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INTRODUCTION
SSttaatteemmeenntt  ooff  tthhee  PPrroobblleemm
For many reasons, physician assistant
(PA) educational programs have been
moving over the past two decades
toward offering exclusively the mas-
ter’s degree, through a variety of cur-
ricular models and with a number of
different types of master’s degrees.
This movement has accelerated in
recent years. At this writing, more
than 90 of the 136 accredited PA
programs offer a master’s degree or
master’s option. But there has been
little uniformity in how institutions
sponsoring PA programs either tran-
sitioned existing programs to the
graduate level or created new gradu-
ate-level programs, because no
nationally developed standards or
guidelines were available.

In 2003 the membership of the
Physician Assistant Education
Association (then the Association of
Physician Assistant Programs)
charged the board of directors to
commission a group to define the
content and configuration of PA
graduate preparation. 

The Graduate Education Com-
mission (GEC), composed of senior
PA educators and leaders, was
charged with examining the emerging
structures, content, and patterns of
PA graduate education and curricula
and with developing recommenda-
tions for educational institutions
desiring guidance on making the
transition to the graduate level.

The specific charges to the group
were as follows:

1. Identify the current state of gradu-
ate-level PA education (consider
both academic and professional
graduate degrees).

2. Describe the current trends in 
graduate-level PA education.

3. Develop the questions that need to
be asked and answered regarding
issues related to PA graduate edu-
cation and, to the extent possible,
address these.

4. Construct a set of recommenda-
tions for PA programs currently
offering graduate-level education
and for those considering doing
the same.

5. Provide such other recommenda-
tions as are necessary to help
define and foster graduate-level
PA education.

6. Provide the APAP board with a
report of findings (“white paper”)
one month in advance of the 2004
APAP Education Forum. [The
GEC requested several extensions
to the original deadline to assure
currency of information as chang-
ing trends in professional educa-
tion occurred.]

EEnnvviirroonnmmeennttaall  CCoonntteexxtt
The medical and educational land-
scapes have changed greatly in the
nearly 40 years of the PA profession’s
existence. Over that time, the prac-
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tice of medicine has become increas-
ingly complex in three main areas:
(1) new knowledge (eg, genetics and
implications for therapy, bioterror-
ism); (2) new skills (eg, use of informa-
tion and medical technology, review
and analysis of the medical literature
and application of the findings to
practice; and (3) professional attitudes,
which are taking on greater impor-
tance in ensuring public trust in
medical professionals. These increas-
ing complexities have mandated cur-
riculum reform and the development
of objective assessment tools to meas-
ure student knowledge, skills, and
attitudes, as well as the need to pre-
pare students to be self-directed crit-
ical thinkers who can adapt to
changes in medical practice.

The analytical and critical think-
ing skills required to negotiate this
new medical landscape are tradition-
ally associated with a graduate level of
education. These and other consider-
ations—including a more academical-
ly qualified applicant pool, competi-
tion with other professions, and
changing accreditation require-
ments—have stimulated more PA pro-
grams to offer the master’s degree. In
many cases, the transition to a gradu-
ate-level degree has resulted in sig-
nificant changes in programs’ curric-
ular content and processes. In other
cases, the modifications have been
relatively minor, perhaps because
programs have already been func-
tioning at or close to the graduate
level.

MMeetthhooddss
The initial task of the commission,
which held several face-to-face meet-
ings and conference calls, was to
identify the problem and the key
questions that needed to be asked as
the Association began to grapple with
the issue of graduate education.
Questions generated fell into two cat-
egories: (1) questions that would be

addressed as part of the group’s
research and answered within its rec-
ommendations, and (2) questions
that would be incorporated into the
final recommendations that will need
to be addressed by the Association
after the commission’s work is com-
pleted.

The commission began with a
review of available literature on grad-
uate education in the PA profession
as well as across a broad spectrum of
both health and non-health profes-
sions. Additional data gathering
included a Web-based survey of all PA
program directors, and a qualitative
survey consisting of interviews with a
representative sample of program
directors. 

In response to the commission’s
charges, this report includes a
description of the history of the tran-
sition to graduate (master’s degree)
PA education, an overview of the cur-
rent trends, results of data collection,
a model for PA graduate education,
and recommendations to the Assoc-
iation for future study and action.

WHAT IS GRADUATE EDUCATION?
There is great variation among grad-
uate programs, graduate degrees, and
the curricula necessary to complete
them. This section will outline the
diverse concepts and philosophies of
graduate education, the differences
between professional and academic
graduate degrees, and the educational
requirements both types of tracks
require. In addition, academic, edu-
cational, and social considerations of
the professional master’s degree will
be discussed.

CChhaarraacctteerriissttiiccss  ooff  GGrraadduuaattee
EEdduuccaattiioonn
There is no universally accepted defi-
nition of “graduate education,” or of
the distinctions between professional
and academic graduate education.
However, the following are character-

istics of graduate education found in
the recent literature:

1. Possession of a baccalaureate
degree is a minimum criterion for
eligibility to undertake most
courses of graduate studies. (This
applies more extensively for aca-
demic programs than professional;
many medical doctorate programs,
for example, do not require an
undergraduate degree, though one
is strongly recommended.)

2. Graduate education is considered
advanced as it is assumed that the
graduate student has acquired gen-
eral and specific fundamental
knowledge at the baccalaureate
level, upon which future study can
be based. 

3. The course of study is focused and
allows for the acquisition and
development of knowledge and
skills beyond the baccalaureate
degree.

4. The education is characterized by
systematic, in-depth study and
experience providing for the
development of inquiry and dis-
covery, intense understanding,
and scholarly competence.

5. A thesis, dissertation, professional
project, or “capstone” experience
is required for completion of the
course of study.

6. Students are expected not only to
make use of the advanced knowl-
edge base in their chosen field but
also to contribute to that knowl-
edge base.

Brigham Young University has devel-
oped a set of principles of graduate
education that are also common to
both academic and professional grad-
uate education programs.1 They are:

1. Mastery of the subject matter

2. Critical thinking skills
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3. Theoretical understanding

4. Proficiency in research and/or
creative activities

5. Moral integrity

6. Service orientation

7. A wide representation of perspec-
tives within a given discipline

Other descriptions of graduate edu-
cation may focus narrowly on mini-
mum requirements for the educa-
tional program. Typically these are
described in terms of credit hours
(minimum of 30 and maximum of
60), grade expectations (typically a
3.0 grade point average), prerequisite
expectations (bachelor’s degree), and
faculty qualifications (terminal
degree in the field of study or a relat-
ed one). 

AAccaaddeemmiicc  aanndd  PPrrooffeessssiioonnaall
GGrraadduuaattee  EEdduuccaattiioonn
Differences between academic and
professional graduate education are
often rooted in history, tradition,
institutional mission and philosophy,
or accreditation standards. Master of
arts, master of science, and doctor of
philosophy degrees are traditionally
considered academic degrees, housed
in arts and sciences programs. Fields
outside of the traditional “arts and
sciences” have developed field-specif-
ic graduate degrees, such as master of
business administration, master of
education, master of nursing, master
of engineering, doctor of education,
and doctor of social work. These
degrees tend to be more practical or
professional in their educational
approach but, depending on the
institution granting the degree, can
still be considered either professional
or academic degrees. Doctor of med-
icine, doctor of dental surgery, and
juris doctor are almost always consid-
ered professional graduate degrees.  

Some differences between aca-
demic and professional graduate edu-
cation are:

1. Academic graduate programs pre-
pare students for careers in acade-
mia, government, or other related
fields, while professional graduate
programs prepare the student for
careers in the law, medical, or
other professions. 

2. Academic graduate programs tra-
ditionally require a pure research
thesis or dissertation as a capstone
experience. Although professional
graduate programs may require a
thesis or dissertation, most require
a professional project or other
type of capstone experience.

3. Professional graduate degrees are
considered a “career stepping
stone” while academic graduate
degrees are more likely to be con-
sidered as the basis for further
graduate study or for tenure and
promotion, depending upon
whether the degree sought is con-
sidered terminal or not.

4. Professional graduate education at
the master’s level typically prepares
the student for practice in a given
profession rather than for further
graduate work. 

5. Academic graduate education is
typically research oriented and
focuses on the “state of knowl-
edge” in a given discipline, where-
as professionally oriented graduate
education is focused on the “state

of practice” in a given profession.

6. Professional graduate education
programs are often subject to
additional extra-academic control
by professional accrediting groups
or state licensing authorities,
whereas most academic graduate
education programs are not. 

Table 1 encapsulates the different
characteristics of academic and pro-
fessional graduate degrees.

The Professional Master’s Degree
The master’s degree is usually award-
ed for postbaccalaureate study of at
least one and typically two years and
is considered to be the educational
midpoint between the baccalaureate
and the doctorate degrees. In some
professions the master’s degree is
considered to be the “terminal
degree,” as opposed to the doctoral
degree. For example, the terminal
professional degree in civil engineer-
ing is the master’s degree, requiring a
capstone project of advanced design
or a practicum. The more academic
master of science (MS) in engineer-
ing, by contrast, requires an
advanced research project.

Degree recognition for profes-
sional education has historically been
varied. For most professions the
achievement of student competency,
rather than the degree awarded, is
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Academic Professional

Table 1. Characteristics of Academic Versus Professional Master’s Degrees

Used for teaching, research

Standards developed by department and
graduate college of the institution

Does not demonstrate full competence in a
given field of study

Consolation prize for those failing to attain
the doctoral degree

Oriented to practice

Standards developed by professions’
accreditation system

Ties to the profession make it a prestigious
offering in the institution

Source: Glazer JS. The Master’s Degree: Tradition, Diversity and Innovation. ASHE-ERIC Higher
Education Report No. 6. Washington, DC: Association for the Study of Higher Education; 1986
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considered an essential condition of
postbaccalaureate professional educa-
tion. Health professions’ educational
models are diverse, however. Most
typically provide core courses, a con-
centration in a specialty area, the
opportunity to elect additional edu-
cational components to enhance
knowledge and skills, a supervised
practical experience to develop the
skills needed for the given health care
practice, and a summative project.
The variation in length of profes-
sional education, degrees awarded,
the number of credit hours required,
the nature of the practicum experi-
ence, and the type of capstone project
has generated interest in differentiat-
ing the characteristics of a profes-
sional master’s degree from an aca-
demic master’s degree.

Department of Education–
approved accreditation agencies also
provide some guidelines for defining
differences between undergraduate
programs and graduate professional
programs. The Southern Association
of Colleges and Schools, for example,
expects the institution to define “col-
lege level competencies within the
general education core for undergrad-
uate programs and provide evidence
that graduates have attained these
competencies.”2 The expectations for
graduate professional programs are
that they are progressively “more
advanced in academic content than
undergraduate programs, and that
graduate instruction and resources
foster independent learning, enabling
the graduate to contribute to a profes-
sion or field of study.”2 The Western
Association of Schools and Colleges
accreditation body requires that cur-
ricula be “structured to include active
involvement with the literature in the
field and ongoing student participa-
tion in research and or high level pro-
fessional practice and training experi-
ences.”3

In 1993, under the auspices of the
Council of Graduate Schools (CGS),
Conrad, Haworth, and Miller4 ana-
lyzed the diversity and range of the
graduate studies programs in the
United States. The authors reached a
number of conclusions about mas-
ter’s education that hold significance
for and benefit skilled professionals
and the society they serve. These
included the development of refined
analytical skills, broad-based perspec-
tives, enhanced abilities to articulate
viewpoints and positions, clearer
ability to connect theory to practice,
and enhanced skills in a specific pro-
fession. This study also demonstrated
a strong link between master’s educa-
tion and the workplace in providing
individuals with the advanced educa-
tion they want and need for advance-
ment in their careers and an employ-
er’s need for a better prepared and
more skilled, knowledgeable, and
competent workforce. This volume
was followed in 1994 by Master’s
Education: A Guide for Faculty and
Administrators, which emphasized the
importance of advanced preparation
of individuals for professional careers
in a multitude of fields. This publi-
cation noted that master’s programs
contribute to the nation’s economic,
political, educational, and social
structure, thus making use of the
leadership, management, clinical,
and applied research skills gained
from graduate programs.

TRENDS IN HEALTH PROFESSIONS
EDUCATION
Over the last decade, several reports
from the Institute of Medicine
(IOM) have described the need to
improve quality of health care and
the provision of safe medical care in
the United States. In the 2003 IOM
report, Health Professions Education: A
Bridge to Quality,5 a committee of lead-
ers and experts in health care and

education concluded that students in
medical and health professions were
not well prepared to address the
needs of patients in the current
health system. Additionally, they
reported a lack of adequate methods
to continually assess clinical profi-
ciency. This workgroup recommend-
ed that professional accreditation
organizations, licensing bodies, and
educators should ensure proficiency
in the training and maintenance in
core areas of professional practice:
providing patient-centered care,
functioning in an interdisciplinary
team, using information technology,
practicing evidence-based medical
care, and focusing on quality
improvement. Partly as a result of
this IOM report, the need for educa-
tional reform within the health pro-
fessions to better prepare health care
providers and better assess compe-
tency became a high priority. The
following describes some of the
changes that have occurred in the
process of reforming medical educa-
tion. 

PPhhyyssiicciiaann  EEdduuccaattiioonn
In the last few years, both undergrad-
uate and graduate medical education
professional groups have worked
toward more clearly defining the
expected competencies for graduates
of medical schools and residency
programs. The Accreditation Council
for Graduate Medical Education’s
(ACGME) Outcome Project, the
Council on Graduate Medical
Education, and the Association of
American Medical Colleges’ (AAMC)
Medical School Objectives Project
have developed core competencies
and objectives and will require
undergraduate and graduate medical
education to implement and evaluate
core competency education. The
ACGME Outcome Project defines six
core competencies:
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1. Patient care

2. Medical knowledge

3. Practice-based learning and
improvement

4. Interpersonal and communication
skills

5. Professionalism

6. Systems-based practice

ACGME also developed a Toolbox of
Assessment Methods6 to evaluate
learner competencies and has provid-
ed evidence-based best evaluation
methods for the required skills within
each competency. 

As most medical schools plan cur-
riculum reform to add the knowl-
edge, skills, and attitudes necessary to
prepare physicians to practice suc-
cessfully in the changing health care
environment, the goals of medical
education have become less process
oriented and are now based more on
outcomes. The Medical School
Objectives Project produced a series
of reports that identify contemporary
issues for medical education. They
also provide learner objectives in the
areas of knowledge, skills, and atti-
tudes in such areas as medical infor-
matics and population-based care,
quality of care and patient safety,
genetics education, and communica-
tion in medical practice. When
reviewing and revising current health
professions curriculum in the context
of the needs of society, it is a logical
step to consider whether the
enhanced curriculum would be better
packaged at the graduate level.

OOtthheerr  PPrrooffeessssiioonnss
Educators and researchers in many
other health professions disciplines
have wrestled with the issue of the
appropriate entry-level credential for
their graduates. This “degree debate”
represents a natural progression in
the maturation of many professions.7

These debates are often discomfiting

and require many years to achieve
general consensus within the repre-
sentative educational programs. For
example, as early as 1958, the occu-
pational therapy profession began
deliberations on what educational
level was best suited for the profes-
sion. Not until nearly 30 years later
did the American Occupational
Therapy Association (AOTA) endorse
a gradual shift to the master’s degree
as the entry-level degree for its pro-
fession.8 

Similarly, in 1976 the American
Physical Therapy Association’s
(APTA) Board of Directors appoint-
ed a task force to review and evaluate
entry-level physical therapist (PT)
education. The task force recom-
mended setting the entry-level educa-
tion at the postbaccalaureate level,
which was endorsed in 1979 by the
APTA’s House of Delegates. This
endorsement eventually led to the
announcement in January of 2002
that the Commission on
Accreditation of Physical Therapy
Education (CAPTE) would no longer
accredit baccalaureate-level education
programs. It must be stated that
much discussion, excitement, confu-
sion, and angst was experienced by
the PT profession during the inter-
vening years between the task force’s
study and the CAPTE announce-
ment; and it is fair to say that the PT
profession’s angst continues as it pre-
pares to transition to an entry-level
education set at the doctoral level.9

In 2000 the APTA’s House of
Delegates endorsed a “vision sen-
tence,” which states that by the year
2020 physical therapy will be provid-
ed by physical therapists whose entry-
level degree will be the doctor of
physical therapy degree. 

The speech therapy and social
work professions have also debated
the degree issue. And despite years of
debate, nursing continues to offer
several career entry points to become

a registered nurse. Several years ago,
nursing determined that advanced
practice nurses, specifically nurse
practitioners (NPs), should be award-
ed a master’s degree upon completion
of their education.10 In October
2004, the American Association of
Colleges of Nursing adopted a posi-
tion statement that called for the
standardization of the graduate
degree for advanced practice nursing
(clinical nurse specialist, nurse anes-
thetist, nurse midwife, and nurse
practitioner) at the doctoral level,
specifically the doctor of nursing
practice (DNP), by 2015. This posi-
tion statement will have significant
implications for the PA profession, as
the NP profession is considered the
PA profession’s major competitor. It
is likely that this disparity in educa-
tional preparation will work to the
advantage of the nursing profession
in terms of favorable reimbursement
and practice statutes.11,12

Many of these professions empha-
sized the need to award professional
(practical) rather than academic (the-
ory-laden) terminal degrees. Many
felt that master’s and especially doc-
toral-level training should accentuate
this difference in order to distinguish
the practitioner from the researcher.
However, almost all professions felt
that graduate education should train
the practitioner in the critical think-
ing skills needed in today’s changing
health care environment. Issues
raised by various health professions
(not necessarily by society) as they
struggled with redefining their aca-
demic credentials include:

1. The need to match the degree to
the amount of academic work per-
formed during the educational
program

2. The ability to be viewed on an
equal footing with similar profes-
sions

Value Added: Graduate-Level Education in Physician Assistant Programs
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3. A standardization of the “highest
level of training” for entry into the
workforce

4. The perception of having achieved
a “standardized” quality of practice
for third-party payers

5. Recognition as professionals in an
arena of specialized practitioners

6. Acknowledgement as autonomous
practitioners “of choice” within
the health care arena.

TRENDS IN PHYSICIAN ASSISTANT
EDUCATION
HHiissttoorryy
Physician assistant educational pro-
grams in the United States began in
the late 1960s to prepare clinicians
for roles to expand physician servic-
es. From the beginning, PA programs
were sponsored by a wide range of
educational institutions and clinical
organizations. PA programs emerged
in a variety of health institutions,
including medical schools, universi-
ties, four-year colleges, community
colleges, and technical and vocational
schools, as well as in teaching hospi-
tals, correctional systems, and federal
health care systems.13 The federal
government’s mandate for the PA
profession at that time was to train
clinicians for practice roles in rural
and other medically underserved
areas, building on their then-exten-
sive health care backgrounds.14 

PA programs were designed to be
educationally efficient, with a shorter
period of education (typically 2 years
in length) than standard medical
programs. The diversity in sponsor-
ing institutions resulted in a great
variety of curriculum models, often
incorporating innovative philoso-
phies and approaches. Often, these
models were designed to recruit indi-
viduals with extensive health care
experience and intended to meet spe-
cific national, state, and community

needs. One consequence of the var-
ied institutional settings in which PA
educational programs evolved was a
wide variety in the credentials award-
ed on completion of training. Early
programs awarded a certificate, an
associate degree, and sometimes, a
bachelor’s degree.15

CCoommppeetteennccyy--BBaasseedd  EEdduuccaattiioonn
The educational philosophy of PA
education in the United States has
traditionally been based on a model
of competency. Historically, student
performance has been evaluated
based on demonstration of a standard
level of clinical competency, and PA
education as a whole has tended to
avoid assigning a specific entry-level
academic degree. The competency-
based PA educational philosophy
holds that proficiency in the clinical
skills identified as necessary for com-
petence in primary care/generalist
practice would be the “gold standard”
of PA educational preparation, rather
than adherence to the institutional
requirements of a specific academic
degree. The competency-based edu-
cational model, originating from the
military’s utilization of health
providers, thus prepared PAs to enter
clinical practice on the basis of their
training and certification status. State
PA practice laws and regulations were
fashioned largely on that model: PA
practice acts typically did not, and
still in most cases do not, require
specific academic degrees for PA
practice. The fact that the PA clinical
role was (and of course still is) inher-
ently tied to physician practice also
made the need for early graduates to
possess an academic degree less criti-
cal.16

Allowing for variability among PA
programs regarding the entry-level
degree or certificate awarded was an
important element of PA education
during its formative years and has
proven to be an effective approach in

preparing PA health care profession-
als to assume a wide range of roles in
clinical practice settings and special-
ties. And while there is no empirical
evidence to support this, it is widely
believed that this approach has also
facilitated the recruitment into PA
programs of individuals from ethnic,
cultural, and educational back-
grounds who are most likely to work
in primary care roles in medically
needy areas.17 The competency-based
orientation of PA education has
proven to be effective in preparing
health care professionals to pass the
national certifying examination and
to meet state licensing board require-
ments. The generalist philosophy of
PA education has produced graduates
who have assumed clinical practice
roles in a wide range of health care
settings and specialties.

In 2005, the AAPA, APAP (now
PAEA), ARC-PA, and NCCPA
approved a jointly developed docu-
ment, Competencies for the Physician Assistant
Profession, which includes the kind of
analysis, integration, evaluation, and
information management skills that
have traditionally been considered
“graduate level.” This document pro-
vides a formal structure to help guide
curriculum planners at PA programs
and is the first to be endorsed by all
of the entities representing the PA
profession at a national level.

TThhee  RRoollee  ooff  AAccccrreeddiittaattiioonn  
Physician assistant education has tra-
ditionally been designed around
graduate competency statements
derived from a variety of sources and
developed by curricular planners at
the institutions hosting PA programs,
as well as around accreditation stan-
dards, practice statutes, and blue-
prints for the certification examina-
tion. The educational standards of
the Accreditation Review
Commission on Education for the
Physician Assistant (ARC-PA) and its
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prior entities have provided a frame-
work for curricular content in PA
education. Until recently, the
Standards have not addressed the
educational level at which PA educa-
tion should be provided. In the
Standards released in 2001, the fol-
lowing statement was included: “this
version of the Standards reflects the
realization that a commonality in the
core curriculum of programs has
become not only desirable, but also
necessary in order to offer curricula
of sufficient depth and breadth to
prepare PA graduates for practice in a
dynamic and competitive health care
arena. Additionally, the Standards
reflect a graduate level of curricular
intensity.”18

More recently, the ARC-PA
Standards that will become effective
in September 2006 allow the estab-
lishment of new PA programs only at
institutions that can award a bache-
lor’s degree or higher. However, at
this time, the Standards do not
delineate curricular content relative
to the credential awarded upon suc-
cessful completion of the educational
program. To remain accredited, a PA

program must demonstrate that it
meets the required standards, no
matter the degree or certificate
awarded.

MMoovviinngg  ttoo  tthhee  MMaasstteerr’’ss  DDeeggrreeee
The first PA program to award an
academic degree was Alderson-
Broaddus College, in 1970. This
small liberal arts college started its PA
program with a 4-year model: 2 years
of general college work followed by a
2-year professional phase (the so-
called 2 + 2 model). Some of the
early graduates of the Duke
University PA Program, which at that
time did not offer an academic
degree, obtained their bachelor’s
degrees from Alderson Broaddus.
Later, other PA programs, including
Duke, began to award the bachelor’s
degree. 

It was not long before programs
began to consider the master’s degree
the appropriate credential for the
profession. In 1975, the Child
Health Associate Program sponsored
by the University of Colorado became
the first PA program to award the
master’s degree for entry-level train-

ing. This program was among the
first of the specialty-focus PA pro-
grams. Recruits to this program
tended not to have a great deal of
previous health care experience but
did have high academic achievement
at the undergraduate level, heralding
a trend seen among applicants to PA
educational programs many years
later.19

During the late 1980s, many lead-
ing institutions began to award the
master’s degree for entry-level PA
education. These PA programs began
to restructure their curricula so that
they could award the master’s degree
or provide a master’s option. The PA
program at Emory University took
this step in 1988 and was followed
soon after by other institutions,
including Duke University, Baylor
University, George Washington
University, the University of Iowa,
and the University of Nebraska.
Some programs, such as the one at
Northeastern University, chose to
continue to award the bachelor’s
degree but offered students an option
to obtain a master’s degree.

The trend among PA programs
toward offering the master’s took a
sharp turn upward beginning in
1999. Before 1999, the number of
programs awarding master’s degrees
increased less than 5 percent annual-
ly. Between 2000 and 2005, the per-
centage of programs offering master’s
degrees increased from 36 percent to
67 percent, a near doubling over the
5-year period (See Figure 1).

The movement of PA programs
toward awarding the master’s degree
can be characterized in four ways: (1)
conversion of the first established
programs to graduate-level programs,
beginning in the 1980s, (2) a wave of
new programs in the mid- and late
1990s that were established from the
beginning at the graduate level, (3)
continuing conversion of many
established programs, and (4) the
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Figure 1. Percentage of PA Programs Awarding the Master’s Degree, by Year
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establishment of master’s options by
programs that also continued to
award other credentials.

The number and percentage of PA
programs awarding master’s degrees
and the percentage of enrollees who
held a baccalaureate degree as their
highest credential has continued to
rise into the 21st century. In 1999, 61
percent of enrollees held a bachelor’s
degree as their highest degree; by
2003 this had risen to 74 percent.
Conversely, the percentage of
enrollees who hold an associate
degree, a certificate, or no degree has
continued to drop, from 31.5 percent
in 1999 to 19.1 in 2003. Table 2
illustrates this trend.

RReeaassoonnss  ffoorr  MMoovviinngg  ttoo  MMaasstteerr’’ss
There were a number of factors that
led PA educational programs to move
to award the master’s degree, begin-
ning in the early 1980s. These
include:

1. The growing number of individu-
als applying to PA programs who
already possessed bachelor’s
degrees. For these students a mas-
ter’s degree was preferable to a sec-
ond bachelor’s degree. As the pop-
ulation of ex-Vietnam military
medical corpsmen began to

shrink, many PA programs began
to see an applicant pool with less
health care experience but better
academic preparation than in the
1970s. These newer applicants
tended for the most part to have
bachelor’s degrees and sought out
programs that awarded the mas-
ter’s. 

2. Financial aid issues. Financial aid
was typically limited for students
who already had a bachelor’s
degree, but was more readily avail-
able for graduate study.

3. The realization that the level of
academic work required by PA
programs was typically much high-
er than that required for a bache-
lor’s degree. Programs wanted to
provide appropriate academic
recognition for the work done in a
PA program. As the APAP Degree
Task Force said in its final report
in 2000: “A master’s degree most
accurately reflects the rigor of the
PA curriculum and the evolution
of the profession.”20

4. Changes in other health profes-
sions. Allied health professions
like the nurse practitioner profes-
sion, physical therapy, and occu-
pational therapy were undergoing

their own transitions toward the
master’s degree. In particular,
most NP programs began to award
the MSN degree in the mid-1980s.
As PAs were often directly in com-
petition with NPs in the primary
care medical marketplace, the per-
ception was that it became impor-
tant for graduating PAs to hold
similar levels of academic creden-
tials.

5. The rise of pre-PA tracks. Many
graduate educational institutions
recognized that they could also
increase enrollment in their
undergraduate programs by estab-
lishing preprofessional “feeder”
programs. Many institutions began
to establish pre-PA tracks similar
to the premed programs found in
medical schools. 

During the 1990s and into the 21st
century, the momentum grew to
award the master’s degree for entry-
level PA education. Most programs
felt that PA curricula were reflective
of a graduate (postbaccalaureate
degree) level of academic intensity
and required graduates to master
graduate-level knowledge and skills. 

DIFFERENT APPROACHES TO PA
GRADUATE EDUCATION
This section discusses facets of cur-
rent and historical educational devel-
opment as well as the public, institu-
tional, governmental, and profes-
sional forces that are guiding the
transition to graduate education for
the PA profession. In the movement
toward the master’s degree, PA pro-
grams continue to face a number of
critical decisions. In the GEC’s inter-
views with directors of a sample of PA
programs, some of these critical deci-
sion points were assessed by asking
questions about the following:

• The type and title of the degree

Class Number of Programs Awarding Highest Degree Among Enrollees (%)
Entering Master’s as Highest Credential (%) No degree/ Bachelor’s degree

Associate degree

1990 5/55 (9.1%) 50.0 44.4
1995 15/80 (18.75%) 38.2 52.7
1999 43/120 (35.83%) 31.5 61.2
2000 54/126 (42.86%) 29.3 64.2
2001 70/130 (53.85%) 27.6 66.5
2002 71/132 (53.79%) 26.1 67.4
2003 82/133 (61.65%) 19.1 74.2
2004 90/134 (67.16%) 17.5 75.9

Source: Annual Reports on Physician Assistant Educational Programs in the United States, numbers 6,
12, 16, 17, 18, 19, 20.

Table 2. Credential Trends Among Programs and Enrollees
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• Curriculum content

• The expected level of student per
formance and higher level of cog
nitive skills

• Prerequisites

• Types of capstone projects and
whether they are conducted indi-
vidually or in groups

• The duration of the program

• The hiring and retaining of the
requirednumber of faculty with the
appropriate educational prepara-
tion and skill mix to teach and sup-
port the graduate-level program

• The potential for decreasing
enrollment to adequately provide
the higher level of support needed
by graduate students

• The expectation of the institution’s
administration that faculty will
have higher credentials

• The effect on the applicant pool of
offering a higher level of education
at a potentially higher tuition to
cover the higher cost

• The potential for additional cours-
es or topic coverage to negatively
impact the students’ focus on clini-
cal core knowledge and skills.

DDiiffffeerreenncceess  iinn  DDeeggrreeeess  AAwwaarrddeedd
As large numbers of PA programs
have converted to or started at the
graduate level in the late 1990s and
early 2000s, it has become apparent
that there are major differences in
the content and approaches used by
various institutions. For example,
there is no consensus on whether or
not graduate programs should
require a thesis, traditionally a com-
ponent of master’s degree prepara-
tion. There has also emerged consid-
erable variation in the type of mas-
ter’s degree that institutions award.
Among the degrees awarded are the
master of health science [MHS], the
master of science [MS], the master of
physician assistant studies [MPAS],

and the master of medical science
[MMSc].

In the GEC survey, five different
degrees were specified by respon-
dents, with MPAS and MS being the
most frequent — at 39.4% and 30.3%,
respectively. “Other” was reported by
15.2%, followed by MHS (6.1%) and
MMS (4.5%). It is interesting to note
that 20 respondents indicated that an
MS degree, considered by most
authorities to be a traditional aca-
demic degree, was offered at their
institution, while only eight of these
indicated that they considered the
degree “academic.” More than 86% of
the master’s degree program respon-
dents to the GEC survey indicated
that they considered the degrees
offered upon completion of their
programs to be “professional,” while
about 12% indicated the orientation
to be “academic.”

In 1998, the Association commis-
sioned the APAP Degree Task Force
to develop recommendations on the
issue of the entry-level degree for the
PA profession, including “what the
generally accepted entry-level creden-
tial for the PA profession should
be.”20 The task force agreed that: 

• A consensus statement regarding
the appropriate entry-level degree
was long overdue and would greatly
benefit the profession. 

• Standardization of the entry-level
degree would engender a greater
understanding of PA education and
the profession by lay members of
the community and policy makers. 

• Standardization of the entry-level
degree would better define the
educational standard for PAs while
PA education continued using the
competency-based model. 

• Standardization at the master’s
level would establish degree equity
with other professions with a simi-
lar level of responsibility in health
care.

• A master’s degree most accurately
reflected the rigor of the PA cur-
riculum and the evolution of the
profession.

• Graduate-level education would
provide additional avenues of
career diversification for physician
assistants. 

The task force went on to state that it
“elected not to specify a traditional
academic degree versus a professional
type degree at that time, thereby
allowing colleges and universities to
determine the best fit in relationship
to their institutional missions.”20

Although there was agreement that a
standard degree at the graduate
level—such as the MSN in nursing—
might be desirable, the task force rec-
ognized that the culture of the PA
profession was deeply rooted in
diversity of approaches to the educa-
tional processes and end point cre-
dential, as long as graduates met the
expected competencies. 

CCuurrrriiccuulluumm  CCoonntteenntt  
While the basic framework for PA
education is provided by the ARC-PA
Standards, expectations of graduates
(as outlined in the competency state-
ments), and the blueprint for the
certification examination, individual
programs have leeway to vary some
specific content areas and approach-
es. The variability among programs
may be influenced by institutional
mission, state practice statutes,
expected population(s) to be served,
and federal mandates. PA educational
programs’ curricula are regularly
changing and adapting as medical
knowledge evolves and new
approaches to education and health
care are endorsed. Many of the
changes over the past 30 years were
the result of shifting priorities and
incentives related to federal training
grant support to PA programs. For
example, funding has been awarded
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to programs incorporating substance
abuse, geriatrics, and cultural aware-
ness topics into the curriculum.
Examples of published studies relat-
ing to PA curriculum content
describe specific new pedagogical
techniques (problem-based learning)
or components such as the use of
standardized patients,21 service learn-
ing,22 domestic violence education,23

literature in medicine,24 women’s
health,25 and cultural competency.26

In moving to award a master’s
degree, many programs adjusted their
curricula to include additional cours-
es in research-related subjects such as
biostatistics, research methodology,
and data analysis. In the GEC survey,
programs converting to master’s were
asked which course(s) were added to
the curricula. The answers most fre-
quently given were research meth-
ods–epidemiology (20%) and research
methods–statistics (11%), followed by
a long list of research/quantitative
types of courses. When converting PA
programs were asked whether the
transition necessitated a change in
their mission and goals, 34% indicat-
ed that it did and 21% indicated that
it did not. In terms of whether or not
changing to the master’s degree
caused them to lengthen the pro-
gram, 32.6% indicated that it did,
and 22.5% indicated that it did not.

PPrreerreeqquuiissiitteess  
The type and number of prerequisite
undergraduate courses required for
matriculation into any given graduate
PA program vary greatly. These pre-
requisite courses can be determined
by the sponsoring institution’s condi-
tions for graduate admission as well
as the PA program’s curricular needs
and structure and content require-
ments. Since more and more is being
required of the PA curriculum, such
as research methods, cross-cultural
issues, and the workings of health
care organizations, some of the tradi-

tional courses previously included in
the didactic curriculum are being
moved to the prerequisite category.
For example, medical terminology, a
course that used to be a didactic com-
ponent of most PA curricula, is being
shifted to a prerequisite course
requirement by many programs. As a
result of differing institutional and
PA program curricular needs, a vari-
ety of approaches for determining the
requirements for entry can be found.

CCaappssttoonnee  PPrroojjeeccttss
An integral component of a graduate
degree curriculum is what is often
termed a “capstone” project. The aim
of capstone projects is to require stu-
dents to apply the knowledge and
skills obtained during their graduate
work to a specific research or practi-
cal, experience-oriented activity. The
specific skills developed can include
critical evaluation of the medical lit-
erature, an in-depth comprehension
of the research process, and an
awareness of potential research ques-
tions related to clinical practice.
Often, capstone projects are the cul-
minating experience for students in
graduate programs.

Most master’s-level PA programs
require a capstone project. Stoehr
and Essary conducted a national sur-
vey of master’s-level PA education
and core competencies. Of the 33
master’s programs that responded to
their survey, 32 (94.1%) required a
final capstone project, which could
take the form of a thesis, original
research, or a portfolio of master’s-
level clinical experiences.27

The content and requirements for
capstone experiences vary consider-
ably in PA education and are mostly
determined by where the PA program
resides within its sponsoring institu-
tion. Students are typically required
to produce a clinical review paper
based on original data gathering or a
paper based on a secondary analysis

of data. In a survey by Zellmer and
Hadley, a research paper was the most
commonly required outcome of a
capstone project (83%), followed by a
formal oral presentation (56%),
poster presentation (31%), and com-
munity service (11%).28 They also
found that the typical capstone proj-
ect requires a formal proposal, takes
12 months to complete, and does not
require institutional IRB approval. 

According to the program direc-
tors interviewed by the GEC, some
programs have students conduct and
present capstone projects in groups.
A few programs require successful
completion of a comprehensive writ-
ten exam. Most research-related cap-
stone projects are evaluated by mas-
ter’s or doctorally prepared faculty
with majors in public health,
research, or education. Because many
programs continue to be challenged
by the need to increase the number
of faculty with expertise in research
and publications, graduate PA pro-
gram faculty reported that student
capstone projects and journal club
activities were often supported by
PhD-prepared basic scientists, psy-
chologists, or faculty with doctorates
in education.

AAddddiittiioonnaall  FFiinnddiinnggss
Qualitative Survey
The commission conducted phone
interviews with a sampling of PA pro-
grams reflecting a variety of educa-
tional settings and degrees awarded to
obtain better qualitative descriptions
of the programs’ curriculum content
beyond typical PA core training, such
as medical informatics, research
methods and design, epidemiology,
biostatistics, population-based
health, public health, and health pol-
icy and systems. The graduate-level
skills that would be expected as a
result of these courses include,
according to the programs inter-
viewed, the ability to conduct an
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effective search of the medical litera-
ture, to critically analyze an article to
determine the strength of the evi-
dence, to discuss the relevancy of the
conclusions to clinical practice, and
to contribute to the body of medical
knowledge. Few programs provide
education in technical writing. Some
programs have added prerequisite
course work in such areas as statistics
to allow new topic coverage.

Quantitative Data
GEC also looked at data from several
issues of the Annual Report on Physician
Assistant Educational Programs in the United
States in an attempt to examine
whether course and curricular
changes occurring with the conver-
sion to the master’s degree was
reflected in these surveys. Periodic-
ally, the report has provided a
detailed breakdown of PA educational
curricula specifying the types and
hours of courses taught in the didac-
tic phase of PA educational programs.
Data were examined drawing from
three of these reports. Excerpts are
presented in Table 3. As might be
expected, the number of curriculum
hours and the number of programs
offering courses increased from
1994-95 to 2002-03 for research

methods, medical literature review,
and statistics. 

However, in looking at the data in
Table 3, it is difficult to come to any
firm conclusions regarding the evolu-
tion of graduate education for physi-
cian assistants. The mean number of
hours devoted to “research-related”
subjects actually declined from 1998-
99 to 2002-03, a trend difficult to
explain in view of the perception that
many PA programs were in transition
to graduate-level education during
this time. This may be due to the
inclusion of statistics and research
methods in PA programs’ prerequi-
sites. 

A MODEL FOR PA GRADUATE
EDUCATION
To ensure that the quality of graduate
education for the PA profession is
reflected in the curriculum and to
reflect the added skills beyond those
expected of PA graduates prepared in
an undergraduate program, the fol-
lowing guidelines are offered as a
model for PA programs awarding a
master’s degree. These guidelines and
the proposed model, distilled
through the research conducted by
the GEC, are meant to provide guid-
ance to member programs and not

meant to be prescriptive. 
A program’s mission and vision

statement, course goals and objec-
tives, and evaluation instruments
should point toward and document
proficiency of the higher level skills.
All programs, whether graduate or
undergraduate, should use the
recently published Competencies for the
Physician Assistant Profession to guide cur-
riculum reform to best prepare grad-
uates to succeed in a changing med-
ical environment. PAs will be expect-
ed to demonstrate high standards in
their ability to use information tech-
nology and to search and critically
analyze the medical literature to pro-
vide the highest quality care accord-
ing to current best practices. 

PA education offered at the grad-
uate level should meet the minimum
criteria outlined above and offer
value-added component(s) that justi-
fy the additional education and
expense for students and that fulfill
the general expectations for graduate
education as broadly accepted by
higher education institutions
throughout the United States. With
this in mind, the Graduate Education
Commission proposes the following
definition of PA graduate education
and components of a model pro-
gram. 

MMooddeell  PPAA  PPrrooggrraamm
Definition
Physician assistant graduate-level
education provides value-added com-
ponents to the basic education typi-
cally found within undergraduate
curricula and mandated by the ARC-
PA Standards. Value-added compo-
nents may include advanced study in
specific areas: a research-oriented
capstone project; higher level learn-
ing objectives, including critical
thinking, analysis, and communica-
tion. A graduate-level education
focuses on increased student respon-
sibility for learning. 

Curricular Topic 1994-95 (N=57) 1998-99 (N=77)      2002-03 (N=82)
No. Mean No. Mean      No. Mean
Programs Hours Programs Hours Programs Hours

Research methods 30 15.8 54 17.7 63 21.3
Medical lit review 42 10.2 65 17.1 63 17.1
Statistics 26 12.8 47 18.1 46 13.2
Epidemiology 5 4 4
Health promotion/ 47 20.0 66 19.5 73 20.0

disease prevention
Health care organization 26 13.3 55 12.9 71 13.5
Cross-cultural issues 20 10.4 55 9.3 70 11.8

Source: Association of Physician Assistant Programs. Eleventh (1994-1995), Fifteenth (1998-1999),
and Nineteenth (2002-2003) Annual Reports on Physician Assistant Educational Programs in the
United States.

Table 3. A Comparison of PA Educational Curricula from Three Different Periods
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Faculty
• Ideally, all core faculty should have

a graduate degree in a relevant
field. At minimum, all faculty
responsible for curriculum devel-
opment, course coordination, and
advising students on research or
capstone projects should have a
master’s degree.

• Core faculty who teach clinical
preparatory science courses should
have appropriate clinical experi-
ence and should be role models for
lifelong learning; therefore, they
should maintain their certification
and active clinical practice.

• Faculty should meet or exceed the
competencies in the Competencies
for the PA Profession document.

• Faculty should engage in scholarly
activity.

• Faculty should model leadership
and service.

Students
• Students should have a bachelor’s

degree and an appropriate science
foundation.

• Students should have excellent
written and verbal communications
skills.

• Students should have demonstrated
a capacity for graduate-level work
and for taking responsibility for
their own learning.

Administration

• Admissions policies and processes
should consider applicant maturity,
interpersonal skills, life experi-
ence, and potential for profession-
alism.

• Academic standards should be as
rigorous as those in other compa-
rable graduate programs.

• Student/faculty ratios should allow
for individual mentorship and
advising.

• Programs should encourage and
provide opportunities for clinical
practice for faculty.

• Institutions should provide appro-
priate support and resources for
the operation of a graduate degree
program.

• Faculty should be provided the
necessary support for continuing
faculty development to support
their roles in graduate programs.

Curriculum

• Programs that do not require
health care experience are encour-
aged to provide opportunities for
clinical exposure early in the pro-
gram.

• Goals, objectives, and evaluation
methods should require students to
function at a higher cognitive level.

• A capstone project should be
required and should demonstrate
students’ ability to independently
conduct research, critically analyze
data, synthesize information, and
present germane findings.

• Graduate-level PA programs
should provide additional educa-
tional activities beyond those
expected of undergraduate pro-
grams and should document com-
petency through a final capstone
project that demonstrates students’
higher functional skills. 

• The course of study should be
focused and allow for the acquisi-
tion and development of knowl-
edge and skills beyond the bac-
calaureate degree.

• The education should be character-
ized by systematic, in-depth study
and experience that provides for
the development of inquiry and
discovery, intense understanding,
and scholarly competence.

• Elements of graduate education
added to the program should be
additive to the curriculum and
should not supplant full-time clin-
ical rotations. 

• To better address the Healthy People
2010: Goals for the Nation, graduate

students should be provided with
skills in leadership, population-
based health concepts, using elec-
tronic technology to research liter-
ature or data, and communicating
their findings in peer-reviewed
professional forums. 

Evaluation and Outcomes

• Regular evaluation and outcomes
assessment should be conducted
for the graduate components of the
program.

• Programs awarding a graduate
degree should document that the
educational program provided
graduate-level education and that
each student successfully demon-
strated value-added skills as
described above in the definition
of graduate-level PA education.

RECOMMENDATIONS
The commission divided its recom-
mendations into two sets: general
recommendations for PA programs
and specific recommendations for
the Association.

GGeenneerraall  RReeccoommmmeennddaattiioonnss
The PAEA Graduate Education
Commission recommends that all
programs adopt the Model for PA
Graduate Education outlined in the
previous section. At a minimum, all
programs that offer the master’s
degree should adopt it. In addition,
the following specific recommenda-
tions are offered for PA programs
that award a graduate degree: 

• Possession of a baccalaureate degree
should be a minimum criterion for
eligibility to undertake most cours-
es of graduate studies. (This is
more true for academic programs
than professional; many medical
doctorate programs, for example,
do not require an undergraduate
degree, though one is strongly rec-
ommended.) Graduate education is
considered advanced as it is
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assumed that the graduate student
has acquired general and specific
fundamental knowledge at the bac-
calaureate level, upon which future
study can be based. 

• The course of study should be
focused and allow for the acquisi-
tion and development of knowl-
edge and skills beyond the bac-
calaureate degree.

• The education should be character-
ized by systematic, in-depth study
and experience that provides for
the development of inquiry and
discovery, intense understanding,
and scholarly competence.

• A thesis, dissertation, professional
project, or some type of “capstone”
experience is required for comple-
tion of the course of study.

• Students should be expected not
only to make use of the advanced
knowledge base in their chosen
field but also to contribute to that
knowledge base.

• Students should develop refined
analytical skills, broad-based per-
spectives, enhanced abilities to
articulate view points and posi-
tions, the ability to connect theory
to practice, and enhanced skills in
teaching, leadership, research,
public health policy, systems analy-
sis, administration, quality assur-
ance, and risk management.

• The content of the curriculum
must be focused on PA practice.

• The curriculum should include a
minimum of 30 semester credit
hours beyond the baccalaureate
level.

RReeccoommmmeennddaattiioonnss  ttoo  PPAAEEAA
As the PAEA Graduate Education
Commission completed its work for
this paper, the members were
impressed with the changing and
evolving nature of the concepts, pro-
cedures, and practices in the area of
graduate education and indicated that

additional research and analysis over
an extended time period would be
required to address the charges from
the PAEA board. Members agreed
that PAEA should monitor this con-
tinuing evolution and felt there was a
need for a group to continue the
commission’s work on a permanent
and ongoing basis. The functions of
such a body would be to monitor,
assess, and report on the movements
and changes within higher education
and their implications for PA educa-
tion. The members of the commis-
sion concluded that it would be
appropriate, therefore, to make the
following additional recommenda-
tions:

PAEA should:

1. Create a permanent body to mo-
nitor and formally address the
crucial issues identified in these
recommendations, including the
expansion of the annual report to
incorporate student learning out-
comes, such as authorship of a
scholarly paper that demonstrates
skills in searching and critical
analysis of the literature. 

2. Study the issues related to the ter-
minal degree for PA faculty and
its impact on eligibility for pro-
motion and tenure within their
institutions and make recommen-
dations as appropriate.

3. Develop model competencies for
PA educators. 

4. Monitor the potential impact of
degree inflation among other
health professions on PA educa-
tion and the profession.

5. Monitor doctoral degree pro-
grams for physician assistants and
formulate a policy statement
regarding development of entry-
level doctoral degree PA pro-
grams.

6. Initiate discussion with PAEA
members on standardization of the
type of master’s degree for PAs. 

7. Monitor the changing health care
environment and responsibility of
PAs to society and revise model
competencies accordingly. 

8. Ensure that the effect of graduate
training of PAs on PA employ-
ment demographics and trends is
monitored and studied.

9. Develop a needs assessment tool
for faculty development require-
ments and sponsor faculty devel-
opment opportunities to prepare
PA faculty to teach the PA compe-
tencies recently developed by the
four PA organizations.

10. Develop a systematic approach to
implement a master’s degree pro-
gram that would include discus-
sion of institutional support and
approval, curriculum changes,
and identification and ways to
overcome barriers. 

11. Encourage ARC-PA to develop
jointly with PAEA data collection
instruments and a database of
curricular content, required level
of cognitive function (Bloom’s
taxonomy), and why and how
these levels were attained, in
order to be able to generate a
summary report describing the
current level of PA education.
This information could be
obtained from reaccreditation
applications, reports, and ARC-
PA site visits to programs. Review
PAEA survey tools, including the
annual report survey instrument,
and collaborate with ARC to col-
lect, analyze, and publish data on
PA education.

12. Create a document that will guide
developing master’s degree pro-
grams or those transitioning to a
master’s program as they address
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challenges and establish a cur-
riculum to prepare and evaluate
students for the higher level skills
expected of a graduate level pro-
gram.

CONCLUSION
As the legal, financial, and organiza-
tional structures of the health care
environment and systems continue to
change, health care providers will be
expected to improve the delivery of
care to improve health outcomes for
both their patients and the commu-
nity of practice. PAs can accomplish
this by using the most current evi-
dence-based practices; monitoring
practice patterns for quality, cost
effectiveness, and time efficiency;
successfully participating in a func-
tional health care team; enhancing
patient satisfaction; and reviewing
and critically analyzing the medical
literature for improving care and
service delivery—in short, through
applying the skills gained in a thor-
ough course of graduate study. 

PAs’ advanced academic prepara-
tion also has the potential to help
them continue to make contributions
to health care beyond their clinical
identities. PAs are now administra-
tors in health care delivery systems,
researchers, medical educators, par-
ticipants in the formulation and
implementation of health policy, and
leaders in their communities. These
roles can be seen as “the next step” in
carrying forth the original mission of
the PA profession—improving health
care access.

PAs in the future will likely want
and need to obtain graduate degrees
that will provide them with specific
value-added skills. One premise
behind the PA “master’s degree
movement” is that PAs with graduate
degrees will be better prepared and
have the appropriate credentials to
more quickly move into leadership
roles. In doing so, they will increase

the visibility of the PA profession and
promote the PA agenda of more
accessible and more available health
care.

Medical educators will need to
continually and carefully evaluate
their curriculum contents, their goals
and objectives, instructional meth-
ods, and methods of evaluation to
ensure the necessary competencies in
those they graduate. Additionally,
medical educators will need to con-
tinually improve their own knowledge
and skills to be able to prepare their
students. Faculty in graduate-level
medical education programs must not
only teach knowledge and skills and
ensure practice-based competencies,
but should also model these skills and
provide educational opportunities to
develop leaders in health care, med-
ical education, and research.

As with any medical education
program, PA programs will be chal-
lenged to maintain the clinical focus
of training as they reform the educa-
tional program to prepare competent
clinicians. Those programs providing
graduate-level training and docu-
menting higher-level skills will be
expected to produce PAs with skills
beyond those expected of undergrad-
uate program graduates. To meet the
needs of an increasing number of PA
programs for experienced faculty to
teach and administer, PAEA will need
to ensure the availability of consistent
advanced faculty development oppor-
tunities to prepare competent clini-
cians and leaders. Curriculum
reform in the medical and health
professions should be an interdisci-
plinary process that removes the walls
of the silos and allows different pro-
grams to share resources and educa-
tional successes and effectively
achieve the necessary curriculum
reform goals. 

PAEA, through the formation of
the Graduate Education
Commission, has taken the initial

steps to evaluate the current status of
PA education and to be proactive in
guiding PA faculty toward preparing
program graduates with the addition-
al skills to provide the highest quality
care and improve its delivery.
Members of PAEA must remain
active in the Association to better
understand the educational chal-
lenges they face and the resources
available to meet them, while remain-
ing true to the roots of the profes-
sion. The series of Institute of
Medicine reports on quality of care,
Healthy People 2010: Goals for the Nation,
and reports with similar goals from
NIH institutes and the RAND
Corporation help to provide the
vision for better health for all people.
As PA educators, we must seek to be
leaders to ensure that future PA
providers are equal partners in
achieving these goals, as well as to
prepare a cadre of PA graduates who
will serve as agents of change for a
better system of health care and add
their contributions to the body of
knowledge in medicine, in improved
delivery of care, and in PA education.
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