve policy to support preceptorship, and collaborate with PAEA efforts to develop innovative and practical long-term approaches to increase availability and accessibility of sustainable clinical education models for PA students.”  The AAPA-PAEA Joint Task Force (JTF) is made up of students, early career PAs, experienced PAs, PAs in hospital administration, and PA educators. The JTF held monthly meetings beginning in October 2016 to discuss barriers and possible solutions to shortages regarding SCPE. Additionally, they conducted an informal survey of external stakeholders to gather a wide range of input and ideas regarding the matter, the results of which are reviewed below. The JTF used this survey and direct inquiry to investigate current incentives for precepting students in a clinical setting, and they also reviewed publicly available policy from other PA organizations such as the Accreditation Review Commission on Education for the PA (ARC-PA) and National Commission on Certification of PAs (NCCPA). The JTF utilized the research and information gathered to revise and present this policy paper for consideration in the 2017 HOD.

The JTF conducted an informal survey on the topic of clinical preceptor and SCPE shortages, seeking the opinions of several key stakeholder groups on this important issue. The stakeholders were comprised of seven groups identified by the JTF to offer critical perspectives on the challenges of precepting, including PAs in administration of large health systems, PAs who have never precepted, students and early career PAs, PAEA members, former preceptors who have stopped precepting, long time preceptors, and those who provided opposition testimony to the Student Academy of AAPA (SAAAPA) position paper submitted in Resolution D-07 of the 2016 HOD. The survey included 63 respondents who were contacted specifically as individuals or as part of a larger cohort because they belonged to one of the key stakeholder groups. The respondents were asked about several different topics including whether precepting is a professional obligation, the top barriers to precepting PA students and how to minimize these barriers, the top incentives for precepting and how to make these a reality, and long-term and short-term solutions for ameliorating the SCPE shortage.
Obligation to Precept
Overwhelmingly, respondents felt that precepting PA students is an excellent way to contribute to the growth of the PA profession and to give back to the profession. However, many disagreed with the use of the word ‘obligation.’ Those that agreed commented that it was a meaningful way to pass on knowledge gained through years of practice to incoming PAs, as well as an excellent means to keep one’s medical knowledge current. Medicine is a profession of lifelong learning, and precepting students engages this critical function daily. These respondents indicated that students can bring a fresh attitude to the profession and remind preceptors of why they chose to become PAs.
Several individuals, however, argued that some PAs are not strong in teaching or are not motivated to teach, thus a precepting mandate would not necessarily ensure quality SCPE. Additionally, some students commented that they would rather learn from a preceptor who is genuinely engaged in teaching and possesses a desire to precept. Some indicated that PAs’ true professional obligation is to the care of their patients; if they perceive that precepting detracts from that, then they should not precept. Additionally, these respondents cited time constraints and difficulty honoring the high volume of precepting and shadowing requests as additional reasons that PAs should not be obligated to precept. 
Top Barriers to Precepting and How to Minimize These Barriers
Among the questions posed to those surveyed was to list the top barriers to PAs precepting students. Several themes developed in their responses including: 
· Lack of adequate time or space to precept, 

· Loss of productivity and/or financial cost related to precepting a student,

· Unclear expectations of the specific requirements of precepting,

· Competition among PA programs, as well as DO, MD and NP programs for sites and preceptors,

· Lack of support or permission from one’s administration, and

· Inadequate communication between PA programs and preceptors. 

While not all of these barriers present opportunities for straightforward solutions, some bring to light potential ways to improve the shortage of preceptors both now and in the future.
Respondents offered some suggestions for how to minimize each of these barriers. As to time and space, they recommended sharing students among providers, not requiring students to see every patient an individual preceptor treats, having students perform necessary chart and results review, and utilization of scribes by the provider if available. Although peer-reviewed research is limited, utilization of trained medical scribes has shown the potential to decrease the amount of time spent on required patient documentation, therefore potentially enabling the practitioner to focus more on the SCPE educational process (18). In support of the concept of student sharing among providers, The Liaison Committee on Medical Education (LCME) requires that MD students receive some interprofessional training. This could be used to leverage inclusion of PAs on MD training teams (19). Many of the ideas concerning remedies for loss of productivity or financial cost echo the suggestions for creating an efficient, time effective workspace. In addition, it is critical for organizations like AAPA and PAEA to work with healthcare systems and providers to help them understand how to incorporate student education and training into their systems. It is important to provide support for the numerous motivated and productive PAs who are willing to precept PA students without risk of financial penalty (i.e., loss of time and RVUS).
One of the most commonly cited concerns among survey participants was the lack of clear understanding about the expectations of precepting a student. While some of these expectations are specific to each program, many aspects of precepting are universal. Respondents repeatedly suggested that a standard precepting toolkit or workshops that guide preceptors in the basic requirements of teaching PA students would be beneficial. This could be achieved through the development of a standardized “PA student passport” or educational checklist that would be common to all PA students and that might include a summary of a student’s didactic education and the skills that PA students are reasonably expected to perform. This could also be achieved by the implementation of Entrustable Professional Activities (EPAs) into PA education, which will be further discussed in the section on Long-Term Solutions. Survey participants also reported wanting more resources regarding best practices and teaching in a clinical setting.
In response to competition among PA, NP, DO and MD programs for SCPE placements, the survey respondents offered recommendations such as streamlining credentialing processes for students to increase efficiency of on-boarding and allowing for flexibility in the types of sites that qualify for particular rotations, i.e. allowing specialty surgical practices to satisfy the requirement for a general surgery SCPE (discussed further below). Other innovative recommendations included allowing for some clinical competencies to be completed during the didactic year, permitting interested students to complete rotations in areas like healthcare administration or PA education where demand for placement is lower, and connecting with community housing authorities to help find lodging for students in more rural areas to open these regions to more SCPE.
Respondents recommended that the lack of support or permission from one’s administration can be addressed by showing administrators the benefits of precepting students and by learning more about why they discourage or do not allow precepting. Solutions might include offering to collaborate with administrators in order to determine what changes can be made to overcome these concerns and to introduce policies or by-laws that allow PAs to precept. Recognition for systems or sites that are ‘student-friendly’ or provide excellence in SCPE may also encourage support. Survey participants also valued the conversation with healthcare system administrators regarding recruitment and hiring opportunities that can come from SCPE.
Finally, many survey respondents lamented the lack of adequate communication between PA programs and preceptors. Stakeholders reported that some programs offer little to no communication with SCPE sites and preceptors once a relationship has been established and a contract signed, relying on their students to pick up the communication trail and offer gratitude for their preceptors’ service. While students offering thanks to their preceptors is certainly encouraged, survey participants expressed that preceptors need to hear from PA program faculty more consistently. Preceptors need to have basic information from programs about student level of education, expectations, timing and duration of SCPE, and benefits for precepting. The respondents stated that this could be achieved through more consistent site visits by program faculty or cultivated even further by inviting preceptors to be involved in clinical curriculum development. 
Most Important Incentives for Precepting and Short-Term Solutions to Make Them a Reality 
Another question addressed in the JTF’s informal survey considered what incentives might encourage more PAs to precept and how to make these incentives a reality. Several overarching themes became apparent in these responses as well. 
Increasing the amount of AAPA Category 1 CME credit offered to PA preceptors was one of the most common suggestions. Currently, TWO AAPA CATEGORY 1 CME CREDITS CAN BE EARNED WEEKLY FOR EVERY PA STUDENT PRECEPTED.  A LIMIT OF 20 CATEGORY 1 CME CREDITS CAN BE EARNED PER CALENDAR YEAR, CONTRIBUTING TO THE MINIMUM REQUIREMENT OF 50 CATEGORY 1 CME CREDITS EVERY TWO YEARS.  THIS INCREASE IN CME VALUE might incentivize more PAs to take PA students for SCPE.  AAPA grants 0.5 AAPA Category 1 CME credit for every two weeks of clinical teaching of one student and 0.25 AAPA Category 1 CME credit for each additional student (20). Currently, preceptors can be granted a total of 10 Category 1 CME credits per calendar year (20). Increasing the limit of Category 1 CME credits to a maximum of 15 hours per calendar year (30 hours per two year CME cycle) might incentivize more PAs to take PA students for SCPE. Additionally, member program faculty have communicated a desire for multi-year certification of programs to award CME credits, to decrease paperwork requirements. Alternatively, developing a system of PAs applying directly to AAPA for Category 1 CME credits, with programs only providing documentation of preceptor contact time with students, might streamline the process for precepting PAs and programs.
Compensation, in various forms, proved to be a top recommendation. Some forms mentioned include financial compensation, discounts on AAPA membership, products, or conferences, loan repayment, tax credits, and reimbursement for productivity coverage and teaching. The Joint Report notes that the compensation per student per rotation for the programs that provide financial incentives is $125 per student (1). New data from PAEA’s 2016 Program Survey indicates that 35.4% of accredited PA programs now pay for clinical sites, representing a 13.1% increase from 2013. Clinical sites cost programs an average of $232 per week (21).  However, not all programs are able to pay for SCPE due to budgetary restraints; thus, this remains an area of much debate (21). It was suggested that AAPA and PAEA follow the utilization rates for tax incentive programs approved in Georgia, Colorado, and Maryland, to determine if such programs are a powerful incentive and warrant promotion in other states.
Stakeholders valued adjunct faculty status and inclusion in other program benefits for preceptors, such as UpToDate access, research opportunities, faculty engagement, curriculum involvement, or access to library resources. They also valued gestures of recognition and gratitude. Examples include thank you notes from a student or program; recognition from one’s administration, state, or program; Preceptor of the Year awards; a PA program-sponsored lunch for a preceptor’s office; and local media engagement.
Finally, many healthcare systems, clinics and practices use precepting as a recruitment tool for new providers. This is beneficial both to the student and the preceptor, as the student has the possibility of receiving a job offer from a clinical site, while preceptors can use that time as an informal interview process and begin to orient the student to the specifics of their practice or hospital. 
Long-Term Solutions 
A final question asked stakeholders about long-term solutions to increase SCPE. Overarching themes regarding long-term solutions include collaboration, value, and innovation. 
PAEA has called for collaboration between programs, preceptors, and constituent organizations in the recruitment, retention, and sharing of SCPE (22). Among recommendations from stakeholders was the idea to share SCPE sites in order to develop a national database with a CASPA-like coordination service to better distribute student placement nationwide. In turn, this program could be utilized as a workforce pipeline for PAs by training PA students in communities with underserved patient populations, enabling new PAs to effectively address healthcare shortages. In order to ensure proper implementation of such a system inter-organization cooperation is paramount.
The value of precepting PA students can also be emphasized through a paradigm shift in the way precepting is marketed to the healthcare community, focusing on emphasizing the value of precepting students. In the long term, precepting PA students offers the potential for added value for health systems rather than a burden. In the stakeholder interviews, it was noted that early exposure of PA students to future employers (i.e., health systems, private practices, etc.) can improve patient flow, provide patient education, address patient safety issues, and help with charting and medical documentation. 
Innovation is a final long-term goal. Among core SCPE requirements, shortages are most often mentioned in general surgery, pediatrics, and women's health. There is an opportunity, as ARC-PA reviews current Standards, to provide some relief and flexibility in identifying sites for core SCPE student placements. 
As an example, continuing to require general surgery as a core requirement is difficult in the current environment:
· Physicians who identify as general surgeons are increasingly gravitating to specialized practice, like breast surgery and bariatric surgery among others.
· It is suggested that the important principles of pre-op, post-op, and intra-operative care can be learned in the environment of many other surgical specialties.
· Flexibility in the language of the Standards for this important core SCPE could provide relief to programs as the pool of general surgeons declines, while still providing clinical training in the surgical principles required for high quality SCPE.
Similarly, there are barriers to clinical training in pediatrics. General pediatricians have been increasingly resistant to participating in the training of PA students. In trying to engage PAs in pediatrics to take on the preceptor role, we find that fewer than 3% of PAs practice in pediatrics, and most of them are in sub-specialty pediatrics. Language that allows some combination of specialty pediatrics with simulation, or other innovations, could provide relief of perceived shortages without impacting program goals for such training. 
Some years ago, the requirement in the Standards for obstetrics/gynecology experiences was reframed to allow training in women's health settings. This allowed flexibility for programs to meet the Standards in a broader range of settings. While these settings remain in somewhat short supply, the change allowed for flexibility and innovation. This might be used as an example for added flexibility in the Standards going forward.
An additional innovation receiving increased attention in PA education is Entrustable Professional Activities (EPAs). EPAs describe ‘units of work’ that a student or graduate should be able to perform at a certain level of education, distinct from competencies which describe abilities. According to Lohenry et al., EPAs “answer the question, ‘What can a PA, medical graduate, or medical resident be entrusted to do?” (23) This concept has been used in medicine in order to bridge the gap between skill-level and preparation of medical graduates and expectations of residency programs. Likewise, it may serve the same purpose in PA education to bridge a gap between didactic and clinical education and between graduation and employment. It would allow competency-based training, with the possibility that some students would meet program educational goals more quickly. This might result, in some cases, with students progressing to graduation with a requirement for less time in clinical settings while still meeting program goals. It could result in the need for fewer preceptors. The potential of this concept will become clearer as programs adopt EPAs and explore the impact they will have on PA education.
The Unique Position of AAPA in Working Toward a Solution
AAPA is the only national organization that represents PAs. With approximately 40,000 fellow members, AAPA is uniquely positioned to communicate with PAs about the value of precepting PA students. AAPA contains in its membership one of the greatest networks of potential clinical educators for PA students, and its relationships and advocacy efforts with employers throughout the U.S. is also a potential source of growth. In addition, AAPA has an opportunity to offer PAs incentives to serve as preceptors. Current incentives offered by AAPA include: 
· Clinical Preceptor Recognition Program (24): 

· Committed to showing appreciation of “educating the next generation of PAs” 

· Awards the Clinical Preceptor of the AAPA (CPAAPA) designation 

· 166 197 active AAPA members as of November 2016 FEBRUARY 2019

· Preceptor of the Year Award: 

· Recognizes outstanding efforts by preceptors to prepare students for clinical practice

· Initially awarded in 2013

· One preceptor is acknowledged annually; 4 awards have been granted

· The JTF recommend that AAPA works with PAEA to co-promote this award, consider looking at regionalization of the award, with an ultimate goal of awarding an annual award from each of the five regions. 

· Category 1 CME: 

· AAPA grants 0.5 2 AAPA Category 1 CME credit for every two weeks PER WEEK of clinical teaching of one student FOR EACH STUDENT THEY PRECEPT and 0.25 AAPA Category 1 CME credit for each additional student 
· Maximum of 10 20 Category 1 CME credits per calendar year

· AAPA has received 258 535 UNIQUE requests for Category 1 CME credit for preceptors from PA programs since 2013, at a rate of about 70 per year for the last three years. These requests came from 119 175 programs.

AAPA and its constituent organizations have the most robust advocacy programs on behalf of PAs, at both the federal and state level. Since it is in the interest of the federal and state governments to ensure that there are adequate numbers of qualified medical providers to meet the healthcare needs of the nation, AAPA and its members would do well to advocate for incentives for individual medical providers to precept PA students, as well as incentives for employers to provide such opportunities. AAPA and PAEA are strongly encouraged to help ensure the PA profession is represented in any further discussions at the federal or state levels regarding state authorization agreements (NC-SARA). Addressing this issue aligns with AAPA’s strategic commitments to “equip PAs for expanded opportunities in healthcare, advance the PA identity, and create progressive work environments for PAs.” (25). AAPA’s values of unity and teamwork reflect its commitment to work with PAEA, ARC-PA, and NCCPA to address issues such as this (26).
Conclusion
AAPA urges clinically practicing PAs with the willingness and ability to precept PA students, thus enriching their clinical education experience and ensuring the graduation of competent healthcare providers.  This is consistent with current AAPA policy HP-3200.3.2.

Working together, the PAEA, AAPA, and all involved stakeholders can address the SCPE shortage and work toward a more sustainable model of PA education through some of the measures outlined above. Still, solutions are not limited to those listed in this paper. This long-standing issue will require continued innovation and refinement over the course of many years. A culture of collaboration among organizations, leaders, and other stakeholders within the PA community benefits these efforts. In the end, PA education will continue to be a model of quality and compassionate care, esteemed by the medical and patient communities alike.
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There was no testimony pro or con specific to the amendments proposed in the initial resolution. 

There was a proposed amendment to help clarify other points made in the paper including the feasibility of creating a centralized database for supervised clinical practice experiences, and to update language reflecting the current ARC-PA 5th Edition Standards. 
Mister Speaker, I move that Resolution 2021-B-06 be amended as follows:

Amend the policy paper entitled PA Student Supervised Clinical Practice Experiences-Recommendations to Address Barriers.  
PA Student Supervised Clinical Practice Experiences – 

Recommendations to Address Barriers 

(Adopted 2017, amended 2018)

Executive Summary of Policy Contained in this Paper
Summaries will lack rationale and background information and may lose nuance of policy. 

You are highly encouraged to read the entire paper.

· AAPA supports working with PAEA, ARC-PA and NCCPA to communicate the benefits of precepting students to PAs, patients, and employers.

· AAPA supports working with PAEA to increase the number of AAPA Category 1 CME credits available to PAs who precept and simplify the CME application process for PA programs. 
· AAPA supports working with PA employers to expand the range of opportunities for PA students to gain clinical experience through SCPE. 

· AAPA supports suggesting modifications to the ARC-PA Standards in order to ensure quality SCPE continue with increased emphasis on flexibility and innovation.

· AAPA supports collaborating with PAEA to develop an information toolkit for PA programs and preceptors to utilize concerning benefits and helpful tips for precepting.

· AAPA supports working with PAEA to increase awareness among PA educators of the additional limitation that pre-PA shadowing requirements may create for PA student placement in SCPE.

· AAPA supports working with PAEA to investigate the feasibility of developing a national database of SCPE with the utilization of a CASPA-like centralized platform for PA students nationwide.
· AAPA supports the consideration of collaboration with external medical organizations to look at ways to support an interprofessional, collaborative clinical training model.
Introduction
‘SCPE,’ or Supervised Clinical Practice Experience, is the standardized term used to refer to ‘clinical rotations’ or ‘clerkships’. According to ARC-PA, SCPE are “supervised student encounters with patients that include comprehensive patient assessment and involvement in patient care decision making and which result in a detailed plan for patient management” (1). They allow students to acquire competencies and meet program standards needed for entry into clinical PA practice. They provide an essential component of PA program curriculum. PA students complete approximately 2,000 hours of SCPE in various settings and locations by graduation (2). SCPE include the previous terminology which refers to clinical rotations that occur after didactic education. They offer PA students the opportunity to learn patient care skills and to apply the knowledge and decision making developed during their didactic education in a variety of clinical practice environments.
PA programs, like allopathic and osteopathic medical schools and nurse practitioner (NP) programs, are faced with a shortage of preceptors and SCPE for their students. For several years, PAEA has addressed this issue by developing innovative clinical training opportunities and encouraging an atmosphere of collaboration rather than competition among PA programs. AAPA, along with PAEA, ARC-PA, and NCCPA, is uniquely positioned to work with PAs, PA employers, and PA programs to help expand the availability of preceptors and SCPE for PA students.
A Challenge for PA Students, PA Programs, and the PA Profession
Quality clinical education is a critical component of the PA educational curriculum. Many required SCPE are in primary care settings, including family practice, pediatrics, and women’s health. This is in line with the generalist nature of PA training and the historical foundation of the PA profession. Although the SCPE shortage is not a new challenge, only recently has the phenomenon been studied in a systematic manner. PAEA worked in collaboration with the Association of American Medical Colleges (AAMC), the American Association of Colleges of Osteopathic Medicine (AACOM), and the American Association of Colleges of Nursing (AACN), to produce the 2013 Joint Report of the Multi-Discipline Clerkship/Clinical Training Site Survey confirming what clinical coordinators and PA students already recognized.
The Joint Report suggests that securing SCPE, particularly in primary care settings, is a significant issue for most PA programs. The report included responses from 137 out of 163 PA programs surveyed. According to the report, 95 percent of PA program respondents are concerned about the number of clinical sites available, and 91 percent of PA program respondents are concerned about the availability of qualified primary care preceptors (3). Research conducted by Herrick et al. and published in the November 2015 issue of JAAPA confirmed these findings (4). The Joint Report suggests that obstetrics/gynecology and pediatrics are two of the most difficult SCPE in which to find student placement (3). According to the NCCPA Statistical Profile of Certified PAs, less than two percent of PAs currently work in obstetrics/gynecology and three percent work in pediatrics and pediatric subspecialties (5). 
As the PA profession continues to grow rapidly, with new programs developing and the number of PA students increasing, the demand for preceptors and SCPE will only continue to increase in the coming years. From 2015 to 2016 alone, the number of accredited PA programs grew from 196 to 218 (6). Currently, ARC-PA reports that there are approximately 52 additional programs seeking accreditation. The continued growth of the profession depends on the growth of PA programs, and one of the essential rate-limiting factors in the growth of these programs is SCPE barriers.
The availability of preceptors and SCPE was first formally addressed by clinical coordinators at the 1998 Association of Physician Assistant Programs (APAP, now PAEA) Education Forum. Since that time, PAEA has prioritized the issue, making the development of “a broad range of innovative clinical training opportunities” part of its strategic plan and encouraging an environment of collaboration rather than competition among PA programs (7). PAEA also works independently as the main source of research and data regarding the state of PA education. The continued efforts of the PAEA in identifying and addressing the preceptor shortage are crucial to improving the clinical education environment in the coming years. However, due to the extent of the problem and the continued growth of the PA profession, the issue will be best handled if approached by the entire PA community.
Many have looked to ARC-PA to limit the number of accredited PA educational programs in order to solve the problem, as ARC-PA is the agency responsible for accrediting these programs. The ARC-PA mission includes defining the standards for PA education, evaluating PA educational programs to ensure compliance, and, thereby, protecting the public, including current and prospective PA students (8). However, ARC-PA must continue to accredit new programs that meet the eligibility criteria and accreditation standards, lest they violate restraint of trade laws. Still, the quality of PA education and PA practice is partially a result of the Standards, defined and evaluated for compliance by ARC-PA. The growing shortage of SCPE and preceptors during a period of rapid growth of the profession necessitates that ARC-PA maintain a close watch on quality and adapt the Standards in response to the changing environment. ARC-PA is a free-standing independent organization. However, when they do their open call for their review of the standards, they do take into consideration input from external stakeholders including organizations like AAPA, PAEA, and individually practicing PAs. It is incumbent upon the Academy and its members to carefully review the ARC-PA standards when they come up for review and to provide feedback and suggestions regarding expansion of programs and maintenance of adequate, qualified SCPE sites.
Each of the four national PA organizations (AAPA, PAEA, ARC-PA, and NCCPA) has collectively contributed to the growth of the profession and quality of healthcare that PAs provide each day. For this growth and practice quality to continue, these four organizations are encouraged to work together in an unprecedented manner to provide input and address the issue of clinical preceptor and SCPE shortage. The long-term solutions will require actions from each of these organizations, each acting within its already established mission and philosophy. Because the current model of clinical education is not sustainable and cannot support the projected demand for PAs in the coming decades, now is the time for action. In order to shape the future of the PA profession and American healthcare while supporting the continued supply of PAs throughout the 21st century, these organizations are encouraged to find common ground on which to collaborate.
Barriers to Supervised Clinical Practice Experiences
According to Herrick et al., competition and shortage of preceptors are the two most commonly cited barriers to student placement, with the shortage of preceptors being due in part to a perceived reduction of productivity and/or revenue while training students (4). Preceptors are likely to weigh the perceived rewards of practice-based teaching against the perceived costs and challenges in their decision whether to precept students and how to teach them. Reduced productivity and increased time pressures remain key negative impacts of teaching for some providers (4)(9). While many preceptors stress that patient care responsibilities are too time consuming to allow them to be good teachers, studies have found a correlation between productivity and highly-rated teachers, with positive impacts including enhanced enjoyment of practice and keeping one’s knowledge up-to-date (10)(11).
Competition from a steady increase in the numbers of allopathic (MD), osteopathic (DO), offshore allopathic medical students, NP, and PA students over the past several decades without a corresponding increase in the number of preceptors and SCPE is a second barrier to SCPE. This interprofessional competition leaves existing SCPE overwhelmed with students causing interprofessional competition for such sites. According to the Association of American Medical Colleges (AAMC), there were 86,746 medical students enrolled in United States osteopathic and allopathic medical programs during the 2015-2016 school year (Association of American Medical Colleges, 2015). There has also been a steady increase in U.S. medical student enrollment for the past decade. Since 2006-2007, there has been a 16 percent increase in the total number of matriculated medical students (12). These figures do not include medical students at offshore allopathic medical schools (i.e., those in the Caribbean and other countries) who send many of their students to the U.S. to complete clinical training. There are two accrediting bodies for offshore medical schools, the Accreditation Commission on Colleges of Medicine (ACCM) and the Caribbean Accreditation Authority for Education in Medicine and other Health Professions (CAAM-HP). These governing bodies currently accredit 15 medical schools with over 15,000 students annually enrolled. Additionally, there were an estimated 17,000 new nurse practitioners (NPs) completing their academic programs in 2013-2014 (13). 
PA schools have experienced a similar growth rate over the past decade. At the time that this report was submitted, ARC-PA reported 218 accredited programs with additional programs expected to be accredited at its March 2017 meeting. This includes 154 with full accreditation, 55 with provisional status, and 9 programs on probation, up from 134 programs in November 2005 (14). Cohort sizes in PA programs range from approximately 15 to 100 students. Lack of availability and sufficient quality and quantity of SCPE is limiting the ability of some programs to increase their cohort sizes or even maintain their current cohort size. With an estimated growth to 270 programs by 2020, the consistent increase in students has the potential to further exacerbate the preceptor and SCPE shortage (6).
An often overlooked issue that may create an additional barrier to SCPE placement for PA students is the requirement of some PA programs that their pre-PA applicants obtain shadowing hours. According to the PAEA Program Directory, there are 139 programs in various stages of accreditation that require some form of healthcare experience in order to apply (15). Of those 139 programs, 67 consider ‘shadowing a physician or PA’ to be an acceptable form of experience, and the number of hours required ranges from 50 to 1000, with 500 hours being the most common. Two programs specifically request 20 hours of shadowing as their only required form of healthcare experience prior to applying (15). The concern, then, is that these requests for shadowing experiences are in direct competition with PA student SCPE placement, and it is often less stressful for providers to simply have an individual shadowing them for a few days as opposed to having a student to precept which requires a great deal more supervision, clinical education, and paperwork. Thus, while the concept of pre-PA shadowing may be valuable, it also has the potential to complicate an already challenging climate for current PA student placement. 
Furthermore, there are legislative barriers to SCPE, particularly those between states. One example involves the emergence of State Authorization requirements since approximately 2010. Each state regulates education provided within their state, with most determining that provision of clinical education for students from training programs outside their state require “authorization”. These requirements vary widely, from simple paperwork in some states to lengthy procedures and thousands of dollars in others, resulting in many programs curtailing out of state rotations. In response to this arrangement, several health professions’ education associations sent an April 2015 letter to Congress recommending a nationwide exemption for SCPE from future Department of Education (DOE) regulations pertaining to state authorization (16). In spite of DOE setting aside national requirements for authorization, states considered clinical training across state lines as providing education in their state, requiring authorization. A solution for most states developed independently from the DOE. The National Council for State Authorization Reciprocity Agreements (NC-SARA) establishes reciprocity for educational requirements across state lines. States are members, and then each institution joins their state organization. So, PA programs that meet their state requirements and whose institutions are approved essentially meet requirements for state authorization in 47 states. Currently, three states (California, Florida, and Massachusetts) do not belong to NC-SARA, which means that clinical placements across state lines in those states may trigger an additional requirement for state authorization (17).  
AAPA-PAEA Joint Task Force Survey
In 2016, the AAPA Board of Directors (BOD) established a Joint Task Force (JTF) between the AAPA and PAEA “to investigate factors that affect practicing PAs’ ability to serve as preceptors for PA students, identify opportunities to improve policy to support preceptorship, and collaborate with PAEA efforts to develop innovative and practical long-term approaches to increase availability and accessibility of sustainable clinical education models for PA students.”  The AAPA-PAEA Joint Task Force (JTF) is made up of students, early career PAs, experienced PAs, PAs in hospital administration, and PA educators. The JTF held monthly meetings beginning in October 2016 to discuss barriers and possible solutions to shortages regarding SCPE. Additionally, they conducted an informal survey of external stakeholders to gather a wide range of input and ideas regarding the matter, the results of which are reviewed below. The JTF used this survey and direct inquiry to investigate current incentives for precepting students in a clinical setting, and they also reviewed publicly available policy from other PA organizations such as the Accreditation Review Commission on Education for the PA (ARC-PA) and National Commission on Certification of PAs (NCCPA). The JTF utilized the research and information gathered to revise and present this policy paper for consideration in the 2017 HOD.

The JTF conducted an informal survey on the topic of clinical preceptor and SCPE shortages, seeking the opinions of several key stakeholder groups on this important issue. The stakeholders were comprised of seven groups identified by the JTF to offer critical perspectives on the challenges of precepting, including PAs in administration of large health systems, PAs who have never precepted, students and early career PAs, PAEA members, former preceptors who have stopped precepting, long time preceptors, and those who provided opposition testimony to the Student Academy of AAPA (SAAAPA) position paper submitted in Resolution D-07 of the 2016 HOD. The survey included 63 respondents who were contacted specifically as individuals or as part of a larger cohort because they belonged to one of the key stakeholder groups. The respondents were asked about several different topics including whether precepting is a professional obligation, the top barriers to precepting PA students and how to minimize these barriers, the top incentives for precepting and how to make these a reality, and long-term and short-term solutions for ameliorating the SCPE shortage.
Obligation to Precept
Overwhelmingly, respondents felt that precepting PA students is an excellent way to contribute to the growth of the PA profession and to give back to the profession. However, many disagreed with the use of the word ‘obligation.’ Those that agreed commented that it was a meaningful way to pass on knowledge gained through years of practice to incoming PAs, as well as an excellent means to keep one’s medical knowledge current. Medicine is a profession of lifelong learning, and precepting students engages this critical function daily. These respondents indicated that students can bring a fresh attitude to the profession and remind preceptors of why they chose to become PAs.
Several individuals, however, argued that some PAs are not strong in teaching or are not motivated to teach, thus a precepting mandate would not necessarily ensure quality SCPE. Additionally, some students commented that they would rather learn from a preceptor who is genuinely engaged in teaching and possesses a desire to precept. Some indicated that PAs’ true professional obligation is to the care of their patients; if they perceive that precepting detracts from that, then they should not precept. Additionally, these respondents cited time constraints and difficulty honoring the high volume of precepting and shadowing requests as additional reasons that PAs should not be obligated to precept. 
Top Barriers to Precepting and How to Minimize These Barriers
Among the questions posed to those surveyed was to list the top barriers to PAs precepting students. Several themes developed in their responses including: 
· Lack of adequate time or space to precept, 

· Loss of productivity and/or financial cost related to precepting a student,

· Unclear expectations of the specific requirements of precepting,

· Competition among PA programs, as well as DO, MD and NP programs for sites and preceptors,

· Lack of support or permission from one’s administration, and

· Inadequate communication between PA programs and preceptors. 

While not all of these barriers present opportunities for straightforward solutions, some bring to light potential ways to improve the shortage of preceptors both now and in the future.
Respondents offered some suggestions for how to minimize each of these barriers. As to time and space, they recommended sharing students among providers, not requiring students to see every patient an individual preceptor treats, having students perform necessary chart and results review, and utilization of scribes by the provider if available. Although peer-reviewed research is limited, utilization of trained medical scribes has shown the potential to decrease the amount of time spent on required patient documentation, therefore potentially enabling the practitioner to focus more on the SCPE educational process (18). In support of the concept of student sharing among providers, The Liaison Committee on Medical Education (LCME) requires that MD students receive some interprofessional training. This could be used to leverage inclusion of PAs on MD training teams (19). Many of the ideas concerning remedies for loss of productivity or financial cost echo the suggestions for creating an efficient, time effective workspace. In addition, it is critical for organizations like AAPA and PAEA to work with healthcare systems and providers to help them understand how to incorporate student education and training into their systems. It is important to provide support for the numerous motivated and productive PAs who are willing to precept PA students without risk of financial penalty (i.e., loss of time and RVUS).
One of the most commonly cited concerns among survey participants was the lack of clear understanding about the expectations of precepting a student. While some of these expectations are specific to each program, many aspects of precepting are universal. Respondents repeatedly suggested that a standard precepting toolkit or workshops that guide preceptors in the basic requirements of teaching PA students would be beneficial. This could be achieved through the development of a standardized “PA student passport” or educational checklist that would be common to all PA students and that might include a summary of a student’s didactic education and the skills that PA students are reasonably expected to perform. This could also be achieved by the implementation of Entrustable Professional Activities (EPAs) into PA education, which will be further discussed in the section on Long-Term Solutions. Survey participants also reported wanting more resources regarding best practices and teaching in a clinical setting.
In response to competition among PA, NP, DO and MD programs for SCPE placements, the survey respondents offered recommendations such as streamlining credentialing processes for students to increase efficiency of on-boarding and allowing for flexibility in the types of sites that qualify for particular rotations, i.e. allowing specialty surgical practices to satisfy the requirement for a general surgery SCPE (discussed further below). Other innovative recommendations included allowing for some clinical competencies to be completed during the didactic year, permitting interested students to complete rotations in areas like healthcare administration or PA education where demand for placement is lower, and connecting with community housing authorities to help find lodging for students in more rural areas to open these regions to more SCPE.
Respondents recommended that the lack of support or permission from one’s administration can be addressed by showing administrators the benefits of precepting students and by learning more about why they discourage or do not allow precepting. Solutions might include offering to collaborate with administrators in order to determine what changes can be made to overcome these concerns and to introduce policies or by-laws that allow PAs to precept. Recognition for systems or sites that are ‘student-friendly’ or provide excellence in SCPE may also encourage support. Survey participants also valued the conversation with healthcare system administrators regarding recruitment and hiring opportunities that can come from SCPE.
Finally, many survey respondents lamented the lack of adequate communication between PA programs and preceptors. Stakeholders reported that some programs offer little to no communication with SCPE sites and preceptors once a relationship has been established and a contract signed, relying on their students to pick up the communication trail and offer gratitude for their preceptors’ service. While students offering thanks to their preceptors is certainly encouraged, survey participants expressed that preceptors need to hear from PA program faculty more consistently. Preceptors need to have basic information from programs about student level of education, expectations, timing and duration of SCPE, and benefits for precepting. The respondents stated that this could be achieved through more consistent site visits by program faculty or cultivated even further by inviting preceptors to be involved in clinical curriculum development. 
Most Important Incentives for Precepting and Short-Term Solutions to Make Them a Reality 
Another question addressed in the JTF’s informal survey considered what incentives might encourage more PAs to precept and how to make these incentives a reality. Several overarching themes became apparent in these responses as well. 
Increasing the amount of AAPA Category 1 CME credit offered to PA preceptors was one of the most common suggestions. Currently, TWO AAPA CATEGORY 1 CME CREDITS CAN BE EARNED WEEKLY FOR EVERY PA STUDENT PRECEPTED.  A LIMIT OF 20 CATEGORY 1 CME CREDITS CAN BE EARNED PER CALENDAR YEAR, CONTRIBUTING TO THE MINIMUM REQUIREMENT OF 50 CATEGORY 1 CME CREDITS EVERY TWO YEARS.  THIS INCREASE IN CME VALUE might incentivize more PAs to take PA students for SCPE.  AAPA grants 0.5 AAPA Category 1 CME credit for every two weeks of clinical teaching of one student and 0.25 AAPA Category 1 CME credit for each additional student (20). Currently, preceptors can be granted a total of 10 Category 1 CME credits per calendar year (20). Increasing the limit of Category 1 CME credits to a maximum of 15 hours per calendar year (30 hours per two year CME cycle) might incentivize more PAs to take PA students for SCPE. Additionally, member program faculty have communicated a desire for multi-year certification of programs to award CME credits, to decrease paperwork requirements. Alternatively, developing a system of PAs applying directly to AAPA for Category 1 CME credits, with programs only providing documentation of preceptor contact time with students, might streamline the process for precepting PAs and programs.
Compensation, in various forms, proved to be a top recommendation. Some forms mentioned include financial compensation, discounts on AAPA membership, products, or conferences, loan repayment, tax credits, and reimbursement for productivity coverage and teaching. The Joint Report notes that the compensation per student per rotation for the programs that provide financial incentives is $125 per student (1). New data from PAEA’s 2016 Program Survey indicates that 35.4% of accredited PA programs now pay for clinical sites, representing a 13.1% increase from 2013. Clinical sites cost programs an average of $232 per week (21).  However, not all programs are able to pay for SCPE due to budgetary restraints; thus, this remains an area of much debate (21). It was suggested that AAPA and PAEA follow the utilization rates for tax incentive programs approved in Georgia, Colorado, and Maryland, to determine if such programs are a powerful incentive and warrant promotion in other states.
Stakeholders valued adjunct faculty status and inclusion in other program benefits for preceptors, such as UpToDate access, research opportunities, faculty engagement, curriculum involvement, or access to library resources. They also valued gestures of recognition and gratitude. Examples include thank you notes from a student or program; recognition from one’s administration, state, or program; Preceptor of the Year awards; a PA program-sponsored lunch for a preceptor’s office; and local media engagement.
Finally, many healthcare systems, clinics and practices use precepting as a recruitment tool for new providers. This is beneficial both to the student and the preceptor, as the student has the possibility of receiving a job offer from a clinical site, while preceptors can use that time as an informal interview process and begin to orient the student to the specifics of their practice or hospital. 
Long-Term Solutions 
A final question asked stakeholders about long-term solutions to increase SCPE. Overarching themes regarding long-term solutions include collaboration, value, and innovation. 
PAEA has called for collaboration between programs, preceptors, and constituent organizations in the recruitment, retention, and sharing of SCPE (22). ). Among recommendations from stakeholders was the idea to share SCPE sites in order to develop a national database with a CASPA-like coordination service THE POTENTIAL to better distribute student placement nationwide RECOGNIZING THAT THERE MAY BE ISSUES RELATING TO CONTRACTUAL AGREEMENTS BETWEEN PA PROGRAMS AND CLINICAL SITES AS WELL AS FEDERAL LEGISLATION TO BE CONSIDERED. In turn, this program could be utilized as a workforce pipeline for PAs by training PA students in communities with underserved patient populations, enabling new PAs to effectively address healthcare shortages. In order to ensure proper implementation of such a system inter-organization cooperation is paramount.
The value of precepting PA students can also be emphasized through a paradigm shift in the way precepting is marketed to the healthcare community, focusing on emphasizing the value of precepting students. In the long term, precepting PA students offers the potential for added value for health systems rather than a burden. In the stakeholder interviews, it was noted that early exposure of PA students to future employers (i.e., health systems, private practices, etc.) can improve patient flow, provide patient education, address patient safety issues, and help with charting and medical documentation. 
Innovation is a final long-term goal. Among core SCPE requirements, shortages are most often mentioned in general surgery, pediatrics, and women's health. There is an opportunity, as ARC-PA reviews current Standards, to provide some relief and flexibility in identifying sites for core SCPE student placements. 
As an example, continuing to require general surgery as a core requirement is difficult in the current environment:
· Physicians who identify as general surgeons are increasingly gravitating to specialized practice, like breast surgery and bariatric surgery among others.
· It is suggested that the important principles of pre-op, post-op, and intra-operative care can be learned in the environment of many other surgical specialties.
· Flexibility in the language of the Standards for this important core SCPE could provide relief to programs as the pool of general surgeons declines, while still providing clinical training in the surgical principles required for high quality SCPE.
Similarly, there are barriers to clinical training in pediatrics. General pediatricians have been increasingly resistant to participating in the training of PA students. In trying to engage PAs in pediatrics to take on the preceptor role, we find that fewer than 3% of PAs practice in pediatrics, and most of them are in sub-specialty pediatrics. Language that allows some combination of specialty pediatrics with simulation, or other innovations, could provide relief of perceived shortages without impacting program goals for such training. 
Some years ago, the requirement in the Standards for obstetrics/gynecology experiences was reframed to allow training in women's health settings. This allowed flexibility for programs to meet the Standards in a broader range of settings. While these settings remain in somewhat short supply, the change allowed for flexibility and innovation. This might be used as an example for added flexibility in the Standards going forward.
An additional innovation receiving increased attention in PA education is Entrustable Professional Activities (EPAs). EPAs describe ‘units of work’ that a student or graduate should be able to perform at a certain level of education, distinct from competencies which describe abilities. According to Lohenry et al., EPAs “answer the question, ‘What can a PA, medical graduate, or medical resident be entrusted to do?” (23) This concept has been used in medicine in order to bridge the gap between skill-level and preparation of medical graduates and expectations of residency programs. Likewise, it may serve the same purpose in PA education to bridge a gap between didactic and clinical education and between graduation and employment. It would allow competency-based training, with the possibility that some students would meet program educational goals more quickly. This might result, in some cases, with students progressing to graduation with a requirement for less time in clinical settings while still meeting program goals. It could result in the need for fewer preceptors. The potential of this concept will become clearer as programs adopt EPAs and explore the impact they will have on PA education.
The Unique Position of AAPA in Working Toward a Solution
AAPA is the only national organization that represents PAs. With approximately 40,000 fellow members, AAPA is uniquely positioned to communicate with PAs about the value of precepting PA students. AAPA contains in its membership one of the greatest networks of potential clinical educators for PA students, and its relationships and advocacy efforts with employers throughout the U.S. is also a potential source of growth. In addition, AAPA has an opportunity to offer PAs incentives to serve as preceptors. Current incentives offered by AAPA include: 
· Clinical Preceptor Recognition Program (24): 

· Committed to showing appreciation of “educating the next generation of PAs” 

· Awards the Clinical Preceptor of the AAPA (CPAAPA) designation 

· 166 197 active AAPA members as of November 2016 FEBRUARY 2019

· Preceptor of the Year Award: 

· Recognizes outstanding efforts by preceptors to prepare students for clinical practice

· Initially awarded in 2013

· One preceptor is acknowledged annually; 4 awards have been granted

· The JTF recommend that AAPA works with PAEA to co-promote this award, consider looking at regionalization of the award, with an ultimate goal of awarding an annual award from each of the five regions. 

· Category 1 CME: 

· AAPA grants 0.5 2 AAPA Category 1 CME credit for every two weeks PER WEEK of clinical teaching of one student FOR EACH STUDENT THEY PRECEPT and 0.25 AAPA Category 1 CME credit for each additional student 
· Maximum of 10 20 Category 1 CME credits per calendar year

· AAPA has received 258 535 UNIQUE requests for Category 1 CME credit for preceptors from PA programs since 2013, at a rate of about 70 per year for the last three years. These requests came from 119 175 programs.

AAPA and its constituent organizations have the most robust advocacy programs on behalf of PAs, at both the federal and state level. Since it is in the interest of the federal and state governments to ensure that there are adequate numbers of qualified medical providers to meet the healthcare needs of the nation, AAPA and its members would do well to advocate for incentives for individual medical providers to precept PA students, as well as incentives for employers to provide such opportunities. AAPA and PAEA are strongly encouraged to help ensure the PA profession is represented in any further discussions at the federal or state levels regarding state authorization agreements (NC-SARA). Addressing this issue aligns with AAPA’s strategic commitments to “equip PAs for expanded opportunities in healthcare, advance the PA identity, and create progressive work environments for PAs.” (25). AAPA’s values of unity and teamwork reflect its commitment to work with PAEA, ARC-PA, and NCCPA to address issues such as this (26).
Conclusion
AAPA urges clinically practicing PAs with the willingness and ability to precept PA students, thus enriching their clinical education experience and ensuring the graduation of competent healthcare providers.  This is consistent with current AAPA policy HP-3200.3.2.

Working together, the PAEA, AAPA, and all involved stakeholders can address the SCPE shortage and work toward a more sustainable model of PA education through some of the measures outlined above. Still, solutions are not limited to those listed in this paper. This long-standing issue will require continued innovation and refinement over the course of many years. A culture of collaboration among organizations, leaders, and other stakeholders within the PA community benefits these efforts. In the end, PA education will continue to be a model of quality and compassionate care, esteemed by the medical and patient communities alike.
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The Committee considered testimony on 2021-B-07, the resolved portion of which reads:

Amend policy HP-3700.4.1 as follows:

AAPA recognizes life-long learning provides opportunities to improve competence, supports preparedness for certification/licensure and increases the vitality and efficiency of a practice by providing learning opportunities which are intended to improve performance in practice as measured ultimately by patient outcomes.

AAPA believes it is the ethical responsibility of the practicing PA to maintain a level of competence sufficient to practice medicine safely and effectively. A component of that commitment is demonstrated by participating in continuing educational activities which are scientifically valid, evidence-based, commercially unbiased, and based on principles of effective adult learning. 
Pro testimony was limited and included agreement with the original resolution.

Con testimony was provided specific to the amendment in the original resolution, and an amendment was offered to clarify that PA education is designed to foster competence as a PA and additional education promotes further development of competencies. Further testimony to the proposed amendment emphasized that as a patient-centered profession, “patient outcomes” should drive future PA education. 
Mister Speaker, I move that Resolution 2021-B-07 be amended as follows:

Amend policy HP-3700.4.1 as follows:

AAPA recognizes life-long learning provides opportunities to improve competence COMPETENCIES, supports preparedness for certification/licensure and increases the vitality and efficiency of a practice by providing learning opportunities which are intended to improve performance in practice as measured ultimately by  AND patient outcomes. 

AAPA believes it is the ethical responsibility of the practicing PA to maintain a level of competence sufficient to practice medicine safely and effectively. A component of that commitment is demonstrated by participating in continuing educational activities which are scientifically valid, evidence-based, commercially unbiased, and based on principles of effective adult learning. 
The Committee considered testimony on 2021-B-09, the resolved portion of which reads:

Amend policy HP-3500.2.2.1 as follows:

AAPA believes that the terms “Board Certified,” “Board Exams,” and “the Boards “when used in reference to PA certification are inaccurate and misleading and therefore discourages the use of these terms to refer to NCCPA certification and related examinations.

Overwhelming majority of the testimony was con; it was suggested to delete the policy in its entirety stating this is not within the purview of AAPA.

There was no pro testimony provided. 
Mister Speaker, I move that Resolution 2021-B-09 be amended as follows:

Amend policy HP-3500.2.2.1 as follows:

AAPA believes that the terms “Board Certified,” “Board Exams,” and “the Boards “when used in reference to PA certification are inaccurate and misleading and therefore discourages the use of these terms to refer to NCCPA certification and related examinations.
The Committee considered testimony on 2021-B-10, the resolved portion of which reads:

AAPA acknowledges the importance of interprofessional education that includes PAs and their role in the seamless delivery of high-quality patient care. AAPA supports curricula that includes knowledge of PA education, scope of practice and reimbursement at all LCME accredited medical schools, ACGME accredited residency, Commission on Osteopathic College Accreditation (COCA), other fellowship programs, and pharmacy programs.
Con testimony questioned whether AAPA has a place in recommending curricular content to outside professions. Additional testimony indicated the list of agencies in the original resolution may be too limited.  
Pro testimony acknowledged the importance of PAs in interprofessional education as a philosophical statement, not a mandate. 
Mister Speaker, I move that Resolution 2021-B-10 be amended as follows:

AAPA acknowledges the importance of interprofessional education CURRICULA that includes PA PRACTICE AND PAS' and their role in the seamless delivery of high-quality patient care. AAPA supports curricula that includes knowledge of PA education, scope of practice and reimbursement at all LCME accredited medical schools, ACGME accredited residency, Commission on Osteopathic College Accreditation (COCA), other fellowship programs, and pharmacy programs.
Mr. Speaker, this concludes the report of Reference Committee B.  I would like to thank the House Officers Bill Reynolds, Todd Pickard, and Leslie Clayton for their support and guidance. I would further extend gratitude and thanks to the hard work of our secretary Anne Tempel. I would like to thank the committee members for their hard work and being well prepared for this committee.
Respectfully submitted,
Peggy D. Walsh, MS, PA-C
Peggy Walsh, MS, PA-C, Chair
Jeremy L. Nelson, MPAS, PA-C 
Jeremy Nelson, MPAS, PA-C
Robert W. Emery, PA-C, DFAAPA
Robert Emery, PA-C, DFAAPA
Cooper T. Couch, MPAP, PA-C
Cooper Couch, MPAP, PA-C
Sue Reich, PA-C, MPAS, DFAAPA
Suzanne Reich, PA-C, MPAS, DFAAPA
Whitney Hewitt, PA-S
Whitney Hewitt, PA-S, Student Representative

Electronically signed by Reference Committee B on 5-22-2021
1

