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Physician Associates in primary health care in England: a challenge to

professional boundaries?

Abstract

Like other health care systems, the National HeSkhvice (NHS) in England has looked to new
staffing configurations faced with medical stafbaiages and rising costs. One solution has been to
employ physician associates (PAs). PAs are trainetthe medical model to assess, diagnose and
commence treatment under the supervision of a playsi This paper explores the perceived effects
on professional boundaries and relationships obéhicing this completely new professional group. It
draws on data from a study, completed in 2014, iwkicamined the contribution of PAs working in
general practice. Data were gathered at macro, am$onicro levels of the health care system. At the
macro and meso level data were from policy docuseinterviews with civil servants , senior
members of national medical and nursing organisatias well as regional level NHS managers (
n=25). At the micro level data came from interviemish General Practitioners, nurse practitioners
and practice staff (n=30) as well as observatioglioical and professional meetings. Analysis was
both inductive and also framed by the existing tlesoof a dynamic system of professions. It is
argued that professional boundaries become madleatd subject to negotiation at the micro level of
service delivery. Stratification within profess@rgroups created differing responses between those
working at macro, meso and micro levels of theesystfrom acceptance to hostility in the face of a
new and potentially competing, occupational gro@werarching this state agency was the
requirement to underpin legislatively the shifts jurisdictional boundaries, such as prescribing

required for vertical substitution for some of therk of doctors.

Keywords

England, health professions, physician associptgsician assistants, primary care, professional

boundaries.
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Introduction

A new health professional group, physician assistas developing in many countries around the
world (Hooker et al. 2007). In the United KingdohdK), where they are now known as physician
associates, this new group has been growing oeguakt ten years (Ross et al. 2012). They areea typ
of mid-level or non-physician advanced practitiorf@forld Health Organisation [WHO] 2008).
Given that the UK already has a well-developed pbnof health professions, recognised by the state
and employed in the National Health Service (NHiSgises questions as to how a new professional
group fits with other already established professioWhat are the work practices the jurisdictional
boundaries and the occupational relationships ¢f tlew profession in relation to the other
established professions? This paper explores thgsestions from a study of the contribution of
physician associates in general practice in Englémoth which issues of patient outcomes, patient
safety and costs have been reported elsewherenf@mest al 2015) . Our inquiry, reported here, is
framed by theories of dynamic systems of healtle gaofessions, which we outline first before
describing our methods and presenting our findings.

Shifting boundaries between health care professions

Middle and high income health care systems areachenised by complex delivery models provided
by teams with overlaps in the roles of differentugmations (Ono et al 2013). Managers in all health
care systems have sought flexibility between octopal groups and the use of subordinate,
technical posts to address issues of workforcetaper cost containment and increase productivity
(Buchan and Dal Poz 2002). However, health pradessare part of an inter-dependent system
(Abbott 1988) in which the activities and developrtiseof one occupational group impact on others
and are tied up with issues of power, status amdra@lo Accomplishing professional status is a
strategy of limiting entry to and defending jurigiibnal boundaries supported by state legislaton t
ensure the highest financial and social rewardsh wiedicine as the most successful exemplar
(Larkin 1983).

Abbott (1988) suggests that professions are shdgyedhree types of interaction: contests for
jurisdiction between professions (inter-professipnthe stratification and creation of hierarchies
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within a profession (intra-professional) and th#uience of societal changes and state agency. He
offers a range of possible settlements to jurisahetl disputes between groups. These include: the
legal right of only one group to perform certaiaks, the subordination of another group, splittime
jurisdiction into two parts, and advisory contr@ko the tasks of others. He argues that subordmat
without contest is common below dominant professiand cites physician assistants as one example
of a group to have emerged in this way (p 83). ddarow and Borthwick (2005) have elaborated on
ways to conceptualise shifts in boundaries. Theggsst thatntra-professional jurisdictional shifts
can be viewed as either diversification or spesaiion. Empirical studies of intra-professionalftshi
within medicine in the UK, promoted by state poliayhile demonstrating specialisation, have
demonstrated continued forms of stratification ietide and other groups (MacDonald et al 2009,
Martin et al. 2009).. Nancarrow and Borthwick (8D@onceptualisenter-professional shifts as
vertical or horizontal substitution between occigred. Vertical substitution is the substitution by
occupations for others above them in a hierarclpigeamid, with attendant acquisition of some of the
status or reward of the higher order group. Hottizbshifts are between occupations at the samé leve
within the hierarchical pyramid and consequentlyndoconfer higher status or reward

Major system level shifts in jurisdiction betweestablished professions are best exemplified by the
legislated authorisation of nurses in some cowtieeprescribe medicines, which has intra country
variation, reflecting differences in macro levettleenents between the professions of medicine and
nursing (Kroezen et al 2012). Linked with thisigdictional settlement has been the extent to which
advanced nurse practitioner (ANP) roles have de@eeldn primary care (Delamaire and Lafortune
2010). ANPs are one type of mid-level non-physiaiinicians who undertake some of the activities
of doctors (World Health Organisation 2008). At timcro level there have been many studies of
attempted changes between the work of doctors amnskes in hospital settings with evidence of
enforced, accepted, contested, and negotiated boaad(see for example Allen 2001). Within
primary care, studies have been reported in Cantlhea&)S and the UK in which GPs were concerned
about the jurisdiction of ANPs (Schadewaldt et28113). These concerns included: the extent of
ANPs’ capabilities, the level of training, the seopf responsibility, the impact on GPSs’ supervisory
workload, inefficiencies in dealing with patient tkdlow and threats to the employment of doctors.
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82  More positive views were reported in studies inahhiloctors had worked with ANPs (Schadewaldt
83 etal. 2013).
84 The evidence above is drawn from studies of slgifiiork roles and jurisdiction betweexisting
85 health care occupations rather than the introdnatioa novel health care occupational group. The
86 introduction of physician associates within the NKS offers the opportunity to investigate the ways
87 in which existing professional groups perceive tshi work roles, jurisdictional boundaries and
88 relationships when a completely new occupationaligiis introduced.
89  Physician assistants (PAs), as physician assoaiass first called, were introduced in the 1960s in
90 the US by physicians in response to primary cardicaéshortages and uneven access to healthcare
91 (Mittman et al 2002). PAs were designed to be llggéependent on medicine i.e. a subordinate
92 group (Sadler et al 1975). A sociologically infathanalysis of publications concerning PAs
93 demonstrated the evolutionary processes from @ediprogramme of education to a PA occupation
94  (Schneller 1976). Schneller argued that PAshdllenged the task, status and prestige of other
95 paramedical personn&(1976 p465) and reported confrontation with thesing profession. Today
96 PAs in the US “provide healthcare services typycp#rformed by a physician, under the supervision
97 of a physician. Conduct complete physicals, protig@atment, and counsel patients. May, in some
98 cases, prescribe medication. Must graduate fronacanedited educational program for physician
99 assistants” (The Occupational Information Netwdd @). They have to be registered in the state they
100 work in, each of which has separate regulations lmdations on their prescribing authority
101 (American Academy of Physician Assistants 2016yerQhe last two decades other countries such as
102 Australia, Canada, India, Kenya, the NetherlandsdS Arabia, South Africa and the United
103 Kingdom have been introducing and developing PAhéir health care workforce to varying degrees
104 (Hooker et al. 2007). In the UK PAs have been sstggkas one solution to workforce shortages in
105 general practice. General practices are small iune size businesses owned by GP partners who
106 receive NHS contracts to provide primary healtred®HS Employers et al. 2016). Occasionally
107 practice managers, and more rarely nurses, aregpartoo (Queens Nursing Institute 2016). Partners
108 in the general practice make the decisions abatftrg}y and the division of labour.

109
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Within a wider study of PAs in general practiceEingland (Drennan et al. 2014) we investigated the
guestion: what are the jurisdictional boundaried setationships of a newly introduced occupational
group into health care services, both at the systainworkplace level?

Methods

Using a broadly interpretivist approach (Crotty 89% mixed qualitative methodology was used to
encompass macro, meso and micro levels of the hhealte system. Data collection was in
overlapping phases to contribute iteratively todkerall analysis. Data were gathered and analgsed
the different levels, and then synthesised using tieoretical frame of shifting professional
boundaries. .At the macro level, a document and aewlysis (Silverman 2011) informed semi-
structured interviews with a purposive sample of keacro and meso level stakeholders (Patton
2002). This, in turn, informed semi-structured imtews with staff at the micro level of general
practice.

The macro level document and text analysis drewpualnlished (electronic or print) UK policies,
reports, opinion pieces and response letters fimen1980s to March 2013. They were identified
through: journal database searches (reported inrareet. al. 2014), repeated internet searcheg usin
the Google™ search engine, repeated scanning ofdk€rnment websites, and follow up of cited
sources. Search terms related to the topic ofastes.g. health care workforce. A data extraction
form was used systematically to categorise type®widlence, opinion and policy on physician
assistants/associates. This was undertaken by dsgarchers independently and any difference in
view resolved through discussion. A narrative sgaih was developed in discussion with the wider
research team.

At the macro and meso level, a purposive sampliagméwork was devised of national and regional
government, professional and patient organisatisitls an interest in the health care workforce,
including primary care. Fifty senior individuals these organisations were identified from public
websites and published documents. They were appedaio participate in face to face or telephone
(their choice), semi-structured, interviews (Pat2®®2) or if unavailable to suggest someone else in

the organisation to be approached.
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At the micro level, a purposive sampling frame wasised to identify a range of staff (GPs, practice
managers, nurse practitioners or nurses, PAs ateptienists) working in 11 general practices
participating in the wider study (Drennan et. &112). Six of these general practices employed PAs
and five did not; forty eight staff members wereited to participate in interviews. The PA
employing general practices were in rural, suburdad inner city areas and the non-PA employing
practices were matched to these in setting and sigerviews (25 at the macro and meso levels and
39 at the micro level) were conducted by threeaeders using topic guides. Theses topic guides,
which were informed by the theoretical framing aimel documentary analysis, explored areas such as:
perceived factors supporting or inhibiting the depenent of the PA occupational group and their
employment in general practice, the relationshigsvben PAs and other groups, and the work they
and other occupational groups undertook in geneeadtice. Interviews were undertaken in 2011 and
2012, and duration ranged from 20 minutes to anr.hBeflective techniques were used in the
interview so that the researcher checked and hidated their understanding of the interviewees’
viewpoint (Patton 2002). All interviews were dajly recorded with permission, transcribed and
made anonymous in electronic versions. Data wengaged through secure, shared electronic folders
between team members. The analytic process indofaeiliarisation through reading and re-
reading, and then coding thematically against enénaork derived from the theories and literature
(Ritchie and Spencer 1994) as well as from the. ddta final narrative synthesis was informed by the
theoretical framing and through constant compardisaussions with the larger research team.

The study received ethical review from an NHS Rege&thics Committee.

Findings

We present evidence from the macro and meso lefetdturning to the micro level of general
practice.

Perspectives at the macro level : the state and professional organisations

The documentary analysis identified that the e&2090s saw significant shortages in doctors and
nurses in the UK, prompting the Department of HedDH) to develop new roles through its

Changing Workforce Programme (NHS Modernisation aye 2007). The American model of
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physician assistant was one of these. The extetheoinacro —level support for the PA role was
demonstrated through government funding for twgdascale pilot projects in which US trained PAs
were employed in primary and secondary care in&mh{between 2002 and 2005) and in Scotland (
between 2005 and2008). The evaluations reported BiAes were well received by patients, accepted
by other professionals and were safe in practiceddh et al 2005, Farmer et al. 2011). Our analysis
of the 63 published opinions about PAs, contempovath the English pilot, demonstrated a more
varied set of opinions. While senior officials time Department of Health offered positive views,
leading figures in national medical and nursingi@ssional organisations stated they were opposed to
the introduction of this new group as in this ex@mpiting leaders of two national nursing
organisations: the Community Practitioner and Hee#isitor Association (CPHVA) and the Royal
College of Nursing (RCN).
“The RCN is also worried about the potential impattthis medical role [physician
assistant] on the nursing profession. ....... Mr Jopf&BHVA director]argues that the best
solution to the GP shortage is continuing to depdiaghly skilled nurses, a view supported
by Ms MacLaine [RCN]. ‘NPs [nurse practitioners],with appropriate underpinning
education, don't need to be supervised — theyfjbljricompetent. NPs are bicultural in that
they have a way of approaching patients, which sofr@m their nursing background, but
have developed medical knowledge and skills. Theycampletely different from medical
assistants,” says Ms MacLaih@&non Independent Nurse 2005
Other reasons found in the published commentanresgdposing the introduction of PAs included: the
transferability of a US model to a UK setting; assibn for the public; concern that PAs were not
cost-effective in general practice; and a viewpdthat nurses and ANPs fulfilled this role in the UK
health-care workforce and offered greater valupatients. Despite the negative commentaries from
leaders of the medical profession during this mkribwas also evident that a small number of GPs
were employing PAs in order to meet patient demamdl government set targets on patient access
times and in the face of GP and nurse workforcetaes (Drennan et al. 2011).
Policy documents demonstrated that the DepartmieHealth continued to support the introduction
of this new occupational group until the mid toel@000s. Senior officials worked with the Royal
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Colleges of Physicians and of General Practitionterspublish a competency and curriculum
framework for PA education at post-graduate lew@delled closely on that of the US (DH et. al
2006). This was used by medical and allied hepttifessional academics, with the support of
regional NHS managers, to establish the first BhgRA courses (Ross et. al 2012).
However by the end of the decade this macro lewgpsrt was no longer evident. Our analysis of
English government policy on the NHS and workfoiwe 20) in the period of our wider study (2010-
2014) found a complete absence of reference to RAsddition PAs were not included in the state
regulation processes for health professions @nsexjuence of this is that PA jurisdiction in the U
was and is curtailed as without state regulationaiinot be included in the legal statutes which
permits nurses and other health professional$, additional qualifications, to prescribe medicines
or order ionising radiation.
We now present the evidence at the macro and nms# from the perspectives of different
occupational groups: managers (civil servants aginal NHS managers), doctors and nurses.
Perspectives at the macro and meso level: managers, doctors and nurses
The managers emphasised the need for a cost effig@kforce to meet increased future demands on
the health services. They talked of the needffexible working and “blurred boundaries between
roles indicating a view of vertically shifting jurisdions between occupations (Nancarrow and
Borthwick 2002). Their discourse reflected thegiamge of the new public management in respect of
the discipline and promotion of parsimony in reseuallocation (Osbourne and McLouglin 2002).
“So from a workforce perspective, we're acutely anhere should be a much greater role
for skill extensions, role extension, role substity, all of that is going to become necessary.
The budgetary position isn’t going away...... Thempoisvay we can medicalise our way out
of meeting the needs of an aging populati®articipant 2- manager.
Most managers were neutral in their views about, dasiting more evidence that PAs in the UK
setting were a cost efficient occupational groupdamparison to other regulated professions who
might substitute for doctors. This was particylaVident from those regional managers responsible
for allocating NHS finance to health professiordui@ation as directed by NHS employers. Without
central government directives they reported ndqaer impetus to support the development of a PA
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workforce. In this they illustrated the agencytlud state in supporting occupations to achieveuctos
and status (Freidson 1985). They commented oratthkedf visible macro level support as an
explanation for their view that a PA workforce waiikely to be established within the English NHS.
“I think the whole thing around PAs and new rolf countries where it's succeeded is
other countries where there’s been government backhat’'s unfortunate that in England,
that backing hasn’t been prevalent and that's wieyrevstruggling. Participant 13, manager.
The lack of state regulation for PAs was thoughhake them less cost effective and consequently
less desirable to employers as substitutes folodaadh comparison to nurses and pharmacists with
authority to prescribe medicines. Many particigament on to refer to the dynamic tensions between
health professions (Abbott 1988) suggesting thetgpeions of limited cost effectiveness increased i
the face of resistance to their employment by tkdioal profession.
“Of course, you know that there is a pushback ag&hgsicians Assistants, that there are
people, medics in particular, who are very anti dnutile and just see it as nothing but a
threat” Participant 2, manager.
The views provided by the doctors varied accordmtheir roles. Those in leadership positions & th
profession (Royal Colleges, Medical Education, ddepartment of Health) supported vertical
substitution as a way to protect medical training apecialisation. They were neutral as to which
occupational group(s) should support doctors bey tivanted staff that could contribute to the
medical workflow in an efficient manner rather thaorease medical workloads.
“If we look at the medical side of it, what the ictpaf European Working Times Directive is
[a European Union direction to member states ti@triaximum hours worked in a week is
48 ,which came fully into effect for junior doctdrsthe UK in 2009, British Medical
Association 2016] we've got much fewer hours to train doctors. .that's going to, you
know, really put a problem on the service becausekpow people have relied on these
trainees[doctorsg], ...... that sort dfiworkforce] resource is not going to be there ...those
functions are going to have to be transferred tothar resource and that could be
physicians’ assistants, it could be advanced nprsetitioners.” Participant 7, doctor in
national role for medical education.
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While we were unable to secure interviews with gradl leaders of the junior doctors (i.e. qualified
doctors in grades below a consultant), publishedngentaries by junior doctors contemporary to the
time of the study were found to be mainly negatiaguing that PAs were a managerialist, cost
saving strategy which threatened the future empérof doctors and the profession as a whole.

“The implication that a two year postgraduate dedgesehing a 'medical model of thinking'

will prepare someone to work at the level of sehimuse officer is a laughable one. ........

And do you know how much they cost? A brief lodkeajob adverts show that they are

employed on the band 8a or b in Agenda for Chdagenior clinical ,usually managerial,

part of clinical pay scale for nurses and alliedltieprofessionals as nationally agreed and

used in the NHS, NHS Staff Council 201®hat is much more than the starting salary of an

SAYStaff Grade, Specialty and Associate Speciatistjitor who will require much higher

level of clinical competence and responsibilityliésfor money? | think not......... But by the

time the profession ...realises the threat, it inayoo late. And it is the responsibility of the

senior doctors to save the NHS from these halfemdodap fillers with no accountability. But

is someone listening? “(Sajayan 2010)
The nurse participants also varied in their vielysud physician associates. Those nurses at theomacr
level had often held senior management roles inNRS. This was reflected in a discourse of
managerialism (Osborne and McLaughlin 2002) in imgyéor a cost efficient workforce that included
PA type roles. They rehearsed similar reasonbémtanagers for why the NHS workforce had to
change. However their arguments were also courh&sims of protecting registered nurse time to
undertakenursingwork rather thamémedicalwork. In this they were also arguing for the detemf
nursing work from the encroachment of support roles

“1 think the expectation will be it will be nurdés cover the reduction in working time of

doctors in trainingbecause medicine tends to assume that nursesigkilup the slack.

...... The focus will be on technical skills..... Now, noh saying that the work isn’'t entirely

legitimate work but | do think that nursing willV&to look very clearly about redefining

where the role is because the temptation will lbele caring, compassion, fundamental
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skills of nursing to be completely devolved to otherker, principally unregulated

healthcare support workersParticipant 1, Nurse Leader.
Those participants representing nurses at the ni@eebwho were in active clinical roles such as
ANPs were more resistant to a new occupationalpyrobey argued that nurses were the best
occupational group to provide vertical substituiondoctors. They contended that NHS finance for
professional development would most effectivelyubed in skilling up nurses as an existing
workforce for whom there was evidence to suppairthalue in general practice rather than an
untried, untested new occupational group.

“Why would you want physician assistants if we @ritgat[the mid-level roleland more

from an advanced nurse practitionerfarticipant 11, nurse leader and advanced nurse

practitioner
In summary, our evidence from the macro and messl l&f the health care system demonstrates the
importance of state agency for the growth oentlise of this new health profession, reflecting
Abbott's (1998) third type of interaction shapingofessions. The arguments identified here in
support of PAs were largely managerial, reflecting tenets of new public management (Osbourne
and McLaughlin 2002) and those against largely gssibnal or occupational role protection. The
degree of neutrality or degree of resistance to B\Athe participants from the nursing and medical
professions varied according to their positiondimithe profession suggesting stratification, in&tr
to the profession, shaped their perspectives. Wie mow to consider the perspectives of those
working at the micro —level within the general piees.
Micro level - the general practice perspective
We report on four thematic areas: decisions abtaffirsy, jurisdictional boundaries of the PAs,
responses to the vertical substitution for doctansl boundaries and relationships.
Decisions about staffing: the views of GPs and practice managers
Most of the GPs and the practice managers who g@@l®As described how they had decided to
employ them after failing to attract any doctorsnarse practitioners to their vacancies i.e. it was
decision of necessity. PAs had not been these @Bsthoice to recruit. Some practices had been
assisted by the local NHS commissioning organieaiio recruiting US PAs. One GP had been
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employing US PAs for a number of years as his prefestaffing model. The PAs were recruited to
substitute for doctors in attending patients wighb@ntments in same day or urgent sessions.
The GPs were clinician-managers (Fulop 2012), orenaxcurately clinician-business owners and
their discourse on staffing decisions reflecteds¢hsvo perspectives. All of the GPs and some of the
practice managers described staffing decisionsring of cost efficiency. The GPs discussed this in
terms of ensuring the most efficient process dficdil decision making about patients’ problems,
which minimised risk of medical error and also mirsed double handling of patients for the same
problem.
All of the GPs employed staff other than doctordacaclinical work i.e. providing vertical substiior
for the doctors (Nancarrow and Borthwick 2002). lewer, they were divided in their views of the
boundaries of their own and others’ work. Thereeathiose who were not employing or intending to
employ any mid-level practitioners. They viewed thedical role as attending all patients to make
decisions and diagnosis, and then delegating fasksthat process to other staff in their team.
“Health care assistants can do the blood pressuies e. But this middle area, Nurse
Practitioner level, we thinghe GPs]can do it more efficiently, quick&iGP, 8.
The second group of GPs were either employing ewell practitioners or wanted to employ staff
able to work at this level. In their reasoning &taffing decisions, they reflected on the type of
patient care required and workload in their prasicThey considered that the GP role was one of
specialism, attending mainly to the most complexnadically acutely ill patients. In order to
maintain their professional boundary as a spetialey required a team of differently clinically
skilled staff ;with some competent to make medibatisions about the less complex patients i.e.
those with minor self-limiting problems and oth&se competent to undertake delegated tasks such
as phlebotomy.
“With doctordGPs]having to deal with more complex items that theyp'dihave to before ,
it's [having a PA or nurse practitiondq free up doctor time so you deal with the complex

not the routinesore throats."GP, 6.
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These divergent views of GPs as generalists oriajsts have been reported before (Martin et al
2009) and there is ongoing debate about how besgamize the primary care work flow and staffing
to best effect (see for example lliffe 2008).
Jurisdictional boundaries of the PAs
The jurisdictional boundaries of the work of thedP#ere set by the GP partners. This was reported
to be based on clinical competence and the dedresedical risk the presenting patient group or
condition posed.
“So hdthe PA]sees a surgery of patients, morning and afternaofoar days of the week,
which are almost entirely unselected. We have tslenut our under-one-year-olds because
he’s not trained for those.GP, 1.
Some of the practice managers described initialeamties about specific tasks, for example
whether the PA could sign medical certificatesiokrsess, and that they with the GP had had to make
decisions about these types of task to inform tbhekvof the PA. The GPs as clinician employers
provided a very different type of jurisdictionalttment between occupational groups with that
described in hospitals, for example by Allen (2001)
The PAs described boundaries to their knowledgecamdpetence. They also described, as did the
GPs and practice managers, how trust was gainttetinompetence of the PAs over time, leading to
the PAs expanding their jurisdictional boundar@aéw types of patient or clinical activities.
“OK, so initially she was mainly seeing walk-ins s tifne progressed she also took on more
responsibility with chronic patients and in partiaushe took on ... COP[Chronic
obstructive pulmonary diseasa}d asthma reviews, learnt how to do them, ....rdoated
the care as well as the serviggP, 10.
Many of the GPs and practice managers commentédhindack of authority to prescribe potentially
made the PAs less efficient and therefore morelycabin nurse practitioners with prescribing
authority. GPs and PAs devised systems which niseichthe disruption and time for doctors to sign
all prescriptions and radiograph requests. Thesegk arounds” or light touch supervision processes

were only agreed once the GP trusted the clinimadpetence and safety of the PA.
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“When | first qualified, | mean, and also when arew doctor starts, there’ll be a period
where when they’re signing my prescription, you @end to give them a lot more
information about what you're doing, ... because tregot to learn to trust you ....and then
once the relationship has developed | tend to adtiat they don't question as much, so it's
just about building up a trust and an understandigour competencies.PA, 10.
It was evident that the establishment of individuast outflanked externally set jurisdictions. 3tris
a multi-layered concept characterised by both d¢ognelements and affective dimensions (Calnan
and Rowe 2007). The interlinking of professionainpetence and trust building over time has been
noted before in a study of primary care doctorsrammges (Pullon 2009).
The PAs and others reported that they had moveddrk in areas left vacant through the absence of
doctors or nurses or where there was demand foiti@ul staffing. The PAs undertook both
substitution vertically for the activities of theator but also horizontally for the work of the ses:
“I'm very flexible with my working, so, like todaywas doing the Warfarifan oral anti-
coagulant used in the prevention of blood clotsraogires regular blood testslinic but |
was also flitting in and out of the on-call sessamd taking some patients off the doctors,
doing all of the telephone triaging, helping thesapractitioner as well...... doing a bit of
everything really, and just helping everybody blRA, 6.
Responses to the vertical substitution for doctors
Overall other professionals and services were tegdp accept the substitution of the doctor by the
PA. However, it was not universal acceptance. S@Rs and practice managers reported initial
refusal by secondary care consultants and the ambaitransport service to accept PA referrals. The
reluctance of others in the health care systencte jurisdictional changes from GPs to others has
been noted before (Delamaire and Lafortune 2010).
Patients on the whole were reported to view thetstuion of the GP by a PA as acceptable although
as we report else where there was sometimes afacknsparency to and understanding by patients
as to what type of professional they were congylfttalter et al. 2017). There were some who were

reported by receptionists to prefer to see a doctor
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“I would say ‘we've got a 9.4(0appointment] witiname of PAland they say ‘Oh who is

that?’ and then you say ‘he’s our Physician Assistnd he’s covered by a doctor’. And it's

‘Yeah OK’ or ‘well no I'd rather see a doctorReceptionist, 1.
Some participants reported patients who expresgedfarence to consult the PA rather than the GP.
We report elsewhere the patients’ views (HaltealeR017) which reflect the contingent nature & th
patients’ preferences.
Boundaries and relationships
GPs and practice managers reported that prior poging the PA they prepared other practice staff
in order to pre-empt any inter-professional diffims, particularly with the nursing staff. Only@®
practice reported a nurse who was openly resistadtleft the practice to work elsewhere. Overall,
while nurses were reported and described themsalvé&ging apprehensive and ‘worried for their
jobs’ when the PAs first started, the subsequent worketafionships were described as good. This
process of resistance to accommodation at the teaeh reflects that described by Abbott (1988).
Practice managers considered any resistance frasesito new PA members of the team had
dissipated very quickly in the face of the reatifymanaging the workload. Some nurses stated that
while they could do some of the work the PA wasdpthe inclusion of the PA in the team allowed
them to focus their time on the areas they were ewqzert or interested in.
Contrasts were made between the PA and nurse tipaeti roles, with the PAs reported by doctors
and practice managers as having wider range of etmpies (although overlap was also reported),
requiring less supervision and being more willingake their own decisions.

“Nurses’ decision-level-making skills are much lojtlean PAs]...l have worked with nurse

practitioners, and they are great with the case hvi@ seen them with, but actually, I've

never seen them with anything complex and my PR &oock spots off themGP, 5.
One GP commented that PAs differed from nurse pi@atrs in her practice in that PAs made their
own referrals to hospital, whereas nurses wouldrneétients to the GP to make the referral. Nurses
too were reported to identify differences in theysvan which PAs worked compared to them as

illustrated here:
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“I think the nurses found it very difficult becausarses work very strictly to protocols, if they
hadn’t had the training, if they haven’t been sigméf they won'’t do it, and | think they saw
[the PA]doing things that they wouldn’t have been comfueavith and they were ...‘ooh,
should she be doing that, is she allowed to do?thatPractice manager, 6.
Nurses, practice managers and receptionists repooesulting PAs on matters when they could not
either find a doctor available or found it easierapproach the PA rather than the doctor, as s thi
example:
“I think she definitely bridges the gajisetween doctors’ and nurses’ wordliite a lot and |
can certainly ask, | maybe wouldn't feel as sigkiag her some of the questions that | might
feel a bit silly asking a doctor.Practice manager, 6.
Many participants considered the PAs as an ocaupdtiat spanned the boundaries of medicine and
nursing. While the role of boundary spanning irerrdrganisational relationships has been explored
extensively (see for example Williams 2002) we hand identified discussion of this within
individual health care teams before. Some of thregaureported this boundary spanning as the reason
they considered the PAs not to be a threat to sunsgeneral practice.
“Because their roles are different, they are veatirely different from nurse’s role; they've
got bit of nurse and bit of doctor so they’re noett to any nurses.Nurse, 10.
A number of the practice managers and nurses tefleon which professional group the PAs
belonged to in general practices, deciding theyewipart of the doctors’ team rather than the
nurses. Practice manager 2.
In summary, evidence from the micro level presémtsemployment of PAs by GPs as clinician-
managers as a largely pragmatic ,managerial resgomsedical and nursing shortages as opposed to
active support for a new profession. However GP®wplit on their views about whether any
advanced level clinical professional should be uadteng part of their medical work, reflecting a
wider debate within medicine as to the nature aaiis of general practitioner work (lliffe 2008,
Calnan and Gage 2009). The differences commemdioveen ANPs and PAs may reflect different

professional socialisation and orientation as Pieseaplicitly trained in a medical model (DH 2006).
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It may also reflect the absence in the UK of anyomal credentialed use of the title nurse pramtigr
(DH 2010) unlike PAs (DH 2006).

Discussion and concluding comments

This paper provides empirical evidence of the raspaf health professions at the macro, meso and
micro level in England to the introduction of a npmfessional group. The study has limitations, fo
example while the purposive sampling frameworkhat macro level included qualified doctors in
training we were not able to secure those intersiand at the micro level we omitted GPs in training
However, the breadth of the sample, the spreadssdifferent parts of England for the micro level
work and the use of combined qualitative methodekaitigated these limitations to some extent.
The findings can be understood in terms of Abbdt388) theory of a dynamic system of health
professions in which individual professions arepgltaby three types of interaction. For physician
associates, as a new profession, we observed twihesk: the influence omter-professional
interactions and the impact of state agency buintiat-professional influences.

With regard to inter-professional interactions, P#ere developed as a group subordinate to
medicine. However, at all levels of the system,fawend the extent to which PAs were accepted as a
new profession without contest by doctors diffebetiveen different types or strata of the profession
Medicine was divided between: the professional desdwho supported mid-level practitioner
development as one way to protect specialism alitig of consultants , the junior ranks in tragin
who opposed mid-level practitioner development amate concerned about future jobs, and the
medical small business owners (the GPs. This llasipg as clinician-managers, were divided as to
whether mid-level practitioner substitution for somedical work was cost effective for patient work
flows or not. In this, we offer new empirical egitte of the intra-professional divisions within
medicine and particularly within general practi€alphan and Gabe 2009).

Similarly in the profession of nursing at all leveif the system we found differences in the degfee
contest or acceptance. Profession leaders offezattah viewpoints to a new profession couched in
terms of managerialism and also in defence of sura®rk boundaries against the shedding of

medical work. The accommodation by the practicesesito the new PAs may reflect perceptions of
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being able to focus on ‘nursing’ work or may be domsequence of working in small organisations
where the workload is increasing in the face oagmg population. In contrast, the leaders of ANPs
expressed greater opposition in defence of bottopgmrtunities and also NHS education funding for
ANPs. In this regard we offer new empirical evidew the stratification within nursing between the
managers, the professionalists and generalistosesed originally by Habenstein and Christ (1955)
and elaborated by others since (see for examplee@tar 1977).

At the micro level of inter-professional interactjoPAs substituted vertically for doctors and
horizontally for nurses. This raises the questisito whether this was evidence of expansionisia by
profession (Abbott 1998) or merely a reflectiormadrking in a small organisation with few staffing
options. Further investigation is required to amswthese questions, perhaps in contrast to larger
health care settings such as hospitals. The sutiisti for two professional groups has not previpus
been observed in studies of occupational substitufSchadewaldt et al. 2013, King et al. 2015);
whether it is a feature of PAs in particular oraofy novel health occupational group requires furthe
study.

The observation of PAs as boundary spanning medicdlnursing teams raises the question as to
whether this is a facet of all types of mid-levaldaadvanced clinical practitioners or whether it is
particular to the PA occupation and requires furémequiry. The viewpoint that PAs were seen by
others as part of the medical team may not hold inudifferent settings or in settings where many
PAs work and this benefit from further examination.

We found accommodation rather than occupationabteexe at the micro level. Our evidence
contrasts with that offered in other studies repgrtresistance at the workplace to horizontal
substitution (see for example Timmons and Tann€4p0 One potential explanation is that the
context for this study is small to medium size tteahre businesses employing a limited number of
clinical staff who have to work together to meetrkioad demands in contrast to a hospital
employing thousands of staff.

The discourse of cost effectiveness and managarigl®Osbourn and McLaughlin 2002) in decisions
about workforce development and staffing was euidmth from the managers and those in elite
strata of the professions. An important issuetose making resource decisions at macro and micro
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levels of the publically funded health care systwas the PAs’ lack of jurisdictional authority to
prescribe and order ionising radiation ultimatelgda them less cost effective than other profeskiona
groups with that authority. This issue reflectsbatt’s third type of interaction— that of stateeagy.

For PAs, there was evidence of state agency, icdheext of severe medical and nursing shortages,
in funding demonstration projects and publishingpanpetency and curriculum statement agreed by
two medical speciality colleges. However, as trasmrtages dissipated, there was no state action to
ensure PAs were included in state regulatory psmses That the general practices employed PAs
without the jurisdictional authority to prescrib@monstrated pragmatism in the face of GP and
practice nurse shortages (Hunt 2015). Systems weraip in each practice to make the PAs as
efficient as possible. One explanation for the sas®f these systems was trust in individual PAs. A
the micro level the study demonstrated how trughiwi small teams outflanked externally set
jurisdictional boundaries and finding that has bebserved between GPs and nurses observed before
(Pullon 2008)

The macro-level evidence suggested that as a giofe®As in England were not likely to thrive
without some state intervention and support whiets wot apparent in 2013. This situation changed
in 2014 with the Department of Health stating tR#s were one of the workforce solutions to
problems within general practice (BBC 2014) with0Q@ PAs to be trained and made available to
general practice by 2020 (Hunt 2015). In 2016 thare stated funded workforce solutions for
general practice were announced including: pilotmgdical assistant roles, employing clinical
pharmacists and training more nurses for genesattioe (DH 2016). However the issue of PA
prescribing remains unaddressed in the UK, in esibtto nursing for which it is well established
(House of Commons 2016). The introduction of PAsaasgw health profession in English primary
care remains an unfolding story in which the infloes of civil servants, professional organisations
and professionals play a part as does the pragmadisd preferences of clinician —manager

employers.
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Physician Associates in primary health care in England: a challenge to

professional boundaries?

Research highlights

Physician associates are a new profession within the English health care system.
We investigated role boundaries and rel ationships at macro, meso and micro levels
At the micro level PAs substituted vertically and horizontally for others

Intra-profession stratification was evident in differing opinionsto PAs

State agency i.e. legidation is needed for efficient vertical substitution



