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Introduction  

In the past decade, there has been growing interest in a potential role for Physician Assistants 

in the Australian health system. This interest has been stimulated by the long success of the 

role in American health care. The role of Physician Assistant developed in the US chiefly to 

supplement the work of doctors, extend their medical practices, and substitute for doctors in 

an expanding number of clinical tasks.  

Several health systems around the world have recently introduced this role as a licensed 

profession (The Netherlands, South Africa, and some Canadian provinces), or have trialled US 

trained Physician Assistants in a range of health services (England, Scotland, and New 

Zealand). In Australia, trials have been conducted in Queensland and South Australia.  

An ageing population, the growing prevalence of chronic illness, and community 

expectations are accelerating the demand on the health workforce in Australia. Among the 

measures considered to meet this demand are expansion of the supply of health workers, 

multidisciplinary care, and gains in productivity and efficiency by changing the distribution of 

clinical tasks. 

Access to health services, particularly medical services, in rural, remote and Indigenous 

communities is an issue of concern in workforce and service planning. Heavy workloads in 

areas of high demand, such as emergency departments and elective surgery, have led to 

the creation of mid-level and advanced clinical roles for nurses and other allied health 

workers.  

Health Workforce Australia engaged Siggins Miller to conduct a comprehensive review of 

international and local literature on the training requirements, roles and responsibilities, 

accreditation, remuneration, and credentialing of Physician Assistants (PAs), and to review 

available results of PA pilots and evaluations in Australia and overseas. 

Key findings from the Physician Assistant literature 

PAs are an established provider of medical services in the US health system. Their roles have 

expanded over the past 50 years to mirror most areas of medicine practised by doctors and 

surgeons. The key attribute of the PA role is delegated practice under the supervision of a 

doctor, not independent practice. This does not preclude some degree of autonomous 

decision making, and processes of supervision vary in different clinical settings.  

The complementary and increasingly autonomous activities that PAs perform for medical 

doctors have prompted detailed attention to the design and accreditation of educational 

programs, and to the credentialing, competencies and scope of practice of PAs. 

There is good evidence that the PA role can improve health care productivity, reduce stress 

on doctors, expand clinical education opportunities, and improve the continuity of care. 

There are consistent reports that PA care is safe, effective and satisfying to patients. 

The PA role offers a career pathway for civilian and military paramedics and other health 

workers, including nurses, allied health practitioners, and Indigenous health workers, who 

seek to work in a medical model of care. 

International interest in the PA role is often driven by shortages of medical services in rural, 

remote or Indigenous communities. Medical services in high demand areas are regarded by 

some proponents as potential areas of employment of PAs in order to extend the practice 

and productivity of physicians and surgeons.  

Some concerns are expressed about the potential effect of the introduction of PAs on the 

availability of student clinical placements and early career training opportunities. There is no 

clear evidence that acceptance of a PA role in the Australian health system will have a 

negative effect on other education and training opportunities. 
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Few conclusions can be drawn from recent Australian trials to inform training programs, 

acquisition of competency, supervision, specialisation, integration into medical teams, and 

value in rural, remote and Indigenous areas skills for locally trained PAs and students. 
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Physician Assistants: an Australian health workforce role  
with potential? 

A review of the literature 

 

This comprehensive search of the literature about the emergence of physician assistants as 

members of the health workforce is one element of a wider inquiry to determine their role in 

the Australian health environment, in the context of other national health workforce reform 

initiatives. The wider inquiry is also informed by examination of relevant documents and 

extensive interviews with informants and contributors, which are essential elements of the 

research results 

The scope of this review reflects the international distribution of PAs and the evolution of their 

professional role. Much of the extensive literature reflects the PA role in the United States over 

the past fifty years. There is an increasing literature reflecting recent interest in other 

countries, including Australia, for adopting and adapting this role in local health systems.  

Structure of the literature review  

The evolution of the PA profession in the United States during the past fifty years has been 

extensively described in major US handbooks (eg Hooker et al 2010; Ballweg et al 2008a)1 

and eloquently summarised for Australian purposes by the Parliamentary Library (Jolly 2008). 

It is not the purpose of this review to repeat that history, but in that context to explore 

commentary, opinion, and reports about developments in the US and other countries over 

the past ten years for their relevance to the Australian health workforce, and to recent pilot 

trials of the PA role in Australia.  

The review deals in turn with education programs required of PAs before they enter practice; 

accreditation of these programs; procedures for credentialing, re-credentialing and licensing 

individual PAs, and the development of competencies; the actual roles and responsibilities 

they fulfil within different scopes of practice and in diverse clinical settings, including primary 

care and specialist practice, the military, and rural, remote and Indigenous health care. 

Specific pilot projects using US trained PAs in Queensland, South Australia, the UK and New 

Zealand are also addressed.  

The search strategy for gathering the sources for this review is set out in Appendix A. 

Terms used for Physician Assistants 

The terms non-physician provider and midlevel practitioner have been used in various health 

systems to refer to advanced level clinical practitioners, including nurse practitioners (NPs), 

physician assistants (PAs), clinical nurse specialists, certified registered nurse anaesthetists, 

and certified nurse midwives. 

When physician assistant roles first evolved in the United States during the 1960s, their role was 

defined by the American Medical Association in this way: 

The physician's assistant is a skilled person qualified by academic and practical training 

to provide patient services under the supervision and direction of a licensed physician 

who is responsible for the performance of that assistant. 

Today the American Academy of Physician Assistants (AAPA) has a detailed definition 

stating that PAs are licensed by a state authority and credentialed by a national authority 

with specific responsibilities and relationship with physicians:2  

Physician assistants are health care professionals licensed to practise medicine with 

physician supervision. PAs employed by the federal government are credentialed to 

                                                      
1 See also the Physician Assistant History Society http://pahx.org/ 

2 The term physician and doctor are used interchangeably in the USA to indicate a medical 

practitioner. 

http://www.aapa.org/
http://pahx.org/


2 

practise. As part of their comprehensive responsibilities, PAs conduct physical exams, 

diagnose and treat illnesses, order and interpret tests, counsel on preventive health care, 

assist in surgery, and in virtually all states can write prescriptions. Within the physician-PA 

relationship, physician assistants exercise autonomy in medical decision making and 

provide a broad range of diagnostic and therapeutic services. A PA's practice may also 

include education, research, and administrative services (AAPA 2007).
 
 

The following definition shows how the physician assistant can undertake some of the roles 

previously done only by doctors;  

Physician assistants are clinicians who are licensed throughout the United States to 

practise medicine in association with physicians. They perform many of the tasks 

previously done solely by their physician partners, including examination, diagnosis, and 

carrying out investigations, as well as treatment and prescribing. All physician assistants 

must be associated with a physician and must practise in an interdependent role, 

described as “negotiated performance autonomy”. (Forde & Pashen 2009) 

In the past the titles ‘Physician’s Extension’ or ‘Surgeon’s Extension’ were also used in some 

specialist contexts in the US. 

In other countries, other terms are also still used to describe this same scope of clinical 

practice. In the Canadian province of Manitoba, the term ‘Clinical Assistants’ is used, and in 

the UK ‘Medical Care Practitioners’ is used in some contexts.  

Variations of the role with similar scopes of practice, though with considerable differences in 

the level of clinical education, have also been described as:  

• ‘Clinical Officer’ in Sub-Saharan Africa 

• ‘Clinical Associate’ in South Africa 

• ’Assistant Medical Officer’ in Tanzania and Malaysia 

• ‘Feldsher’ in Russia and other former Soviet Republics 

• ‘Surgical Technologist’ in Mozambique 

• ‘Assistant Medical Practitioner’ in Fiji.  

These are all collectively grouped under the category 2240 Paramedical Practitioners in the 

International Standard Classification of Occupations (ISCO 2008).  

Physician assistants are not to be confused with medical assistants, who perform clerical, 

administrative and simple clinical tasks with limited postsecondary education, under the 

direct supervision of physicians and other health professionals. 

 

  

http://www.ilo.org/public/english/bureau/stat/isco/
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Physician assistant education programs 

PA education programs began in the US in the mid-1960s. Since then, universities have 

developed accelerated medical programs to equip PAs to work in areas of social need and 

increase the availability of quality health care (Ballweg 2008b). From the outset, curriculum 

models have emerged around the central themes of physician-dependent practice and 

competency-based education (Jones 2007). 

In 1970, the American Medical Association (AMA) passed a resolution to develop 

educational guidelines and certification procedures for PAs leading to the establishment of 

more university based PA education courses. This accrediting agency firmly established a 

competency based approach to PA education, with an emphasis on basic standards 

supporting a diverse educational approach. The practice of sponsoring programs by 

different types of institutions — universities, hospitals, colleges, and medical schools — has 

helped to ensure a diversity of educational approaches that fostered creativity and 

expansion of the profession in a multitude of directions (Morton-Rias & Hammond 2008).  

While PA programs have grown steadily in the US over the past 50years, PA education 

programs in other countries have begun only recently, sometimes following pilot studies in 

Australia, Canada, Scotland, England and New Zealand. 

This review first considers the structure of PA education programs in the US, and then 

examines nascent programs in Australia, Canada, the UK, The Netherlands and South Africa.  

PA education programs in the US — an overview 

From the inception of PA education programs in the US in the 1960s until now, the aim has 

been to offer intense medical education to people with or without previous medical 

experience. The values that the early program leaders projected on PA education and 

subsequently on the profession have been strongly service oriented. Graduates are trained 

to perform many of the tasks previously reserved for physicians, enabling them to assist 

overworked physicians and extend services to underserved patients (Morton-Rias & 

Hammond 2008). Ballweg (2008) says “a commonly heard description of PA education is that 

it is 75per cent of medical school in 50per cent of the time”. This intensity is seen as necessary 

to keep educational costs down and to meet the demand of students to be able to enter 

the workforce as soon as possible, especially since many students had left the health 

workforce to pursue a PA education course (Morton-Rias & Hammond 2008).  

Growth of PA programs in the US has been rapid. From 50 accredited programs in 1971, there 

are now over 154 PA programs with more than 5,700 available first year PA student seats and 

an expected 5,300 new clinicians graduating every year (Leger, Cawley et al 2007). 

According to the 2006 AAPA census, 70,612 individuals were eligible to practice as PAs. This 

reflects a growing need to provide more efficient and cost effective health care to a rapidly 

expanding underserved population.  

PA university programs have at their core the foundational philosophy of providing an 

education that is responsive to the medical needs of the society in which they operate, 

aiming to recruit and train clinicians who are prepared to work in underserved areas, 

especially in rural and remote populations, the inner-city poor and American Indian 

populations (Morton-Rias & Hammond 2008). For instance, the MEDEX program at the 

University of Oregon has a strong rural orientation (Golden et al 1981). Many programs have 

made concerted efforts to recruit and select students from underserved populations in the 

hope that they would return there to practise, and this is exemplified by the University of 

Arizona program which has a Native American stream. Programs provide a broad based 

medical education that graduates can apply to a wide spectrum of medical areas and all 

sections of the population (Cawley 1992).  

PA educational programs have been innovative in medical training methods, incorporating 

a focus on distance learning methods, problem based and care based types of education, 

expanded geriatric assessment and a return to medical home visits, an emphasis on broader 
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patient education and a focus on the development of research skills. There has also been an 

integration of a strong psycho-social emphasis to ensure that PA graduates have competent 

interpersonal skills. PA programs are becoming increasingly internationalized with many 

offering international placements for clinical rotations as part of the educational process, 

resulting in an increased visibility of the profession in other countries (Ballweg, Sullivan et al 

2008; Morton-Rias & Hammond 2008).  

Core innovations introduced to PA educational programs since 2000 include: 

• availability of a centralised application service to assist candidates and programs 

• increasing uses of new classroom technologies to support ever-more-condensed 

curricula 

• expansion of graduate level PA education 

• teaching evidenced-based medicine at the bedside by use of new electronic 

technologies 

• more widespread integration of service-learning into education  

• incorporation of disaster preparedness training into many programs’ curricula 

• greater educational emphasis on health literacy, health financing, and patient rights 

• bioinformatics and genetics are widely added to curricula 

• development of competencies for physician assistants that span initial education and 

lifelong learning (Morton-Rias & Hammond 2008). 

Transition to master’s level  

In May 2000, the American Academy of Physician Assistants said it believed all accredited 

PA programs should award a graduate degree. This reflected a general mood in PA 

educational circles that accredited programs should be at master’s level (Liang 2000). By 

2007, 84per cent of PA programs awarded a master’s degree in PA studies: a Master of 

Physician Assistant Studies (MPAS), Master of Health Science (MHS) or Master of Medical 

Science (MMSc). Some institutions offer a clinical doctorate, the Doctor of Science Physician 

Assistant (DScPA). 

In 2010, there were 154 accredited PA educational programs in the US, up from 148 in the 

previous year. There were 6,630 first year enrolments and 5,964 program graduates. 92per 

cent of these graduates obtained a master’s degree, 5per cent a bachelor’s degree, and 

the rest a certificate or associate degree. This is a significant increase in the award of 

master’s qualifications from less than 40per cent in 2000 (Liang 2011).  

Recent profession-wide transition to a predominantly master’s degree curriculum has 

presented new challenges for faculty development. The supply of doctorate-prepared PA 

educators continues to lag behind the educational needs of training programs. Future 

educational developments include PA training and recognition in specific specialties, 

accreditation of postgraduate training programs, and the possible introduction of clinical 

doctoral degrees as an entry-level credential for PA practice (Jones 2010). 

Entry requirements to PA programs 

To gain entry into a PA program, entrants must possess a graduate degree. This has 

prompted concern that PA education is limited to certain segments of the population who 

can afford the educational debt. It also heralds a move away from the original intention to 

attract Indigenous candidates to qualify and practise as PAs in their own communities 

(Morton-Rias 2008). In the academic year 2002–2003, the total projected expenses incurred 

by PA students (including tuition, books, equipment, and fees) for the duration of the 

program was US$36,154 for residents and US$43,628 for non-residents (41per cent of the 

projected expenses incurred by medical students (Liang 2010). 
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Centralised application process 

PA programs are highly competitive and a national application system is now in place with 

rigorous selection criteria. In 2001, the APAP introduced the Centralized Application Service 

for Physician Assistants (CAPSA).3 This service, now used by over two thirds of programs, has 

made the application process more efficient for applicants, enabling them to apply for 

multiple participating programs.  

CASPA has begun to provide extensive data on the national applicant pool. Analysis of 

these data helps individual programs and PA education in general to make wiser decisions 

about recruitment and selection of students. These efforts in turn may lead to a more diverse 

and more talented student body, better suited to meet future challenges that the profession 

will face. CASPA is a service of the Physician Assistant Education Association (PAEA)4 (Morton-

Rias & Hammond 2008). 

Entrants apply for the course through CASPA and 64per cent of programs are delivered by 

private for profit colleges, universities or medical schools. The remainder are offered by public 

institutions (Liang 2011). 

US University model of PA education 

Most entrants to PA educational programs have previous experience in some form of health 

care (Morton-Rias 2008). PA courses are based on a medical model of training. First year PA 

students complete the same classes as first year medical students. PA students complete 

their training in two to three years. Some courses offer a residency program in specialty 

practice.  In contrast, medical students undertake a four year graduate program and a four 

year residency program before qualification.  

Most courses adopt a didactic mode of training. The first year is split between classroom 

teaching and laboratory instruction in medical and behavioural sciences. The second year 

consists of clinical rotations in internal medicine, family medicine, surgery, pediatrics, 

obstetrics and gynecology, oncology, emergency medicine, or geriatric medicine. 

PA Master’s degree structure (from (Ballweg et al 2008b) 

 

                                                      
3 https://portal.caspaonline.org 

4 http://www.paeaonline.org/ 
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The typical US program has a full-time attendance curriculum of 26.5 continuous months, 

evenly divided between preclinical and clinical curricula (Jones 2007). The number of clinical 

hours across accredited programs is between 1,600 and 2,400 hours. Half the programs 

surveyed in the 26th Annual Report on PAEP programs required students to complete a 

rotation in an underserved area for an average of 8 weeks (Liang 2011).  

After graduation, candidates must pass the Physician’s Assistants National Certifying Exam 

(PANCE) to become a certified Physician’s Assistant (PA-C), and this allows them to obtain 

licensure to practice in all states in America (Hooker, Cawley et al 2010).  

Postgraduate PA education 

There are 41 operational postgraduate training programs recognised by the Association of 

Postgraduate Physician Assistant Programs. Programs are typically 12 months in length, are 

based on a didactic and clinical curriculum similar to physician residency programs, and 

offer certificates of specialty training (Liang 2010). Currently no set standards exist for PAs 

practising in specialty settings. This has caused debate among PA educators and leaders of 

the major PA professional organisations, and the topic of PA speciality training and 

recognition remains controversial (Jones 2007, 2010). 

Clinical doctorate qualification for PAs 

The topic of a clinical doctorate for PAs has emerged as a polarising subject of intense 

debate among PA educators, many of whom feel that such a degree pathway already 

exists at allopathic or osteopathic medical schools. Some propose that a clinical PA doctoral 

degree would elevate and enhance the profession, and that employers and patients would 

have a higher level of confidence in PAs with such degrees. However, there is a concern that 

educational researchers have not defined a unique body of PA knowledge, skills, or 

attributes that differ enough from that of medical education to justify the existence of a 

clinical doctoral degree for PAs (Jones 2010). 

The future of PA education in US 

Most recent workforce predictions point to an increasing shortage of physicians, and the 

AAMC responded in 2006 with a call to increase medical school enrolment by 30per cent 

during the next decade. This action has been met with a similar call for increased PA 

program enrolment. The representation of minorities in health professions training programs 

continues to fall short of reflecting the national distribution of minorities, and their 

representation among PAs is also inadequate and falls below that of allopathic physicians. 

This discrepancy is an issue of concern for PA educators and policy makers, especially given 

the increasing diversity of the population.  

A further issue for PA educators is the increasing feminisation of the PA workforce, which may 

lead to changes in workforce availability, if similar patterns of practice for female PAs match 

those of female doctors.  

PA training in Canada  

There are currently four accredited PA training programs in Canada. 

McMaster University physician assistant education program 

McMaster University’s PA education program is offered in the University’s School of Medicine. 

Its stated mission is “to educate energetic, innovative, committed and caring individuals to 

become role models in a new health care delivery model practising medicine under the 

supervision of a physician to expand health care access for the people of Ontario”). 5 

A minimum of 10 full courses (or 20 half courses over two years) leads to the degree of 

Bachelor of Health Sciences (Physician Assistant). Applicants must have achieved an 

                                                      
5 http://fhs.mcmaster.ca/main/medschool.html and http://fhs.mcmaster.ca/physicianassistant/ 

http://www-fhs.mcmaster.ca/physicianassistant/
http://fhs.mcmaster.ca/main/medschool.html
http://fhs.mcmaster.ca/physicianassistant/
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average of at least three or higher on the Ontario Medical School Application Service.6 

Invited applicants participate in a ‘multiple mini-interview’ to help judge an applicant's 

merits. Previous courses that have employed small group, self-directed learning or inquiry are 

regarded as good preparation for the PA program.  

The program uses inquiry and problem-based-learning, to enhance the student’s ability to 

think critically, solve problems, demonstrate initiative and independence in practice, and 

promote lifelong learning. Year 1 consists of clinical science courses, and Year 2 consists of 

clinical training. 

The Consortium of Physician Assistant Education (Ontario) 

The Consortium of PA Education is a collaboration of the Northern Ontario School of 

Medicine, the University of Toronto, and The Michener Institute for Applied Health Sciences, 

created under the direction of the Ontario Ministry of Health and Long-Term Care.7  

The two-year PA program leads to the degree of Bachelor of Science Physician Assistant. The 

BScPA is delivered over six consecutive semesters as a full-time undergraduate professional 

degree program as a combination of on-site and distance education. The first year is 

academically focused, and the second year is clinically focused. 

Students carry out on-line learning at home in the first year. Students complete 15 courses, 

including 120 hours of longitudinal clinical experience.  

The second year of the program centres on clinical education: students are required to 

attend classes in four-week residential blocks to integrate inter-professional education, 

simulation-based skills development, and hands-on assessments. They undertake 40 weeks of 

supervised direct clinical contact in rural and urban settings.  

Advanced standing into the program is available for applicants who have 10 full courses or 

equivalent credits at a recognised university, and an average at least three on the OMSAS 

scale. They are required to have completed tertiary courses in anatomy, chemistry, and 

physiology, and have experience as a health professional in good standing, with at least one 

full-time year of direct patient contact in patient care in hospitals, medical offices, nursing 

homes, home care home or other health facilities.  

Efforts are made to arrange some of the clinical placements close to where the students live, 

in the hope that it will encourage them to practise as PAs in those areas. 

Canadian Forces Health Services Training Centre Physician Assistant Program 

The Canadian Forces (CF) Medical Service School in Borden, Ontario, offers the degree of 

Physician Assistant Baccalaureate through the University of Nebraska. It is available only to 

members of the CF. It is a two-year course. 

All students granted admission to the Canadian Physician Assistant Program (CPAP) are 

drawn from existing paramedical personnel within the Canadian Forces Medical Branch and 

are selected by merit by a military selection board. The CPAP students have previously 

attended several formal paramedical courses and have completed a significant number of 

on the job clinical training hours to maintain medical competency in their related medical 

fields.  

Candidates attending this course must hold the rank of sergeant and a primary leadership 

qualification, and be a medical technician qualification level 6A. 

                                                      
6 http://www.ouac.on.ca/docs/omsas/b_omsas_e.pdf 

7 http://www.facmed.utoronto.ca/programs/healthscience/PAEducation.htm 

http://www.facmed.utoronto.ca/programs/healthscience/PAEducation.htm
http://www.forces.ca/
http://www.ouac.on.ca/docs/omsas/b_omsas_e.pdf
http://www.facmed.utoronto.ca/programs/healthscience/PAEducation.htm
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The first year (Phase 1) comprises 52 weeks of didactic training in these clinical areas: 8 

 patient assessments 

 disorders due to physical agents 

 pharmacological therapy 

 minor surgical procedures 

 emergency cardiac management 

 emergency trauma management 

 health protection services 

 diagnostic investigations  

 communicable diseases 

 emergency dental care 

 head, ears, ENT complaints  

 respiratory complaints 

 gastrointestinal complaints 

 mental health disorders/problems 

 neurological complaints 

 musculoskeletal complaints 

  genitourinary and male reproductive 

complaints 

 obstetrical/gynaecological complaints 

 cardiovascular disorders 

 dermatological disorders 

 endocrine disorders 

 immunological and haematological 

disorders 

 paediatric patients 

 geriatric patients  

 administration 

 

The second year (Phase 2) is 49 weeks of clinical rotations offered in civilian medical centres: 

 general surgery/urology or anaesthesia 

 obstetrics and gynaecology 

 orthopaedics/sport medicine 

 internal medicine 

 ENT  

 psychiatry 

 paediatrics 

 geriatrics 

 emergency medicine 

 family practice 

 trauma 

 a clinical elective 
 

The Training Centre also offers a PA Maintenance of Clinical Skills Program (MCSP) with a two-

fold aim:  one, to confirm and consolidate the knowledge and skills acquired during the PA 

Course; and two, to allow the PA to maintain an acceptable level of knowledge and skills for 

mentored and independent clinical duty that cannot be maintained by the scope of clinical 

practice available within the CF.9 

University of Manitoba Physician Assistant Education Program 

The Manitoba program offers a Master of Physician Assistant Studies degree. It is open to 

graduates of a four year bachelor's degree, preferably in a health sciences field, from a 

college recognised by the university, with a minimum grade point average of three in the last 

two full years of study. Undergraduate courses in anatomy, physiology and biochemistry are 

required if they were not already taken in the first degree. Courses in microbiology and 

psychology are considered assets. Applicants should have had 2000 hours of direct patient 

contact — direct involvement in treatment or care planning and delivery for patients in 

hospital, medical offices, nursing homes, home care or other care facility.  

Admitted students must be on the educational register of the College of Physicians and 

Surgeons of Manitoba as a prequalification PA student for the duration of the program.  

Year 1 comprises these didactic courses:10  

Semester 1:  

 pharmacology 

 physiology and pathophysiology 

 human anatomy 

 genetics 

 biochemistry 

 research and clinical practice  

 patient assessment  

 professional studies (informatics, ethics, culture) 

 

                                                      
8 http://www.forces.gc.ca/health-sante/pub/pdf/mcsp-pmcc/annC-app2-eng.pdf 

9 (http://www.forces.gc.ca/health-sante/pub/pdf/mcsp-pmcc/annC-eng.pdf 

10 http://umanitoba.ca/faculties/medicine/education/paep/index.html 

http://umanitoba.ca/faculties/medicine/education/paep/
http://www.cpsm.mb.ca/
http://www.cpsm.mb.ca/
http://www.forces.gc.ca/health-sante/pub/pdf/mcsp-pmcc/annC-app2-eng.pdf
http://www.forces.gc.ca/health-sante/pub/pdf/mcsp-pmcc/annC-eng.pdf
http://umanitoba.ca/faculties/medicine/education/paep/index.html
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Semester 2 

 pharmacology 

 physiology and pathophysiology 

 obstetrics & gynaecology 

 patient assessment 

 principles of psychiatry 

 adult medicine 

Semester 3: 

 diagnostic imaging 

 patient assessment 

 microbiology 

 principles of surgery 

 adult medicine 

 paediatrics 

 emergency / critical care 

 

Year 2 comprises these clinical rotations: 

Clinical rotations 

 family medicine  

 clinical internal medicine  

 clinical surgery  

 orthopaedic & sports medicine  

 clinical paediatrics  

 clinical psychiatry  

 community health  

 clinical emergency medicine  

 clinical obstetrics & gynaecology  

 clinical anaesthesia  

 clinical electives 

 

PA education programs in Australia and New Zealand 

Only one PA education program has begun in Australia, though others are planned.  The 

two-year master’s program at the University of Queensland (UQ) began in 2010. It was 

developed jointly by PA academics from the US and the UQ School of Medicine, first as a 

response to perceived shortages of medical clinicians in underserved populations in rural 

and remote communities, and secondly as an attempt to trial innovative, medical role 

changes in the Australian health workforce. However, the course was closed to new 

enrolments in mid 2011. The first cohort of students graduated in July 2011 and the final 

cohort is likely to graduate in December 2012. 

Detail of the program structure and sequence of courses and curricula content and 

assessment design, including clinical rotations and their management were as follows:  

University of Queensland PA Program 

The UQ Physician Assistant Studies program was an initiative of the then Executive Dean of 

the Faculty of Health Sciences, Professor Peter Brooks (Brooks and Ellis 2006; Australian Doctor 

2008). A US academic, Karen E. Mulitalo (MPAS, PA-C) was recruited as Program Director in 

2009. She was formerly an assistant professor at the University of Texas PA program in Dallas, 

and chair of the US Physician Assistant Education Association Committee on Ethnic and 

Cultural Diversity. 

The PA program began in mid 2009, and offered a master’s degree (MPhysAsstSt) with two 

semesters of didactic courses (taken part-time, largely as online distance study) followed by 

two semesters of full time study in eight clinical rotations. The academic weighting of the 

program was equivalent to 18 months fulltime study and the UQ standard weighting for a 

master’s program.  

An eight unit graduate certificate was also offered for two purposes. A few applicants 

without an undergraduate degree but with at least five years experience as defence medics 

or paramedics were admitted to the graduate certificate but not to the master’s degree. On 

successfully completing the graduate certificate, students were permitted to transfer to the 

master’s with full credit for the coursework they had completed. These courses were the 

same as those undertaken by students in the master’s. The graduate certificate also 

provided an early exit point for students unable to complete their master’s program.  
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Minimum requirements for admission included an approved bachelor’s degree in biological 

sciences, health sciences or a related clinical field, with a grade point average of four and 

at least 12 months recent clinical experience appropriate to the program. Most applicants 

were interviewed before they were accepted to the program. The program was not 

available to international students. Indicative annual fees in 2010 were $13,120, compared to 

the indicative annual fee for the graduate medical program of $8,859. 

The published program description stated: 

“A Physician Assistant (PA) is a midlevel health care practitioner working under the 

delegated authority of a medical practitioner. At the core of the physician assistant 

profession is a team approach to patient care. With this approach a PA is able to provide 

continuity of care, increase provider accessibility and improve quality of life for both 

patients and practitioners to better meet the long-term needs of the community. 

While this degree may be accredited by an official industry accreditation body in 

Australia, completion of the degree may not result in graduates receiving automatic 

accreditation.” (University of Queensland 2010) 

The program structure and course content were adapted from US PA education programs 

strongly influenced by the Duke University model. Part A comprised courses in principles of 

primary care medicine, clinical skills, and professional issues for physician assistants. Part B 

comprised clinical rotations in general practice, internal medicine, aged care, surgical and 

emergency department, and two elective rotations.  Students were provided with a 

hierarchy of learning objectives in a lengthy handbook for each course.  

The program has been described as intensive and of the forty students initially enrolled seven 

have not or may not complete their master’s degree. Of the first cohort of UQ students, 

eleven graduated in July 2011, and five others are at various stages of completion. Of the 

second cohort, fifteen should graduate in July 2012 and two others should complete by the 

end of 2012.  

The student cohort all had previous clinical experience, averaging 13 years, in disciplines 

including physiotherapy, pharmacy, nursing, naturopathy, defence medics, and emergency 

services paramedics. Their average age was over 40, and about half came from rural areas 

with an intention to work there. Positive reports of the effectiveness of the students’ clinical 

placement during their rotation year have also been recorded. (Sweet 2011)  

An official statement said key factors in closing the program included “the resignation of the 

Program Director and the difficulty in recruiting a replacement within this field, the significant 

uncertainty about the future of a physician assistant workforce in Australia, and the 

associated financial risk” (Mallon 2011). Professor David Wilkinson, Head of the School of 

Medicine, confirmed UQ’s “commitment to health workforce development and reform” 

through other sources (Sweet 2011.)  

Planned PA programs in Australia and New Zealand  

A proposed PA bachelor’s degree program will begin at James Cook University in Cairns in 

early 2012.11. The Universities of Auckland in New Zealand12 and Edith Cowan University in 

Perth13 are also actively planning the development of PA programs and are awaiting the 

outcome of this HWA review as part of their planning process. The University of Adelaide is 

also considering the potential for such a program.14 

                                                      
11 http://www-public.jcu.edu.au/courses/course_info/index.htm?userText=102010- 
12 http://www.cmdhb.org.nz/careers/clinical/physicianassistant/  
13 (http://www.ecu.edu.au/future-students/our-

courses/view?sq_content_src=%2BdXJsPWh0dHAlM0ElMkYlMkZ3ZWJzZXJ2aWNlcy53ZWIuZWN1LmVkdS5hdSUyRmZ1d

HVyZS1zdHVkZW50cyUyRmNvdXJzZS12aWV3LnBocCUzRmlkJTNEMDAwMDAwMjY2MiUyNmFjdGlvbiUzRG92ZXJ2aWV

3JTI2bG9jYXRpb24lM0R0b3BsZXZlbCZhbGw9MQ%3D%3D  

14 http://www.adelaide.edu.au/degree-finder/2012/mpas_mphysas.html  

http://www-public.jcu.edu.au/courses/course_info/index.htm?userText=102010-
http://www.cmdhb.org.nz/careers/clinical/physicianassistant/
http://www.ecu.edu.au/future-students/our-courses/view?sq_content_src=%2BdXJsPWh0dHAlM0ElMkYlMkZ3ZWJzZXJ2aWNlcy53ZWIuZWN1LmVkdS5hdSUyRmZ1dHVyZS1zdHVkZW50cyUyRmNvdXJzZS12aWV3LnBocCUzRmlkJTNEMDAwMDAwMjY2MiUyNmFjdGlvbiUzRG92ZXJ2aWV3JTI2bG9jYXRpb24lM0R0b3BsZXZlbCZhbGw9MQ%3D%3D
http://www.ecu.edu.au/future-students/our-courses/view?sq_content_src=%2BdXJsPWh0dHAlM0ElMkYlMkZ3ZWJzZXJ2aWNlcy53ZWIuZWN1LmVkdS5hdSUyRmZ1dHVyZS1zdHVkZW50cyUyRmNvdXJzZS12aWV3LnBocCUzRmlkJTNEMDAwMDAwMjY2MiUyNmFjdGlvbiUzRG92ZXJ2aWV3JTI2bG9jYXRpb24lM0R0b3BsZXZlbCZhbGw9MQ%3D%3D
http://www.ecu.edu.au/future-students/our-courses/view?sq_content_src=%2BdXJsPWh0dHAlM0ElMkYlMkZ3ZWJzZXJ2aWNlcy53ZWIuZWN1LmVkdS5hdSUyRmZ1dHVyZS1zdHVkZW50cyUyRmNvdXJzZS12aWV3LnBocCUzRmlkJTNEMDAwMDAwMjY2MiUyNmFjdGlvbiUzRG92ZXJ2aWV3JTI2bG9jYXRpb24lM0R0b3BsZXZlbCZhbGw9MQ%3D%3D
http://www.ecu.edu.au/future-students/our-courses/view?sq_content_src=%2BdXJsPWh0dHAlM0ElMkYlMkZ3ZWJzZXJ2aWNlcy53ZWIuZWN1LmVkdS5hdSUyRmZ1dHVyZS1zdHVkZW50cyUyRmNvdXJzZS12aWV3LnBocCUzRmlkJTNEMDAwMDAwMjY2MiUyNmFjdGlvbiUzRG92ZXJ2aWV3JTI2bG9jYXRpb24lM0R0b3BsZXZlbCZhbGw9MQ%3D%3D
http://www.adelaide.edu.au/degree-finder/2012/mpas_mphysas.html
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PA training in the UK 

In 2006, the UK National Health Service (NHS) established a Competence and Curriculum 

Framework Steering Group to develop a competence and curriculum framework for the 

emerging role of the physician assistant, building on work already begun by medical 

colleges, and informed by a public consultation process (NHS 2006; Hooker et al 2010, 175).  

The stated purpose of the competence framework was to set out the core competences the 

PA was expected to be able to demonstrate across all their clinical practice; the range of 

procedural skills in which the PA must have demonstrated competence; and the core 

clinical conditions and the level of responsibility the PA was expected to take for diagnosis 

and management. 

The purpose of the curriculum framework was to make a transparent and agreed 

professional standard explicit and to set out the criteria which any initial training program for 

PAs must meet, in order to ensure that such a professional standard can be achieved.  

The major recommendations of the steering group report were: 

 qualified and registered PAs would have access to the same prescribing formulary as 

that of their supervising physician 

 a period of internship of 12 months was required for the smooth transition between 

trainee and regulated professional 

 a single national assessment for the profession should be in place before entry onto the 

statutory register, to establish parameters of competence and build public confidence 

 regular compulsory periodic assessment of knowledge through testing should ensure the 

underpinning principles of demonstrating public safety and maintaining generalist 

function. The passing of the test every five years would be a condition of continuing use 

of the protected title 

 compulsory periodic assessment would be funded by test fees paid by the individual 

 the validation and accreditation of PA programs of education would be carried out in 

accordance with the requirements and standards of the approved regulator  

 the regulator would accredit courses that lead to entry on the statutory register and the 

ability to practise in the UK using the protected title 

 the working title of Physician Assistant was considered the most appropriate. 

The NHS now lists PA positions on its careers website. The entry requirement to one of the 

available training programs is a science-oriented first degree, but health care staff who have 

a first level qualification in nursing, physiotherapy or as a paramedic may also apply to 

universities providing the education to become a PA. Training has been developed by a 

small number of higher education institutions, including the University of Hertfordshire, the 

University of Birmingham, Wolverhampton University, St George’s Medical School at the 

University of London, and at the University of Aberdeen. The three later programs are 

currently enrolling PA students. 

The NHS website says PAs must meet a nationally approved standard of training and practice. 

This is a requirement of the Competence and Curriculum Framework for Physician Assistants. 

However, this is not yet a registered profession and, while national moves towards protected 

registration are under way, successful completion cannot be guaranteed. 15 

The British Medical Association’s Glossary of allied health care professionals says the role of 

physician assistant is relatively new in the UK NHS. The National Practitioner Program has 

developed a project to train and introduce nine physician assistant roles into the NHS, 

provisionally designated as: 

 advanced critical care practitioners 

 anaesthesia practitioners 

                                                      
15 http://www.nhscareers.nhs.uk/details/Default.aspx?Id=1964 

http://www.herts.ac.uk/gsa_courses/Physician-Assistant-Studies--Medical-Practice.cfm
http://www.wlv.ac.uk/default.aspx?page=14123
http://www.sgul.ac.uk/physicianassistant
http://www.sgul.ac.uk/physicianassistant
http://www.nhscareers.nhs.uk/details/Default.aspx?Id=1964
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 assistant critical care practitioners 

 assistant theatre practitioners 

 endoscopy technicians 

 medical care practitioners 

 operating department practitioners 

 perioperative specialist practitioners 

 surgical care practitioners. 

For the purposes of this initiative, the training required for these roles varies from an 18-month 

level 3 National Vocational Qualifications training program, to a year’s training for experienced 

health care workers, or a degree or postgraduate diploma, depending on the nature of the 

role (BMA 2009).16 

Meanwhile, especially in Scotland, the NHS recruited US trained PAs to meet the shortage of 

doctors until a local training program was established. PAs were hired for two years by four 

health boards (Grampian, Lanarkshire, Tayside and Lothian) to work in GP surgeries, accident 

and emergency units and other hospital departments (Buchan et al 2007; Times Online 2010). 

A PA training program has now begun at the University of Aberdeen.17 

PA training in The Netherlands  

In the Netherlands, the first class of PA students entered the Academy of Health care in 

Utrecht in 2001. Following the success of this program, the University of Arnhem/Nijmegen 

started a PA program in 2003.  

The Arnhem-Nijmegen model program comprised a competency-based curriculum applying 

scientific and evidence-based knowledge in a self-sufficient manner; and a didactic 

curriculum developing medical reasoning through problem-based learning, case studies and 

clinical skill labs. The skill labs have four components:  

 a cognitive component — what is needed to understand how an action must be 

performed  

 a motor component — practising how to perform the right action at the right time  

 a psychological-social component — understanding the importance of the stress, pain, 

and discomfort that the application of clinical procedures brings about in real life and 

how to deal pain, distress in the patient, or even a bad outcome  

 a dexterity component — the students’ ability to be adaptable, careful, fast, flexible, 

coordinated, and accurate.  

Each student works weekly with a medical mentor to define the role of the PA.  The faculty is 

drawn from practising doctors and the graduate health science faculty. A medical 

education specialist supervises the faculty and helps develop educational modules, learning 

objectives, and recommended literature (Harbert et al 2004). 

Three more programs were established in 2005 in Diemen, Rotterdam, and Groningen. There 

is also now a PA educational program at the University of Leiden (Spenkelink-Schut et al 2008).  

A bachelor's degree is required before becoming a PA student, together with at least two 

years of health care experience. The course of study is in ten 10-week blocks of time: six 

weeks of each block working in the chosen specialty, and then four weeks in another facet 

of medicine. Only one day a week is spent in the classroom: students do most of the didactic 

curriculum at home and are tested in the classroom in periodic tests that must be passed 

before moving to the next block. On successfully finishing the third year, they graduate with a 

master's degree. PA students are paid a salary while studying, covered partly by the 

government and partly by the physician mentor (Olsen 2006).  

                                                      
16 http://www.bma.org.uk/patients_public/whos_who_health care/glossallied.jsp 

17 http://www.abdn.ac.uk/prospectus/pgrad/study/taught.php?code=physician_assistant 

http://en.wikipedia.org/wiki/Netherlands
http://en.wikipedia.org/wiki/University_of_Leiden
http://www.bma.org.uk/patients_public/whos_who_healthcare/glossallied.jsp
http://www.abdn.ac.uk/prospectus/pgrad/study/taught.php?code=physician_assistant
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From the outset, these programs were accredited by the Accreditation Organisation of 

Netherlands and Flanders (NVAO), and funded by the Ministry of Health, Welfare and Sport 

and the Ministry of Education, Culture and Science. A new initial accreditation system came 

into operation on 1 January 2011 focussed on the quality of individual training programs. 

In 2004 the graduate PAs founded a professional Academy, the Nederlandse Associatie 

Physician Assistants (NAPA). The mission of the NAPA is to promote quality, accessible health 

care, and promote the professional and personal development of PAs.18 

The NAPA accredits physician assistants able to show that they have concluded a widely 

orientated PA training and are active as physician assistants. The requirements to be allowed 

to use the Master Physician Assistant title are completion of an NVAO accredited education 

program, registration in the certification registry of NAPA Physician Assistants, and meeting 

the requirements as defined in the NAPA quality register.  

NAPA drew up a professional profile of the PA in anticipation of legislation in 2009 to formalise 

the PA’s legal framework. A study group on quality and education also drew up a 

professional code reflecting the common standards and codes of conduct applying to the 

PA. In developing the code, NAPA worked closely with the Royal Netherlands Society for 

Medical Science. NAPA also maintains a Quality Assurance Register.19 

PA training in Germany 

PAs are not yet a registered profession in most parts of Germany, but are permitted to 

practise under delegation from a medical doctor.  Three year PA training programs leading 

to the BSc degree are available in Berlin, Rheine, and Karlsruhe. Most PA students start their 

training with a background of health care experience. 

The new Karlsruhe Duale Hochschule Baden-Wurttemberg (DHBW) program is a response to 

the demand for an increased supply of qualified health care personnel in the health reform 

bill enacted in October 2010.20 There is a growing need for PAs to fill the large shortfall of 

doctors in city hospitals, and PAs are expected to be employed in hospital settings in their 

chosen specialties. There is also a shortage of the traditional family doctors, and in future PAs 

could fill this gap in primary care. Unlike PAs, other ancillary roles such as paramedics, 

surgical technical assistants, and medical technical assistants are not yet authorised under 

federal legislation.  

The province of Baden-Württemberg registers PAs through the German Association of 

Physician Assistants, which is currently also responsible for the registration of internationally 

qualified physician assistants.21 

PA training in South Africa 

South Africa’s Clinical Associate Program began in 2004. Four years later, in January 2008, the 

first group of 23 students enrolled at Walter Sisulu University in Umthatha in the Eastern Cape. 

In the same year, the Health Professions Council of South Africa (HPCSA) endorsed the 

introduction of Clinical Associates by establishing a register of mid-level health workers in 

medicine. The Medical and Dental Board of the HPCSA subsequently developed guidelines 

to assist other training institutions that may be interested in training clinical associates. 

The national program started when the Department of Health’s Strategy on Health Human 

Resources recommended that a mid-level medical worker program be developed by 

various health professional groups, in order to facilitate implementation of a primary health 

care package across South Africa. The program also sought to address the shortage of 

                                                      
18 http://napa.artsennet.nl/English/Professional-Profile/Foreword.htm 

19 http://napa.artsennet.nl/English/Quality-Assurance-QA.htm 

20 http://www.dhbw-karlsruhe.de/allgemein/studiengang-arztassistent/ 

21 http://www.physician-assistant.de 

http://napa.artsennet.nl/English/Professional-Profile/Foreword.htm
http://napa.artsennet.nl/English/Quality-Assurance-QA.htm
http://www.dhbw-karlsruhe.de/allgemein/studiengang-arztassistent/
http://www.physician-assistant.de/
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doctors, particularly in rural areas. Its introduction attracted both criticism and support from 

the medical profession (van Niekerk 2006; Couper 2006; Hugo & Mfenyana 2006). 

The aim of the program is to develop a new group of health care workers with the necessary 

knowledge, attitudes and psychomotor skills to be able to work in a hospital environment, 

assisting the doctor and other health care staff in doing procedures and assessing patients 

mainly in casualty and emergency wards, but also in other wards and theatre. The role is 

described as similar to the physician assistant in the US. It is intended that they will work in 

smaller hospitals to improve patient care especially in rural and disadvantaged communities. 

The clinical associate's scope of practice has been defined by the context, and by the 

requirements of district hospitals, with particular focus on emergency care, skilled clinical 

procedures, and inpatient care. Medical services that clinical associates provide include, but 

are not limited to, obtaining patient histories and performing physical examinations; ordering or 

performing diagnostic and therapeutic procedures; interpreting findings and formulating a 

diagnosis for common and emergency conditions; developing and implementing a treatment 

plan; monitoring the effectiveness of therapeutic interventions; assisting at surgery; offering 

counselling and education to meet patient needs; and making appropriate referrals. 

Educational programs at the Universities of Witwatersrand, Limpopo and Pretoria began in 

January 2009 with 79 students. In December 2010, the first Walter Sisulu University cohort of 23 

students was awarded the Bachelor of Clinical Medical Practice (BCMP). Their studies used a 

problem-based learning curriculum, while the students spent much of their time working in 

the health system, with communities, in hospitals and clinics to obtain first-hand clinical 

experience (Ngalika 2011). 

Witwatersrand’s Rural Health Unit, in association with the national Department of Health and 

South Rand Hospital in Gauteng or Lehurutshe Hospital in North West Province, offers a three 

year Bachelor of Clinical Medical Practice (BCMP) program leading to the qualification of 

clinical associate that can be registered with the HPCSA. The curriculum develops a sound 

knowledge of the medical and clinical sciences so as to understand conditions and 

management strategies. Students are expected to have detailed knowledge of the bio- 

psychosocial and clinical sciences in the performance of procedures (Witwatersrand 2011). 

The qualified clinical associate will be expected to  

• assist with the assessment and management of patients in casualty or ward situations, 

for children and adults, for all conditions likely to occur in a district hospital  

• take responsibility for performing routine procedures in district hospital wards, casualty 

and the outpatient departments under supervision 

• form an essential part of the health care team in rural districts (AIHA 2011). 
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Accreditation, licensing and competencies 

Accreditation of PA training in the US 

In the 1960s, a range of formally and informally trained health care workers, variously called 

midlevel providers, assistant medical officers, or physician’s assistants emerged in the US. The 

development was welcomed as a response to a shortage of doctors, and especially the 

need for new kinds of primary care workers. Training programs for these roles began in the 

mid-1960s at Duke University, the University of Washington, and the University of Colorado. By 

1968 the American Association of Physician Assistants (AAPA) was founded and began 

publication of a journal, and an American Registry of Physician’s Assistants was founded in 

1970. However, up to this point there was no formal agreement or uniformity to define the 

competence or scope of practice of these workers. 

The newly established Institute of Medicine in the US National Academy of Science 

suggested a pattern of classification of PAs based on their capacity to make independent 

judgments or to work in a clinical specialty. The Institute’s work encouraged the medical 

establishment to move towards supporting accreditation of PA training programs. The 

leaders of the Duke University program had asked the AMA to draw up educational 

guidelines for PAs, and in 1971 the AMA’s Council on Medical Education, with the support of 

a number of medical colleges and societies, approved a set of “educational essentials” for 

accrediting PA training programs (Ballweg 2008).  

These accreditation standards were revised in 1978, 1985, 1990, 1997, 2000, and 2005, and 

endorsed by the American Academy of Family Physicians, American Academy of 

Paediatrics, American Academy of Physician assistants, American College of Physicians, 

American College of Surgeons, the AMA, and the Physician Assistant Education Association 

(PAEA) (Hooker et al 2010, 587). 

Processing of accreditation applications began in 1972, and in following years was 

performed by a Joint Committee of the AMA’s Committee on Allied Health Education and 

Accreditation (CAHEA), later renamed the Accreditation Review Committee (ARC). In 2000, 

the ARC became an independent entity, and changed its name to the Accreditation 

Review Commission on Education for the Physician Assistant (ARC-PA) (Ballweg 2008). The 

ARC-PA is recognised by the US Council for Higher Education Accreditation (CHEA). 

Accreditation is a voluntary process. It involves a comprehensive review against the agreed 

standards, based on information supplied in the application, a self-study report, the report of 

a site visit evaluation team, and the program’s previous history (Hooker et al 2010, 588). 

The ARC-PA website describes its purpose as follows:22 

“The ARC-PA encourages excellence in PA education through its accreditation process 

by establishing and maintaining standards of quality for educational programs. It awards 

accreditation to programs through a peer review process that includes documentation 

and periodic site visit evaluation to substantiate compliance with the Accreditation 

Standards for Physician Assistant Education. The accreditation process is designed to 

encourage sound educational practices and innovation by programs and to stimulate 

continuous self-study and improvement.” 

Certification of PAs in the US 

In parallel with accreditation of training courses, the AMA’s House of Delegates asked the 

Council of Health Manpower to help develop a national certification program for PAs. It was 

concerned that the new professional role should develop in an orderly fashion, under 

medical guidance, and be measured by high standards (Ballweg 2008a). In 1972 the National 

Board of Medical Examiners and the AMA convened representatives from fourteen 

organisations, including the AAPA and PAEA, to discuss establishing an independent 

                                                      
22 http://www.arc-pa.org/ 

http://www.chea.org/
http://www.arc-pa.org/
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certifying authority for the PA profession, and to ensure the quality of individual graduates. 

Three years later, the National Commission on Certification of Physician Assistants (NCCPA) 

was formed to perform that role. 

The NCCPA is the nationally recognised certifying body for physician assistants in the US. Its 

goal is to assure the public that certified PAs meet professional standards of knowledge and 

clinical skills. All US states and territories rely on NCCPA certification criteria for initial licensure 

or regulation of PAs.  

To attain certification, PAs must graduate from an accredited program and pass the 

Physician Assistant National Certifying Exam (PANCE), a multiple-choice test with 360 

questions that assess basic medical and surgical knowledge. After passing PANCE, PAs 

become NCCPA-certified, which entitles them to use the PA-C® designation until their first 

cycle expires (about two years). To maintain certification and retain the right to use the PA-C 

designation, they must document 100 continuing medical education (CME) hours every two 

years, and pass a recertification exam in the fifth or sixth year of a six-year cycle.23 

Both the certification and recertification examinations were computerized in 1999, allowing 

greater access and availability for new graduates and practicing PAs. The certification 

examination is now administered throughout the year in three separate windows of 

availability.  

Recertification became a focus of controversy among many PAs who were concerned that 

a primary care exam potentially discriminated against specialty PAs. Supporters of the exam 

argued that the PA’s role was primary care even in specialty practice. After some years of 

controversy, an alternative recertification which did not require a proctored exam was 

approved in 1991, but was discontinued in 2010 for consistency with other health professional 

groups (Ballweg 2008b). The recertification exam is given twice each year. 

The NCCPA board examination was originally open to three groups seeking certification: 

formally trained PAs graduated from an ARC approved program; nurse practitioners 

provided that they had graduated from a family or paediatric nurse practitioner program at 

an accredited medical or nursing school; and informally trained PAs, provided they had 

worked for four recent years in a primary care setting. However, since 1986 only graduates of 

ARC-PA accredited PA programs have been eligible to sit the NCCPA examination. 

NCCPA has recently reinforced the integrity of the certification process, including random 

CME audits, logging PAs’ CME duties, requiring new graduates to become certified within six 

years or six attempts at PANCE, and a more comprehensive disciplinary policy, including 

establishment of a Code of Conduct for certified and certifying PAs. 24 

The NCCPA Foundation promotes and supports the PA profession through research and 

educational projects. Foundation activities have included a PA Ethics Project with the PAEA, 

a Best Practice Project on relationships between PAs and their supervising physicians, and a 

research grants program (Ballweg 2008b). 

All US states have now enacted laws or regulations recognising PAs. They are licensed in 43 

states and the District of Columbia, certified in four states, and registered in three states. In 

place of delegations contained in medical practice acts, many states have separate PA 

practice acts, and set up separate advisory PA licensing boards composed of practicing PAs 

and practicing doctors who work with PAs (Golcar et al 2008).  

Competency development in the US 

Competencies for the PA profession were jointly developed by the NCCPA, ARC-PA, AAPA, 

and the PAEA, based in part on the competencies for medical residents of the Accreditation 

Council for Graduation Medical Education (ACGME). The competencies were approved by 

all four organizations in 2005. They cover the six areas of medical knowledge, interpersonal 

                                                      
23 http://www.nccpa.net/ 

24 http://www.nccpa.net/ 

http://www.nccpa.net/
http://www.nccpa.net/
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and communication skills, patient care, professionalism, practice-based learning and 

improvement, and systems-based practice, and each standard is accompanied by a list of 

specific competencies the PA is expected to have: 

Medical knowledge: Medical knowledge includes an understanding of pathophysiology, 

patient presentation, differential diagnosis, patient management, surgical principles, health 

promotion and disease prevention. PAs must demonstrate core knowledge about 

established and evolving biomedical and clinical sciences and the application of this 

knowledge to patient care in their area of practice. In addition, physician assistants are 

expected to demonstrate an investigatory and analytic thinking approach to clinical 

situations.  

Interpersonal and communication skills: Interpersonal and communication skills encompass 

verbal, nonverbal and written exchange of information. PAs must demonstrate 

interpersonal and communication skills that result in effective information exchange with 

patients, their patients’ families, physicians, professional associates, and the health care 

system.  

Patient care: Patient care includes age-appropriate assessment, evaluation and 

management. PAs must demonstrate care that is effective, patient-centered, timely, 

efficient and equitable for the treatment of health problems and the promotion of wellness.  

Professionalism: Professionalism is the expression of positive values and ideals as care is 

delivered. Foremost, it involves prioritizing the interests of those being served above one’s 

own. PAs must know their professional and personal limitations. Professionalism also requires 

that PAs practice without impairment from substance abuse, cognitive deficiency or 

mental illness. PAs must demonstrate a high level of responsibility, ethical practice, 

sensitivity to a diverse patient population and adherence to legal and regulatory 

requirements.  

Practice-based learning and improvement: Practice-based learning and improvement 

includes the processes through which clinicians engage in critical analysis of their own 

practice experience, medical literature and other information resources for the purpose of 

self-improvement. PAs must be able to assess, evaluate and improve their patient care 

practices.  

Systems-based practice: Systems-based practice encompasses the societal, organizational 

and economic environments in which health care is delivered. PAs must demonstrate an 

awareness of and responsiveness to the larger system of health care to provide patient 

care that is of optimal value. PAs should work to improve the larger health care system of 

which their practices are a part. 25 

The full list of specific NCCPA competency standards may be found in Appendix B. 

A project funded by the NCCPA Foundation in 2009 studied if the competencies were being 

incorporated into PA education, whether there were any obstacles to doing so, and how the 

competencies were being used to assess students. Most programs had successfully 

incorporated the competencies into their curricula, or were in the process of doing so. The 

most frequent obstacles were lack of time, and difficulty identifying methods of assessment. 

The two most common methods were multiple-choice tests and the clinical preceptor’s 

evaluation of the student (Essary & Stoehr 2009). 

Accreditation of PA education in Canada 

In May 2003, the Canadian Medical Association’s Board of Directors approved an 

application from the then Canadian Academy of Physician Assistants to include PA as a 

designated health science profession in the CMA conjoint accreditation process. In June 

2004 the CMA accredited the PA program delivered by the Canadian Forces Medical 

Services School (Doig 2009).  

                                                      
25 http://www.nccpa.net/PAC/Competencies_home.aspx 

http://www.nccpa.net/PAC/Competencies_home.aspx
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The medical profession’s general support for the PA profession has been reflected in these 

motions passed at CMA’s General Council:  

2007: The Canadian Medical Association will work with provincial/territorial medical 

associations and affiliates to develop a plan to enable the further expansion and 

integration of physician assistants into civilian health care in Canada.  

2008: The Canadian Medical Association will work with the Canadian Association of 

Physician Assistants and appropriate stakeholders to develop a national certification and 

licensing process for physician assistants that ensures competency and portability across 

Canada.  

The CMA has demonstrated its commitment to integrating PAs into the health care system by 

making its accreditation program available to all Canadian PA training programs. The 

accreditation process measures a program’s success in meeting the national competency 

profile (CMA 2010). 

The CMA’s conjoint accreditation process states five general requirements: specified 

competencies, support of student, training resources, integrated learning, and continuous 

quality improvement. To initiate accreditation, the training program submits a self-assessment 

report of its compliance with the requirements. A survey team of 3-5 relevant professionals 

validates the program’s assessment, first on the basis of the documentation, and then, if 

required, by a site visit. Accreditation status is accorded for specified periods of time and is 

subject to review and appeal (CMA 2008).  

Certification of PAs in Canada 

On successful completion of an accredited PA education program, graduates are eligible to 

sit the national certification examinations provided by the Physician Assistants Certification 

Council (PACC). The PACC is an independent council of the Canadian Association of 

Physician Assistants (CAPA), and administers and maintains the PA certification process. 

Successful completion of the exam confers the designation Canadian Certified Physician 

Assistant.  

Canadian certified PAs are required to complete 250 CME hours in a 5-year cycle, with no 

more than 100 hours logged for credit in any one year. As PAs are trained as generalists, 

much of their specialty-specific training occurs on the job and in subsequent CME sessions. 

CAPA has been working with the Royal College of Physicians and Surgeons of Canada 

(RCPSC) and the College of Family Physicians of Canada (CFPC) to facilitate alignment of 

CME programs for MDs and PAs (CMA 2010).  

Competency development in Canada 

For the purposes of the competency requirement, an initial occupational competency 

profile was established in 2001. In 2009, CAPA developed a new national competency profile 

in accordance with the CanMEDS framework, based on National Occupational 

Competency Profile 2006, the Ontario Physician Assistant Competency Profile, and the four 

principles of the CFPC. It defines the core competencies that a generalist PA should possess 

on graduation (CAPA 2009; CMA 2010).  

With the support of the RCPSC and the CFPC, CAPA created The Scope of Practice and 

National Competency Profile as a resource for PAs, supervising physicians, educators, 

legislators and other health professionals. CAPA adopted RCPSC’s CanMEDS framework, which 

describes practitioner competencies in seven thematic roles of medical expert, 

communicator, collaborator, manager, health advocate, scholar and professional.  

The extensive National Competency Profile for Physician Assistants cover these seven areas, 

in each case offering a detailed definition and description of the role and its specific 

elements; and key and enabling competencies. The key competencies are these:  

Medical expert: PAs are able to function effectively as a physician extender, integrating all of 

the CanMEDS Roles (as adapted for the PA) to provide optimal, ethical and patient-
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centred medical care; apply clinical knowledge, appropriate to patient care; perform a 

complete and appropriate assessment of a patient and formulate a clinical treatment 

plan; implement effective management plans that include preventive and therapeutic 

interventions; demonstrate appropriate procedural skills, both diagnostic and 

therapeutic; and seek appropriate consultation from the supervising physician and other 

health professionals.  

Communicator: PAs are able to develop rapport, trust and ethical therapeutic relationships 

with patients, families and caregivers; accurately elicit and synthesize relevant 

information and perspectives of patients, families, caregivers and other health care 

professionals; accurately convey relevant information and explanations to patients, 

families and other health care professionals; develop an understanding of patient 

problems and plans with the supervising physician, patients, families and other health 

care professionals to develop a shared plan of care; and convey accurate oral, written 

and/or electronic information about a medical encounter.  

Collaborator: PAs are able to work within the PA-Physician relationship; participate effectively 

and appropriately in an inter-professional health care team; and work effectively with 

other professionals to prevent, negotiate and resolve inter-professional conflict.  

Manager PAs are able to participate in activities that contribute to the effectiveness of their 

health care organizations and systems; effectively prioritize and execute tasks in 

collaboration with colleagues; and utilize finite health care resources appropriately.  

Health advocate: PAs are able to respond to individual patient health needs and issues as 

part of patient care; and identify the determinants of health for the populations that they 

serve.  

Scholar: PAs are able to maintain and enhance professional activities through continual 

learning; critically evaluate information and its sources and apply this appropriately to 

practice decisions; and facilitate the learning of patients, families, and other health care 

professionals.  

Professional: PAs are able to demonstrate a commitment to their patients, profession and 

society through ethical practice; demonstrate a commitment to their scope of practice 

and the unique PA-physician relationship; and demonstrate a commitment to Physician 

Assistant health and sustainable practice (CAPA 2009). 
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The scope of practice of the Physician Assistant 

The role of the Physician Assistant first evolved in the 1960s in the United States as response to 

shortages of medical services in underserved communities, and as a solution to the 

redeployment of military personnel who had been employed as corpsmen in the Vietnam 

War. These returning military medics possessed extensive medical experience in emergency 

and trauma systems, and were familiar with the new medical technology that had been 

deployed in the military hospitals (Ballweg 2009).  

The US federal government actively supported the creation the PA role to make use of the 

corpsmen’s skills to address issues of rural and remote health access, disparity of care in 

underserved populations, continuity of patient care, physician burnout, and the expense of 

specialist fees (Ballweg 2009). 

Initially, the role consisted of helping provide basic medical services to patients under the 

supervision of a licensed physician. They were legally required to work with the physician. 

Today, their role has evolved to encompass a range of comprehensive medical 

responsibilities, and together with the physician, they are considered to make up the “day to 

day working dyad in virtually all primary care practices” (Bodenheimer 2007, Anderson 2009).  

PAs are trained to perform many of the uncomplicated core primary care medical tasks that 

a physician would otherwise perform (Bergeron 1999). However, it is up to the supervising 

physician to decide on what level of responsibility the PA will exercise, and this will be based 

on their level of experience, skill level and the type of working relationship they have with the 

physician (Ballweg 2009). Institutions where they practise and are employed have the right to 

limit the scope of the PA’s activities. The scope of practice is in accordance with State by 

State legislative requirements in the US (Roth-Kauffman 2006).  

There are different levels of supervision: prospective where the physician and PA decide the 

scope of the PA role before the working relationship begins; concurrent where the role 

evolves continuously with the physician providing supervision and support simultaneously, 

either by being available side by side for regular consultation,  or via phone, telemedicine or 

distant supervision; and retrospective where patient quality measures are reviewed at the 

end of each shift (Ballweg 2009; Danielsen et al 2011). 

This review of literature on the scope of practice outlines the responsibilities of the PA in both 

the primary care sector and the hospital setting. It examines their role in specialist medical 

settings such as emergency care and surgery, and in delivering medical services to 

underserviced rural and remote areas and other areas of need. The scope of responsibilities 

of the PA is compared with that of the Advanced Nurse practitioner.  

It examines the role of the PA in the US, Canada, and the UK. It also reviews evidence of 

value and efficiency of the role in various medical and geographical settings, almost 

exclusively drawn from the US, as the role has not yet been established long enough in other 

countries for a comparable body of research to accumulate. 

The scope of practice of the PA in the primary care setting 

Primary care is very often the first point of entry for patients to the health care system. Primary 

care is designed to meet the health care needs of patients with any undiagnosed symptom 

or health concern (Ballweg et al 2008). Appropriately trained and skilled clinicians provide 

Initial and continuing care in collaboration with other health professionals, and make referrals 

to specialists as appropriate.  

Early PA training programs aimed to prepare PAs for roles in the primary care sector. Hooker 

& Cawley (2003) estimated that in the early years 43 per cent of PAs worked in primary care 

areas of family medicine, general internal medicine, and general paediatrics, but that figure 

has been decreasing since 1974 as a result of the emergence of roles for PAs in subspecialty 

practice and surgical assisting (Larson & Hart 2007).  
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The 2008 AAPA Physician Assistant Census Report (n=25,187) found 26.2 per cent of PAs 

worked in family medicine; 25.4 per cent in surgery, with orthopaedics and cardiovascular 

specialties most common; 4.2 per cent in paediatrics; and 15.6 per cent in internal medicine 

with cardiology, oncology and gastroenterology specialties most common (Hooker et al 

2010: 82). 

This following chart illustrates the enhancements to the PA role in primary care settings: 

 
This cycle illustrates the role of the PA in their clinical interaction with patients: 

 

 Source: Ballweg et al 2008a 

Educational Roles 

•Family Planning 

•Health Management and 
Wellness 

•Research 

•Disease Prevention 

•Inform patients of 
treatment options and 
potential side effects 

•Family Planning 

•Sexual Health  

Care in the 
Community 

•Immunisation 

•Child Wellness 
Care 

•Nursing Home 
Rounds 

•Rehabilitation 

•Link patients with  
community 
services and 
resources 

Chronic Care 
Management 

•Diabetes 

•Hypertension 

•Osteoarthritis 

•Dementia 

•Heart Failure 

•Select Gastric 
and Endocrine 
Conditions 

Acute Care 
Management 

•Suturing 

•Treating 
Pneumonia 

•Fractures, 
minor injuries 
and cast 
removal 

•Acute cardiac 
symptoms 

Take Patient 
Histories 

Perform Physical 
Examinations 

Formulate a 
working 

diagnosis 

Order diagnostis 
tests or refer to 

specialist 

Order and 
interpret x- rays 

Tailor treatment 
plans,  

Presctribe  
medications 

Monitor 
treatment plans 

and 
effectiveness of 

therapeutic 
interventions 

Educate Patients 
on wellness and 

disease 
prevention 



22 

In 2004, the National Commission on Certification of Physician Assistants (NCCPA) asked PAs 

about the tasks and skills required in the primary care setting. The skills they regarded as most 

pertinent to their practice were:  

• ability to identify pertinent physical findings 

• knowledge of signs and symptoms 

• recognising conditions that constituted emergencies 

• performing physical examinations 

• conducting a patient interview 

• associating current complaints with history 

• skill in physical examination directed to specific conditions 

• knowledge of physical examination techniques  

• effective communication.                   (Hooker et al 2010).  

A study by Roblin et al (2004) showed that in the arenas of adult medicine and paediatrics, 

patients were significantly more likely to be satisfied with practitioner interaction on visits 

when attended by a PA or a nurse practitioner than visits attended by a physician. 

PAs are viewed as providing high quality care in primary care practices. They are seen as a 

cost effective component in allowing practices to remain financially viable, with 

reimbursements from Medicaid driving practices to examine PA employment as a both a 

cost saving and revenue producing option (Ballweg et al 2008a). 

The scope of practice of the PA in specialist settings 

Whilst primary care remains the largest single sub specialty of PAs, the number of PAs moving 

into specialty roles such as internal medicine and surgery has increased, with over half of 

American PAs working in these areas in 2000 (Larson & Hart 2007). Roth-Kauffman (2006) 

stated that PAs now work in 61 specialty fields of practice. These include: 

 Paediatrics 

 Obstetrics 

 Gynaecology 

 Surgery 

 Surgical Subspecialties 

 Neonatology 

 Orthopaedics 

 Oncology 

 Cardiovascular Surgery 

 Genetics 

PAs in the hospital setting 

PAs possess a wide range of clinical skills and are trained to be physician-extenders. This makes 

them ideally suited to hospital practice, and their skills are widely used in emergency medicine, 

intensive care units, labour and delivery units, infection control and surgical units (Hooker et al 

2010). Economic constraints and a reducing supply of postgraduate medicine trainees serve to 

create an ongoing demand for PA services in inpatient settings in the US. In data from the 

AAPA’ s 2008 census, 44per cent of PAs had some inpatient responsibility (AAPA 2008). 

An older national study of 116 teaching hospitals in the US found that, of the 178 

departments using PAs to perform resident duties, 42per cent practised in surgery, 25per cent 

in primary care, and 21per cent in medical specialties. PAs were also more likely than nurse 

practitioners to work in surgery and emergency departments (Riportella-Muller et al 1995).  

In the hospital environment, PAs tend to practise in mainly specialty and sub-specialty areas 

such as neonatology, surgery, intensive care and other specialties (Mathur et al 2005). They 

have been shown to be effective in assuming those responsibilities normally assigned to 

residents and house officers (Duffy 2003 in Hooker et al 2010). Typically their duties would 

encompass the standard tasks for a house officer. However, if the PA’s experience and training 

warrants it, the hospital credentials committee can approve an extension of those duties. 

Examples include duties associated with bone marrow aspiration, thoracentesis, lumbar 
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puncture, coronary angiography, joint injections, liver biopsies, invasive radiological 

procedures and other technical procedures (Hooker et al 2010).  

The basic job description of a house staff physician assistant is to:  

 review patient records to determine health status 

 take patient history 

 perform physical examinations 

 identify normal /abnormal findings on histories, physicals, laboratory studies 

 perform developmental screening on children 

 carry out physician’s orders for diagnostic procedures, treatments and medication  

 transcribe orders to patient chart (to be reviewed by physician) 

 collect specimens for blood counts and laboratory procedures 

 assist in surgery  

 provide pre-operative and post-operative surgical care 

 screen patients to determine need for medical attention 

 perform other duties as delegated by physician and approved by Credentials 

Committee (Hooker et al 2010). 

The role of the PA in the Emergency Department 

A meta-analysis of 66 studies on the role of PAs in Emergency Departments by Doan et al 

(2010) found that 65 per cent to 68 per cent of US academic medical centre hospitals used 

PAs in their Emergency Departments.  

Their scope of practice ranged from being solo providers of care in small rural hospitals to 

providing patient care at a level one trauma centre, practising in triage units, fast track units 

and performing administrative duties (Doan et al 2011).  

One recent development has been to implement a ‘Patient Navigator Role’ where the PA 

liaises between the ED and the referring primary care physician, follows up investigative tests, 

attends bed allocation meetings, and forms an integral part of a patient transition team 

involved with the care of the patient while in the ED (Schneider et al 2001). PAs working in 

emergency departments have usually received specific training in emergency medicine and 

in more recent years have been trained in the use of bedside ultrasonography for focused 

examination, and sonography for trauma cases (Doan et al 2011).  

The quality of care provided by PAs has been found to be comparable with that of 

physicians and senior residents (Doan et al 2011). Studies have reported that PAs are able to 

deal with 53-62per cent of ED cases. PAs are able to deal with the majority of cases at a 

lower cost than physicians (Cawley et al 1983). A study of the use of PAs in the Emergency 

Departments of hospitals in Washington and Oregon found that PAs were effective in 

improving the timeliness of care to patients, with wait times and lengths of stay reduced 

(Abbott et al 2010).  

Comparison between the scope of practice of the PA and the nurse practitioner 

The roles of PAs and NPs are strongly aligned at academic, clinical and individual levels in 

that they are both able to provide mid-level health access in primary care and hospital 

settings. Both require a similar level of education, and both conduct physical exams, treat a 

variety of disorders, order and interpret some medical tests, and prescribe a predetermined 

range of medication. However, the extent of this overlap is not straightforward, and there are 

a number of clear differences between the roles (Ballweg et al 2008).  

The primary difference is that NPs operate independently and autonomously in an advance 

nursing specialty, while PAs operate under the supervision of a doctor, and their scope of 

practice is determined by mutually agreed guidelines between the doctor and the PA 

(Buppert 2006). 
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Nurse practitioners (NPs) are mid-level health providers. They are all registered nurses who 

have been educated and authorised to function autonomously and collaboratively in an 

advanced and extended clinical role. The role builds upon the standards for advanced 

practitioner nurses, and is the highest-level practicing role within the nursing profession.  Nurse 

practitioners define themselves as working within the “nursing model” of care — how a 

patient is affected by their illness, the nursing care the patient needs, and how this care is 

provided within a holistic nursing assessment of the person (Hooker 2006).  

Physician Assistants are a delegated extension of medical practice arrangements already in 

existence, strengthened by formal training and local clinical governance (ACRRM 2011). The 

American Association of Physician Assistants (AAPA) guidelines state that PAs should adopt a 

manner and style of treatment consistent with their supervising physician (Buppert 2006).The 

role operates under the direction and supervision of doctors, and works within a “medical 

model” of care — medical history, physical examination, and diagnostic tests as the basis for 

the identifying and treating a specific illness.  

In contrast to advanced nursing status for entry to NP candidature, PA trainees come from a 

variety of allied health backgrounds, including nursing, pharmacy, paramedics (both military 

and civilian), health workers and physiotherapists. PAs can also incorporate a surgical 

component in their training that is not traditionally available to the NP (Ballweg 2010). 

PA practice in US military service 

Battlefield medics and naval surgeon’s assistants have a long history. Increasingly 

sophisticated clinical practice has significantly increased their scope of practice in 

managing trauma in conflict zones. Standing military forces provide health services to 

personnel, and sometimes to their dependents, on bases outside of conflict zones.  

Military health services employ health professionals from the range of professions found in 

civilian health services. Advanced practice by military medics led directly to the creation of 

the PA role, first within the US military and then in the civilian health system. 

Qualified PAs began serving the US Navy, Army and Air Force in 1971 and the Coast Guard, 

in 1975 (Hooker et al 2008). The Air Force was the first to commission PAs as officers in 1978, 

and the Navy in 1992 (Chitwood 2008).  

In the 1970s, only male medics, many of them Vietnam Veterans, were chosen for advanced 

training programs. Male veterans were seen as better equipped to deal with clinical needs in 

combat and highly adverse circumstances (Hooker et al 2010; BLS 2004-05). Female military 

PAs are more common today: the ratio of female to male is close to 1 to 5 (Hooker et al 

2008). Although the majority of military PAs still started as medics, the US Army and Air Force 

have recently begun recruiting civilian trained PAs as a result of a critical workforce shortage 

(Scott 2007; Chitwood 2008).  

Only non-commissioned and commissioned officers of uniformed services are eligible to 

apply for training as a Military PA, which now occurs under one single, two year program, the 

Inter-Service PA Program (IPAP) (Hooker et al 2008; Liebich 2007). The program was 

introduced in 1996, and is run by the US Army Academy of Health Sciences in San Antonio, 

Texas (Salyer 2008, Hooker et al 2008). It is designed to build on previous education and to 

develop additional clinical problem solving skills (US Army Med 2009). 

The IPAP is the largest PA training program in the US, educating up to 200 students a year in 

phase 1 and 200 in phase two (Chitwood 2008).On completion, trainees in all branches of the 

military are awarded a Master of Physician Assistant Studies degree through the University of 

Nebraska Medical Centre, and are commissioned as second lieutenant. They are required to 

commit to a four year return of obligation and 10 years in rank to retirement as a 

commissioned officer (Liebich 2007).  

Military PAs may also receive specialist training in emergency medicine. The postgraduate 

Army Emergency Medicine program was introduced in 1991 and expanded in 2006 from a 

12 month to an 18 month program. Trainees receive a Doctor of Science in Physician Studies 
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in emergency medicine from the Baylor University in Waco, Texas. The Emergency Medicine 

PA in the military requires more advanced skills than the equivalent civilian qualification, 

since the role requires saving lives on the battlefield or where s trauma occurs, and may not 

always involve the presence of a supervisor (Salyer 2008).  

The scope of practice of military PAs covers a number of areas and specialities: 

270 Air force PAs serve on active duty, 30 in the Air Force Reserve, and 24 in the Air National 

Guard, mainly in family practice, primary care clinics and combat operational roles, and 

some specialise in orthopaedics, head and neck surgery, emergency, medicine, bone 

marrow transplants and cardiac perfusion (Hooker et al 2008).  

Army PAs typically serve as medical specialist corps officers n army combat or combat 

support battalions in the US, Alaska, Hawaii and overseas (USAREC 2009). 610 serve on active 

duty, 180 in the Army Reserve and 350 in the National Guard, mainly primary care and in 

operational forces; others work in manoeuvre units in Korea and surgical or hospital units in 

Iraq or Afghanistan, specialise in occupational and aviation medicine, orthopaedic surgery, 

emergency, cardiac perfusion, or oversee advance trauma teams alongside a sergeant 

medic and junior medics in the field (O'Hearn 1991; Herrera & Gendron 19948) 

235 PAs serve in the Navy Medical corps and Marine Corps on active duty, and 44 on 

Reserve. They mainly work in on-shore medical centres and stations, and some have surgical 

roles in Iraq and Afghanistan. Coast Guard PAs serve on ice breakers 42 are active on duty, 

and 18 on reserve, and in addition there are 24 contract civilian PAs. Most work on overseas 

or duty stations (Hooker et al 2008) 

The war-time Military PA role can also include routine and resuscitative unit-level medical 

care, evacuation of sick, wounded, and injured personnel from forward combat locations, 

performing or supervising training unit personnel  in first aid, sanitation, medical evacuation 

procedures, injury and psychiatric prevention procedures, triage and treatment of sick, 

wounded or injured persons, and referral of patients (Chitwood 2009). 

Similar to the civilian PA role, Military PAs can manage about 80per cent of the patients with 

disease or injury that the leading physician sees. On average, the PA will see about 25 

patients a day, reducing waiting time and pressure on the physician (Chitwood 2009).  

The Veterans Health Administration (VHA) System in the US employs the largest number of 

PAs, providing care to over 6 million discharged veterans (Budzi et al 2010; Oliver 2007). In 

2010, there were 1878 PAs working in 153 VHA medical centres and more than 900 employed 

in community based outpatient clinics. Demand is expected to increase by 30per cent over 

the next decade (Woodmansee & Hooker 2010).  

The VHA PAs work across medical services including surgery, mental health and other 

services and care is mostly provided to the elderly with significant chronic disease. The care is 

usually inpatient and specialist oriented. About 31per cent of the VHA PAs had previously 

served in the military. (Woodmansee & Hooker 2010). 

The role of the physician assistant in Canada  

PAs have been employed in the Canadian military for nearly three decades, but have 

assumed a role in civilian life only in the last 10 years, Manitoba was the first state to formalise 

the role legally in 1999. Currently there are over 250 PAs in Canada, and this number is 

growing owing to shortages in delivery of health care, and a lean doctor to patient ratio 

(Hague 2007; Jones & Hooker 2011).  

As in the US, a PA is a clinician who is academically qualified to provide medical services to 

patients in a wide variety of health care settings. They operate under the supervision of a 

physician, and their scope of practice is determined through observation and negotiation 

with the physician. They are employed mostly in the family medicine and emergency 

medicine sectors, owing to the decreasing number of medical graduates choosing to 

become generalist specialists or family medicine practitioners (Hague 2007).  
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Comparably to the role of the PA in the US, their duties include collecting patient histories, 

ordering appropriate diagnostic tests, performing physical examinations, ordering and 

interpreting laboratory and imaging results, reaching assessments and prescribing 

appropriate treatment plans.  

In the hospital setting, PAs are normally international medical graduates who are considered 

to be ‘resident ready’ and are employed as PAs in specialist settings or in tertiary hospitals, 

providing medical care that would normally be provided by a houseman or intern (Hague, 

2005). In surgical care, PAs are used to perform assistant roles in order to maximize the 

surgeon’s time to perform more complex procedures (Jones & Hooker 2011).  

The recent introduction of the PA role in Canada has afforded the medical system the 

opportunity to employ PAs in innovative ways. For instance, a trial in orthopaedics employed 

PAs to process arthroplasty patients. This resulted in the doubling of surgical replacements of 

joints per annum without the employment of any additional surgeons (Jones & Hooker 2011).  

In Ontario, PAs are employed in a wide variety of health care settings including community 

health centres, family practice teams, surgery services, endocrine and diabetes specialty 

clinics, rehabilitation centres and emergency departments. They have been found effective 

in improving patient flow in EDs in one study of hospitals in Ontario (Jones & Hooker 2011).  

PAs in the Canadian Forces  

PAs were first introduced into the Canadian Forces (CF) in 1984, though the CF also made 

use of assistants in the care for sick and injured soldiers and sailors in World War II. At this time 

they were known as ‘biomedical assistants’ or ‘medical technicians’ (Hooker et al 2003).  

PAs were introduced to extend the role of physicians and provide primary and emergency 

health care to the Forces, since it had not been feasible to provide day to day medical 

support for deployments on board ships or in dispersed locations. Military hospitals were 

closed down in the 1990s, and inpatient care was contracted out to civilian hospitals. This 

created challenges to the continuing training and accreditation of CF PAs over the next 

decade. Many CF PAs also retired to the civilian sector, but their specific skills as a PA were 

not transferable since there was no equivalent civilian role (Jung 2011).  

The CF have suffered a critical shortage of PAs in recent years, with a total 130 uniformed PAs 

and 946 other medical personnel (physicians, nurses and medical technicians) supporting 53 

000 personnel on active duty (Hooker et al 2003). To address the resulting challenges to, 

training and accreditation, CF PAs are now required to undergo clinical internships at civilian 

hospitals and receive the same accreditation as civilian PAs under the Canadian Medical 

Association (CMA). An equivalent accreditation for the civilian and military PAs was intended 

to address the lost skills and intellectual capital of CF PAs reaching retirement (Jung 2011). 

The CF Medical Service School in Borden, Ontario was the first program to achieve CMA 

accreditation in 2004. Graduates receive training in advanced trauma management, public 

health sanitation, crisis management, occupational and general medicine (Hooker et al 

2003). In 2008, the program was upgraded to include obstetrics, paediatrics and geriatrics.  

To be considered for entry, applicants must have an undergraduate degree and 

appropriate work experience (Liebich 2007). Graduates are eligible to sit the PA certification 

exam under the Physician Assistant Certification Council. They receive a bachelor’s degree 

through the University of Nebraska (Jung 2011. 

CF PAs typically receive a broader range of experience and training than US military PAs, 

since they do most of their clinical training in civilian medical centres (Liebich 2007). They also 

often have an extensive 20–30 year medical background as medical technicians where they 

were continuously exposed to more patients and greater responsibilities, including a range of 

traditional physician skills and roles such as diagnosing, managing, prescribing, interpreting 

lab results, imaging assessment and formulating treatment plans (Hooker et al 2003).  
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CF PAs mainly work on ships or submarines at sea, with Army units in Afghanistan, or peace 

keeping forces in other countries as independent duty medical personnel (Liebich 2007). The 

scope of practice of CF PAs includes:  

 urgent care of uniformed personnel of up to 20–30 patients a day beginning with 

screening and management of common illness, for example upper respiratory 

infections, muscle sprains, abdominal pains, and medication requests 

 undertaking procedures, such as incision, drainage of abscesses, checking status of 

injuries and follow up of referrals 

 performing physical examinations 

 overseeing the administration and human resource management of the medical unit 

personnel for example clinical non-commissioned staff 

 education for junior medical technicians 

 preparation and readiness of equipment and personnel in the unit (Hooker et al 2003). 

 

The role of the physician assistant in the UK 

In 2000, the NHS Plan emphasised the importance of developing new roles for health care 

delivery to fill the gap in medical staffing numbers, particularly in the realm of primary care. In 

2003, the first UK based PA program was launched, providing training for PAs at Master’s level 

and based on the American model (Begg et al 2008). A pilot trial in UK hospitals and primary 

care settings had proved very successful: the introduction of the PA role resulted in improved 

health access for patients, reduced waiting times, reduced stress levels in general practice 

as a result of shared workloads, increases in continuity of care for patients, and increased 

patient lists (Parle et al 2006). 

In 2005, the Department of Health, together with the Royal College of Physicians and the Royal 

College of General Practitioners, issued a competence and compliance framework for PA 

programs which said that a PA was: 

“A new health care professional who, while not a doctor, works to the medical model, 

with the attitudes, skills, and knowledge base to deliver holistic care and treatment within 

the general medical and/or general practice team under defined levels of supervision.” 

A December 2010 survey of the PA profession in the UK identified 71 people who were 

qualified to practice as PAs in the UK and 94 PA students.  Practising PAs were employed in 

19 different medical and surgical specialties with those graduating before 2009 more likely to 

work in general practice (Ritsema & Paterson 2011). 

PAs in the UK are supervised by a doctor, and their activity depends on prior experience, 

sub-specialisation, the practice they work in, and the negotiated scope of practice agreed 

with their supervising doctor. 

In primary practice, PAs have been perceived to expand the capacity of primary care, and 

have demonstrated strong interpersonal skills, successfully integrated into practice health 

delivery teams, and improved levels of documentation on patient notes. They have also 

demonstrated an expansion of care by following up on results for investigative tests such as 

PAP smears and tests for sexually transmitted diseases, and offering subsequent counselling 

and education services (Parle et al 2006; Begg et al 2008). 

PAs deal with a similar but less complex case mix than the GPs. PAs are not legally permitted 

to prescribe medicines, and all prescriptions must be signed off by the doctor; but since this 

regulation results in unnecessary delays, it is hoped that this legislation will be amended 

(National Health Service UK 2006). In a study of US-trained PAs working in general practises in 

the UK, PAs performed 16.5 consultations per day, compared with 17 for the GPs (Woodin et 

al 2005; Parle et al 2006).  

In emergency departments, PAs have been employed to mitigate shortages in trainee 

doctors after their hours were reduced following the European Working Time Directive. In one 

study, they saw 8per cent of all attendees, 12-14per cent of ambulance patients, and a 
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similar proportion of non urgent and urgent cases as senior house officers and registrars 

(Woodin et al 2005).  

Evidence of value and efficiency of the PA role 

A number of studies have documented the value and efficiency of PAs in the health care 

setting in the US, Canada, and the UK (Miller et al 1998; Hooker 2002; Thourani & Miller 2003; 

Laurant et al 2010). 

 In the emergency department, the introduction of PAs has resulted in marked improvements 

in outcome measures, including reductions in transfer times to the operating room (down 

43per cent), intensive care unit (down 51per cent) and hospital units (down 20per cent) 

(Miller et al 1998). 

In the general medical arena, physician feedback indicates PAs allow them to rapidly fill 

gaps in their health care delivery system, and respond to health care demands efficiently 

and promptly. Patient feedback indicates that PAs are perceived to be “real people” with 

time to communicate with them and hear their stories, in contrast to the physicians 

themselves, who seem “overworked” (Ballweg 2009).  

Bergeron ’s 1999 study of the effectiveness of the PA role in small rural hospitals found that 

the benefits PAs offered included a reduction in recruitment costs, an increase in hospital 

revenues, an increase in the breadth of medical services offered, a reduction in the need for 

additional physicians, a willingness to work for comparatively lower salaries than physicians 

(their starting salary was about half that of a physician), reduced operating costs and 

increased access to primary care for patients (Bergeron et al 1999). In all medical settings, 

Hooker (2006) also says PAs are more cost effective than physicians, able to see a 

comparable number of patients at a lower salary.  

Physicians in Bergeron’s study (1999) stated that some of the disadvantages of using PAs in a 

small rural hospital environment included an increase in competition for patients, the cost of 

their time supervising PAs, and patients’ reluctance to see a PA rather than a physician.  

They also expressed concern about the quality of care provided by a PA and whether a PA 

might exceed their scope of practice, resulting in harm to patients and possible malpractice 

suits. However, of the 31 rural hospitals surveyed in Bergeron’s study, only two PAs had ever 

been found to have exceeded their authorised scope of practice.  

Revision of clinical roles: a systematic review - UK 

Quest for Quality and Improved Performance (QQUIP) was a five-year research initiative of 

the UK Health Foundation that provided independent reports on a wide range of data about 

the quality of health care. The Quality Enhancing Interventions component of the QQUIP 

initiative provides a series of structured evidence-based reviews of the effectiveness of a 

wide range of interventions designed to improve quality. Among the ‘organisational 

interventions’ that focus on improving managerial, professional and institutional behaviours 

QQUIP has undertaken a review of systematic reviews, controlled trials and controlled 

observational studies on the ‘revision of professional roles’ — that is, all interventions that 

involve changing the distribution of tasks or responsibilities between medical professionals 

and non-medical professionals such as nurses, physician assistants, pharmacists and allied 

health care professionals (The Heath Foundation 2010). 

Laurant et al (2010) conducted a meta-analysis of a series of earlier studies on role revision, 

and concluded that non-physician clinicians play an increasingly prominent role in providing 

clinical care, and the expectation is that such revision of roles will improve health care 

effectiveness and efficiency. They argue that ideally role revision should be governed by 

research-based evidence of how skills may best be distributed among different professionals 

(non-physician clinicians and physicians) in order to optimise the cost-effectiveness of health 

service delivery, and to improve the quality of patient care. However, their review found that 

the evidence for role revision is generally not robust and has lagged behind service 

developments. Laurant suggests there are two different approaches to role revision. 
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• The first is to deploy non-physician clinicians as ‘supplements’ for physicians. Non-

physician clinicians working in this way provide additional services that are intended to 

complement or extend those provided by physicians. The aim is generally to improve the 

quality of care and extend the range of services available to patients.  

• The second approach is to deploy non-physician clinicians as ‘substitutes’ for physicians.  

Non-physician clinicians working in this way provide the same services as physicians in 

order to reduce physician workload, increase service capacity and/ or reduce costs.  

Gains in service efficiency may be achieved if physicians give up providing the services that 

are transferred to non-physicians, and instead invest their time in activities only physicians 

can perform. 

The findings suggested that access to health care services and productivity of services both 

increased. Furthermore, physician assistants reduced the workload of physicians.  

Despite these positive findings, one original study showed that in general PAs adhered less 

often to guideline recommendations than physicians working alone. There was some 

evidence that PAs gained similar clinical outcomes to physicians, but one study found PAs 

were less likely to achieve targeted outcomes, possibly from non-adherence to guidelines. 

Patients seemed very satisfied with care provided by PAs. Two reviews concluded that the 

involvement of PAs in patient care resulted in cost savings (Laurant et al 2010, 46-47). 

Laurant and colleagues concluded that, regardless of the health care setting and type of 

role revision, PAs provide the same quality of care and establish similar outcomes to 

physicians. However, they recommend more rigorous research before drawing firm 

conclusions:  

“There is remarkably little evidence regarding the impact of physician assistants on 

quality of care and outcomes. The available evidence is largely based on non-

experimental studies and narrative analysis of the data. We recommend more rigorous 

research in this area.” 

Remuneration 

United States 

Forbes Magazine reported in June 2011 that while PAs did not earn as much as doctors, their 

mid-career median pay was US$109,000, and that employment opportunities were expected 

to grow by 39per cent from the 2008 numbers by 2018, according to the Bureau of Labor 

Statistics .26 

The AAPA prepares an annual salaries report using data from the US Bureau of Labor Statistics 

and f the AAPA Annual Census. The salary profiles by region and employment are available 

for a charge from the AAPA website. 27. 

Australia 

PA trials in Australia used different remuneration scales. In the Queensland trial the Nurses 

and Midwives (Queensland Health) Certified Agreement (EB7) 2009 was used. 28 

Nurse Grade 7 nurse practitioner candidate $95,294(a registered nurse employed in a 

designated position established by the District and enrolled in an accredited university 

program leading to endorsement as a nurse practitioner)  

Nurse Grade 8 nurse practitioner $105,255 (a registered nurse appointed to that position and 

endorsed to practise as a nurse practitioner by the Queensland Nursing Council. A nurse 

practitioner is educated to function autonomously and collaboratively in an advanced 

                                                      
26 http://www.forbes.com/sites/jacquelynsmith/2011/06/06/the-best-and-worst-masters-degrees-for-

jobs/2/ 

27 http://www.aapa.org  

28 http://www.health.qld.gov.au/hrpolicies/wage_rates/documents/nursing.pdf 

http://www.forbes.com/sites/jacquelynsmith/2011/06/06/the-best-and-worst-masters-degrees-for-jobs/2/
http://www.forbes.com/sites/jacquelynsmith/2011/06/06/the-best-and-worst-masters-degrees-for-jobs/2/
http://www.aapa.org/
http://www.health.qld.gov.au/hrpolicies/wage_rates/documents/nursing.pdf
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and expanded (or extended) clinical role. The role includes assessment and 

management of clients using nursing knowledge and skills and may include, but is not 

limited to the direct referral of clients to other health care professionals; prescribing 

medications; and ordering diagnostic investigations) 

In the South Australian Pilot, individual contracts were negotiated with the US trained PAs. The 

salary packaging that includes compulsory superannuation proved difficult to manage for 

short term contracts for international staff (Ho & Maddern 2011). 
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Physician Assistants in rural, remote and Indigenous settings 

The chief sources of research and opinion on the roles of Physician Assistants in rural, remote 

or Indigenous settings are from the US. There are some constraints in comparing rural and 

remote areas of the US with the Australian context. The US concept of ‘rural and remote’ has 

little resemblance to Australian geography and demography. Meltzer (2008) defines the US 

notion of ‘rural’ as follows: 

 “For many, the word rural often paints a picture of “open farmlands, untouched forests, 

rolling hills, and a sparsely populated, rustic environment. Although many rural people do 

live in such surroundings, other rural residents live in areas just adjacent to urban areas 

and their sense of being rural comes as much from their lifestyle as from the actual 

environment ... each rural community is distinct, and each US region has distinct 

characteristics that help define its rurality. For example, small towns in rural New England 

are very different in character from the open plains and communities of Montana or 

Wyoming; these characteristics reflect the economic, ethnic, and social differences 

unique to each area.” 

The closest US parallels to remote Australia are probably to be found in Alaska and American 

Indian territories in Arizona and New Mexico. Nevertheless, as Stock (2011b) commented 

recently: “PAs have contributed positively to health care delivery in the US for over 40 years. 

… Regardless of differences and similarities between Australian and US health systems, there 

is over 40 years of data which is hugely supportive of the PA concept”. This section will 

therefore examine the literature on PAs in rural, remote, and Indigenous settings in North 

America – the benefits, preparation, recruitment, retention, and deployment, required skills, 

levels of acceptance, and Indigenous efforts - and then review the much smaller body of 

Australian publications on the same range of issues. 

Background to PA use in rural and remote locations  

The Physician Assistant role was developed partially for its potential benefits to rural and 

remote communities (Ballweg et al 2008), and PAs, along with Nurse practitioners (NPs), have 

been credited with providing a partial solution to primary health care shortages in rural 

medically underserved, areas of the US (Baldwin et al 1998). They are seen as able to replace 

doctors in areas of doctor shortage (Cawley & Hooker 2003). There is higher uptake of PA and 

NP roles in non-metropolitan locations (Everett et al 2009), and particularly in the most remote 

areas. For example, Alaska has the highest number of PAs per capita in the US (Ballweg 

2009): Alaska has many small villages and towns that are too small for a hospital making 

them unappealing for many doctors, and therefore a PA may be a better option in these 

settlements (Ballweg 2009). 

Supplementary support to generalist physicians in underserved areas, particularly rural areas 

remains an important goal in the US. Though there have been variations in the number of PAs 

practising in these areas over time, more than 20per cent of all PAs still work in rural areas, in 

contrast to an estimated 13per cent of doctors (O'Connor & Hooker 2007). A cross-sectional 

analysis of primary care physicians serving underserved populations in two US states found 

that the proportion of PAs practising in rural and ‘Health Professions Shortage‘ areas was the 

highest among the health professions, and the greatest proportion working in vulnerable 

population areas (Grumbach et al 2003). Krein’s study of northern US states found that more 

than 50per cent of rural hospitals used PAs (Krein 1997).  

In a 2009 survey, over 15 per cent of PAs described themselves as working in non-metro 

settings — a drop from 19 per cent in 2003 — and over 8 per cent worked in places where 

the population was under 20,000, 1.7 per cent worked in communities of less than 2500 

(AAPA 2003, 2009).  

US rural health clinics, defined as any outpatient medical centre located in a non-

metropolitan area, must by law be staffed by PAs, NPs or Certified Nurse-Midwives (CNMs) for 

at least half the time they are open, in order to get certification and qualify for Medicare 

/Medicaid reimbursements (Hooker et al 2010). 
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Characteristics of US patients who are more likely to use PAs include people from rural 

locations, people who do not have health insurance, women, younger age groups, those 

with lower extroversion scores, and people who think they have little access to services 

(Everett et al 2009; Staton et al 2007). Data from the National Ambulatory Medical Care 

Survey also showed that use of a PA was more common among the poor and uninsured 

(Hooker et al 2010). Patients’ use of PAs has also been associated with chiropractor users, and 

with a decreased likelihood of having had a complete health exam or a mammogram 

(Everett et al 2009).  

The benefits of using rural and remote PAs 

There is a large body of US literature outlining the multiple benefits of the PA role. As PAs may 

be trained in a wide range of disciplines and work in a variety of settings without eroding 

quality of care (Everett et al 2009; O'Connor & Hooker 2007), they are regarded as having the 

potential to fill many gaps in health service delivery. 

The extension of care, particularly primary care, to more people and more services is a key 

reason for the employment of PAs (and NPs) in rural hospitals, where they provide much 

needed assistance to stretched physicians (Krein 1997) Studies show that the use of PAs in the 

US decreases waiting times for appointments, increases time spent with patients, and increases 

total patient volume (Bergeron 2008; Burgess 2003; Krein 1997). PAs combined with physicians 

lead to more efficient primary care than physicians alone (Bergeron 2008).  

In the US, PAs in rural areas report performing a much wide range of medical and 

administrative tasks than their urban counterparts (Larson et al 1999). 

PAs may be supervised remotely – the supervising physician does not have to be physically 

present. Most US states require only that the supervising physician be contactable by 

telephone or electronically, (Hooker et al 2010, 417-8), allowing PAs to practise as sole 

practitioners with remote supervision in the rural context. 

Preparation for PAs in rural and remote USA 

Preparing PAs for practice in rural and remote areas requires a specific educational and 

training approach, as is also recommended for other rural and remote practitioners. Rural 

retention might improve if PAs received additional training in emergency medicine, and also 

education in the benefits of community involvement and adaptation to local culture (Henry 

& Hooker 2007) 

A US study examining the factors that made PA training programs successful in encouraging 

future work in medically underserved areas (including rural areas) identified several factors to 

be considered in PA program development. Locating training in the area was one such 

factor: 31 per cent of the training programs were offered in an underserved area, with 

opportunities for some or most of training to occur there. Some programs had decentralized 

or community-based faculty positions to support local training activities, and others 

developed strategies for community-based recruitment of students, coupled with training in 

or near their home communities. Programs in rural states which had a strong rural focus had 

cohesive strategies that linked rural faculty role models on and off campus, provided most 

training in rural sites, emphasised rural issues in classes, and included cultural issues as a 

theme in the curriculum (Fowkes et al 1994). 

Fowkes et al (1994) said that programs with a strong commitment to underserved 

communities had several distinctive features: 

• a mission statement reflecting this commitment 

• substantive changes in recruitment procedures, curriculum, or educational structure 

and process to support this commitment 

• community-orientated, with strong links between education and service 

• better data on graduates, and focussed recruitment/admission strategies to 

encourage the intake of rural students 
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• a requirement for training to occur in under-served areas.  

Barriers to training were primarily financial — training costs and the associated loss of 

employment income or benefits. For rural students particularly, inadequate academic 

preparation was identified as a barrier, as was distance. Recruitment and retention to the 

training program was aided by part-time or extended curriculum options. Other strategies 

included financial aid, extra academic support, use of ethnic minority program graduates to 

recruit and mentor students, housing assistance, outreach, minority staff and lecturers, 

counselling support, clinical sites in students' home communities, and child-care assistance 

(Fowkes et al 1994). 

Recruitment, selection and deployment in the US 

PAs who have been educated or trained in rural and remote settings are more likely to 

remain in those locations, and display greater stability in remaining in rural practice (Ballweg 

et al 2008; Fowkes et al 1994; Henry & Hooker 2007; Hooker et al 2010; Larson & Hart 2007). 

Consequently it is suggested that rural training might be an appropriate criterion for selection 

of trainees (Ballweg 2009). 

An active deployment strategy can be beneficial with PAs in a way that is not as easy to 

achieve with doctors. Some US training institutions are very directive about where they send 

their students for rotations, in the expectation that they should stay in those settings. Students 

enter these programs knowing they will be actively directed in ways that meet social need 

(Ballweg 2009). 

One reason PAs are regarded as particularly suited to rural practice in the US is that they 

seem more willing than doctors to relocate to these areas. Physicians have been shown to 

be difficult to recruit in rural areas (Bergeron 2008; Krein 1997). Bergeron suggests that PAs 

have fewer expectations, than most doctors about salary and benefits, as well as about 

community cultural activities.  

In the US, rural hospitals reported measurable financial benefits in recruiting PAs (and NPs). 

PAs are considered more cost-effective and economical for rural areas. The lower salaries of 

PAs compared to physicians are beneficial for struggling remote clinics and hospitals 

(Ballweg et al 2008; Bergeron 2008; Burgess 2003; Krein 1997; O'Connor & Hooker 2007). 

Demand for PAs has increased as communities find it more difficult and more costly to recruit 

physicians (Krein 1997). Financial advantages include reduced recruitment costs, increased 

revenues, reduced operating costs, increased patient volume, reduced staffing needs and 

costs of staffing clinic emergency rooms etc. Staff at hospitals with PAs and advanced 

practice nurses (APNs) felt that these in combination with physicians delivered more efficient 

primary care than physicians alone (Bergeron 2008). 

Retention of PAs in US rural and remote areas 

There is some evidence of a recent trend in the US for PAs to move to major medical centres, 

which are happy to take advantage of the versatility and cost savings the professions offer. 

This is attributed to a failure of US health policy to recognise the value of PA and NP services 

in providing solutions to workforce shortages in rural areas (Bowman 2007). 

The barriers to retention of PAs in rural and remote areas are similar to those for other 

members of the health workforce, such as professional isolation and lack of opportunity for 

career progression or professional development, lower salaries and longer working hours for 

family members , and the frustrations of having limited work resources (Henry et al 2011).  

A review of the literature (Henry et al 2011) found that professional factors which encourage 

retention included a high degree of practice autonomy, a broad scope of practice, and 

liberal prescriptive authority. More personal factors were also identified, including the desire 

for a small-town community lifestyle, a good relationship with the supervising physician, and 

the confidence to practise medicine without the constant presence of a physician (Lindsay 

2007; Muus et al 1998; Bergeron 2008; Henry & Hooker 2007; Henry et al 2011; Pan et al 1996). 
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While there is a significantly higher level of satisfaction among rural PAs than among their 

urban counterparts (Hooker et al 2010), this does not seem to have had the expected 

impact on retaining PAs in rural areas. A study by Larson et al (1999) found that those who 

began their careers in rural locations were more likely to leave them after four years of 

practice, a shorter period than among urban PAs. This was balanced to some extent by the 

movement of 10per cent of PAs who started in urban locations and who then relocated to 

rural practice.  

Several studies have sought to identify barriers to practice which may also have affected 

retention of rural PAs. They included restrictive practice laws, lack of prescribing and 

dispensing privileges, low salaries, lack of adequate reimbursement for services, lack of 

physician acceptance, lack of hospital privileges, institutional restrictions, professional 

infighting between PAs and NPs, lack of community knowledge about the practitioners, and 

a lack of ethnic minority practitioners owing to academic entrance requirements to training 

programs (Fowkes et al 1994). 

One study suggested that autonomy and freedom for PAs were the most important factors in 

their retention, but other influential factors were the feeling that they had a key role in the 

community and were held in high esteem, the experience of being treated like a doctor, 

and the perception that they were doing well for their patients (Henry & Hooker 2008). 

Skills for rural and remote PAs  

The services PAs provide in rural areas of the US are the subject of several studies (Henry et al 

2011; Hooker et al 2010; Bergeron 2008; Dehn & Hooker 1999; Krein 1997; Asprey 2006). 

Common activities include (but are not confined to): 

 evaluating and referring patients 

 covering an emergency room 

 ordering laboratory and radiology tests and radiographs 

 prescribing and dispensing medication 

 performing venipuncture and administering injections 

 cervical screening smears 

 teaching breast self-examinations 

 patient education 

 visiting nursing home patients.  

Further activities are identified in Henry (2001); Henry et al (2011); O'Connor & Hooker (2007); 

and Asprey (2006). Many of the clinical skills performed most frequently are specific to 

women’s health (Asprey 2006).  

The most common type of practice for rural and remote PAs is primary care (Henry et al 

2011), covering family practice, paediatrics and women’s health. PAs are located in private 

practices with GPs, or in rural and remote locations with a supervising doctor, who may be 

supervising remotely.  

Other settings have included prison services, walk-in clinics, hospital outpatients and 

occupational health (Hooker 2004; Mittman et al 2002; Lin et al 2002, Cooper et al 1998, Linz et 

al 2003). They also work in various areas in hospital and specialist settings (O'Connor & Hooker 

2007).  

Most PAs in the US see themselves as generalists (Ballweg 2009; Bergeron 2008). Where there 

has been an apparent increase in interest in subspecialisation, this has been countered by 

placing emphasis in programs on the primary care mission by selecting older, experienced 

students whose career goals were clear, clarifying those goals during the admissions process 

(that is, students' understanding of the role or their ties to rural or underserved populations), 

and identifying training sites that supported these goals (Fowkes et al 1994). 

Rural PAs tend to have a larger scope of practice than their urban counterparts, with the 

presumption that such a broad range of skills and procedures is necessary considering the 
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extensive health needs of underserved rural populations (Henry et al 2011). One study found 

that rural PAs spent more clinical time with patients, saw more patients on a daily basis, and 

were the principal provider for more patients, than their urban counterparts (Martin 2001). 

Prescriptive authority is frequently mentioned in the literature, and is particularly important for 

rural practice where supervising physicians will be limited and difficult to access (Henry et al 

2011).There is evidence that a lack of prescriptive authority impedes PAs service in rural areas 

(Burgess 2003). One study found that authority was often lower when the supervising physician 

was older, perhaps owing to their lack of familiarity with the newer role (Chumlber et al 2001). 

Studies have found that PAs in rural areas write fewer prescriptions, especially for non-

controlled substances, than other health care providers (NPs write more) (Hooker & Cipher 

2005), but there was a tendency for PAs to prescribe more controlled substances than doctors 

(Cipher et al 2006). 

A survey of PAs in rural Iowa in the US found 16 per cent of them did not believe their training 

program had prepared them with the necessary skills to enter a rural practice (Asprey 2006).   

A range of non-clinical skills that rural PAs might benefit from, whether in solo practice or 

working with others, are identified as business knowledge, dealing with emergencies, 

computer skills, and awareness of the legal liability involved in autonomous decision making 

(Ballweg et al 2008). The legally qualified Chair of a PA training program in Pennsylvania has 

published a comprehensive business practice and legal guide for PAs, pointing out that 

current state and federal law governing business regulation, legal liability, risk, and 

malpractice apply to PAs in much the same way they apply to other medical practitioners 

(Roth-Kauffman 2006). 

Acceptance 

In small rural and remote communities, limited health services make it very important that 

health workers fit in. Whether PAs are accepted by both their fellow practitioners and the 

communities they serve are critical questions. 

Burgess (2003) found a high level of acceptance of the PA role among rural physicians, but 

physicians in solo practices were less receptive than those in group settings. Reception of PAs 

was not significantly affected by the size of a community, or whether PAs practised in areas 

with a shortage of health care personnel or medically underserved areas (Isberner 2003).  

According to Burgess, both GPs and specialists in rural practice believed PAs had the skills 

and knowledge to provide primary health care, they represented an economic advantage, 

and they freed up physicians to attend patients requiring a high level of care, and PAs could 

be preferred by patients as the providers of choice. While over 40 per cent of doctors 

surveyed would consider hiring a PA if they were looking for an additional provider, a higher 

percentage opted for a NP (Burgess 2003).  

The Henry, Hooker and Yates literature review (2011) lists the incentives and constraints 

physicians in rural practice associate with employing a PA:  

Disincentives: a potential increase in liability; perception of time and effort required to 

supervise and delegate; perception of patient opposition; increased competition for 

patients; decreased quality of care; confusion between providers and their delegated 

roles; loss of continuity of care. 

Incentives: a positive contribution to quality of care; positive contribution to patient 

education; freeing up time for physicians/relieving workload; cost effectiveness; 

increased patient volume; reduced patient wait time; increased patient satisfaction. 

Earlier literature identified in the review indicated mixed feelings among physicians, as well as 

confusion about the ambiguity of the PA’s role and their capability as providers (Burgess 

2003). Over time, there appears to have been a shift in attitudes towards greater 

acceptance of PAs, and that this can be facilitated by ensuring there is education for 

physicians about what PA are (Bergeson 1997). 
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Physicians employing PAs, or having had some experience with them, were more positive 

about them (Isberner 2003), though a disincentive, even among physicians receptive to PAs, 

was that there was some ‘opposition from patients’ (Isberner 2003; Burgess 2003). 

Most physicians accept the new roles once competence has been proven, but patients 

have a higher expectation of the new role, requiring that practitioners be geographically 

nearer, cost less, and be more readily available than they expected of existing specialists. 

Communicating the role of PAs to the community was therefore important to acceptance, 

and could make or break a placement (Bergeron 2008). Henry et al (2011) surmised that 

many rural community members were unaware of the PAs capabilities or role, or could not 

distinguish between the PA and the physician (Baldwin et al 1998; Bergeron 2008; Henry & 

Hooker 2007, 2008). 

O’Connor and Hooker’s literature review (2007) found that patient acceptance of PAs had 

been well demonstrated. There were perhaps heightened concerns in rural and remote areas 

about the need for community acceptance of medical practitioners. Baldwin’s 1998 study 

found that community acceptance of PAs (and NPs) in a rural/remote community depended 

not only on satisfaction with care, but also factors such as friendliness and the willingness to 

enter into community life (Baldwin et al 1998). Higher levels of patient acceptance have been 

linked to familiarity and exposure, and higher satisfaction has been linked to PAs living in the 

community and participating in community life (Henry & Hooker 2007; Nelson et al 1974; Larson 

et al 1999; Legler et al 2003).  

Henry et al (2011) identified some evidence of a link between socio-demographic issues and 

PA acceptance. A patient’s degree of education and experience with PAs correlated with 

acceptance, and it has appeared that female residents are more comfortable with PAs. 

Regardless of their satisfaction with a PA, patients continue to prefer to maintain a 

relationship with their doctor (Henry & Hooker 2007, 2008), and particularly if it is difficult to 

access a specialist (Baldwin et al 1998). There is a suggestion that satisfaction increases over 

time, and therefore perhaps there is an issue of adapting to change and pre-existing 

expectations and culture, rather than a tangible difference in quality of care or extra need. It 

is thought that clear role delineation may help (Henry & Hooker 2008). 

There has been some opposition from physicians in the US to PAs. Their concerns include PAs 

exceeding their scope of practice, quality of care issues, the burden on physicians of extra 

supervision responsibilities, competition for patients, and liability (Bergeron 2008; Isberner 

2003). There has been concern that PAs, particularly in more rural areas, could be tempted 

to exceed their scope of practice to avoid having to advise patients to make a longer trip to 

go and see a physician (Bergeron 2008).  

An earlier study of PA training sites for underserved populations in the US raised concerns 

about resourcing, competition with other programs, and staff in underserved areas being too 

busy to supervise students appropriately (Fowkes et al 1994). 

In some cases, systems may need to change to reflect the scope of practice and skills of a 

PA. For instance, at one Alaskan site, even though the PAs were successfully trained in the 

colorectal cancer screening method best suited to their skills and abilities, the facility where 

they practised was committed to other established methods which were beyond the scope 

and skill set of the PAs (Redwood et al 2009). 

PAs in Indigenous communities in the US 

Higher proportions of people from minority groups become PAs in the US (at least 17per cent 

of PA students are from minority groups) compared with other sections of the medical 

workforce. This includes a small number of PAs from Indigenous communities (Morton-Rias 

&Hammond 2008). 

PA programs focused on recruiting minority candidates for PA training have been a feature 

of the US system for many years. Programs to train American Indians and Alaskan natives 

were established at Indian Health Service hospitals in Phoenix, Arizona and Gallup, New 
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Mexico (and Drew University, Howard University, and Harlem Hospital had initiatives to train 

African Americans for inner city practice). Federal funding guidelines encouraged other 

training programs to seek recruitment and training of minority PAs. Since 1987, 20per cent of 

all PAs have been from minorities, but it remains an area of need (Ballweg 2008b, 19-20). 

Some Indigenous health workers from Alaska have enrolled in the MEDEX PA program 

(Ballweg 2007; Ballweg 2009; Hummel 1994; Redwood et al 2009). The Community Health Aide 

Program (CHAP) employs local Indigenous peoples as primary care non-physician providers 

in extremely remote tribal Alaskan communities. These workers often become trained as PAs 

later in their career, and tuition payment for PA training is a factor in their retention in remote 

communities (Landon et al 2004).  

There is some evidence that Alaskan PAs with a limited academic history before entering 

training are more likely to move into primary rural care, and that this is particularly the case 

for Alaskan natives returning to work in rural areas (Henry et al 2011). In Washington State, 

100per cent of the Native-Alaskan PAs returned to Alaska after completing their training: 

91per cent of them worked as PAs in clinics predominantly serving Native communities, 

compared to 78per cent of the non-Natives who returned, only 15per cent of whom worked 

in predominantly native communities (Hummel 1994). 

Redwood et al (2009) examined an innovative colorectal screening program for Native 

Alaskans, which developed and ran a training program for Alaskan native people to 

become PAs and NPs able to provide this screening. The training program was considered 

successful, but there were ongoing difficulties for both trainees and facilities to maintain 

commitment to the program. In some places, systems would have to change to reflect the 

scope of practice and skills of a PA.  

The prospect of Indigenous PAs in Canada 

In Canada it is the view of the ‘Assembly of First Nations’, that a two year PA program, one of 

which can be completed in their community, is an obtainable goal for Aboriginal people 

(Hague 2005). 

At McMaster University in Hamilton, Ontario, in order to address specific barriers and challenges 

that disadvantage some First Nations, Inuit and Métis learners’ programs in health science have 

instituted an Aboriginal applicant process to create parity among applicants with an equitable 

admission process. Programs that have implemented these processes include the 

undergraduate medical program, and occupational therapy and physical therapy programs. 

McMaster now intends to apply the Aboriginal applicant process to its new Physician 

Assistant program, Canada's first civilian PA program at the undergraduate level.29 

Applicants to be considered under the Aboriginal application process must be from First 

Nations as recognised in the Constitution Act 1982), have a letter of recommendation from 

their First Nation, Band Council, Tribal Council, Treaty, community or organisational affiliation, 

and must meet the same minimum academic criteria for admissions as set out for the 

general pool of candidates. 

Australia 

In the Australian context rural and remote, Indigenous, the military and besieged urban 

acute care institutions have been identified as ideal practice locations for PAs (Jolly 2008), 

owing to the delegated nature of the role, its flexibility, and potential breadth in the scope of 

practice which can be tailored to fit the needs of a rural practice (Forde & O'Connor 2009). 

The outcomes of the pilot project held in Queensland, which included deployment of PAs in 

rural and remote locations, reflected these expectations (Urbis 2010). 

                                                      
29 http://fhs.mcmaster.ca/ashs/aboriginal_applicants.html 

http://fhs.mcmaster.ca/ashs/aboriginal_applicants.html
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Gaps in Australian remote and rural health care  

There is extensive literature on the gaps in the rural and remote health workforce (DoHA 

2008). In 2009, nearly a third of Australians lived outside major cities, with 5.4per cent of this 

population being Indigenous Australians (as opposed to 1.4per cent living in major cities). 

69per cent of Indigenous people in Australia live outside major cities. The share of the health 

workforce outside urban areas is estimated to be 23per cent of medical specialists, 27per 

cent of general practitioners, and 34per cent of nurses (Murray & Wronski 2006; ABS 2010; 

AIHW 2001) 

The issue of access to health care in rural areas has two main parts: the ability for patients 

physically to get to a source of care (physical distance from service, weather conditions, 

poor public transport and roads), and the availability of services (what health services are 

available). 

Demographic and social change in the existing workforce will continue to exacerbate these 

issues. The ageing health workforce, particularly in rural and remote areas, along with a new 

generation less willing to accept the same conditions as their predecessors (Forde & 

O'Connor 2009), means that the situation is likely to worsen. 

Key health and health service issues in rural and remote Australia include: 

 health outcomes for people living outside of urban centres are consistently worse 

than for their city counterparts, and continue to worsen with degree of remoteness 

(AIHW 2003) 

 challenges for health workers are also increased; they include longer working hours, 

professional isolation, longer periods on-call and high levels of stress (Productivity 

Commission 2005: AIHW 2010b) 

 there is an uneven distribution of the health workforce in rural and remote locations 

and limited access to many services (DoHA 2008) 

 demand on health services is likely to increase due to the ageing population (Ballweg 

et al 2008) and influxes of workers in rural and remote areas (for mining, for instance) 

(Productivity Commission 2011; Petrovka et al 2009) 

 poorer health outcomes for Aboriginal and Torres Strait Islander people, the majority 

of whom live outside major cities (AIHW 2010a; AIHW 2011).  

In rural and remote settings, it is not uncommon for health care workers, such as nurses, 

Aboriginal health workers, and therapists to extend their clinical roles to meet community 

needs. The informality of these arrangements and the ambiguity about where responsibilities lie 

can leave workers legally exposed (Murray & Wronski 2006). It is not an appropriate solution to 

fill gaps in service. 

Support for PAs in rural and remote Australia 

There is much support for the appointment of PAs in rural and remote Australia (Murray & 

Wronski 2006). Australian College of Rural and Remote Medicine (ACRRM) has proposed as a 

priority the policy of ‘expanding and stabilising primary, emergency and specialist medical 

services to remote, rural and regional communities through introduction of PA models’ 

(ACRRM 2011).  

Several years ago, Dr Ian Cameron, head of the NSW Rural Doctors Network, argued that there 

was a role in rural Australia for non-doctor clinicians, including PAs (Cameron 2005). At a more 

recent conference of the Rural Doctors Network, he outlined many cost-effective contributions 

PAs could make to rural and Indigenous practice. PAs could extend patient care by doing 

some of what the doctor would usually do, and provide a wider range of services. They were 

trained in history taking, patient examination, ordering investigations, limited prescribing, minor 

procedures, counselling and preventive health. Many would also have a role in practice 

management.  Although they extended services, they did not increase costs. US studies of PAs 

over 30 years, he said, showed that the quality of care had not been eroded, patient 
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acceptance was well documented, there were cost savings, and there had been no increase 

in liability claims (Cameron 2009).  

As with other health workers, the ‘rural pipeline’, which involves recruiting students from rural 

backgrounds, delivering training in the regions, having a rural curriculum providing repeated 

rural exposures, and building regionally based postgraduate training pathways is likely to 

have a positive impact on retention (Murray & Wronski 2006). 

In providing support for stretched doctors and other health workers, the addition of PAs may 

also improve the retention of other health care professionals. PA assistance may lessen 

professional isolation for doctors, and could potentially delay the retirement of overburdened 

rural doctors, as well as increasing the chance that younger rural doctors will feel more able 

to remain in roles (Forde & O'Connor 2009). Evaluation of the Queensland pilot found that PAs 

reduced workload pressures for other health workers, including doctors’ average working 

hours and overtime levels (Urbis 2010). 

Forde & O'Connor (2009) argue that the introduction of the PA role will provide a new 

pathway for existing, non-physician health workers to progress in their careers while 

remaining in the rural and remote health system — for example, those with physical jobs such 

as physiotherapists or paramedics, who might otherwise be lost to the system (Urbis 2010).  

There is evidence that the lack of career paths is a factor which reduces the appeal of a 

career in rural and remote areas, and the development of such new roles may be a partial 

solution, along with better inter-professional links and development of other opportunities. 

Forde & O'Connor (2009) also believe PAs could play a role in supporting International 

Medical Graduates (IMGs) who are placed in rural and remote locations. These doctors 

often need particular support with adapting to and understanding new cultures and systems, 

which an experienced PA would be able to assist with. Cameron also suggested that giving 

IMGs without general registration the status of physician assistants would ensure they had the 

necessary support from trained GPs that would allow them to obtain fellowship of one of the 

GP colleges (Cameron 2009; Smith & Yong 2008). 

Benefits of rural and remote PAs 

Many of the benefits found in the US literature are reflected in the Australian literature, and in 

particular descriptions of the Queensland pilot program.  

The Queensland PA pilot program (Queensland Health 2009) included sites in Mount Isa and 

Cooktown, and provided some perspective on how these roles might operate in other rural 

and remote locations. The pilot found support among practitioners for the deployment of PAs 

in the rural and remote workforce. Key identified roles for PAs were (Urbis 2010): 

 working in a team of two where there was previously a sole nurse – collegial support, 

time off, reduce fatigue, take over chronic patients 

 working with a sole medical practitioner — share on-call, reduce locums, reduce 

isolation 

 working in remote hospital/health clinic — reduce need for RFDS/fly-in-fly-out doctors, 

improved chronic disease management 

 working with IMGs — collegial and professional support as they acclimatise 

 provide continuity of care — freeing the doctor to contribute more to medical 

teaching and training (potentially leading to more training positions). 

Although there are no specific data on the extent to which PAs increased the equity of the 

health system, the outcomes of the Queensland pilot suggest that PAs improved the system’s 

capacity system to provide more equitable care by allowing patients in remote communities 

access to a medical practitioner, since the presence of a PA meant additional clinic times 

were available. 24 per cent of patients surveyed at Cooktown, and 27 per cent of those at 

Mount Isa found the care they received was a lot better than the care they usually received 

(Urbis 2010). 
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The flexibility of the PA role is specifically beneficial for rural and remote practices, where the 

needs may be variable, and the available health services and skills, infrastructure and 

resources will likely be limited. As the role is delegated there is considerable potential in the 

ability to adapt the scope of practice to fit the specific needs of the practice (Forde & 

O'Connor 2009; Urbis 2010). PAs in the Queensland pilot were described as highly adaptable 

and effective across the pilot sites — a highly specialised tertiary clinic, a remote GP clinic, 

and a rural hospital — in emergency, out-patient and in-patient environments (Urbis 2010).  

As we have seen, US practice requires only that the supervising doctor be contactable by 

telephone or electronically, allowing PAs to practice as sole medical providers. In the 

Queensland pilot, PAs were deployed at Wujal Wujal, 70kms from Cooktown, with remote 

supervision (Urbis 2010).This will become a general option in Australia only after a PA has had 

sufficient experience and undertaken appropriate professional development to attain the 

skills and responsibility to practise with remote supervision - for example in a satellite clinic, 

making house calls, or undertaking remote community outreach (Forde & O'Connor 2009). As 

technological improvement and the eHealth movement continues in rural and remote 

Australia, remote supervision will become more practical.  

The Queensland pilot identified the importance of technological infrastructure to facilitate 

communication between PAs (teleconferences, web-links), especially since it is a new role, 

and early adopters will be relatively inexperienced (Urbis 2010). 

Proponents of the PA concept in Australia believe that PAs will be of considerable benefit to 

the existing cadre of rural GPs, and expect that future cohorts of GPs will benefit from the 

same advantages as their US counterparts when highly trained PAs are introduced into the 

rural and remote workforce (Forde & O'Connor 2009). They will also work in hospital and 

specialist settings (O'Connor & Hooker 2007). 

The Australian College of Rural and Remote Medicine (ACRRM) considers that PAs supporting 

specialists in rural and remote areas would also allow stabilisation and extension of specialist 

services. The PA could take on routine assessment, aspects of pre- and post-procedural care 

and provide follow-up and outreach, freeing up the specialist to deal with more complex 

cases (ACRRM 2011).  

It is argued that alleviating pressure on doctors not only frees up more time to deal with more 

complex patients, but also allows them to devote more time to clinical teaching and 

supervision of medical students and trainees (Forde & O'Connor 2009). This outcome was 

noted in the evaluation of the Queensland pilot (Urbis 2010), The arrival of a PA would not 

only mean an additional pair of hands and the skills the PA has learned, but would also 

contribute the diverse skills built up in his or her pre-PA career (Forde & O'Connor 2009).   

Recruitment and selection 

Preparing PAs for practice in rural and remote areas will require a specific educational and 

training approach, much as is recommended for other rural and remote practitioners. It is 

suggested that rural PAs would benefit from additional training in emergency medicine, the 

benefits of community involvement, and adaptation to the local culture (Henry & Hooker 

2007). 

James Cook University’s PA program emphasises recruitment of applicants from rural, remote 

and Indigenous communities, just as its medical school does (Forde & Branwell 2011). 

Edith Cowan University’s PA program, which expects its first intake in 2012, is planning its 

student placements in new areas of WA, with the aim of improving access to health care for 

rural communities (Sim 2011). 

The recent closure of the PA training program at the University of Queensland disappointed 

advocates of PA training, who regarded it as a win for sectional professional interests over 

rural and remote communities in particular (Pashen 2011; Brooks 2011). 
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There has been some suggestion that the PA role in rural and remote communities in 

particular could encourage more local males into the health system, those who for various 

reasons cannot become doctors, and do not want to be nurses (Urbis 2010).  

Acceptance  

The introduction of a medical role unfamiliar to Australian health care inevitably evoked 

levels of resistance and criticism that have now almost disappeared from the American 

system.  

The Australian Medical Association (AMA) and the Australian Medical Students Association 

(AMSA) both raised concerns about the impact training PAs would have on already 

stretched physical and human resources for education, leading reduced training 

opportunities and quality for medical students. Scarce resources should instead be focussed 

on creating programs that encourage young doctors to work in rural and remote locations 

(AMSA 2007; Smith 2008).  

Concerns about the effect PAs could have on the supervision of new doctors were also 

raised by some informants to the Queensland pilot evaluation. However, as the pilot 

progressed and participants had direct experience of the value of PAs to their setting, these 

concerns diminished (Urbis 2010).  

A prominent Northern Territory GP, who was not opposed to the underlying principle of 

training PAs, nevertheless feared that inappropriate application could "wipe out all doctors". 

He said it might turn government’s attention to the new health worker model rather than 

addressing the issues that prevent GPs from working in rural and remote areas (Ferguson 

2005). 

Some nurses expressed concerns to the Queensland evaluation about the potential impact 

of PAs on the recently established NP role and other advanced nursing roles, particularly the 

Rural and Isolated Practice Registered Nurse (RIPRN) (Urbis 2010). There are commonalities 

between the PA role and NP and ANP roles in the rural and remote context in particular. It is 

argued in response that the roles will not compete, as the PA will be working directly under a 

doctor’s supervision (O'Connor & Hooker 2007). In the US, the roles are regarded as 

complementary, not least because one is autonomous and the other is delegated (ACRRM 

2011). 

Another concern has been the possible impact on already scarce resources - the need for 

additional nursing staff to balance the additional medical input of the PA, the need for more 

nurses generally, and fear that employing PAs would be at the expense of more nurses or 

doctors (Urbis 2010). 

The claim that PAs are part of the solution to the rural medical workforce crisis in Australia has 

been questioned on the ground that there is no guarantee that PAs will want to stay and 

practice in rural and remote areas, since once trained they will be free to take posts in 

metropolitan hospitals if they wish (Bonning 2008).  

In response to these concerns, proponents of the new role say the delegated nature of the 

role means PAs will not necessarily require direct supervision, and they will not need extra 

training from the doctor. They adduce the evidence from US that PAs have actually 

enhanced clinical training opportunities by alleviating pressure from doctors, freeing up their 

time to teach (ACRRM 2011; Forde & O'Connor 2009; Stock 2011a). Edith Cowan University, 

which plans to introduce a PA program, believes the present number of PAs in Australia is too 

small to intrude on clinical placements, and PA placements are planned in new areas of WA 

and will not compete in any way for medical student placements (Sim 2011). 

The Queensland pilot showed that, after some initial teething problems, doctors and nurses in 

rural and remote locations worked well with the PAs. The majority of staff surveyed felt that 

the PA role would integrate well in the Australian health system broadly (65per cent), and in 

the rural and remote context specifically (71per cent). Over the course of the pilot, 

confidence in this integration seemed to increase: initially 34per cent believed the role would 

integrate very well, rising to 60per cent by the end (Urbis 2010). For example, a GP in Innisfail, 
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North Queensland, who had a student PA on clinical placement, found the presence useful 

rather than any kind of burden, noting that the student, a paramedic with 13 years’ 

experience, was able to take on a range of responsibilities, and was warmly received by 

patients (Sweet 2011). 

Experience in Indigenous communities 

There is limited literature on the potential impact of the PA role on Australia’s Indigenous 

population, though the PA model was first investigated in Australia in the hope of 

augmenting Indigenous health care in WA (Sim 2011). 

The rural health system, Cameron has argued, needs a workforce to provide for Aboriginal 

people, and a workforce which includes Aboriginal people. The role of PA would not only 

extend the Indigenous services available, but could provide careers for Aboriginal people as 

PAs, including opportunities for existing Aboriginal and Torres Strait Islander health workers 

(Cameron 2009; Forde & O'Connor 2009). 

Even though large numbers of Indigenous people attend health services in the Mount Isa 

and Cooktown areas, very few Aboriginal or Torres Strait Islander patients completed the 

survey during the Queensland pilot evaluation. While the community, including elders, were 

consulted, there was not enough time in the course of the pilot to establish an understanding 

in the local Aboriginal and Torres Strait Islander population about what a PA could do (Urbis 

2010).  

Nevertheless, a perceived outcome of the Queensland pilot was that the PA role would 

bolster the existing health workforce serving the Aboriginal and Torres Strait Islander 

population, and PAs would thus increase equity of care for Aboriginal and Torres Strait 

Islander patients who are presently less able to access services (Urbis 2010). Some advocates 

believe that, the PA role will also provide career opportunities for Aboriginal and Torres Strait 

Islander health workers (Cameron 2009; Forde & O'Connor 2009). 

  



43 

PA pilot programs and their evaluation 

According to Hooker et al (2007) the countries that have introduced PAs into their health 

care systems in some form are Australia, New Zealand, England, Scotland, Canada, The 

Netherlands, Ghana, Ireland, Kenya, Nicaragua, South Africa, Thailand and Taiwan. Most of 

these countries face similar health workforce challenges — a growing and ageing 

population needing increasing chronic and complex care, and a decreasing supply of the 

health care professionals needed to supply that care, particularly in rural areas. They have 

trialled the PA role as a partial solution to these needs.  

Many of these countries have modelled the PA health worker role on the US model. Other 

countries (for example, The Netherlands) have adapted their own interpretation of the role 

(Spenkelink-Schut 2008).   

Most PA trials to date are pilots that have used US-trained PAs imported to rehearse the role 

of a PA in local health care systems. Countries where US-trained PAs have been imported to 

trial include New Zealand, England, Scotland and some Canadian provinces, and also 

Australia (one in South Australia and the other in Queensland).  

These trials potentially represent significant changes to health services and their staff. 

Evaluative components are therefore embedded in these Australian trials. The review of 

these pilots will consider the set-up of the trials and the evaluation design and findings, taking 

account of the issue of attribution and contribution in assessing the results. In the context of a 

complex health care system, contribution analysis is highly relevant, as it examines considers 

other influencing factors in assessing the contribution of the PA trials (see Mayne 2000). 

Introduction of PAs into particular health care settings is not a standardised intervention, and 

the findings need to attend to the character and influence of the contexts in which the trails 

have occurred.  

South Australian physician assistant trial 

The first trial of PAs in Australia began in 2008, initiated by the South Australian Department of 

Health. The trial employed four US-trained PAs in three urban teaching hospitals: 

 two PAs in the Department of Surgery at Queen Elizabeth Hospital (TQEH)  

 one PA in the Department of Anaesthesia at Royal Adelaide Hospital (RAH) and  

 one PA in the Paediatric Outpatients Clinic at Flinders Medical Centre (FMC). 

These placements were identified as areas of clinical need. Each PA was introduced for one 

year, and strategically placed to display the range of PA contributions.  

Evaluation of the trial was conducted by an independent consultant, Healthcare 

Management Advisors (HMA). Pilot objectives, identified by HMA to guide evaluation of the 

implementation and outcomes of the trial, were adopted by SA Health (HMA 2010). 

 What organisational features facilitated or inhibited effective implementation of the 

PA role? 

 What was the contributory value of the PA role?  This was assessed in terms of health 

service impact, clinical outcomes, patient impact, and workforce impact. 

 What is the fit and applicability of the PA role within SA Health? 

 What is required to support transferability and sustainability of the PA role?  

Implementation 

Guidance and supporting structures, required for successful management of change efforts 

(Sutton & Kahn 1986), were implemented in the SA trial. Governance and facilitation of the 

trial was the responsibility of the SA Health Physician Assistant Steering Committee comprised 

of various health workforce stakeholders. Even though governance frameworks were 

established, the Steering Committee had to delay the beginning of the trial by 6 months 

because of unforseen issues of implementation, largely around limited understanding of the 
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role of the PA in an Australian context (HMA 2010). They included creating employment 

contracts that specified remuneration. At the Queen Elizabeth site, it took 13 months to 

establish a policy that allowed the introduction of PAs (Ho 2011). Recruitment difficulties also 

meant that one PA was engaged only one week before the end of the evaluation period, so 

that this PA’s contribution was not assessed. The HMA evaluation recommended that greater 

planning needed to be applied to ensure smoother transitions (HMA 2010).  

Scope of practice was a major hindrance throughout the trial. Part of the Steering 

Committee’s responsibility was to develop standards for the recruitment and management 

of the PAs, while SA Health managed legislative matters concerning prescribing rights, 

radiological investigations and pathology, as guided by the standards document; but these 

bodies had difficulty obtaining authority for the PAs to prescribe medications and order 

radiology tests (Ho et al 2010; Ho & Maddern 2011).  

While the scope of practice emerged over the course of the trial so as to ensure a safe work 

environment, the difficulty in obtaining authority meant that the PAs could not carry out all the 

tasks for which they were certified in the US system. At one of the sites, it took three months from 

when the PAs began before they could use their full prescribing licence (Ho & Maddern 2011), 

but they were still barred from prescribing Schedule 8 drugs (such as post-operative pain 

management medications). Over the course of the trial, PAs were permitted to order pathology 

tests without delay, but were limited in some other clinical practice rights available in their US 

roles. These factors posed inefficiencies in patient care and limited the PAs’ opportunity to 

demonstrate the range of their abilities. As a result, prescribing and radiology licensing appears 

to be an important barrier to overcome in implementing the PA role (HMA 2010).  

Contributory value 

HMA’s evaluation reports that the three PAs made a positive contribution to health service 

delivery, clinical outcomes, patient impact, and workforce impact. While the evaluation 

method included a range of data types and collection strategies at multiple time points, 

there were some limitations in the capacity of the quantitative data to assess the PAs’ 

contribution. The quantitative data used to inform these outcomes varied according to the 

specific role of the PA at each site: the trial sites were charged with the task of identifying 

productivity indicators (clinical activity, outcomes, patient waiting-times, and throughput 

data), and then gathering information on the selected indicators. This ad hoc method of 

collecting data restricted the potential for comparisons across the sites where PAs were 

deployed, and diminished the strength of conclusions made about PAs in health service 

impact, clinical outcomes, patient impact, and workforce impact. The findings were largely 

descriptive rather than inferential in nature, and did not assess other contextual influences. 

Caution must be exercised in attributing positive results to the PAs’ activities alone (HMA 

2010).  

Nevertheless, across the three sites, HMA observed the following over the course of the trial. 

1. Health service impact: 

 waiting lists decreased (At TQEH additional clinics were established) 

 increases in patient throughput. 

2. Clinical outcomes: 

 PAs identified medical conditions requiring further intervention 

 PA involvement in audit processes identified compromised patient care which 

resulted in amended protocols 

 FMC did not collect data. 

3. Patient impact: 

 patients considered the PA to be a part of the medical team 

 patients were either satisfied or very satisfied with care provided 

 patients believe the PA had enhanced patient care. 
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4. Workforce impact: 

 no negative impacts on junior medical staff training opportunities, but training 

opportunities were in fact increased, for example freeing up registrars’ time by 

guiding interns on the wards, and training new staff in the use of protocols 

 nursing staff concerned about impacts on career opportunities, believing PA roles 

could be performed nurse practitioners with the appropriate training resources and 

time, and PAs potentially competed for work currently undertaken by specialist nurses 

 positive impacts on supervisor job satisfaction. 

Trial participants thought there were likely improvements in cost-effectiveness owing to the 

PA role, but this was not assessed.  

The length of the trial may have affected the ability of the pilot to demonstrate the 

usefulness of the PAs. In particular, it may not have been long enough to allow for the impact 

of the positions to become evident. Anecdotal evidence also suggests that some staff at the 

RAH were unsure of the PA roles and responsibilities months into the trial, a factor that may 

have impeded the efficiency of service delivery (HMA 2010). A longer trial may have been 

required to demonstrate greater value of PA contributions to SA Health services.  

It is difficult to ascertain whether improvements observed from the trial were due to the 

unique skill set of the PA, the simple presence of additional staff members, or other factors. 

Since the design of the trial ensured that the PAs were placed in areas of clinical need not 

covered by other staff, the fact that the PAs made contributions to improvements may or 

may not have been due to their specific expertise. Similar ancillary health professionals were 

not available for a trial where the value, contribution and cost-benefit of the PA compared 

to other professions could be assessed.  

Fit and applicability of the PA role 

The PAs themselves, in describing their experiences in the SA trial, said they were positive and 

optimistic for the future of the PA role in Australia. Three of the four PAs involved in the trial 

were invited to extend their stay in Australia, a development which demonstrates interest in 

the role (Pesicka 2010).  

Even though it is asserted that nurses practise ‘nursing’, and PAs practice ‘medicine’ (Urbis 

2010), the HMA evaluation found that informants agreed the PA role could be performed by 

another professional such as a nurse or a junior doctor. A cost-benefit analysis was not done 

to explore whether this would be a financially viable option, nor were examinations made 

into the interest of nurses or junior doctors’ in undertaking PA-type positions.  

Qualitative data also indicated that the PAs had no detrimental effect on the training 

requirements of junior doctors and interns, and that in fact their training opportunities were 

enhanced.  

Transferability and Sustainability of the PA Role in SA Health 

Characteristics of the PA role considered transferable across the SA health system included:  

• non-rotating position 

• broad-based training background in the medical model and  

• ability to communicate across all staff levels (HMA 2010).  

However, as the trial consisted of four PAs across three urban hospitals, transferring findings to 

rural and remote areas or private hospitals remained uncertain. The data collection methods 

used during the SA trial also limit the potential for the findings to be generalised across the 

workforce.  
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Queensland physician assistant trial 

In Queensland, a 12-month pilot was established in 2009 to assess the effectiveness of five US-

trained and qualified PAs distributed across four sites in Queensland, including rural and 

remote areas, and both primary and secondary care settings: 

• one in the Interventional Cardiology Unit of Princess Alexandra Hospital in Brisbane 

• two at the Cooktown Multi-Purpose Health Service  

• one in the emergency department of the Mt Isa Hospital and  

• one at a GP clinic and local hospital at Normanton.  

PAs were recruited for their demonstrated experience and resilience in dealing with new 

situations. They were remunerated based on a salary equivalent to that of a nurse 

practitioner (Urbis 2010; Dennis Pashen personal communication). 

An independent consultancy, Urbis, was contracted by Queensland Health to provide an 

assessment of the PA pilot. The final evaluation focussed on four key areas, assessed using a 

number of methods:  

 the value of PAs’ contribution to the capacity of the health care team to address 

patient needs  

 legislative facilitative or inhibitory factors surrounding implementation and 

effectiveness of the role  

 the fit of the PA role within Queensland Health and  

 sustainability requirements beyond the pilot.  

The evaluation framework to assess the trial was grounded in program logic theory. Within this 

framework, the methods used included a review of relevant literature and documentation, 

fieldwork at three sites, interviews and focus groups, surveys, and analysis of service activity 

and scope of practice. Pre- and post-assessment surveys were distributed to examine 

changes in attitudes across various group of staff effected by the PA role or had interacted 

with the PAs. After the PAs and other team members had established a working routine, 

patient surveys were conducted (Urbis 2010).  

There were delays in setting up the Queensland trial: recruitment was made difficult by 

budgetary constraints; there were barriers to implementation similar to those experienced in 

the SA trial; and substantive claims could not be made owing to the small sample size. 

Accordingly, the Urbis evaluation report states: “Pilot findings should be read as indicating 

the need for further research and demonstration of the PA role within Queensland Health” 

(Urbis 2010).  

The evaluation therefore focussed on telling the story of how the PAs were engaged with 

new teams and the health environment, and on increasing understanding of the strategic 

and potential value of the PA role in Queensland Health.  

Difficulties in gaining access to statistical data including waiting times, length of stay and 

throughput inhibited the review’s ability to provide evidence of the contribution of the PA 

role to the evaluation sites and to the wider health system. High turnover of staff in clinical 

sites throughout the trial also limited the quality of the data collected, since some of those 

who completed the pre-pilot assessments did not complete post-pilot assessments.  

Despite the limited availability of objective sources of data to support increased productivity 

claims, findings from the evaluation suggest that, at all the sites where PAs were deployed, a 

range of staff members considered that they had contributed to improving the functioning 

of service delivery. Specifically, the PAs were measured against six domains of quality 

identified by the US Committee on Health Care Quality:  safe, effective, patient-centred, 

timely, efficient, and equitable care (Institute of Medicine 2001). Most of the findings 

reported in these six domains were based on qualitative data.  
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Table 1 Queensland Trial findings measured against Domains of Quality 

Domain Findings 

1. Safety  

Avoiding injuries to patients from 

the care that is intended to help 

them. 

 Pre to post staff survey responses for PA quality of care (61per cent-
80per cent) and safety of care (53per cent-70per cent) increased 
significantly 

 This finding is similar to those reported in NHS England and Scotland 
trials. 

2. Effective (“effective” findings were based on qualitative data) 

Providing services based on scientific knowledge to all who could benefit and refraining from 

providing services to those not likely to benefit (avoiding underuse and overuse, respectively). 

2.1 Team Capacity  PAs had a positive impact on service delivery (increased throughput) 
across trial sites. 

2.2 Continuity  The PA position was referred to as a “go-between” for the nurses and 
doctors where PAs possess the ability to respond to nurses queries 
about medical charts rather than asking the case doctor.  

2.3 Task Delegation  The presence of PAs enabled doctors to redistribute tasks to those 
most clinically able. 

 It was noted this potentially enabled doctors to give attention to 
junior doctor/intern training requirements 

2.4 Flexibility  Those involved in the trials noted that an additional health worker 
(regardless of title) contributed to service capacity.  

 Concerns were raised about the potential for PAs to replace nurses 
and doctors, rather than expand on the health care team. One doctor 
suggested the potential of the PA role to act as a retention strategy, 
especially in rural locations.  

3. Patient-centeredness  

Providing care that is respectful of and responsive to individual patient preferences, needs, and 

values and ensuring that patient values guide all clinical decisions. 

3.1 Patient engagement  91per cent of patients surveyed were ‘very satisfied’ with PA patient 
care and would be ‘definitely willing’ to see a PA on a subsequent 
visit. Patients’ response rate was not recorded, therefore only 
patients who were satisfied with PA service may have completed the 
survey. 

 Patients’ responses indicate that PAs had a heightened sense of 
patient care in terms of quality of information, courtesy, clarity of 
explanations, listening skills, and respected cultural and/or religious 
needs. 

4. Timely 

Reducing waits and sometimes 

harmful delays for both those who 

receive and those who give care. 

 At Cooktown, patient waiting times decreased according to anecdotal 
reports. 

 At PAH movement through the clinical process was purportedly 
faster. 

 At Mt Isa, attendance data revealed reduction in category 5 
presentations to emergency from February 2009 to February 2010. 

5. Efficient  

Avoiding waste, including waste 

of equipment, supplies, ideas and 

energy. 

 PAs considered limited scope of practice (i.e., seeking out a doctor to 
co-sign prescriptions and Centrelink forms and to conduct the 
consent process) as a detriment to their ability to contribute to the 
efficiency of the health care system. 

 Cost-efficiency was not assessed. 

 

Equity of service was not assessed. Nevertheless, the evaluation report states: “Increasing 

services to Aboriginal and Torres Strait Islander patients, who are traditionally less able to 

access services, and in rural and remote locations, may also be said to have increased the 

equity of health care delivery” (Urbis 2010 : 39). 

In terms of organisational integration, some data showed an increase from 32 per cent to 50 

per cent in the proportion of staff who felt that the PA role complemented the health care 

system and existing positions. Nurses and doctors said the benefits of the pilot outweighed 
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the drawbacks to the system, but junior doctors and nurse practitioners in particular were 

concerned that there should be continued commitment to the existing health workforce.  

Doctors Interviewed at the end of the pilot thought the role had potential to relieve medical 

workforce pressures through task delegation under supervision. Supervising doctors said some 

adjustments might be needed if the full benefit of US-trained PAs was to eventuate. Early in 

the pilot, PAs needed to become familiar with differing scopes of practice and patterns of 

work between Australia and the US, and with different medication names, doses and 

laboratory values. Later, supervisors emphasised the need for a regulatory framework, and 

said that PAs were restricted in practice by not having a Medicare provider and prescriber 

number – an obstacle also noted in the SA trial.  

The trial provided some limited evidence that the introduction of PAs might help address that 

part of Queensland Health’s Strategic Plan 2007-2012 that sought to attract and retain “skilled 

professionals, especially for specialist services and in rural and remote areas” (Urbis, 2010) 

Subjective evidence suggested that rural doctors considered PAs a vital addition to the 

health care system. One Cooktown doctor said: “They have made a significant difference 

and, to be honest, the thought of working a weekend without them is overwhelming. It has 

been so helpful having them around… we are all lamenting their departure.”  

A recently graduated PA indicated willingness to practise in a rural location: “My dream job 

would be rural; a family practice with general surgery options” (Sweet 2011).  

The Queensland Aboriginal and Islander Health Council has been scoping the potential 

benefits of having PAs in their communities (Sweet 2011). In lieu of quantifiable data, 

anecdotal evidence suggests PAs integrated well with Aboriginal and Torres Strait Islander 

communities. However, few Indigenous patients completed patient surveys, even though the 

trial took place in areas with large Aboriginal and Torres Strait Islander populations (Mt Isa 

and Cooktown).  

Although the Queensland trial elicited some promising findings that deserve further attention, 

proponents who took part in the pilot are frustrated that its findings have not led to action to 

implement the PA role (Sweet 2011). 

New Zealand Physician Assistant Trial 

A 12 month trial with two US trained PAs in general surgery was undertaken by the Counties 

Manukau District Health Board (CMDHB) in New Zealand. The trial began in September 2010 

under the governance of two steering committees, and is funded by Health Workforce New 

Zealand (HWNZ). The trial was completed in September 2011. It was intended to determine 

(1) whether the role was relevant, accepted and of value within the New Zealand workforce, 

and (2) whether efficiencies in service delivery were achievable by using PAs without 

compromising quality and safety of service.  

HWNZ commissioned a formative evaluation of the trial in 2010 (Oliver 2010, unpublished), 

and in 2011 appointed Siggins Miller to make a summative evaluation of the implementation 

and impact of the PA trial. The purposes of the summative evaluation are:  

 to determine the overall impact of the PA positions in the CMDHB environment, 

including both positive and negative effects and any unforeseen costs and benefits 

 to determine the productivity benefits or costs of using PAs in the roles adopted in this 

trial 

 to identify processes that either facilitated or hindered the successful integration of 

the roles into the workforce 

 to identify how processes around the trialling of the position from CMDHB, the 

Northern Region DHB group, HWNZ and the Ministry of Health could be improved to 

provide the best possible information from future trials 

 to suggest how the trialling of PA positions could be progressed in future. 
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The evaluation strategy uses descriptive methods to answer questions about program 

implementation and outputs, and a quasi-experimental design for questions about program 

outcomes. Contribution analysis will help interpret whether the results can be attributed to 

the PA role, or to other activities and influencing factors.  

The evaluation is currently under way, and comments cannot yet be made about its findings. 

It is anticipated that these results will become available in December 2011.  

 

NHS in England physician assistant trial 

In the UK, the Department of Health has conducted a PA trial in a variety of settings, across 

two phases. Phase 1 took place in 2003: two general practices in an underserviced urban 

area employed US-trained PAs on a trial basis. They were appointed for a fixed-term contract 

of two years and provided a salary of £39,500 (approximately A$61,460) plus relocation costs. 

In Phase 2 in 2004, a further twelve PAs were employed. They were deployed in general 

practices, accident and emergency departments, and GP referral centres. As the PAs were 

distributed across primary and secondary care settings, the range and complexity of their 

tasks differed (Woodin et al 2005). 

Health Services Management Centre (HSMC) was commissioned by the Department of 

Health to independently evaluate the effectiveness of these trials. Their evaluation was 

based on Pawson and Tilley’s 1997 framework in which differential outcomes are explained in 

terms of the interplay of the ‘mechanism’ (in this case the PA) with the context in which it is 

applied (Woodin et al 2005). A benefit of this method is that it allows inferences to be made 

about the relative effectiveness of PAs in the British context. 

The research questions of interest were: 

 What are the potential benefits and drawbacks (to patients, professionals and the 

NHS) of introducing the role of PA into health care provision?  

 What impact does the introduction of the PA role have on service quality and service 

improvement?  

 What factors improve and impede the integration of PAs with other professional 

groups, in particular doctors and nurses?  

 To what extent does the introduction of the role of PA re-define professional 

boundaries and produce new lines of accountability?  

 Does the introduction of the role of PA result in a re-profiling of work between doctors, 

nurses and PAs?  

 What issues does the experience of introducing the PA role raise in respect of the 

commissioning of programs to train PAs in England, and for regulation?  

To inform conclusions on these questions, a range of quantitative data was collected 

describing the scope of PA practice, and qualitative data which sought views to inform 

interpretation of the quantitative data (Woodin et al 2005). 

After initial difficulties with introducing US-trained PAs into the British system, the PAs had a 

positive impact on delivery of better patient-centred health care in the underserviced areas. 

It was found that the PAs reduced the workload of other members of the general practice 

teams where they worked. The introduction of PAs led to improved service delivery in 

increased patient throughput and reduced waiting times. Non-PA employees reported 

increased job satisfaction, as well as reduced workloads (Parle et al 2006).  

Supervisory relationship arrangements worked well, and patients appeared satisfied with 

consulting arrangements. Indeed, the main reported concern of patients was that they were 

required to wait after consultation for prescriptions to be written by a doctor, as PAs did not 

have prescribing rights, a factor which impeded the integration of the PA in the trial.  

The British trial examined the cost-effectiveness of the PA role. There was some variation 

between sites owing to factors such as longer consultation times taken by PAs compared to 
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doctors. Over all, this was balanced by an increase in the capacity of areas of medical 

practitioner shortage to service the needs of their patients (Woodin et al 2005).  

Even though the evaluation elicited positive results, response to the trial was reserved. The 

British Medical Association (BMA) accepted that there was potential for PAs to ease 

workload pressure on doctors, but stressed that patients must consistently be made aware 

that PAs were not doctors (Jolly 2008). Further, the BMA voiced concerns about the possible 

future impacts on doctors and doctors-in-training, namely that medical students and 

doctors-in-training would have to compete for the same education and training 

opportunities as PAs (Jolly 2008).  

Despite these concerns, some general practitioners recruited PAs to work in their practices 

independently of the pilot schemes. Drennan et al (2011) recently conducted a study of 

these employers by examining their motivations and the factors that sustained PA 

employment. This qualitative study showed that GP employers viewed PAs as a positive 

addition to the practice, particularly for meeting patient demand within a practice’s 

finances. However, GPs acknowledged that there was a need to develop stronger 

governance and regulatory frameworks for this emerging profession (Drennan et al (2011). 

NHS Scottish physician assistant trial 

A NHS Scotland pilot of PAs ran from November 2006 to October 2008. Fifteen US trained PAs 

worked in Scotland at some period during those 24 months in Grampian, Lanarkshire, Lothian 

and Tayside in a variety of settings: primary care; out of hours clinic; emergency medicine; 

intermediate care; orthopedics; and an acute receiving unit. Pilot settings were not based on 

areas of clinical need.  

The tasks these PAs undertook and the challenges they faced were diverse. Over the course 

of the trial, the PAs functioned in various ways as part of medical teams. Some were used as 

additional team members; others were a new way of providing a service. This approach was 

adopted in order to obtain wide-ranging observations of the potential applicability of PAs.  

The main aim of the evaluation was to assess the impact and contribution made by the PAs 

to delivering effective health care in Scotland. While the main objective was summative, the 

aims of evaluation were also formative. A case study approach was used, similar to the 

Australian trials where descriptive findings predominated. Quantitative data were collected, 

but these data were not the main target. Information was gathered longitudinally, which 

allowed limited inferences to be made about the value of the PA role over time. To assess 

aspects of the PAs’ impact, information was gathered from the diverse perspectives of the 

PAs themselves, patients, senior managers, and partnership forum representatives. The 

dispersal of the PAs across settings enabled discussion about the PA in varying health care 

settings (Farmer et al 2009).  

Some facets of the trial and the evaluation design had the potential to influence the findings – 

features that were not dissimilar to the limitations faced by other pilots.  

First, while quantitative data was collected about work activity, this information was not used to 

assess productivity, but was used to annotate the dynamics of the work of teams. It was 

argued that the small sample size was not suitable to allow meaningful interpretations. Different 

quantitative data collection methods meant it was difficult to make comparisons of 

productivity across settings and roles (Farmer et al 2009). For example, comparative health 

activity data were collected by various methods from other health professionals at each of 

the trial settings, but were not collected at the intermediate care site.  

Secondly, retaining PAs over the course of the assessment period was difficult, and as a result 

some PAs came and went during the trial. This affected the consistency of the data gathered.  

Finally, the PAs in the Scottish trial were not able to work to the full scope and level of 

practice they would have exercised in the US. Again, inability to prescribe was the main 

hindrance, an external factor that may have influenced the effectiveness of the trial. For 
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example, the PAs who were deployed to the out of hours clinic could not make home visits, 

owing to this restriction on a major aspect of the PA role.  

The evaluation report examined cultural differences between the US and Scotland as an 

external factor that may have influenced the effectiveness of the PA in the Scottish system. 

These included differences in the PA-supervisor relationship, allocation and delegation of 

tasks, different treatments, and work strictly to evidence-based guidelines. Communication 

was suggested as a change management strategy, to be used in adapting imported 

personnel from different cultures and systems.  

Nevertheless, patterns emerged across the trials about PA skills and attitudes regardless of 

context. Characteristics identified as valuable were critical thinking, diagnostic skills, training 

in a medical approach, communication skills, and confidence in dealing with uncertainty.  

The salary of the PA towards the end of the trial was evaluated to be £29,091 to £38,353 

(approximately A$45 090 toA$59 450 (Farmer et al 2009). 

Canadian physician assistant trials 

The first Canadian institution to recognise the potential place of PAs was the Canadian 

Forces (CF) in the 1980s. However, it was not until the mid 2000s that provinces in Canada 

developed a similar model (Jones & Hooker 2011). At present, the primary PA-trialling and 

practice provinces are Manitoba and Ontario (Hooker et al 2007). Various other regions and 

provinces — Nova Scotia, New Brunswick, Alberta, and British Columbia — have undertaken 

review and analysis on whether the PA model should be a part of the provincial medical 

systems (Jones & Hooker 2011).  

The Ontario project capitalised on the US and British experience in developing its 

competency profiles and scope of practice statements. An alliance of interested parties 

oversees the project and an extensive evaluation project assesses the outcomes of care and 

satisfaction of all participants (that is, patients, doctors, nurses, and the PAs).  

Other countries have experienced difficulties with inception of PAs into their health care 

systems. Ontario circumvented such challenges through these factors identified by Frossard 

et al (2008): 

 strong partnerships and collaborative relationships 

 support from other health professions and experts 

 developing PA competencies  

 government backing of the a new workforce position and  

 establishment of a steering committee in order to alleviate apprehensions by health 

professionals about the implementation of a new role within the Ontario workforce. 

The consequential pilot was divided into two phases. The first phase focussed on the 

demonstration of PAs, nurse practitioners and acute care nurses in the emergency 

departments of six hospitals. The Health Force Ontario website reports that the trial showed 

positive influence on health care delivery including decreases in waiting times 

(http://www.healthforceontario.ca/).  

In the second phase, 50 PAs were or will be dispersed across various multidisciplinary health 

care teams in the province, in hospitals, primary care, diabetes, and long-term care.  

The main trial now taking place in Canada is the Health Force Ontario pilot project. The 

project is a multi-faceted initiative aimed at transforming Ontario’s health care system (Jones 

& Hooker 2011; Jolly 2008). The initiative was focussed not only on PAs; the aim was also to 

increase the placement of nurse practitioners, and prepare a trial conversion of some 

international medical graduates to PAs (Jones & Hooker 2011). After consultation with 

stakeholders, selection of six demonstration hospital sites, and development of competency 

profiles and scope of practice statements, a two-phase pilot project began in 2007. PAs for 

the project were retired graduates of the Canadian Forces Physician Assistant education 

http://www.healthforceontario.ca/
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program, US- trained PAs, and International Medical Graduates who passed a competency-

based assessment and integration process (http://www.healthforceontario.ca/). 

Health Force Ontario recently extended its demonstration projects to March 31, 2012, to 

maintain a stable PA workforce while a long-term policy and funding framework for PAs is 

developed. Financial support between CA$46,000 and CA$92,000 annually will help eligible 

employers provide opportunities for PA graduates for two years. A one-time only supervisory 

support of $10,000 is available to supervising physicians. An additional CA $10,000 is offered 

as an incentive for PAs who accept positions in underserviced regions. About 80 PAs are 

currently employed in Ontario as a result of this initiative, and about 45 PA students are 

expected to graduate annually. When the demonstration project ends, a comprehensive 

evaluation will help inform decisions about the continuing role of PAs in Ontario 

(http://www.oha.com/Services/PhysicianandProfessionalIssues/OtherHealth 

careProviders/Pages/PAProjectHistoryandTimelines.aspx). 

 

The Netherlands 

International emergence of the PA role has largely focussed on reproducing the US model of 

education and clinical practice. The Netherlands has embarked on a different model to 

implement the PA role. The reasons for developing the role in The Netherlands health system 

are similar to other international motivations, but in this case,  implementation was more 

anticipatory ( The Netherlands is the only country that does not fall short of the World Health 

Organization’s recommended doctor to population ratio (Ho 2011; Jolly 2008). This created 

opportunities for wide consultation on the inception of the Dutch PA curriculum. Effective 

lobbying of the medical profession and educationalists, as well as political and financial 

support facilitated emergence of the PA profession in The Netherlands (Verboon 2005).  

While PAs have been in practice in The Netherlands since 2001 (PAs were first introduced into 

secondary care settings in 2001 and primary care in 2004), very limited evaluation has been 

conducted of the role’s effectiveness, based on the PAs who are graduates of the Dutch 

Program.  

One evaluation of PAs in The Netherlands was a pilot study of 12 Urology PAs who worked in 

different hospitals. The evaluation’s objectives differed somewhat from the pilots trialled in 

Australia, New Zealand, UK and Canada, and asked what critical professional activities 

required relevant competencies, and how supervisors could know when to entrust such 

activities to a trainee (Spenkelink-Schut et al 2008).  

Another evaluation was a case-study conducted in 2003 on a single general practitioner in a 

partly disadvantaged urban area, who (owing to local recruitment difficulties) used the skills 

of a US-trained PA (Simkens et al 2009). The effects were studied using a quantitative pre- 

and post- design. The Dutch-speaking PA and the GP arrived at mutually agreeable scope of 

practice, patient caseload, job responsibilities and supervision arrangements although 

prescribing medicine was a legal barrier. The study found that the PA may have improved 

access to GP care - that is, the total number of contacts per 1000 patients increased over 

the course of the study. The range of the PA’s clinical activities was comparable to that of 

the GPs, confined to less acute cases.  

http://www.healthforceontario.ca/
http://www.oha.com/Services/PhysicianandProfessionalIssues/OtherHealthcareProviders/Pages/PAProjectHistoryandTimelines.aspx
http://www.oha.com/Services/PhysicianandProfessionalIssues/OtherHealthcareProviders/Pages/PAProjectHistoryandTimelines.aspx
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Concluding comments on PA pilots 

Trials conducted to date involving US-trained PAs appear to have been focussed on 

assessing the concept of the PA role. Evidence demonstrating the efficiencies and 

effectiveness of the position in each health care system is very limited. 

 Objectives adopted by various evaluations sought to assess both formative and summative 

components of the trials, but limitations of the trials and the evaluation designs fall short of 

answering research questions robustly, particularly conclusions about productivity and cost 

effectiveness. Small sample sizes mean that it has been impossible to produce findings able 

to be generalised. The available supportive results are largely descriptive, and centre on 

engagement of PAs, and on informants’ understanding of the strategic and potential value 

of PAs. 

The importation of US-trained PAs into local health care systems needs to be viewed in light 

of real and potential operational differences between the host country’s health care system 

and the American system. 

The skills and experience of the US-trained PAs was highlighted in the Australian trials (Urbis 

2010; HMA 2010). In fact, PAs in the Queensland trial experienced marked differences 

between Australian and US health systems in the PAs’ efficiency in delivering patient care. 

The PAs believed they could have been more efficient if not for systemic drivers that 

impeded their performance, such as the number of consulting rooms available, insufficient 

nurses or administrative assistants, and rostering (Urbis 2010).  

From the trials described above, few conclusions can be drawn to inform training programs 

for locally trained PAs and students, or their competency, supervision, specialisation, 

integration into medical teams, and value in rural, remote and Indigenous areas.  
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APPENDIX A: Search strategy 

The methodology for the literature search has used three sets of sources: 

• peer reviewed journal literature using a range of bibliographic databases 

• published monographs and textbooks through library catalogues, and  

• documents published electronically on the Internet using Google and Google Scholar.  

These forms of literature increasingly overlap, but search strategies need to be tailored the 

specific indexing tools available.  

The peer reviewed medical literature is indexed by Medline, in various formulations with 

PubMed the most accessible. The subject index for Medline, Medical Subject Headings 

(MeSH) uses the term "Physician Assistants" for relevant literature published since 1995 when 

this term was introduced. Previously the term "Physician’s Assistant" was used in Medline 

indexing from 1971 to 1994. A detailed list of available subheading and free text synonyms is 

provided below.  

The MeSH term "Physician Assistants" is also used in the Cumulative Index of Nursing and Allied 

Health Literature (CINAHL), in the Cochrane Library and in the Australasian Medical Index 

(AMI). The CINAHL database is the single best resource for its field with the advantage of 

indexing reports, conference papers and book chapters. These forms of literature are not 

indexed by Medline, the premier health sciences database, which exclusively indexes peer 

reviewed journals. The Cochrane Library contains a number of databases, the largest of 

which is the Cochrane Central Register of Controlled Trials. AMI indexes Australian and New 

Zealand health journals not indexed by Medline. 

PsycINFO has excellent coverage of the education and health literatures where they 

intersect with the broader organisational and educational psychology literature. This 

database and various journal publisher collections of electronic journals were searched with 

truncated free text phrases. A conscious choice was made not to search other databases 

such as the, EMBASE and ERIC because of the likelihood of duplicate search results from 

those we have searched.  

Search results were captured in Endnote; duplicates were removed and abstracts scanned 

to confirm relevance. Highly relevant papers were retrieved in full text and the references of 

these papers hand searched to identify further relevant papers for retrieval. Citations 

patterns were noted and supplementary searches were undertaken for highly cited authors 

and key journal titles. The database Scopus was used to locate prospective citation trails for 

key papers. The Endnote software program and this program was been used to generate the 

references and bibliography for this report. An Endnote library file has been provided to 

Health Workforce Australia to accompany this report. 

Searching within Medline using the MeSH term “Physician Assistants” identified 4444 items in 

August 2011 of which 1300 were published after the year 2000. 2531 items were identified in 

CINHAL of which 2/3 overlapped with the Medline results. In the Cochrane Library’s 

Cochrane Central Register of Controlled Trials 32 items were located and 4 items in the 

Economic Evaluation database. In the Australasian Medical Index 23 items were identified. 

Searching in PsycINFO found 253 items. There was considerable duplication of records and 

the total potential pool of records was approximately 5000 items. 

Search strategies for edited monographs and textbooks involved searches of library 

catalogues of two universities with substantial health sciences education programs. These 

searches yielded a number of useful edited monographs and reference textbooks for clinical 

educators. Retrieved textbooks identified some new material, mainly key pre 2000 studies, 

and confirmed the relevance of results from the bibliographical database searches describe 

above. 

Further searching of the Internet identified professional association and government 

publications and research working papers and other forms of ‘grey literature’. These 
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resources were scanned to identify relevance. Most literature was descriptive rather than 

evaluative, though the PA professional association websites where particularly valuable for 

current material.  The limitations of Internet searching are obvious when unfiltered results from 

Google using the term "Physician Assistants" generated about 3,520,000 results and even with 

Google Scholar using the same search phrase generated about 27,000 items. These tools 

were mainly used to validation search results from other sources and to identify key 

organization relevant to the health workforce role of PAs. 

The journal literature covered a diverse array of relevant topics though strongly flavoured by 

the key structural and financial attributes of the US health system. Based on an analysis of 

identified items captured in the literature search, the key issues were identified and a shell for 

the literature review was developed to ensure that the key themes emerging from the 

literature were captured. These themes focused around the overlapping issues of the 

evolving scope of clinical practice for PAs, the professional certification for these roles and 

the accreditation of educational programs that prepare them for practices. Two settings for 

clinical practice received sufficient attention in the literature for them to be addressed 

separately. These were rural and Indigenous health care and in the military.  

Medical Subject Headings (MeSH) indexing of the Physician Assistant literature. 

Physician Assistants 

Persons academically trained, licensed, or credentialed to provide medical care under the 

supervision of a physician. The concept does not include nurses, but does include 

orthopaedic assistants, surgeon's assistants, and assistants to other specialists. 

Year of Entry: 1995; was PHYSICIANS' ASSISTANTS 1971-94 

Search Note: use PHYSICIAN ASSISTANTS to search PHYSICIANS' ASSISTANTS 1971-94 

Previous Indexing: Health Manpower (1968-1970); Physicians (1968-1970) 

Available subheadings used with this MeSH term: 

| classification | economics| education | ethics | history | legislation and jurisprudence | 

manpower | organization and administration | psychology | standards | statistics and 

numerical data | supply and distribution | trends | utilization | 

 

Used the MeSH term Physician Assistants for: 

 Assistant, Physician 

 Assistants, Physician 

 Physician Assistant 

 Physicians' Assistants 

 Assistant, Physicians' 

 Assistants, Physicians' 

 Physician's Assistants 

 Physicians Assistants 

 Physicians' Assistant 

 Physicians' Extenders 

 Extender, Physicians' 

 Extenders, Physicians' 

 Physician Extenders 

 Physician's Extenders 

 Physicians' Extender 

 Doctor's Assistants 

 Assistant, Doctor's 

 Assistants, Doctor's 

 Doctor Assistants 

 Doctor's Assistant 

 Medex 

 Anaesthesia Assistants 

 Anaesthesia Assistant 

 Assistant, Anaesthesia 

 Assistants, Anaesthesia 

 Feldshers 

 Feldsher 

 

There are two subordinate MeSH terms to Physician Assistants in the MeSH hierarchy: 

Ophthalmic Assistants and Paediatric Assistants 

 

http://www.ncbi.nlm.nih.gov/mesh/68009881
http://www.ncbi.nlm.nih.gov/mesh/68010370
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Appendix B: Competencies for the physician assistant profession  

Preamble  

In 2003, the National Commission on Certification of Physician Assistants (NCCPA) initiated an 

effort to define PA competencies in response to similar efforts being conducted within other 

health care professions and growing demand for accountability and assessment in clinical 

practice. The following year, representatives from three other national PA organizations, 

each bringing a unique perspective and valuable insights, joined NCCPA in that effort. Those 

organizations were the Accreditation Review Commission for Education of the Physician 

Assistant (ARC-PA), the body that accredits PA educational programs; the Association of 

Physician Assistant Programs (APAP), the membership association for PA educators and 

program directors; and the American Academy of Physician Assistants (AAPA), the only 

national membership association representing all PAs.  

The resultant document, Competencies for the Physician Assistant Profession, is a foundation 

from which each of those four organisations, other physician assistant organisations and 

individual physician assistants themselves can chart a course for advancing the 

competencies of the PA profession.  

Introduction  

The purpose of this document is to communicate to the PA profession and the public a set of 

competencies that all physician assistants regardless of specialty or setting are expected to 

acquire and maintain throughout their careers. This document serves as a map for the 

individual PA, the physician-PA team and organisations that are committed to promoting the 

development and maintenance of these professional competencies among physician 

assistants.  

The clinical role of PAs includes primary and specialty care in medical and surgical practice 

settings. Professional competencies1 for physician assistants include the effective and 

appropriate application of medical knowledge, interpersonal and communication skills, 

patient care, professionalism, practice-based learning and improvement, systems-based 

practice, as well as an unwavering commitment to continual learning, professional growth 

and the physician-PA team, for the benefit of patients and the larger community being 

served. These competencies are demonstrated within the scope of practice, whether 

medical or surgical, for each individual physician assistant as that scope is defined by the 

supervising physician and appropriate to the practice setting.  

 

1 In 1999, the Accreditation Council for Graduation Medical Education (ACGME) endorsed a list of general 

competencies for medical residents. NCCPA’s Eligibility Committee, with substantial input from representatives of 

AAPA, APAP and ARC-PA, has modified the ACGME’s list for physician assistant practice, drawing from several other 

resources, including the work of Drs. Epstein and Hundert; research conducted by AAPA’s EVP/CEO, Dr. Steve 

Crane; and NCCPA’s own examination content blueprint.  
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PHYSICIAN ASSISTANT COMPETENCIES Version 3.5 (3/22/05)  

The PA profession defines the specific knowledge, skills, and attitudes required and provides 

educational experiences as needed in order for physician assistants to acquire and 

demonstrate these competencies.  

MEDICAL KNOWLEDGE  

Medical knowledge includes an understanding of pathophysiology, patient presentation, 

differential diagnosis, patient management, surgical principles, health promotion and 

disease prevention. Physician assistants must demonstrate core knowledge about 

established and evolving biomedical and clinical sciences and the application of this 

knowledge to patient care in their area of practice. In addition, physician assistants are 

expected to demonstrate an investigatory and analytic thinking approach to clinical 

situations. Physician assistants are expected to:  

 understand etiologies, risk factors, underlying pathologic process, and epidemiology 

for medical conditions  

 identify signs and symptoms of medical conditions  

 select and interpret appropriate diagnostic or lab studies  

 manage general medical and surgical conditions to include understanding the 

indications, contraindications, side effects, interactions and adverse reactions of 

pharmacologic agents and other relevant treatment modalities  

 identify the appropriate site of care for presenting conditions, including identifying 

emergent cases and those requiring referral or admission  

 identify appropriate interventions for prevention of conditions  

 identify the appropriate methods to detect conditions in an asymptomatic individual  

 differentiate between the normal and the abnormal in anatomic, physiological, 

laboratory findings and other diagnostic data  

 appropriately use history and physical findings and diagnostic studies to formulate a 

differential diagnosis  

 provide appropriate care to patients with chronic conditions.  

INTERPERSONAL and COMMUNICATION SKILLS  

Interpersonal and communication skills encompass verbal, nonverbal and written exchange 

of information. Physician assistants must demonstrate interpersonal and communication skills 

that result in effective information exchange with patients, their patients’ families, physicians, 

professional associates, and the health care system. Physician assistants are expected to:  

 create and sustain a therapeutic and ethically sound relationship with patients  

 use effective listening, nonverbal, explanatory, questioning, and writing skills to elicit 

and provide information  

 appropriately adapt communication style and messages to the context of the 

individual patient interaction  

 work effectively with physicians and other health care professionals as a member or 

leader of a health care team or other professional group  

 apply an understanding of human behaviour  

 demonstrate emotional resilience and stability, adaptability, flexibility and tolerance 

of ambiguity and anxiety  

 accurately and adequately document and record information regarding the care 

process for medical, legal, quality and financial purposes.  

PATIENT CARE 

 Patient care includes age-appropriate assessment, evaluation and management. Physician 

assistants must demonstrate care that is effective, patient-centred, timely, efficient and 
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equitable for the treatment of health problems and the promotion of wellness. Physician 

assistants are expected to:  

 work effectively with physicians and other health care professionals to provide 

patient-centred care  

 demonstrate caring and respectful behaviours when interacting with patients and 

their families  

 gather essential and accurate information about their patients  

 make informed decisions about diagnostic and therapeutic interventions based on 

patient information and preferences, up-to-date scientific evidence, and clinical 

judgment  

 develop and carry out patient management plans  

 counsel and educate patients and their families  

 competently perform medical and surgical procedures considered essential in the 

area of practice  

 provide health care services and education aimed at preventing health problems or 

maintaining health.  

PROFESSIONALISM  

Professionalism is the expression of positive values and ideals as care is delivered. Foremost, it 

involves prioritizing the interests of those being served above one’s own. Physician assistants 

must know their professional and personal limitations. Professionalism also requires that PAs 

practice without impairment from substance abuse, cognitive deficiency or mental illness. 

Physician assistants must demonstrate a high level of responsibility, ethical practice, sensitivity 

to a diverse patient population and adherence to legal and regulatory requirements. 

Physician assistants are expected to demonstrate:  

 understanding of legal and regulatory requirements, as well as the appropriate role of 

the physician assistant  

 professional relationships with physician supervisors and other health care providers  

 respect, compassion, and integrity  

 responsiveness to the needs of patients and society  

 accountability to patients, society, and the profession  

 commitment to excellence and on-going professional development  

 commitment to ethical principles pertaining to provision or withholding of clinical 

care, confidentiality of patient information, informed consent, and business practices  

 sensitivity and responsiveness to patients’ culture, age, gender, and disabilities  

 self-reflection, critical curiosity and initiative.  

PRACTICE-BASED LEARNING AND IMPROVEMENT  

Practice-based learning and improvement includes the processes through which clinicians 

engage in critical analysis of their own practice experience, medical literature and other 

information resources for the purpose of self-improvement. Physician assistants must be able 

to assess, evaluate and improve their patient care practices. Physician assistants are 

expected to:  

 analyse practice experience and perform practice-based improvement activities 

using a systematic methodology in concert with other members of the health care 

delivery team  

 locate, appraise, and integrate evidence from scientific studies related to their 

patients’ health problems  

 obtain and apply information about their own population of patients and the larger 

population from which their patients are drawn  

 apply knowledge of study designs and statistical methods to the appraisal of clinical 

studies and other information on diagnostic and therapeutic effectiveness  
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 apply information technology to manage information, access on-line medical 

information, and support their own education  

 facilitate the learning of students and/or other health care professionals  

 recognise and appropriately address gender, cultural, cognitive, emotional and 

other biases; gaps in medical knowledge; and physical limitations in themselves and 

others. 

 

SYSTEMS-BASED PRACTICE  

Systems-based practice encompasses the societal, organisational and economic 

environments in which health care is delivered. Physician assistants must demonstrate an 

awareness of and responsiveness to the larger system of health care to provide patient care 

that is of optimal value. PAs should work to improve the larger health care system of which 

their practices are a part. Physician assistants are expected to:  

 use information technology to support patient care decisions and patient education  

 effectively interact with different types of medical practice and delivery systems  

 understand the funding sources and payment systems that provide coverage for 

patient care  

 practice cost-effective health care and resource allocation that does not 

compromise quality of care  

 advocate for quality patient care and assist patients in dealing with system 

complexities  

 partner with supervising physicians, health care managers and other health care 

providers to assess, coordinate, and improve the delivery of health care and patient 

outcomes  

 accept responsibility for promoting a safe environment for patient care and 

recognizing and correcting systems-based factors that negatively impact patient 

care  

 apply medical information and clinical data systems to provide more effective, 

efficient patient care  

 use the systems responsible for the appropriate payment of services.  

 
Source: National Commission on Certification of Physician Assistants 

http://www.nccpa.net/pdfs/Definitionper cent20ofper cent20PAper cent20Competenciesper 

cent203.5per cent20forper cent20Publication.pdf 

 

  

http://www.nccpa.net/pdfs/Definition%20of%20PA%20Competencies%203.5%20for%20Publication.pdf
http://www.nccpa.net/pdfs/Definition%20of%20PA%20Competencies%203.5%20for%20Publication.pdf
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Appendix C: Global interest in the PA role 

 
Source: Physician Assistant Education Association for a more detailed poster 
http://www.paeaonline.org/index.php?ht=a/GetDocumentAction/i/75206 

 

http://www.paeaonline.org/index.php?ht=a/GetDocumentAction/i/75206

