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Physician assistants in English general practice: a
qualitative study of employers’ viewpoints
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Objective: Effective use of staff is a major aim in all health-care systems both to maximize their impact and to
minimize costs. In England, a few general practitioners (GPs) have been recruiting physician assistants (PAs) to
work in their practices, independent of any pilot schemes. Our objective was to study the motivation of GPs and
practice managers who employed PAs and to understand the factors that sustained their employment.

Methods: A qualitative study using semi-structured interviews, analysed thematically, was carried out with 13
GPs and three practice managers from 15 general practices employing PAs in five areas of England.

Results: All practices were employing USA-trained PAs. Motivating factors for their employment included
increasing the general practice capacity to manage patient demand within government targets for access,
broaden the skill-mix in the practice team and financial considerations. The issues that needed to be taken into
account in employing PAs included: the requirement for medical supervision; the PAs current lack of a
regulatory framework and prescribing authority; and some patients’ lack of familiarity with the concept of the PA.

Conclusions: General practice employers view PAs as a positive addition to a mixed skill team for meeting
patient demand within a practice’s finances. There is a need to develop stronger governance and regulatory
frameworks for this emerging profession.
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Introduction

Policy-makers and managers in health-care systems seek
the most effective use of finite resources and in particu-
lar that of the workforce. Internationally, the human
resource policies in health systems emphasize work-
force flexibilities such as role re-design, blurring of
professional role boundaries and expanding and train-
ing support workers.1 ‘More staff working differently’
through service re-design summed up the NHS work-
force strategies in the face of shortages of all professional
groups and a need to contain costs.2 One example of
re-design has been the introduction of physician assist-
ants (PAs) in UK primary health care.

The PA role in the UK is unregulated and the job title
is used for two different types of staff. The first is a tech-
nician role working to the direction of junior hospital

doctors. The second, and the focus of this paper, is
the USA model of PA, which has developed over the
past 40 years in response to physician shortages in spe-
cialties such as primary care, difficulties in recruiting
physicians to impoverished and rural areas, and mini-
mizing costs.3 Since the 1970s, demand for PAs has out-
stripped supply, particularly from solo primary care
practices,4 with over 60,000 practising PAs in the
USA.5 PAs graduate from a two year programme plus
an internship year and are licensed to practice medicine
in interdependent roles with physicians.3 They under-
take physical examinations, investigations, diagnosis,
treatment, and prescribing within their scope of practice
as agreed with their supervising physician. PA practice
has been shown to be safe, equivalent to physicians for
the types of case they attend and acceptable to
patients.6–8 Their task productivity is between 50–80%
of a physician.9 Cost savings to the organization
depend on the remuneration levels of individual PAs
and physicians.10

The UK has been exploring the use of PAs, as have
other countries.11,12 Two pilot projects evaluated USA-
trained PAs, employed for up to 24 months in six
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different clinical settings: out of hours, primary care,
intermediate care, emergency medicine, acute receiv-
ing, and orthopaedics. The English pilot included 12
PAs, mainly employed in general practice13 and the
Scottish pilot included 15 PAs of which eight were
employed in general practice or out of hours services.14

Both evaluations reported that the PAs were well
accepted by patients, undertook work previously done
by medical staff, needed to consult medical staff infre-
quently and exhibited greater diagnostic skills than
extended roles in nursing, although there were caveats
about the lack of UK regulation.13,14 A PA competency
and curriculum framework has since been agreed by
the Department of Health (England) and the Royal
Colleges of Physicians and General Practitioners.15 Post
graduate diploma courses commenced in four English
universities suggesting that there are potential employ-
ers of PAs.16 The widespread uptake of an innovation
depends on the interaction between features of the inno-
vation, the adopter(s), and the context.17,18 This study
investigated this dynamic in relation to the uptake of
PAs in primary care by addressing the perceptions and
views of general practitioners (GPs) who have chosen
to employ PAs, outwith a pilot project, and their percep-
tion of the value and challenges in employing PAs.

Methods

Semi-structured interviews were administered by tele-
phone in 2009. Telephone interviews were selected for
efficiency with a dispersed sample19 of GPs for whom
time and workload have been identified as barriers to
participation in research.20 Employers of PAs were ident-
ified through internet searches using the term ‘physician
assistant’, the UK Association of Physician Assistants
(UKAPA) and snowball techniques, asking participants
if they knew of any other general practice employers of
PAs. This identified 22 PA-employing general practices.

Written information about the study and a request for
an interview were sent to the senior partner at each of
these practices. The letter was followed up by a tele-
phone call during which oral consent to participate
was requested and appointments made. The interview
guide covered:

† Description of the work of the PA and how the PA
works with GPs (e.g. pick up issues with GPs in the
surgery at the time, debrief sessions, regular
meeting with one GP)

† What informed your decision to employ/provide
placements for a PA?

† What factors informed (or might inform) your
decision to employ a PA rather than someone with
a different professional background e.g. doctor or
nurse practitioner?

† What are the advantages, benefits or any added
value in employing a PA?

† What are the additional costs and issues that need to
be taken into account in employing a PA?

Detailed notes were taken during the interview and
pseudonymized using a study identity number. The
notes were read and analysed by each of the authors,
independently of each other, in an inductive process.
A group discussion was held in which each author’s the-
matic interpretation was presented. Any difference in
opinion was discussed and resolved as a group, resulting
in a set of agreed themes. A draft report was circulated to
participants who were offered the opportunity to
remove any part or all of their data from the study.

Results

Participants

Fifteen GPs were recruited to the study. In three prac-
tices the practice manager also volunteered to partici-
pate. In two of these practices the GP was not then
able to participate due to time constraints. Telephone
interviews were therefore conducted with 13 GPs and
three practice managers in 15 general practices employ-
ing PAs in total. Participants came from five areas of
England: East of England, London, South Central,
South West, and West Midlands. The 15 practices
ranged from a large team of partners and salaried GPs
with up to three PAs at any one time through to a single-
handed GP practice working with two PAs. All were
employing USA-trained PAs. One participant was also
employing a recent graduate of a UK programme.
Most participants had been employing USA-trained
PAs for over two years and one for just under a year.

Four main issues were addressed by participants:
motivation for employing PAs; the work of the PAs in
the practice team; and the benefits and challenges of
employing PAs.

Motivation for employing PAs in general practice

Many reasons were given for the initial decision to
employ a PA. These included meeting government
access time targets, increased patient demand, recruit-
ment problems, and cost effectiveness:

Basically, it was about access, appointments, and affordability.
(Participant 3)

One of the most frequently reported motives for starting
to use PAs was the need to manage patient demand, par-
ticularly having to see patients on the same day as
required by the Department of Health.22,23 Linked to
this was a perception that the nature and volume of
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work in primary care had changed; an increasing
volume of minor illness consultations that required a
different skill mix in general practice. Some participants
thought that introducing PAs might allow GPs to apply
their skills to the more complex patients.

It is not only a question of cost. It can be mind-numbing for an
over qualified person to deal with simple problems. It is appro-
priate to have people with a range and levels of expertise.
(Participant 1)

A further factor was the difficulty experienced in
recruiting doctors and nurse practitioners, particularly
in practices in deprived urban areas and rural areas.
In some instances the primary care trusts had actively
supported recruitment of USA-trained PAs.

For several participants, the cost of a PA compared to
a doctor was the most persuasive factor though there
were mixed views on comparative costs. Some intervie-
wees spoke of the relatively low cost of PAs compared
to GPs for similar levels of work, while others considered
that PAs were not necessarily a cheaper option, due to
lower productivity and the need for medical supervi-
sion. This difference in views was reflected in their
on-going motivation to employ PAs. While some partici-
pants were convinced of a place for PAs in their practice
teams and promoted the role to other GPs, others con-
sidered that each decision on staffing should be taken in
the light of the current context e.g. the demands of the
general medical services contract, the patient workload
and the skill set of the current staff.

The work of the PAs in general practice

Participants described an incremental induction process
to both accustom new PAs to English primary care and
also assure GPs of their competence and safety. This
involved the GP observing a PA’s consultations with
patients with minor conditions before expanding the
types of patients seen by PAs. All of the practices had
systems in place for both regular supervision and the
provision of immediate medical advice to PAs if it was
needed.

They can speak to the GPs at any time if there is a need. I am the
officially designated supervising physician. The PAs get regular
supervision, especially at the start, both for their benefit and for
us to be satisfied that they know what they are doing. Then, once
their feet are under the table it’s a monthly review meeting
specific for the PA, and they take part in a weekly clinical
meeting with all the doctors too. (Participant 12)

Irrespective of the motivation, PAs were deployed to
triage patients and/or see same day appointments.

The work of the PA is not filtered. She does a lot of the same
day, emergency work. She does some follow-ups of her own

choosing. She organizes her own investigations and referrals.
(Participant 16)

Occasionally PAs carried out reviews and management
of people with long-term conditions but this was
mainly the domain of the practice nurses. Some PAs
occasionally undertook home visits to patients though
this was limited by their lack of prescribing authority.

The benefits of employing PAs

In addition to the reasons for employing PAs, partici-
pants described other benefits. PAs were perceived as
able to do a high volume of work at the same time as
requiring low levels of supervision. Participants valued
PAs’ ability to work within a medical framework, to
manage uncertainty and to make decisions. GPs con-
trasted this to employing nurses who were seen as
either less productive or in need of more supervision.

I have had experience of nurse practitioners and, I don’t mean
this pejoratively, they think like nurses, and work to protocols
and systems. PAs have had a medical training and they have
a style of diagnostic working and can think on their feet.
(Participant 16)

PAs were also seen as acceptable to patients and this was
illustrated by some participants citing examples of
patients specifically asking to see the PA, although the
reasons for this were unclear. A separate issue was
patients’ understanding of what a PA was. Practices
had developed different approaches to informing
patients that they might be seen by a PA and getting
their consent to this. However there remained some
doubts as to patients’ understanding of exactly what a
PA was and that they were not a doctor:

Patients have no problems with seeing a PA. They have no idea
what a PA is. They talk about seeing ‘the American doctor’,
although we don’t call her doctor. (Participant 15)

The challenges and costs in employing PAs

All participants reported that the advantages of employ-
ing a PA outweighed or at least balanced the costs and
challenges. They were consistent in pointing to the
same challenges: in particular, the lack of prescribing
authority. GPs had devised a range of methods for over-
coming this, such as waiting for a GP to be free to sign
the prescription:

Signing prescriptions – they leave it out for us to sign, and
once we have ensured that we are comfortable with how they
prescribe, that’s what we do. Nurse practitioners have a proto-
col, but we don’t require that as much from the PAs as they
have more training for the role. We do look at all the prescrip-
tions, but we don’t formally check up on each one. But we do
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restrict their prescribing of controlled drugs – they would have
to come and talk to us first about that. (Participant 10)

Other aspects of governance were also raised. The GPs
were well aware of indemnity and liability issues and
had secured appropriate insurance for the PAs’ work.
The question of risk and patient safety was taken
seriously: one GP reported that USA-trained PAs were
particularly litigation-conscious. Nevertheless, several
interviewees indicated that more attention was needed
from statutory authorities on this issue, including the
need for PAs to become a regulated profession in the
UK and an enhancement of public awareness of PAs.

All participants raised the issue of the cost to the prac-
tice of employing a PA. While the salary of a PA was less
than that of a doctor, additional costs arose. One was GP
time supervising, although some people felt this was no
greater for PAs than for any other staff. Some of the
initial investment of GP time was thought by some to
relate to the need for USA-trained PAs to acclimatise
to UK medical practices such as different thresholds
for referral to secondary care.

She (the PA) was not good at limiting her referrals – they have
things on tap in the States and their hospitals encourage refer-
rals. She would also try and encourage patients to come back
too often – again this is what they do in the States.
(Participant 9)

The other issue focused on PAs’ productivity. Related to
this was the relative advantages and disadvantages of
UK- or USA-trained PAs. USA-trained PAs meant that
the employer could choose from very experienced
applicants, although there was the attendant issue of
the different health-care culture. However, while UK-
trained PAs would be culturally acclimatized to UK
health-care practices, they would not have so much
experience. Some GPs mentioned that there were
issues around how best to retain USA-trained PAs who
sometimes did not stay long. Continuing professional
development was cited as a cost, with few opportunities
currently available in the UK. Several participants
reported funding their PAs to return to the USA for pro-
fessional development necessary for their registration.
These costs were described as acceptable by employers.

The issue of acceptability of PAs to other professionals
in the practice team, mostly nurses, was also raised. Most
respondents noted that initially there was some form of
‘wariness’, bordering on resistance and hostility. Some
participants reported that they had tried to address
this as part of the process of employing a PA.
Occasionally, other doctors were reported to be mis-
trustful of the employment of PAs on the grounds that
they might be in competition for jobs.

We have got an F2 doctor who thinks he will be out of a job as
PAs are cheaper to employ. But I say to him: there’s no-one

with a two year training who can replace a fully trained
doctor. (Participant 8)

Examples were given of doctors in secondary care
unwilling to accept referrals signed by PAs. The GPs
addressed this in various ways, such as confirming to
medical teams they endorsed these referrals. In some
instances the GPs reported switching their referral pat-
terns to other consultants and hospitals.

Discussion
Only a small number of GPs in England were employing
PAs in 2009. The motivation for employing them was in
response to meeting general practice contract require-
ments as efficiently and effectively as possible, within
local workforce constraints. Participants viewed PAs as a
beneficial, safe workforce solution although the lack of a
regulatory framework and prescribing authority were
seen as hindering their full potential. There were mixed
views as to the cost effectiveness of employing PAs .

This is a small qualitative study from only the employ-
ers’ perspective and, as such, has limitations. It does,
however, include general practice employers from
different parts of urban and rural England, in different
sized practices and with different practice staff configur-
ations. As such it illuminates an emerging aspect of
primary care staffing.

There are 10,000 general practices in the UK, charac-
terized by entrepreneurial developments23; some as a
result of individual enthusiasm,24 others in response
to incentives and labour market fluxes.25,26 The flexibil-
ities surrounding the 2004 general medical services
contract have been used to create new organizational
forms, deploy general practice nurses differently,27

and employ increasing numbers of salaried doctors.28

Evidence suggests that appropriately trained nurses
provide equivalent care to doctors for patients present-
ing with minor illness29 and that nurse practitioners
could undertake at least 25% of the work currently
undertaken by GPs30 The recruitment and retention
of experienced nurses into UK primary care has
proved challenging particularly in areas such as the
south east.31

Against this backdrop, the participants in this study
used criteria such as those suggested by Greenhalgh
et al.17 to judge the advantages of adopting this staffing
innovation. They all reported benefits of employing a
mix of differently skilled staff, including medically
oriented ‘advanced’ or ‘mid-level’ practitioners. Their
positive approach reflects some UK general practitioner
commentaries on the PA role,32 but these contrast with
less supportive views expressed elsewhere.33

The challenges reported of working with a pro-
fessional group that is not regulated echo those of the
earlier pilot studies13,14 and reflect ongoing debates in
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the UK. The variety of views expressed on the cost
benefit of PAs (experienced and inexperienced) relative
to doctors or nurse practitioners in general practice
suggests that more detailed investigation is required. A
funding application has been successful to investigate
the contribution of PAs to primary care in England
from multiple stakeholder perspectives, including
patients, with more detailed economic analysis and com-
mences in 2010.34

While many participants were convinced of the future
place of the PA, others argued that changes in the local
and national context for their practice would shape
their decisions about employing PAs, just as they did
for decisions about any staff. This context is changing
both in terms of supply and demand for health-care pro-
fessionals. Medical schools in the UK have expanded in
the last decade and in the NHS employers’ view, an over-
supply of doctors is seen as beneficial.35 Newly qualified
GPs are currently reporting difficulties in finding pos-
itions36 as the health service seeks greater productivity
at lower cost and service re-design.37 It remains to be
seen how these forces influence the innovation of PA
roles in primary care in the UK.
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