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The physician associate (PA) is an emerging clinical 
role in the United Kingdom (UK), with a complex 
series of challenges facing development and inte-

gration within the National Health Service (NHS). In 
2015, The King’s Fund, a national think tank in England, 
said that “the uncertainty around predicting long-term 
workforce needs, alongside policy ambitions to radically 
change the organization and delivery of care, indicates a 
need to build a fl exible and adaptable workforce. The 
workforce of the future needs to be able to take on a 
greater breadth of tasks to meet increasingly complex 
patient needs while working across different care settings 
and multidisciplinary providers. The challenge for the 
health service is to ensure that there is suffi cient staff for 
current models of care, while also moving towards this 
very different future.”1 This stance was echoed across the 
NHS, accelerating (and in some cases prompting) local 
and national discussions around urgent and acute work-
force transformation.

In its 2014 report, the NHS Urgent Care Commission 
stated that “a multidisciplinary approach must be taken 
to staffi ng urgent care services. The spectrum of advanced 
practitioners available to deliver services should be 
expanded to include pharmacists; nurses; physician asso-
ciates; and healthcare assistants. Practitioners should then 
have the appropriate skills mix, enabling an out of hours 
team to call upon pediatric, mental health, and long-term 
condition expertise at any one time.”2

The complex challenges facing the NHS—an aging 
population presenting with multiple comorbidities cou-
pled with increasing diffi culties in recruiting physicians 
in suffi cient numbers within traditional workforce mod-
els—require system-wide redesign and a departure from 
traditional thinking. A stable and sustainable medically 
trained workforce is needed to complement the existing 
workforce of physicians and other clinicians, and to 
allow for a cross-fertilization of knowledge, practices, 
and ideas.

Because of rapid changes in the development of the PA 
in the UK, an historical study was undertaken. The intent 
was to inform policy makers and scholars about this 
movement and to present a foundation for PA-focused 
research. The premise is that PAs should be considered an 
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ABSTRACT
The world of healthcare is changing, and patient 
needs are changing with it. Traditional doctor-driven 
models of workforce planning are no longer sustain-
able in the United Kingdom (UK) healthcare economy, 
and newer models are needed. In the multiprofessional, 
multiskilled clinical workforce of the future, the phy-
sician associate (PA) has a fundamental role to play 
as an integrated, frontline, generalist clinician. As of 
2016, about 350 PAs were practicing in the UK, with 
550 PAs in training and plans to expand rapidly. This 
report describes the development of the PA profession 
in the UK from 2002, with projections through 2020, 
and includes governance, training, and the path to regu-
lation. With rising demands on the healthcare workforce, 
the PA  profession is predicted to positively infl uence 
clinical workforce challenges across the UK healthcare 
economy.
Keywords: physician assistant, United Kingdom, physician 
associate, workforce, National Health Service, multi-
disciplinary
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intrinsic part of the future multidisciplinary, frontline 
clinical workforce.

METHOD
A literature search was undertaken to identify published, 
unpublished, and anecdotal evidence on the UK PA. The 
literature provides a historical standpoint and a contem-
porary view of developments in the UK. Data were drawn 
from national workforce studies, census statistics, com-
missioned survey data, and unpublished or anecdotal data 
gathered by Health Education England and its partner 
organizations since 2013. The Faculty of Physician Asso-
ciates at the Royal College of Physicians (formerly the UK 
Association of PAs) and the UK and Ireland Universities 
Board for Physician Associate Education were consulted 
for unique information.

RESULTS
The fi rst group of PAs were imported from the United 
States in 2003 to work in underserved primary care prac-
tices in the West Midlands.3 This demonstration project 
was successful, and a second demonstration study using 
American PAs was undertaken in Scotland.4

With the role gaining support of workforce leads in 
primary and secondary care, the fi rst UK training programs 
were established at the universities of Hertfordshire and 
Wolverhampton and at St. George’s University London. 
(The original St. George’s program was run in conjunction 
with Kingston University in London.) Graduates from 
these three programs took the first UK PA national 
examination in 2007. Further courses opened at the 
University of Birmingham in 2008 and the University of 
Aberdeen in 2011. This interest was paralleled in the UK 
Department of Health, which provided funding for the 
development of a national competence and curriculum 
framework for PAs. The steering group was chaired jointly 
by the Royal College of Physicians and the Royal College 
of General Practitioners; this framework was published 
in 2006.3

Without national regulation or an agreed commissioning 
model to ensure alignment in training and professional 
development, the four training program providers joined 
to form the UK and Ireland Universities Board for PA 
Education (ukiubpae) in 2009. In 2010, the Department 
of Health agreed to a request from the ukiubpae to review 
and (where appropriate) revise the 2006 competence and 
curriculum framework, with the Royal College of Surgeons 
and the Royal College of Emergency Medicine being invited 
to participate alongside the Royal College of Physicians 
and Royal College of General Practitioners.

The 2012 revision of the competence and curriculum 
framework remains a defi ning infl uence on national PA 
education and defi nes a PA as “a new healthcare profes-
sional who, while not a doctor, works to the medical 
model, with the attitudes, skills and knowledge base to 

deliver holistic care and treatment ... under defi ned levels 
of supervision.”5

The profession’s development was enabled through the 
2005 formation of the UK Association of Physician Assis-
tants, which became the UK Association of Physician 
Associates in 2013.

With support from ukiubpae and fi nancial assistance 
from the universities and from the National Commission 
on Certifi cation of Physician Assistants (NCCPA) Foun-
dation in the United States, the UK Association of Physi-
cian Assistants established a voluntary register in 2010. 
This publicly accessible record listed all those who had 
obtained a UK PA qualifi cation and maintained their 
continuing professional development requirements. The 
managed voluntary register commission responded to 
reports of unprofessional behavior and could choose to 
remove PAs from the register if appropriate. Thus, the 
commission acted in a similar way to the General Medi-
cal Council or Nursing and Midwifery Council registers. 
Employers are encouraged to require PAs to join the 
register.

The physician assistant was retitled physician associate 
in 2013.6 The term assistant was suggested as having 
particular connotations with respect to NHS salary band-
ing and, as a result, in the NHS more generally. The revised 
title also served to differentiate the profession from a title 
used by a number of other groups, such as surgical assis-
tants, who are not trained in line with the competence and 
curriculum framework.

From 2013, support for the profession by Health Educa-
tion England, course providers, UK Association of PAs, 
NHS England, and NHS Grampian produced increased 
interest from employers across primary and secondary care 
and led to the development of more PA courses across the 
UK. As of January 2017, 27 universities are running a PA 
program, an increase on the two universities offering 
programs in 2013.

PLANNING: PA WORKFORCE DISPOSITION 
AND FUTURE
The UK PA profession continues to develop. By 2016, 
about 350 qualifi ed PAs were working in the UK and 
more than 550 students were in PA training programs. 
Twenty-seven programs were operational as of January 
2017 and annual graduate numbers are projected to 
exceed 900 by 2019, bringing the total number of qual-
ifi ed UK PAs to more than 3,200 (Table 1). UK PAs are 
employed across a wide range of specialist areas, in more 
than 35 UK NHS hospitals and about 35 primary care 
settings (Table 2, Figure 1).7

The 2016 Faculty of Physician Associates census data 
demonstrated that PAs provide both generalist and spe-
cialist clinical services across an exceptionally wide 
cross-section of primary, community, and secondary care 
services as an integral part of the multidisciplinary 
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TABLE 1. UK PA programs
Data from the Faculty of Physician Associates examination subcommittee and UKIUBPAE.

Program Number of students per year (actual, 2013-16, and projected, 2017-20)

2013 2014 2015 2016 2017 2018 2019 2020

Open as of December 2016

Aberdeen 12 13 16 19 30 30 30 30

Anglia Ruskin  29 30 60 60 60 60

Birmingham 28 50 50 60 60 60 60

East Anglia   27 60 20 20 20

Leeds  22 25 35 35 35 35

Liverpool   61 60 60 60 60

Manchester   63 60 60 60 60

Reading  22 17 25 25 25 25

Plymouth  15 19 30 30 30 30

Sheffi eld Hallam   24 30 30 30 30

St George’s, University of London 24 27 27 68 60 60 60 60

University of Central Lancashire   24 40 40 50 50

Wolverhampton 4 19 30 18 18 18 18

Worcester 17 20 27 30 30 30 30

Canterbury Christchurch 24 30 30 30 30

Bognor, Wales 12 20 20 20 20

Bradford 20 30 30 30 30

Brighton and Sussex Medical School 9 35 35 35 35

Brunel 15 20 25 30 30

Hull and York Medical School 32 40 40 40 40

Newcastle 21 20 20 20 20

Sheffi eld Medical School 20 20 20 20 20

Surrey 22 35 35 35 35

Swansea 15 20 20 20 20

University of West of England 15 25 50 50 50

Opening in January 2017

Queen Mary, University of London 24 24 24 24

Ulster 20 35 35 50

Opening by September 2017

Buckinghamshire New 20 25 30 30

Chester 15 15 15 15

De Montfort and Leicester 27 54 54 54

Derby 16 24 32 32

Lancaster 15 15 15 15

Queen’s Belfast 15 15 15 15

Sunderland 15 15 15 15

Students starting per year 36 89 220 689 1,060 1,105 1,133 1,148

Average number of students per course 18 18 24 28 31 33 33 34

Number of programs 2 5 9 25 34 34 34 34
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clinical team. Despite the growth of employment in 
specialty medicine, the three largest areas of PA employ-
ment remain  generalist—general practice, acute (internal) 
medicine, and emergency medicine. However, to allow 
PAs to realize their full potential as integrated clinicians, 
statutory regulation and the consequent prescribing 
capability must be achieved.

The NHS England “Five-Year Forward View” emphasized 
the need for integrated out-of-hospital care based on general 
practice (multispecialty community providers), aligning 
general practice and hospital services (primary and acute 
care systems), and closer alignment of social and mental 
health services across hospital and community health set-
tings.8 In addition, the King’s Fund underlined this position, 
suggesting that such ambitions would “require a workforce 
that refl ects the centrality of primary and community care 
and the need for more generalism; is able to deliver increased 
coordination across organizational boundaries; and can 
address inequalities in treatment and outcomes across 
physical and mental health services.”1 Refl ecting this need, 
Health Education England, NHS England, and workforce 
leads from Scotland (NHS Grampian), Northern Ireland, 
and Wales continue to work diligently with the Department 
of Health, General Medical Council, Royal College of 
Physicians (including the newly formed Faculty of Physician 
Associates), and key national stakeholders to advance 
discussions around statutory regulation and an aligned 
approach toward funding the cost of PA education. Health 
Education England, part of the Department of Health, 
provides national leadership and coordination for education 
and training of the public health workforce in England.

In 2015, the Health and Care Professions Council and 
General Medical Council signaled an interest in regulating 
the PA profession. The PA profession and its stakeholders 
will continue to work with regulating bodies to achieve 
this goal. The General Medical Council stated that “...the 
Scottish Government, the Academy of Medical Royal 
Colleges and PAs themselves, are pushing for statutory 
regulation under the GMC. We have said that we would 
give the matter serious consideration if the four govern-
ments of the UK and the profession felt we should have 
this role. In anticipation that we may receive a formal 
request, it is timely that we examine the issues and under-
stand the opportunities it may create and the risks 
involved.”9 Following this, and during his keynote speech 
at the NHS Providers conference in November 2016, the 
UK Government Secretary of State for Health described 
“a real appetite for physician associate roles in the NHS, 
and with this comes the issue of regulation.”10

EDUCATION PROGRAM GOVERNANCE
Since 2009, the ukiubpae has advised universities about 
standards within national PA programs. The board com-
prises academics from universities delivering PA programs, 
as well as those considering doing so. The ukiubpae 

TABLE 2. UK PA workforce by specialty, as of 
September 20167

Of the 150 respondents who are not PA students, the 
following specialty statuses were reported. Respondents 
were allowed to choose more than one status.

Generalist specialties

Educators 25

Emergency medicine 23

General practice 31

Adult medical specialties

Acute medicine 23

Cardiology 5

Critical care 3

Dermatology 3

Endocrinology 2

Gastroenterology 1

Geriatrics 12

Genitourinary medicine/sexual health 1

Hematology 2

Infectious diseases 1

Lymphedema 1

Neurology 5

Oncology 1

Psychiatry 4

Rehabilitation medicine 1

Respiratory medicine 3

Rheumatology 1

Pediatric specialties

Adolescent medicine 1

Critical care 2

General pediatrics 1

Neonatology 1

Surgical specialties

Breast surgery 1

General surgery 5

Neurosurgery 4

Orthopedic surgery 3

Pediatric surgery 1

Plastic surgery 1

Spinal surgery 1

Trauma and orthopedics 10

Trauma surgery 2

Urology 2

Vascular surgery 1
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developed and offered a system of informal collegiate 
review, in which a team of academics and PAs visited new 
and established programs, with the aim of ensuring the 
quality of courses and national alignment to the competence 
and curriculum framework.3

The UK Association of PAs, Health Education England, 
and the Royal College of Physicians, in conjunction with 
various medical royal colleges, worked collaboratively to 
establish, in 2015, the Faculty of Physician Associates—the 
fi rst nonphysician faculty in the Royal College of Physi-
cians’ 500-year history. The Faculty of Physician Associ-
ates, which replaced the UK Association of PAs, is the 
professional membership body for the physician associate 
profession.9

The Faculty of Physician Associates is charged with 
developing accreditation standards and formally accred-
iting new and existing PA programs. Its establishment at 
the Royal College of Physicians strengthens and further 
develops a close working relationship between PAs and 
physicians across a range of specialties.

The Faculty of Physician Associates provides quality 
assurance and governance through voluntary registration 
of PAs. Faculty members have access to the membership 
benefi ts of the Royal College of Physicians, including 
publications, access to library resources, and discounts on 
educational courses and events.9

EDUCATION AND TRAINING
UK PAs work and undertake training across the UK in a 
variety of medical and surgical specialties. PAs also are 
involved with education program development and delivery.

PA education in the UK is a 2-year, full-time, postgradu-
ate level program (either postgraduate diploma or master’s 
degree), which is divided between theory and clinical 
practice and based on the national competence and cur-
riculum framework. UK programs are mixed in their 
delivery models; some favor a blended approach (in which 
clinical experience and complementary didactic learning 
are linked), some a spiral learning approach (subjects taught 
at levels of increasing diffi culty), and others a more tradi-
tional model where year 1 is predominantly didactic, with 
most clinical placements taking place in year 2. All models 
include integration of clinical placements in the fi rst year.5 
At the time of this writing, there is no national standard 
or NHS guidance in this respect.

CLINICAL PLACEMENTS
The curriculum and competency framework defi nes the 
range of academic knowledge and clinical experience 
expected of graduating PAs, which includes a minimum 
of 1,600 hours of practice placement (compared with the 
US standard of 2,000 hours in the in-program internship 
year). The required hours include:
• Community medicine—180 hours
• General hospital medicine—350 hours

• Front door medicine, including signifi cant experience in 
emergency medicine—180 hours
• Mental health—90 hours
• General surgery—90 hours
• Obstetrics and gynecology—90 hours
• Pediatrics (acute setting)—90 hours
• Elective placements, program-specifi c requirements, or 
local needs determined—530 hours.

Of the 530 nonspecifi ed hours, up to 200 may occur in 
simulation. An aim of the early placements is to train 
students to be clinically safe and professionally appropri-
ate.5 Educating PAs in this way should let students par-
ticipate in clinical practice by interviewing and examining 
patients and formulating differential diagnoses and eval-
uation and treatment plans as appropriate for the clinical 
setting and patient needs.

FIGURE 1. PA workforce disposition
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ASSESSMENT AND MANAGED VOLUNTARY  REGISTER
To qualify as PAs, students must fi rst successfully complete 
their university PA programs, including assessment exam-
inations and structured clinical examinations. Following 
the university programs, graduates must undertake and 
pass the UK PA national examination. This is the only 
clinical profession in the UK required to pass both national 
knowledge and skills assessments to practice (although the 
General Medical Council is developing such a national test 
for physicians, to be introduced over the next few years).

The Faculty of Physician Associates also replaces the UK 
Association of PAs and ukiubpae in managing national 
education standards and professional development, includ-
ing delivery and quality assurance of the UK PA national 
examination and accreditation of university programs.

The UK PA national examination consists of 200 con-
textualized (“single best answer”) knowledge questions 
and an objective structured clinical examination of at least 
14 stations. The examination may change under the man-
agement of the Faculty of Physician Associates.

At 6-year intervals, PAs undergo a written recertifi cation 
examination (now managed by the Faculty of Physician 
Associates) that requires them to demonstrate the maintenance 
of broad, cross-fi eld knowledge. No other UK healthcare 
providers are required to undertake such an examination.

The robust nature of certifi cation and managed voluntary 
registration is intended to reassure citizens, employers, and 
potential regulators in the absence of regulation.

DISCUSSION
Does the UK need a PA workforce? As with any other 
modern health economy, the UK contains a wide range of 
medical and nonmedical clinical workforce models. An 
ever-increasing number of clinical roles are gaining access 
to multidisciplinary training pathways, which are developed 
to address local workforce and patient needs. Such path-
ways have allowed professions to grow from pure special-
ist, to “specialist generalist” roles; spanning a range of 
primary, secondary, and community care environments.

In addition, the ongoing development of nationalized 
training programs has allowed for alignment of allied 
health profession training pathways to create integrated 
workforce models and open the door for increasingly senior 
nonphysician clinical roles. With this in mind, then, does 
the UK even need a PA workforce?

Physicians who supervise PAs were surveyed in late 
2012. Respondents believed that the biggest limitations 
to the PA role were those imposed by legal restrictions on 
PA practice, rather than limitations caused by lack of 
education. Respondent physicians strongly supported the 
development of statutory regulation for PAs and expressed 
that regulation would let PAs perform a broader range of 
medical duties, benefi tting physicians and patients alike.11

The results of this study were especially important given 
that a key challenge with integrating PAs into the clinical 

workforce has been the breaking through of (traditional) 
cultural barriers; convincing other professions that the PA 
is not entering the workforce to replace trainee physicians, 
junior physicians, middle-grade physicians, or NPs. The 
message delivered by the profession and its supporters is 
that the PA should be viewed as a collaborative rather than 
replacement profession—supporting physicians at all 
levels and working alongside nurses and allied health 
professionals to deliver a holistic and integrated multidis-
ciplinary clinical workforce (Table 3).

WORKFORCE INTEGRATION
The 2009 report on the NHS Scotland demonstration 
project stated that “PAs add complementary skills and 
attitudes to clinical teams and should not be regarded as 
a potential direct ‘substitute’ for a nurse or a doctor.” The 
report highlighted that PAs could be “one of a range of 
roles that might be present in an ideal team.”4

The reality of the UK healthcare situation is that gaps in 
the medical workforce are appearing on an ever wider 
scale. Medical recruitment—especially in emergency med-
icine and general practice—is not generating suffi cient 
physicians to support the needs of an increasingly aging 
population with ever more complex health needs.12

Furthermore, although enhancing training skills for nurses 
and other clinicians is right and proper, overstretching of 
existing roles to meet demand in other areas is self-defeat-
ing. The argument is: Unless we use our existing workforce 
more intelligently and develop new roles with sustainable 
recruitment, gaps will remain and, indeed, will continue to 
grow in proportion to increasing patient demand.

The evidence is that PAs are graduate-level recruits and 
do not need to be drawn from existing healthcare work-
forces. PAs have proven themselves as clinically safe, 
competent, and surrounded by robust governance and 
quality assurance, despite a lack of regulation. The Scottish 
evaluation stated that “PAs appeared safe when working 
under medical supervision. All patients interviewed were 
satisfi ed with PAs, several noting that they appreciated PAs 
communication skills.” The evaluation suggested “the 
introduction of PAs need not undermine the professional-
ism of doctors. PAs could provide a powerful resource, 
allowing time for doctor trainer to spend with doctor 
trainee, a source of knowledge and skills to pass on to 
trainee doctors moving through departments and provide 
continuity of presence as a reassurance for patients.”4

COMMUNICATION
The PA profession, through the Faculty of Physician Asso-
ciates, NHS England, Health Education England, and 
national workforce planners must robustly communicate 
the benefi t of the PA role to the workforce; the governance 
surrounding the profession and its clinical boundaries; and 
that PAs are complementary to and not a replacement for 
other clinicians.
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A study focusing on the introduction of PAs to a pediat-
ric ICU (PICU) reported that, “after 12 months in post, PAs 
were undertaking most PICU procedures, albeit with some 
supervision. After 12 months, the PICU was mostly happy 
with the decision to incorporate PAs and they have become 
an indispensable part of the team. The PAs are mostly doing 
what was intended, although the lack of both prescribing 
rights and a recognised professional body might be increas-
ingly limiting...” The study demonstrated that PAs can be 
“...a valuable addition to the medical workforce.”13

The Scottish study suggested that a smoother introduc-
tion of PAs into the workforce and communicating a clear 
role description with all staff before introducing PAs should 
be key principles for other departments wanting to develop 
PA roles.4 Outcomes from the Scottish study and anecdotal 
evidence from Health Education England suggests that 

simply responding to communicated concerns and provi-
sion of educational resources to assist workforce planners 
can often overcome opposition to PA recruitment.14

In the aggregate, Health Education England, NHS Eng-
land, NHS Grampian, PA course providers, and the Faculty 
of Physician Associates are working collaboratively to raise 
awareness of the profession. The intent is to understand 
and address barriers and to communicate the importance 
of this role as being able to competently and confi dently 
fi ll clinical workforce gaps.

The PA is a horizontal career trajectory, although local 
opportunity exists for career development (such as team 
lead, clinical lead, and general practitioner [GP] practice 
partner). This compares with UK doctors and nurses, who 
have a pyramidal or vertical shaped career trajectory. As the 
PA profession grows, opportunities for vertical career devel-

TABLE 3. Portraits of two PAs

The PA in primary care
Hazelwood Group Practice in the West Midlands 
has two PAs. One recently joined the team after 
working in vascular surgery, and the other is a 
practice partner. The new PA primarily deals 
with minor illnesses and will eventually manage 
more complex cases. The PA holds 15-minute 
appointments, with the senior PA and GPs booking into her 
slots (following their telephone triage processes). She is trained 
to fi t IUD coils and contraceptive implants. She writes up 
prescriptions during appointments and uses a special knock to 
alert the GP that she needs a signature; prescriptions for any 
controlled drugs are discussed with the GP. The PA writes up 
radiograph and MRI referrals during appointments and uses a 
special knock for a GP colleague to sign. The PA seeks help 
from a GP colleague for any complex cases (waiting until after 
the patient leaves).

The PA practice partner, Chris Deane, PA-R, qualifi ed as 
one of the fi rst UK PAs after taking the national examination 
in 2007. He has been a practice partner for 3 years. He was 
interviewed for the partnership alongside several GPs.

In clinic, he undertakes the same slots and timescales as 
GP colleagues. All patients are called by the GP or PA to 
review their needs and decide if a face-to-face appointment 
is necessary. Deane manages his own list. He conducts 
home visits; GPs and the PA meet midmorning to distribute 
the home visit schedule between themselves. Deane writes 
up prescriptions during appointments and uses a special 
knock for a GP colleague to sign; prescriptions for any 
controlled drugs are discussed with the GP. He writes up 
radiograph and MRI referrals during appointments and uses 
a special knock to alert the GP that he needs a signature. 
Deane is trained in minor surgery.

The PA in psychiatry
As a PA in a mental health setting, Reb Kean, PA-R, PgC, PgD, 
MA, undertakes a wide range of duties under the supervision of 
the consultant psychiatrist. These include psychiatric assess-

ment, investigations, management plans, liaison 
and referrals with other teams and services, 
managing his own caseload, and assisting the 
consultant (writing letters, chasing referrals or 
treatments, and preparing hardcopy medical 
notes).

Kean is employed by Birmingham and Solihull 
Mental Health Foundation Trust, which has 10 PAs in the 
following practice areas: liaison psychiatry, forensic services, 
inpatient psychiatry, and community mental health team.

Within the community mental health team for the homeless, 
Kean works alongside a part-time consultant psychiatrist and 
three community psychiatric nurses. The role can include:
•  Seeing all new referrals for initial psychiatric assessments
•  Working with police, hospital ED, or home treatment teams 

for a Mental Health Act assessment and possible admis-
sion (acute patients)

•  Raising referrals during multidisciplinary team meetings 
and either referring to other agencies or accepting 
nonacute patients on their own team

•  Carrying a caseload of 10 to 20 care support patients who 
are reviewed with consultant supervision

•  Reviewing more complex patients under the care program 
approach alongside the consultant so that the PA can 
prepare notes, order and chase investigations, and 
communicate with the patient’s GP

•  Managing physical health assessments (antipsychotic 
blood monitoring, annual physical examination, minor 
ailments) within the team

•  Working with other homeless services within the city and 
attending a weekly multidisciplinary team meeting and a 
monthly multiagency meeting on behalf of the team

•  Writing reports and attending Mental Health Act tribunals 
and coroners courts as necessary (this PA has a master’s 
degree in medical law).
Kean also is demonstrating continuing professional 

development by undertaking a master’s degree in psychiatry 
at Cardiff Medical School.
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opment will self-propagate. Until then, maintaining and 
increasing attraction to the profession is a challenge that 
requires a national communications and marketing strategy.

FUTURE WORKFORCE PLANNING
With the support of key stakeholders and ongoing work 
to market the profession nationally, the feeling among 
stakeholders is that there is considerably more acceptance 
of PAs by the healthcare workforce than there was even 
12 months ago.

For example, as part of the 2015 “New Deal for General 
Practice,” the UK Government health secretary outlined 
plans for developing 1,000 primary care based PAs by 
2020 to support GPs in their work.

“...Because of an aging population and changing con-
sumer expectations, we have seen a massive increase in 
demand for GP appointments... As a result, we are deliver-
ing an estimated 45 million more appointments every year 
compared to 5 years ago, but even this has not kept pace 
with demand... Innovation in the workforce skill mix will 
be vital too in order to make sure GPs are supported in 
their work by other practitioners. I have already announced 
pilots for new physicians’ [sic] associates, but today I can 
announce those pilots are planned to ensure 1,000 physi-
cians’ [sic] associates will be available to work in general 
practice by September 2020.”15

In 2016-17, PAs in primary care roles accounted for 
about 15% of the UK PA workforce.9 An estimated 3,200 
PAs will be employed in the UK workforce by 2020, with 
20% in primary care. To meet the UK government target, 
PA recruitment into primary care needs to increase by 57%. 
National workforce planners will need to encourage pri-
mary care workforce leads to consider recruiting PA grad-
uates, as well as considering strategies to retain and develop 
the existing workforce.

LIMITATIONS
Because this study reports on a dynamic process, it has a 
number of limitations. Many experiments in PA develop-
ment and use were mentioned anecdotally, with most beyond 
the space allotted for this study. The nature of searching 
for reports without a national PA archive or formal process 
of archiving left the authors with little knowledge of what 
was left behind. Not all PA programs were willing to net-
work on this activity, presenting questions of what is and 
is not well known. The authors hope that this and subse-
quent reports will be an impetus to centralize such national 
data and its role in shaping healthcare in the UK.

CONCLUSION
The world is changing, and patient needs are changing 
with it, to the point where traditional models of clinical 
workforce planning are no longer sustainable. New mod-
els of care and care delivery need to be developed. PAs 
stand alongside other emerging professionals in healthcare 

whose roles are redefi ning delivery mechanisms for urgent 
and acute patient care in the UK. In 2015, the Faculty of 
Physician Associates was founded at the Royal College of 
Physicians. This, combined with support from UK govern-
ment and key national stakeholders, has signaled to the 
people of the UK and the world that PAs are a required 
asset in meeting the needs of its citizens. To this end, PAs 
have an ever more important role to play as frontline clini-
cians and key members of the future integrated, multi-
disciplinary clinical workforce. JAAPA
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