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When | moved states as a seasoned physician associ-
ate, | anticipated a seamless transition into clinical
practice. Instead, | encountered a rigid and
paradoxical licensing and regulatory system that,
unintentional or not, hindered workforce recruitment.
This reflective article explores how this experience
reignited my commitment to professional advocacy
and contributed to the successful passage of the
2025 Physician Associate Practice Modernization
Bill. Through personal narrative and critical reflection,
this paper examines the systemic barriers faced by

physician associates, the emotional toll of bureau-
cracy, and the transformative power of sustained,
relationship-based advocacy. Licensing barriers
for physician associates further exacerbate the US
healthcare workforce shortage, despite a lack of
evidence that they improve patient outcomes.

My journey highlights how policy engagement is
not an optional add-on to clinical roles but a profes-
sional imperative when the system fails to serve
both clinicians, their communities, and, ultimately,
their patients.

eturning to one’s home state to practice
medicine is often framed as a full-circle
triumph—an opportunity to give back to
the communities that raised you.
As a physician associate (PA), | arrived in
South Dakota with that exact mindset: hopeful,
energized, and ready to serve. Yet, | quickly found
myself at odds with an administrative system that
seemed to repel healthcare providers instead of
welcoming them.

While advocacy training was not part of my formal
education, | have eight years of clinical experience as
a PAin primary care settings and nearly seven years
of volunteering in PA and healthcare advocacy
spaces. Regarding my formal educational back-
ground, my undergraduate studies included the

exact advanced science prerequisites for medical
school, as well as several additional courses required
for PA matriculation, such as anatomy and physiology.
| went on to complete an accredited master’s-level
PA program, which consisted of a full-time, 33-month
program comprising 118 credit hours of didactic and
clinical education.

Historically, PAs were trained directly by the physi-
cians they worked alongside, creating a collaborative
and mentorship-driven model of professional
development.’? However, as the healthcare land-
scape has evolved, there has been a shift from
physician-owned practices to large, system-based
employment models. Administrative and licensing
processes, designed initially to support a more direct,
physician-guided career path, have not adapted to
the realities of modern healthcare. As a result,
navigating these bureaucratic obstacles for licensing

within today’s complex systems has become burden-
some and a barrier to employment.®# It is less known
whether this is also a contributor to professional
burnout among PAs.

This reflection explores the intersection of clinical
licensing barriers and grassroots legislative advocacy.
Itis not just a story about red tape—it is about
persistence, professional identity, and the critical

role of PAs in shaping policy that directly affects their
own practice as well as the health of the communities
and patients we are trained to serve.

My initial frustration began with a seemingly illogical
policy: to obtain an active South Dakota PA license to
practice, | first had to secure a supervising physician.
But without an active license to practice, securing a
job was nearly impossible. It was a bureaucratic loop
with no clear exit. One might call it a classic catch-22.

In an attempt to navigate this barrier, | requested

a temporary license from the medical board.

Their response? An affidavit swearing that | would
not practice until a supervising physician signed their
private practice agreement. Reasonable on paper yet
problematic in execution. The affidavit was logged
into the medical board’s public-facing portal—not as
a procedural form, but as a disciplinary action on my
license (see Appendix). To any potential employer,
my record now looked tainted.

Obviously, this was not merely a clerical annoyance;
it was a profound structural barrier with real conse-
quences to my economic contribution to the state.
It sent a confusing message: South Dakota, along
with many other rural states, is in desperate need to
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attract and retain PAs, yet had erected administrative
and regulatory walls that disincentivize PA practice.
As a state with significantly underserved geographi-
cal regions that seek quality clinicians, the state laws
were not attractive to potential PAs; instead,

they were creating proverbial red tape.

These regulatory frustrations were not new to me.
Early in my career, | learned that the role of a PAis
not confined to exam rooms and procedure suites.
Rather, the PA role must also include policy engage-
ment for sustained viability as a profession.

The outdated laws were creating barriers for PAs
serving patients in rural communities, like mine,
especially if the listed supervising physician retired
or left the practice.* As a newly minted clinician,

| joined the legislative committee in Nebraska,
knowing little about healthcare law but armed

with lived experience and a willingness to learn.

Over the years, that involvement not only shaped

my understanding of systems but also enhanced my
confidence in navigating them. | co-chaired legislative
efforts, gained insight into the intricacies of state
policy, and established relationships with key
decision-makers to enhance the understanding of PA
education and training. So, when | returned to

South Dakota with over six years of clinical PA
experience and encountered another broken system,
it wasn’t an issue that | could ignore. It was a clear
call-to-action.

Professional advocacy has long been emphasized as
a necessary skill for PAs to ensure an optimal scope
of practice and care delivery; yet, most PAs are not
educated on advocacy during their formal training.5®
Conversely, nurse practitioners (NPs) commonly
obtain advocacy training in their nursing education,
which may be one facet that helps explain the differ-
ences in state policy between PAs and NPs.”

This discrepancy often confuses policymakers and
patients alike, reinforcing the urgency of moderniza-
tion efforts, such as title change and enhancing public
awareness of PA education (see Appendix). While the
clinical roles of PAs and NPs are similar, the training
and education differ significantly. When archaic laws
persist, they have a direct impact on both clinicians
and patients.” As | found throughout the last decade,
without our voices, outdated or obstructive laws
remain unchallenged.

Neighboring states may maintain markedly different
PA practice environments. While the scope of prac-

tice for a PA is nearly identical in the two adjacent
states where | have practiced, the way the state
medical boards interpret and implement the law
differs significantly. One requires a collaborative
agreement with a physician to be on file at the
practice level, rather than submitting it to the state
medical board for licensure purposes. In essence,
while the clinical practice is the same in both states,
the administrative barrier to entry for clinicians that
| experienced differed. These variations shaped my
experience and underscore the inconsistency of
interstate laws, which complicate clinician mobility
and patient care.

Licensing and workforce barriers prevented me
from practicing medicine in my community, despite
years of education and clinical experience.

These obstacles are more than bureaucratic red tape;
they’re a public health issue. According to the
National Academies of Sciences, eliminating these
administrative burdens is a critical component of
healthcare reform and vital to achieving high-quality
primary care.® Further literature supports this claim,
reporting that easing licensing restrictions in rural
and underserved areas can help address provider
shortages and even improve life expectancy.®®
When clinicians face fewer administrative burdens,
patients gain greater access to timely care.

This challenge is especially pressing in underserved
states, where the recruitment and retention of health-
care clinicians are already challenging.®* But this isn’t
just an issue for South Dakota or other rural regions.
This is a national problem. The widespread shortage
of healthcare clinicians impacts every state.23°

As healthcare delivery rapidly evolves to meet
growing needs, so must the laws that govern how
providers enter the workforce. Updating outdated
licensing policies isn’t about lowering standards;

it’s about aligning regulation with reality.®>” We need
systems that support, not hinder, the clinicians ready
to serve where they’re most needed.

Although conceived as safeguards for patients, many
administrative barriers have become obstacles to
timely patient care—a reality I've experienced
firsthand. The literature is expanding on the down-
sides of strict licensing requirements, showing more
significant burden than benefits, and indicating a
clear need for careful review and reform.4""

Policies meant to protect patients are inadvertently
delaying care and creating unnecessary

roadblocks for highly trained professionals.
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In 2023, | reconnected with the South Dakota
Academy of PAs, supporting the senate bill they
were advocating for and offering to support the
legislative committee in any way | could. Though |
felt stretched thin by relocation and career transition,
the pull toward advocacy remained undeniable.

After three failed attempts to pass legislation modern-
izing South Dakota PA Practice, the 2024 cycle was
purposefully different. We laid the groundwork
strategically by revamping our branding, hiring a new
lobbyist, and organizing PA Day at the Capitol to
familiarize and educate legislators about our
profession. Without the pressure of an active bill,

we focused on educating lawmakers and listening to
the unique healthcare concerns in each of their com-
munities, not lobbying them. Our approach had shifted
from a defensive to a relationship-building stance.

I met legislators for coffee, scheduled meetings,
made phone calls, sent emails, and helped forge
partnerships with stakeholders ranging from the
Emergency Medical Services (EMS) Association to
the American Association of Retired Persons (AARP).

In 2025, we introduced and passed a restructured bill
based on the American Academy of Physician
Associates (AAPA) Model Language and recent mod-
ernization laws from neighboring states, creating a
progressive reform policy. Key components included:

¢ Replacing “supervising physician” with
“collaborating provider”

¢ Removing the PA-physician ratio

e Allowing independent practice after 6000 hours

« Codified scope of practice and clarified
licensing requirements

« Enabling direct payment to PAs

* Makes PAs legally responsible for the care they
provide, not their supervising physician

This legislation, effective July 1, 2025, marks a pivotal
shiftin how PAs are regulated and how they serve
South Dakota residents.”® By improving flexibility within
healthcare teams and reducing administrative barriers,
South Dakota PAs have expanded opportunities to
meet the needs of unique communities within the state.

My greatest takeaway? The power of showing up.
Advocacy doesn’t always look like dramatic speeches
or large protests. In fact, | would argue that this type
of advocacy is perhaps less powerful than being the
consistent, familiar face in a building full of strangers
who make decisions about your chosen career.

This season of my life was exhausting—but it was also
affirming. It reinforced that advocacy is not something
you do only when it’s convenient. It’s a posture, a way
of being in the profession. When policies don’t make
sense for your profession or the people you serve,
when no one else is pushing for reform, that’s when
your voice matters most.

Make a phone call. Write an e-mail. Be present during
your state legislative session. | often tell my students
and early-career PAs: If not you, then who?

My time in the state capitol building taught me
several lessons, but some of the smaller takeaways
are just as valuable. For instance, procedural ineffi-
ciencies have real consequences for the recruitment
and retention of PAs. In South Dakota, these archaic
laws lead to reduced PA workforce opportunities,
forcing PAs to seek employment elsewhere.*

When rural and underserved areas compose the vast
majority of the state’s geographic area, administrative
barriers, such as the requirement of a supervising
physician, further diminish the workforce potential.

Words matter. Our legislators respond more to per-
sonal stories and examples than to data alone.

The literature reports that your “why” is powerful,

but we experienced it directly." We found that sharing
our motivation to bring this legislation was an import-
ant factor in the conversation. Drafting concise
one-page handouts tailored to each lawmaker’s
district helped keep our message clear and straight-
forward. Sharing my story of the barriers | faced when
returning to the state highlighted the need and made
the narrative more personal and noteworthy.

As mentioned earlier, consistency is more important
than volume. A steady presence up to and throughout
the legislative session is more effective than mass
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e-mails or occasional outcry. Consistently following
up—rather than assuming a single conversation was
sufficient—ensured maintained visibility. For example,
scheduling brief, informal coffee meetings with
legislators before the legislative session allowed
time to build a relationship, followed by a text update
on the bill’s progress throughout the session.

The South Dakota legislative session is held annually
and lasts 40 legislative days."”? During this time,

the legislators are constantly inundated with informa-
tion. The combination of grassroots effort prior to

the legislative session, coupled with the continual
fostering of relationships, is perhaps the most
significant component of our success.

And lastly, we’re all still learning. Advocacy does not
require formal training, but it does require a commit-
ment and a willingness to grow." Engaging legislators
starts with listening, a skill most clinicians already
possess, then sharing your educational journey,

and offering to collaborate on healthcare bills.
Consider inviting your legislator to join you in the
clinic for a few hours to gain a hands-on understand-
ing of your role in medicine. Our success didn’t come
from knowing the intricacies of the bill. It stemmed
from educating legislators and stakeholders about the
PA profession, the initial and ongoing education
required, sharing our story, and fostering relation-
ships with decision-makers across the political

and social landscape.

Looking back, that season of my life was concurrently
grueling and empowering. It reminded me that advo-
cacy isn’t arole you take on only when a need arises. It’s
something you live out daily, something that becomes
woven into the fabric of who you are as a professional.
When broken systems delay care and harm the patients
you serve, when policies defy common sense, and when
no one else is speaking up—that is your moment to
speak out. As a medical professional, your voice carries
the power to heal beyond the bedside. For me, the
ability to engage with legislators was supported by
fluency in medical and policy language as well as pro-
fessional connections. Clinicians without similar net-
works may face even steeper barriers, thereby

compounding inequities in workforce entry and repre-
sentation. In today’s healthcare landscape, as a clinician,
your advocacy isn’t an accessory to care—it is care.

This reflection serves as both a call to action for
necessary regulatory changes and a testament to
the profound impact of sustained advocacy.

The success of the PA Modernization Bill in

South Dakota was not due to any single voice but

to collective persistence. Still, it began with individu-
als willing to act, even when the system seemed too
big to change, because, if not you, then who?

In a healthcare environment increasingly shaped

by policy, every PA must consider advocacy not as
optional, but as integral. Our profession, our commu-
nities—and ultimately, our patients—depend on it.

1. Hooker RS, Everett CM. The contributions
of physician assistants in primary care systems.
Health Soc Care Community. 2012;20(1):20-31.
doi:10.1111/j.1365-2524.2011.01021.x

2. Botehlo K, Ali J. Transforming primary care:
Innovative post graduate PA training for real-world
solutions. Lynchburg J Med Science. 2025;1(2): Article 19.
doi:10.63932/3067-7106.1040

3. Timmons E, Norris C. Potential licensing reforms in light of
COVID-19. Health Policy Open. 2022;3:100062.
doi:10.1016/j.hpopen.2021.100062

4. Hulse B, Schweinle W, Kassin K, Trimble ND.
Physician assistant training, collaboration, and practice act
legislation: Perspectives from practicing physician assis-
tants. J Physician Assist Educ. 2025;36(1):e25-e33.
doi:10.1097/JPA.0000000000000628

5. Coplan B, Cawley JF, Stoehr JD. Physician assistants in
primary care: Trends and characteristics. Ann Fam Med.
2013;11(1):75-79. doi: 10.1370/afm.1432

6. Pyles-Sweet K. Advocacy and PAs. JAAPA. 2022;35(12):1.
doi:10.1097/01.JAA.0000892852.74849.9d

7. Adams EK, Markowitz S. Improving efficiency in the health-
care system: Removing anticompetitive barriers for advanced
practice registered nurses and physician assistants.
Policy Proposal 2018-08. The Hamilton Project,
Brookings Institution; 2018. Accessed April 17, 2026.
https://www.hamiltonproject.org/assets/files/AM _
Web_20190122.pdf

8. National Academies of Sciences, Engineering,
and Medicine. Implementing high-quality primary care:
Rebuilding the foundation of health care.
The National Academies Press; 2021. doi:10.17226/25983

14 | Journal of Medical Regulation

VOLUME 112 | NUMBER 2 | 2026



9. Basu S, Phillips RS, Berkowitz SA, Landon BE, Bitton A,
Phillips RL. Estimated effect on life expectancy of alleviat-
ing primary care shortages in the United States.

Ann Intern Med. 2021;174(7):920-926.
doi:10.7326/M20-7381

10. DePalma SM, DePalma M, Kolhof S, Smith NE.

Medical malpractice payment reports of physician assis-
tants/associates related to state practice laws and
regulations. J Med Regul. 2023;109(4): 27-37.
doi:10.30770/2572-1852-109.4.27

11. Lazuka-Nicoulaud E, Naidoo K, Gross K, Williams JM,
Kirsten-Coleman A. The power of advocacy:

Advancing vision for everyone to meet the sustainable
development goals. Int J Public Health. 2022;67:1604595.
doi:10.3389/ijph.2022.1604595

12. South Dakota Secretary of State. Legislative Branch.

In: A summary of South Dakota State Government.
Accessed April 17, 2026. https://sdsos.gov/general-infor-
mation/about-state-south-dakota/summary-south-dako-
ta-state-government/legislative-branch.aspx

Echo L. Kopplin, DMSc, PA-C is President-Elect of the
South Dakota Academy of PAs, and Adjunct Professor,
DMSc Program at The College of St. Scholastica, Duluth, MN.*

*Dr. Kopplin’s affiliation at the time the manuscript was being
prepared. She is currently affiliated with Black Hills Psychology
in Spearfish, SD.

Title Change

The American Academy of Physician Associates
(AAPA) voted in 2021 to change the professional title
from ‘physician assistant’ to ‘physician associate.’
The term ‘associate’ more accurately encompasses
the broad scope of practice and professional
autonomy of PAs, while also enhancing public
understanding of the profession’s role in healthcare
delivery. Implementation of the new title is ongoing
across states and institutions.

Clarification on Medical Board Affidavit
Following communication and an improved relation-
ship with the South Dakota Board of Medical and
Osteopathic Examiners, the affidavit referenced in
the text is no longer filed as disciplinary action.
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