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T
he physician assistant (PA) and nurse practi-
tioner (NP) professions began in the 1960s as 
part of a strategy to cope with a lack of primary 
care medical providers in rural and underserved 
areas. PAs and NPs fi lled gaps in primary care 

services that were created as more physicians moved into spe-
cialty and subspecialty areas of medicine.1-5 However, recent 
employment trends in the PA and NP professions indicate 
movement away from primary care and into specialty fi elds.6-9 

Over the past few years, a change in resident physician 
staffi ng regulations in hospitals has created additional em-
ployment opportunities for PAs and NPs. On July 1, 2003, 
the Accreditation Council for Graduate Medical Education 
(ACGME) instituted standards for all residency programs 
nationwide limiting the hours worked by a resident physi-
cian to no more than 80 hours per week averaged over 4 
weeks. As a result of these limitations, teaching hospitals 
throughout the United States were faced with potential 
staffi ng shortages.10-12 Surgical resident coverage at trauma 
centers was one specialty affected by the new residency 
work hour standards. Thus, hospitals have increased utili-
zation of PAs and NPs to fi ll practitioner gaps.12-19 

According to the American Academy of Physician 
Assistants (AAPA) annual census data, the number of PAs 
working in trauma centers has increased.9 The purpose of 
this study was to determine the prevalence of PA/NP utili-
zation in major trauma centers in the United States. It was 
anticipated that results of this survey would provide addi-
tional information about the role of PAs/NPs on a trauma 
service and identify the potential for future employment 
growth. Increasing awareness of the responsibilities that 
have been entrusted to PAs/NPs may stimulate their utiliza-
tion by trauma centers faced with staffi ng shortages. 

 ABSTRACT

Objective: Census data published by professional organiza-
tions indicate an upward trend in the number of physician 
assistants (PAs) working in many specialty fi elds, including 
the subspecialty of trauma surgery. As the role of hospital-
based PAs and nurse practitioners (NPs) continues to evolve, 
greater understanding of these roles will help identify future 
employment trends for these professions. The purpose of 
this study is to determine the prevalence of PAs and NPs in 
US trauma centers, to document their roles, and to identify 
their potential future utilization by trauma centers. 

Methods: A survey was mailed to 464 directors of ma-
jor trauma centers in the United States. The survey was 
designed to evaluate trauma centers’ utilization of PAs/NPs. 
Respondents were asked to identify specifi c daily tasks of 
PAs/NPs and to indicate potential for their future utilization. 

Results: Two hundred forty-six (246) of 464 surveys were 
returned, for a response rate of 53%. Approximately one-
third of reporting major trauma centers reported utilizing 
PAs/NPs. More American College of Surgeons (ACS)-
verifi ed trauma facilities utilized PAs/NPs than did nonveri-
fi ed facilities; and Level I trauma centers used signifi cantly 
more PAs/NPs than did Level II trauma centers. Nineteen 
percent (19%) of respondents who did not currently utilize 
PAs/NPs indicated that they intended to do so in the future. 
The majority of facilities utilized PAs/NPs to assist with 
trauma resuscitation and in performing traditional tasks, 
including obtaining and dictating histories and physical 
fi ndings, participating in rounds on the general medical 
fl oor, and dictating discharge summaries. Fewer than half of 
reporting facilities indicated that PAs/NPs performed more 
invasive procedures, such as inserting arterial lines, central 
lines, chest tubes, and intracranial pressure monitors. 

Conclusions: PAs and NPs are increasingly utilized as clini-
cians in the surgical subspecialty of trauma. In most trauma 
centers, PAs/NPs are utilized to complete the traditional 
duties of a surgical PA/NP, with fewer performing invasive 
procedures. Finally, 19% of responding trauma centers who 
do not currently utilize PAs/NPs state that they intend to in 
the future, indicating the potential for continued job growth 
for PAs/NPs in trauma care. This evaluation of the utiliza-
tion of PAs/NPs in direct care to trauma patients indicates 
acceptance of PAs/NPs in trauma staffi ng models.
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use of PAs/NPs. Data were analyzed using SPSS Version 
15.0 for Windows.

RESULTS 
Two hundred forty-six (246) of the 464 mailed surveys 
were returned for a response rate of 53%. Slightly more 
than half (56.1%) of responding trauma centers reported 
ACS verifi cation; of those, 45.7% reported Level I and 
54.3% reported Level II status. The majority of the respon-
dents (92.7%) reported being designated as trauma centers 
by state or regional guidelines. Approximately one-third 
(34.6%) of respondents reported utilization of NPs and 
32.9% reported utilization of PAs on their hospital trauma 
service. Slightly more than half (54.1%) of all respondents 
reported utilizing surgical resident physicians. 

Responding ACS-verifi ed trauma centers (62.3%) reported 
utilization of PAs/NPs signifi cantly more frequently than did 
non-ACS-verifi ed trauma centers (41.1%, P < .01). A signifi -
cantly greater proportion of Level I centers (73.0%) employed 
PAs/NPs than did Level II centers (53.3%, P = .017). Trauma 
centers that had surgical residents available used PAs/NPs 
signifi cantly more (66.2%) than did trauma centers that did 
not have surgical residents available (40.7%, P < .01). 

The majority of responding trauma centers utilized PAs/
NPs in trauma resuscitation and in traditional tasks of 
a surgical PA/NP (Figure 1). A number of these facilities 
reported that PAs/NPs performed invasive procedures such 
as inserting chest tubes (38%), arterial lines (31%), central 
lines (37%), and intracranial pressure monitors (7%). In 
addition to caring for trauma patients, 55.2% of trauma 
PAs/NPs provided direct patient care to nontrauma, critical 
care patients. Only 7.5% of PAs/NPs utilized on responding 
trauma services functioned as members on other specialized 
rapid response teams (eg, code blue, sepsis, and stroke).

Respondents also indicated that of those institutions that 
did not currently utilize PAs/NPs, 19% intended to utilize 

METHODS
This descriptive, cross-sectional survey was conducted by 
the Department of Physician Assistant at Wichita State 
University from March 2007 through June 2007 following 
approval by the Institutional Review Board at Wichita State 
University. A listing of trauma centers (1,334) in the United 
States was obtained from the American Trauma Society. 
This listing was then narrowed to hospitals designated 
by their state or region and/or verifi ed by the American 
College of Surgeons (ACS) as a Level I (186) or Level II 
(245) trauma center (providing highest levels of trauma 
care). The remaining trauma centers were designated as 
Level III/IV/V or unspecifi ed and excluded from the sur-
vey population. A cover letter, a nine-item survey, and a 
stamped return envelope were then mailed to the directors 
of trauma care for each of the remaining 464 facilities. 

Survey questions were designed to determine current uti-
lization of staff members (PAs, NPs, and surgical residents) 
and their typical responsibilities, as well as PA/NP partici-
pation on other rapid-response teams (code blue, critical 
illness, etc.). If PAs/NPs were not currently utilized, respon-
dents were asked to indicate if they anticipated future utili-
zation of PAs/NPs as a part of their trauma team. Questions 
regarding institution demographics, specifi cally level of 
verifi cation, were also included.

Results are reported in percentages. Pearson’s chi-square 
test of association analysis was used to evaluate the relation-
ships between trauma center verifi cation/designation and 

 “The ACS-verifi ed trauma centers 
reported utilization of PAs/NPs 
signifi cantly more often than did 
non-ACS-verifi ed trauma centers.” 

FIGURE 1. Duties and responsibilities of PAs and NPs on the trauma service 
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and effectiveness of PAs showed no negative impact on 
patient outcomes.17 

Miller and colleagues completed a review of medical 
record documentation at Hurley Medical Center in Flint, 
Michigan, to determine effi ciency of the use of PAs along 
with trauma surgeons. Researchers concluded that the 
trauma surgeon/PA model allowed for increased quality of 
care for trauma patients without adversely affecting hospital 
costs.18 The effi ciency and success of the trauma surgeon/
PA model resulted in the hospital acquiring verifi cation as a 
Level II trauma center by the ACS. 

The Shock Trauma Center in Baltimore, Maryland, 
began to utilize certifi ed NPs for discharge rounds and 
showed no decrease in their effi ciency.15 Another Level I 
trauma center, F.H. “Sammy” Ross Jr. Trauma Center in 
Charlotte, North Carolina, utilized “midlevel providers” 

(MLPs) to assist residents by performing tertiary exami-
nations on trauma patients. MLPs were able to identify 
incidental fi ndings and direct patients to further care.16 
Moreover, in a recent study, Dhuper and Choski compared 
patient outcomes following replacement of medical resi-
dents with PAs and hospitalist physicians in a community 
hospital in New York. They found a statistically signifi cant 
lower all-cause and case mix index-adjusted mortality fol-
lowing implementation of the PA-hospitalist model.19

Responsibilities of PAs/NPs can be similar to some of 
the duties of medical and surgical residents. Duties per-
formed by NPs on the trauma service at the University of 

them in the future. An additional 14% were undecided 
about future utilization of these providers.

DISCUSSION
Census data published by the AAPA from 1996 to 2008 
indicate an upward trend in the number of PAs working 
in the subspecialty of trauma surgery (Figure 2). In 1996, 
AAPA reported that there were 20 PAs working in trauma 
centers throughout the United States. This number grew 
slowly until around 2002, when the number of PAs in trau-
ma centers began to increase at a faster rate. By 2008, more 
than 120 PAs reported working in trauma centers.9 The 
American Academy of Nurse Practitioners does not publish 
specifi c census data regarding the number of NPs working 
in trauma. However, Kleinpell reported that of 423 acute 
care NPs surveyed, 5% worked in trauma.20 

An ACS-accredited Level I trauma center in Wichita, 
Kansas, was affected by the ACGME limitation on resident 
work hours. Following the discontinuation of surgical resi-
dent coverage for the trauma service, the facility chose to 
hire PAs/NPs and full-time trauma surgeons to fully staff 
the hospital’s trauma team. Despite the implementation of 
resident work hour restrictions and the subsequent changes 
in staffi ng, this facility was able to obtain recertifi cation as a 
Level I Trauma Center by the ACS after restructuring the 
trauma team to include PAs/NPs.13 

In June 2002, the Department of Surgery at the Uni-
versity of Louisville proactively incorporated two full-
time NPs on their trauma service. This allowed surgical 
resident hours to be reduced from more than 90 hours 
per week (prior to ACGME limitations) to 79 hours per 
week, which were within the ACGME specifi cations. 
Analysis of patient outcome data from 2001 to 2003 
found no adverse effects on patient mortality or quality 
of care for trauma patients.14 

Toledo Children’s Hospital and The Toledo Hospital 
transitioned from surgical residents to PAs on their Level II 
trauma service. A retrospective study analyzing effi ciency 

 “Responsibilities of PAs/NPs on 
a trauma service can be similar 
to some of the duties of medical 
and surgical residents.”

FIGURE 2. Number of PAs listing trauma surgery as primary specialty9

20

40

60

80

100

120

2008200720062005200420032002200120001999199819971996

Year

N
u

m
b
er

 o
f 

P
A

s

 PAs in trauma care |  RESEARCH REPORT



    www.jaapa.com • JANUARY 2010 • 23(1) • JAAPA     41

While the majority of reporting trauma centers are utiliz-
ing PAs/NPs to complete traditional duties (histories and 
physical examinations, resuscitation, and discharge sum-
maries), many of these centers are also utilizing PAs/NPs 
to perform invasive procedures that were previously per-
formed exclusively by physicians. 

Of those reporting trauma centers not currently employ-
ing PAs or NPs in trauma service, 19% indicate the poten-
tial for utilization of them in the future. This highlights 
the potential for continued job growth for PAs/NPs in US 
trauma centers. Finally, this evaluation of the utilization 
of PAs/NPs in direct care to trauma patients indicates the 
acceptance of PAs/NPs in trauma staffi ng models. JAAPA
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California, Davis, Medical Center include (but are not limit-
ed to) initial evaluation of patients, determining appropriate 
treatment plans, and planning discharges.6 Riportella and 
colleagues conducted a nationwide survey of 391 teaching 
hospitals and learned that these hospitals would continue 
to utilize PAs/NPs to carry out some of the responsibilities 
typically carried out by resident physicians. Some hospitals 
planned to expand the number of PAs/NPs used within 
their facility.21 

Our analysis of duties also indicates that PAs/NPs are 
performing some invasive procedures previously performed 
only by physicians. Research supports the effi cacy and 
safety of having PAs/NPs perform intracranial pressure 
monitoring22 and chest tube placement.23 As the number of 
PAs/NPs within the trauma setting continues to grow, it is 
expected that their duties will expand and responsibilities 
will increase.

The satisfaction of patients and physicians after PAs/NPs 
are added to a trauma service has been investigated, with 
results indicating that hospital staff, attending and consult-
ing physicians, and trauma patients are generally satis-
fi ed with the care provided by PAs/NPs.13,24-25 Cincinnati 
Children’s Hospital Medical Center, a Level I pediatric 
trauma center, showed higher satisfaction scores among 
nurses and patient families with their pediatric NPs when 
compared to satisfaction with residents.24-25 

LIMITATIONS
Results of this survey may be limited by the 53% response 
rate and the exclusion of smaller trauma centers. PAs and 
NPs may be utilized differently in lower level acuity trauma 
centers. In addition, this survey was addressed to hospital 
directors of trauma services. This position may be held by 
persons of varied backgrounds who may not be familiar 
with the full role of PAs/NPs.

CONCLUSIONS
Approximately one-third of responding trauma facilities 
(both Level I and Level II) reported utilizing PAs/NPs on 
their trauma service, with the majority being verifi ed by the 
ACS. This indicates that the staffi ng model utilizing PAs/
NPs providing direct care to the trauma patient (with or 
without surgical residents) has been accepted by the highest 
accrediting program as well as by established trauma care 
organizations. This reported use of PAs/NPs in direct care 
of trauma patients indicates a reasonable solution for staff-
ing trauma centers.

 “Many of these centers are also 
utilizing PAs/NPs to perform 
procedures that were previously 
performed only by physicians.”
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