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An evaluation by doctors in training 
of a pilot programme of 

physician assistants

doctor workload while also contribut-
ing to the strength of the clinical team.
Such doctors’ assistant posts have now
appeared in several NHS hospitals. The
titles given to them vary between orga-
nizations and indeed countries but
within the UK they are likely to be
graded as follows: 

Clinical assistant practitioners
These are broadly comparable to the
US model of a paramedic with the
training to assess patients and initiate
limited management.

Clinical technicians 
These staff are trained in a limited
number of clinical procedures, e.g.
cannulation, and are similar to those
discussed in this paper. 

There may be additional roles but
these are not yet fully defined. 

To illustrate the variation in these
roles, however, the posts created at
Whipps Cross Hospital were designed
to replace a mixture of clerical duties
and to perform clinical skills and
administrative tasks. Pre-dating the
current discussion on semantics they
were named physician assistants.

Eight such posts were created in
June 2002 in order to reduce both the
intensity of work and number of hours
worked by doctors in training. Each
post was different and designed to
meet the perceived needs of the doc-
tors and specialty to which they were
allocated. This study aimed to better
understand the views of medical
trainees regarding the impact that these
physician assistants had made on their
working lives.

BACKGROUND
The junior doctors’ New Deal has sig-
nificantly reduced the number of hours
that are worked by doctors in training.
This reduction is set to continue with
the implementation of the European
Working Time Directive (EWTD) in
August 2004. By the end of 2009 it is
expected that no junior doctor should
work more than 48 hours a week.
Furthermore, most doctors will also be
limited to working a maximum of
13 hours a day.

The reduction in hours, coupled with
a change in working patterns, is likely
to increase the intensity of work expe-
rienced by junior doctors and may also
limit training opportunities. One solu-
tion would be to substantially increase
the size of the medical workforce to
meet this demand, but there is neither
the available workforce nor the finan-
cial resources to do so in the short
term. Innovative solutions are required
that will cover the gap in the clinical
workforce and maximize valuable
training opportunities at the same time
as minimizing non-educational repeti-
tive and time-consuming tasks. 

One suggested approach is to create
a new clinical support worker role
designed to ease the burden of junior

PHYSICIAN ASSISTANT POSTS
The physician assistants were to under-
take a number of routine clinical and
administrative duties normally per-
formed by a junior doctor but that did
not require specialist clinical skills or
knowledge. A list of the duties so iden-
tified is provided in Table 1. This list
was devised from the London Deanery
list of ‘inappropriate’ duties used in
inspection visits and from those duties
identified by trainees as being onerous,
time consuming and of little educa-
tional value. 

No previous clinical experience was
required for recruits to these new posi-
tions. Most had some health-care back-
ground but not all. In-house modular
training programmes were provided to
equip each physician assistant with the
skills thought to be important in their
specialty area. Physician assistants
were made responsible to ward man-
agers as they were themselves spe-
cialty-based personnel with person
management experience. Physician
assistants were accountable to a nomi-
nated clinician and reported daily to
the junior doctors in their specialist
area.

METHODS
The eight physician assistants
appointed were distributed to special-
ties as follows: one each to haematol-
ogy and urology, two to medicine and
three to orthopaedics (where, owing to
the absence of house officers, daily
work intensity for senior house offi-
cers (SHOs) was particularly high).
The eighth physician assistant worked
across specialties supporting doctors
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New grades of health-care workers have been introduced to support trainee doctors and
facilitate the implementation of the New Deal and the European Working Time Directive. This
study surveyed the views of junior doctors regarding their experience of one such new post,
called a physician assistant, and found trainees generally positive, welcoming this innovation.



When this question was specifically
addressed at tasks performed for night
cover duties the following items were
listed:
� Taking blood cultures
� Old case note retrieval
� Rewriting prescription charts
� Writing IV fluid charts
� Patient tracking, i.e. bed to bed

movements from accident and
emergency

� Writing blood request forms for the
following day

� Taking calls from wards to allow
the doctor to complete a task
already started.

GOVERNANCE
When asked if they were satisfied with
the current service provided by physi-
cian assistants the 23 who responded
stated very satisfied, good or accept-
able in 87% of cases and no respon-
dents stated that the service was
unacceptable.

Exploring this issue further trainees
were asked if they had any concerns
about the use of physician assistants to
support clinicians. Sixteen (42%) had
no concerns, 12 (32%) were worried
that trainee doctors might become
deskilled, two (5%) expressed concerns
over the competency of physician
assistants, and a further two (5%)
about their clarity of role, while six
other comments were of various unre-
lated issues.

Doctors were then asked who they
thought should supervise the physician
assistants. Ten doctors suggested an
SHO supervisor. Others stated that a
PRHO was not sufficiently senior or
experienced to take on this role and
that the SpR may be too busy. There
was a general feeling that nurse man-
agers were inappropriate supervisors
and there was a concern that the physi-
cian assistant role would be subsumed
into that of nursing if such an arrange-
ment were made. There was an addi-
tional recognition by some trainees that
there was an important role for human
resources (HR) in the training and sup-
port of physician assistants and that
doctors in training may themselves not
have the skills to perform these HR-
type duties.
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with predominantly clinical proce-
dural tasks such as insertion of intra-
venous (IV) cannulae and IV line
management.

A semi-structured questionnaire was
used to interview all those junior doc-
tors who worked in areas supported by
physician assistants. Doctors were
bleeped and if convenient were then
interviewed over the telephone using a
proforma questionnaire but allowing
for free comments from respondents
where they felt appropriate. If it was
not convenient to interview at that
moment an alternative time was
agreed.

RESULTS
Interviews with doctors in training
In total 38 doctors were interviewed:
seven specialist registrars (SpRs), 23
SHOs and eight preregistration house
officers (PRHOs). Twenty four were
currently working with physician
assistants while 14 were not, but all
had had some contact or assistance
from the physician assistant working
across specialties. 

General awareness of physician
assistants and their role was mixed.

Thirty four doctors stated that they
were aware of physician assistants but
many reported having a poor under-
standing of their roles and competen-
cies. To an extent this also reflected
semantics as those doctors who did
not recognize the physician assistant’s
role later stated that the roving physi-
cian assistants had helped them with
cannulation and phlebotomy although
at the time they had not understood
that their job title was physician
assistant. 

The most time-saving tasks per-
formed by physician assistants were
given in order of importance by doc-
tors in training as:
� Phlebotomy
� IV cannulation
� Result chasing
� Test organization
� General organization
� General administration
� Patient preadmission assessment.
When asked what additional duties
physician assistants could perform that
would save most additional time
trainees replied:
� Bladder catheterization
� Arterial blood gas sampling.

Clerical and other skills Porter specimens

Obtain case notes from file

Obtain radiographs from filing

Assist request from completion

File results

Record investigation results in casenotes

Obtain test results from the IT system

Assist in preadmission clinics

Answer bleeps and take messages

Answer and make phone calls

Clinical skills Phlebotomy

Cannulation

Record vital signs

Reassure patients before procedures

Perform electrocardiographs

Request and arrange certain investigations

Attend and assist on ward rounds

TABLE 1.
Skills identified as being suitable for a physician assistant 

to perform



NEW DEAL AND 
EWTD COMPLIANCE
Doctors were asked if the physician
assistants would help in achieving
compliance with New Deal targets.
Twenty four doctors working with
physician assistants were interviewed
and 13 (54%) thought they would
help while 10 (44%) stated they
would not and one did not provide a
response.

The immediate availability of a
physician assistant was raised as an
issue. A number of respondents
reported that bleeping a physician
assistant to ask them to do a task was
frequently more time consuming than
doing the job personally. In contrast if
a physician assistant was physically
present then they were perceived to
save significant time. 

Overall 91% (33/36) of the doctors
interviewed that responded to this
question stated that physician assis-
tants saved them time. All PRHOs,
92% of SHOs and 66% of SpRs felt
that physician assistants had saved
them time. SpRs commented, how-
ever, that they did not feel physician
assistants saved them a lot of time but
they benef ited other grades more.
Def ining how much time per week
was saved by physician assistants was
more difficult but estimates for this

from the trainees themselves are given
in Figure 1.

DISCUSSION
This survey of the views of medical
trainees on the role of the physician
assistant and their impact on trainees’
working lives is the first such report in
the literature. Overall the impression is
a favourable one, albeit with some
reservations. 

The concept of the physician assis-
tant is not a new one and is well
established overseas, particularly in
the United States. A number of
research papers have described the
role of the physician assistant (Davis
and Powe, 2002; Larsson and
Zulkowski, 2002) and it is quite clear
that in the US this role carries signifi-
cantly more responsibility and
requires more lengthy training than
the currently practicing UK physician
assistant (Cox, 2001).

It is important to emphasize again
that the physician assistant described
in this paper is a peculiarly locally
adapted support worker designed to
meet the needs of doctors working at
Whipps Cross and should not be con-
fused with the US style health-care
staff of the same name. Nevertheless
it is possible that some parallels
could be drawn from the US experi-

ence that may help inform us how
non-medical practitioners are per-
ceived by others. 

While there are a number of articles
describing how the physician assis-
tants feel about their own roles (Perry,
1978; Mangelsdorff, 1983; Bell et al,
2002) there is very little work focus-
ing on how practicing doctors per-
ceive physician assistants (Stuart and
Blair, 1974; Grzybicki and Vrbin,
2003). Within the UK literature we
have been unable to identify any study
that describes the attitudes of doctors
in training to the advent of the med-
ical assistant in whatever format or
guise they may take. As these are the
doctors most likely to benefit from
and work with physician assistants we
feel this initial survey to be timely
and relevant to the introduction of fur-
ther posts. 

One reason for this difference
between the US and UK models of the
physician assistant may be the differ-
ing driving forces for the introduction
of this new health-care role. In the US
a shortage of doctors and nurses in
rural areas resulted in the develop-
ment of a practitioner with the neces-
sary skills and knowledge to replace
doctors and nurses (Miller et al,
1998). 

Within the UK the emphasis is more
on relieving trainees of the ‘non-med-
ical’ clerical and repetitive non-educa-
tional tasks, in order to free doctors to
concentrate on more relevant tasks. In
this context medical trainees in this
survey readily identify onerous tasks
that contribute to their intensity of
work and long hours (Table 1) and
which can be performed by non-med-
ically qualified health-care staff. These
tasks are predictably a mixture of
minor clinical procedures and more
clerical-type duties. It is this combina-
tion that requires the introduction of a
new role that has both the competen-
cies and flexibility to take on such a
range of tasks, the individual compo-
nents of which can be performed with-
out the lengthy and expensive training
of a doctor. 

It is also of interest that trainees
identify a separate although related
list of duties that are required for out-
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Figure 1. Trainee estimated number of personal working hours saved per week by physician assistant

interventions.
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of-hours working. A physician assis-
tant must either have the flexible
training that equips them for all these
roles or this grade of staff must come
in different varieties, each trained in
greater depth and in a narrower range
of competencies.

In terms of reducing working hours
at first glance the estimates given are
disappointing with about 2 hours per
week saved on average. Nevertheless
there are a number of reasons to be
more optimistic about their future
potential in this area. First the self-
assessed hours saved is likely to be
erroneous and a more detailed objec-
tive study will be required once the
physician assistants are more estab-
lished. Second it was evident from the
survey that many doctors were unsure
of the roles and competencies of the
physician assistants and their real
potential could not have been realized
at this early stage in their deployment.

Progressive training of physician
assistants to equip them with the skills
identif ied by trainees as those they
need most assistance with should fur-
ther reduce the hours of work and work
intensity. Careful planning of physician
assistants’ working patterns should
also improve matters. By targeting
busy periods as well as the beginning
and end of shifts should allow junior
doctors to limit the number of hours
they work.

The junior doctors voiced a number
of concerns about the physician assis-
tant role that do need to be addressed.
Some felt junior doctors may become
deskilled if physician assistants were
allowed to perform most of the minor
clinical procedures. This can become a
real issue for doctors who are still
expected to be the practical skills
‘expert’, for example when the nurse

practitioner or physician assistant is
unable to cannulate or venesect a
patient, or when a junior doctor must
perform these skills in emergency situ-
ations. At Whipps Cross this concern is
being addressed by the introduction of
a clinical skills facilitator. This role
will facilitate the delivery of a pro-
gramme of supervised clinical skills
training for junior doctors to ensure
that basic clinical skills are maintained,
and that their portfolio of skills is
expanded. In essence the reduction in
repetition must be compensated for by
better quality training.

Most junior doctors questioned had
strong views regarding the supervision
of physician assistants. Most felt that
the physician assistants should be man-
aged directly by the junior doctors
themselves, and voiced concerns that if
managed by nursing staff, the physi-
cian assistants would become sub-
sumed by this group. The need to
identify with a team and a particular
group of doctors as opposed to nurses
was strongly advocated by trainees. 

However, the ability of a junior doc-
tor to manage a physician assistant
must be questioned. Such manage-
ment includes the allocation and
recording of leave, pastoral support as
well as long-term professional devel-
opment. It is unlikely that a junior
doctor could, or would want to pro-
vide this level of management. As a
result, comprehensive management is
likely to come from a combination of
medical, nursing and HR sources,
with the junior medical staff allocat-
ing operational tasks on a daily or
weekly basis.

CONCLUSION
Physician assistants are broadly seen
as a positive innovation by junior doc-
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tors. Their roles need to be further
defined and close identification with
a team of doctors will be key to their
continued success. Managerial target-
ing of activities towards those that
junior doctors identif ied as causing
excessive workloads should enable
further reductions in both intensity
and duration of working that will be
one important factor in maintaining
compliance with the New Deal and
achieving compliance with the
EWTD. 
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KEY POINTS

� Clarity of name and role of the physician assistant is important.

� Trainees identified a number of onerous tasks that could be done by physician assistants.

� Tasks at night differed to some extent from those in the day.

� Most trainees thought that physician assistants could improve their European Working Time Directive compliance.

� Some trainees were concerned that they may lose some practical skills.


