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ABSTRACT
Objectives: To identify determinants of the initial
employment of physician assistants (PAs) for inpatient
care as well as of the sustainability of their
employment.
Design: We conducted a qualitative study with
semistructured interviews with care providers.
Interviews continued until data saturation was achieved.
All interviews were transcribed verbatim. A framework
approach was used for data analysis. Codes were sorted
by the themes, bringing similar concepts together.
Setting: This study was conducted between June 2014
and May 2015 within 11 different hospital wards in the
Netherlands. The wards varied in medical speciality, as
well as in hospital type and the organisational model for
inpatient care.
Participants: Participant included staff physicians,
residents, PAs and nurses.
Results: The following themes emerged to be
important for the initial employment of PAs and the
sustainability of their employment: the innovation,
individual factors, professional interactions, incentives
and resources, capacity for organisational change and
social, political and legal factors.
Conclusions: 10 years after the introduction of PAs,
there was little discussion among the adopters about
the added value of PAs, but organisational and financial
uncertainties played an important role in the decision to
employ and continue employment of PAs. Barriers to
employ and continue PA employment were mostly a
consequence of locally arranged restrictions by hospital
management and staff physicians, as barriers regarding
national laws, PA education and competencies seemed
absent.

INTRODUCTION
Hospital care is characterised by increasing
demands for efficiency in healthcare, a rising
prevalence of chronic diseases and ongoing
specialisation in medical disciplines. In the
light of these developments, many hospitals,
particularly in the USA, have adopted the
hospitalist model to cope with these chal-
lenges.1 Hospitalists are responsible for the

delivery and coordination of the general
medical care of the hospitalised patients.2 In
the Netherlands, medical care on hospital
wards is mostly provided by residents. These
residents cover medical care for the admitted
patients at a specific hospital department for
a specific medical speciality, and are being
supervised by staff physicians.
Alternative to the resident model, inpatient

care has increasingly been reallocated to phys-
ician assistants (PAs). Reasons for this realloca-
tion are an increased appreciation of
continuity of care, a growing pressure to deliver
healthcare efficiently and a (local) shortage of
physicians.3–5 A PA is a non-physician health-
care professional licensed to practice medicine
in defined domains, with variable degrees of
professional autonomy.6 In the Netherlands,
the autonomy of PA practice varies consider-
ably with experience, training, practice setting
and employer expectations. Since 2012, PAs
are legally authorised to prescribe medication
autonomously and to indicate and perform
specific medical procedures.7

Strengths and limitations of this study

▪ This study increases the understanding of the
barriers and facilitators in the initial employment
of physician assistants (PAs) for inpatient care
as well as the sustainability of this employment,
and can contribute to an efficient
implementation.

▪ The study results might be an example for other
countries which face problems with continuity of
inpatient care, efficient delivery of healthcare and
a (local) shortage of physicians.

▪ This study captured a variety of care providers
and hospital wards, which enhances the general-
isability of the findings.

▪ The nature of the research may introduce recruit-
ment bias, as care providers with favourable atti-
tudes towards substitution of care or the PA in
particular may be more likely to participate.
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PAs in the USA have a long history in medicine, espe-
cially in primary care. Since the year 2000, there has been
a shift from primary care to hospital care, and currently,
about two-thirds of all PAs are in a surgical or medical
subspeciality.8 In the Netherlands, PAs have been intro-
duced in 2001, and the majority has traditionally been
employed in hospitals, especially to take care of hospita-
lised patients within a certain surgical or medical special-
ity.9 It is expected that within the next decades, the role
of PAs in the management of hospitalised patients will
increase worldwide. However, the effectiveness of deliv-
ered care by new professionals is greatly affected by its
implementation.10 Knowledge of the barriers and facilita-
tors which care providers experience in the initial
employment of PAs for inpatient care as well as the sus-
tainability of this employment is important to facilitate
the implementation of these roles. Although previous
studies on barriers and facilitators of the implementation
process have been conducted,9 11 12 these studies were
not focused on inpatient care or focused only on the
experiences of physicians. To have a comprehensive
insight into all relevant barriers and facilitators for imple-
mentation of PAs, it is important to involve relevant
stakeholders.

Study aim
In this study, barriers and facilitators for the implemen-
tation of PAs in inpatient care were explored. We identi-
fied determinants of the initial employment of PAs, as
well as of the sustainability of their employment.

METHODS
Study design and sampling
This qualitative study was linked to a comparative evalu-
ation examining the effectiveness of substitution of
inpatient care from physicians to PAs.13 Sampling of
wards was performed purposively to capture a diversity
of medical specialities, hospital types and inpatient care
models. The study sample consisted primarily of hospital
wards on which currently at least one graduated PA was
employed, or on which in the past a PA was employed
for medical care. In addition, we added wards on which
PAs were never employed, to elaborate which factors
were related to not employing a PA. On each ward, a
sample of relevant providers (PAs, staff physicians, resi-
dents and nurses) were interviewed. On the wards on
which PAs were never employed, only staff physicians
were interviewed because in general they have the main
vote in the decision to employ a PA. We initially asked
the staff physician or the PA (ie, the contact person of
the comparative study) by email or telephone to partici-
pate in this qualitative study. Subsequently, the staff phys-
ician or PA recruited the other professions.

Interviews
Semistructured individual interviews were conducted by
two researchers who were trained in qualitative research

methods (ITHMM and MJCT). Both researchers
attended a course on individual interviewing before-
hand. All interviews were framed by a topic list, which
was developed in consultation with experts in substitu-
tion of hospital care and tested in a pilot study. A pub-
lished framework of determinants of implementation of
innovations was used to guide the interviews and their
analysis.14 This TICD framework specifies 57 implemen-
tation determinants in 7 domains: (1) guideline factors;
(2) individual factors; (3) patient factors; (4) profes-
sional interactions; (5) incentives and resources; (6) cap-
acity for organisational change and (7) social, political
and legal factors. The framework is based on an integra-
tive analysis of 14 previously published frameworks for
the implementation of evidence-based practice. Since
our research is about the implementation of revised pro-
fessional roles, we rephrased the first domain into ‘the
innovation’. While using the framework, we encouraged
open narrations to elicit information the interviewee
deemed important. During all interviews, short notes
were written about verbal and non-verbal features, to
provide the researchers with reference data against
which to analyse the interviews. The semistructured
interviews were taken between June 2014 and May 2015,
lasted about 30–45 min for each of the professions and
were audiotaped. All but two interviews were face to face
and took place in the participants’ practice setting.
Interviews continued until data saturation was achieved
per subgroup of profession, on the basis of interim ana-
lyses after each set of five to eight interviews, as demon-
strated by the absence of new themes emerging from
analysis.15

Data analysis
All interviews were transcribed verbatim. A framework
approach was used for data analysis, which implies that
we worked with structured topic guides in order to iden-
tify patterns within the data, but also allowed new
themes to emerge from the data.16 17 Initially, two
researchers (ITHMM and MJCT) coded the transcript
independently to improve the validity of the results.
Consensus was reached by discussion, and if necessary, a
third researcher (MGHL) was involved. After 10 inter-
views, agreement was reached about the codes. After
that, each interview was coded by a single researcher,
though one out of three interviews was randomly
selected and analysed by the second researcher. Besides,
new and doubtful codes were discussed when applicable.
Next, in two data analyses workshops (MJCT, ITHMM,
MGHL, AJAHvV), codes were sorted and synthesised by
the themes of the TICD framework, bringing similar
concepts together.14 Member checking was used to
confirm the credibility of the data: each participant was
given a summary of the interview, to determine whether
the themes were appropriately identified and matched
their responses. Only minor changes were requested.
Atlas.ti software was used to facilitate data management
and analysis. The analyses were conducted iteratively, to
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allow emerging themes and theories to be explored in
subsequent interviews. Final results were discussed by an
expert panel, consisting of staff physicians, PAs, PA edu-
cators and researchers in the field of task reallocation.

Ethical considerations
Ethical approval was sought from the Research Ethics
Committee of the Radboud university medical centre
(registration number: 2012/306); the committee judged
that ethical approval was not required under Dutch
National Law. All participants received information on
the interviewer, background and aims of the research
project before the interview. Written informed consent
was obtained from all participants.

RESULTS
In total, 32 participants were interviewed, spread over 11
wards across 10 hospitals. Three participants who were
contacted declined participation due to lack of time or
lack of interest. The characteristics of the wards and
interviewees are summarised in table 1. The participat-
ing wards represented a diversity of hospital wards in the
Netherlands. There was variation in medical speciality,
as well as in hospital type and the organisational model
for inpatient care. On each hospital ward, at least one
staff physician was interviewed.

Determinants of the decision to employ PAs for inpatient
care
The following themes from the TICD framework showed
to be relevant for the decision to employ PAs in
inpatient care: (1) the innovation; (2) professional inter-
actions; (3) incentives and resources; (4) capacity for
organisational change; and (5) social, political and legal
factors. The perceived determinants are summarised per
theme in table 2.

The innovation
The desired continuity of care appeared to be a main
deciding factor for the employment of PAs in inpatient
care. Residents and fellows traditionally have rotational
cycles which cause them to stay only a limited time on
each department. Therefore, the turnover of doctors at
these wards is rather fast (often between 1 and
14 weeks). PAs generally do not rotate and can be a
more stable factor in the continually changing medical
workforce, which is thought to lead to advantages in
quality of care.
Another important determinant related to this theme

was the expectation that involvement of PAs should dis-
burden the physicians. Since the PA is the constant
factor for inpatient care, the staff physicians and resi-
dents can be employed in, for example, providing out-
patient care or perform medical procedures. Besides,
fellows have more time to focus on the needs for their
own education to become a medical specialist. PAs also
disburden the physicians by performing additional tasks,

for example, integrating newly employed doctors, per-
forming specific (complex) medical procedures, provid-
ing education or conducting quality projects.
An important factor for not employing a PA is that

there is no need for change because of satisfaction with
the current quality of care and the availability of appro-
priate residents. Another hindering factor that was men-
tioned was that PAs work only on regular base during
daytime office, and not at nightshifts or weekend shift.
This has, according to the interviewees, a negative
impact on the number of irregular shifts that physicians
should work. Besides, substituting residents by PAs could
limit the education possibilities of residents, since pro-
viding inpatient care is perceived to be very important
for their training.

Professional interactions
Positive experiences with PAs seem to positively stimulate
the employment of PAs, while negative experience

Table 1 Characteristics of participating wards and care

providers

Characteristics of wards (n=11)

Medical speciality, n (%)

Cardiology 1 (9%)

Surgery 3 (27%)

ENT, head and neck oncology surgery 2 (18%)

Orthopaedics 2 (18%)

Gastroenterology 2 (18%)

Pulmonology 1 (9%)

Hospital type, n (%)

Teaching

Academic 2 (18%)

Non-academic 4 (36%)

Non-teaching 5 (45%)

Organisational model for inpatient care, n (%)

Mixed PA/MR* 4 (36%)

100% PA† 1 (9%)

PA not employed anymore 1 (9%)

Never employed a PA 5 (45%)

Number of beds, mean (SD) 22 (8)

Years of employment of PA, mean (SD) 6.0 (3.2)

Characteristics of care providers (n=32)

Age, years, mean (SD) 40.5 (11.1)

Gender, male, n (%) 16 (50%)

Profession, n (%)

Staff physician 12 (38%)

Physician assistant 8 (25%)

Medical resident/junior doctor 6 (19%)

Nurses, including heads of department 6 (19%)

Years working on the hospital ward,

mean (SD)

9.6 (8.1)

Still working with PA, n (%)‡ 17 (71%)

*MRs and PAs are in charge of admitted patients, with supervision
of staff physicians.
†Only PAs are in charge of admitted patients, with supervision of
staff physicians.
‡PAs (n=8) were excluded for this calculation.
MR, medical resident; PA, physician assistant.
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elsewhere was mentioned as a hindering factor.
Resistance from professional associations of medical spe-
cialists was mentioned as a factor which influences the
decision to not employ a PA.

Incentives and resources
From the theme incentives and resources, a main motive
for employing a PA for inpatient care was a shortage of
residents because of an unfavourable geographical loca-
tion or a less attractive hospital because of the non-
teaching status. A main determinant for not employing
a PA was unclearness or disagreement about the
payment of the PA.

It is more a case of there being no structural funding
with which the salary of a PA can be paid. So if you are
running a partnership and next to that the hospital, then
it is unclear who is going to pay the PA, because you are
providing quality of care, of which the partnership says:
‘the hospital ought to share in these costs’, but the hos-
pital states: ‘you are supporting the pulmonologist, so the
partnership should pay for this’. So there are as yet no
fixed rules about who has to pay for that in the hospital.
(P25, Staff physician)

Capacity for organisational change
Support of the management of the hospital emerged as
a facilitating factor for the employment of a PA. An
important factor on organisational level for not employ-
ing a PA was uncertainty felt by the staff physicians

due to changes of high impact within the organisation
of the hospital or the organisation of the staff physicians.
A mentioned example was uncertainty because of
approaching take-over of hospitals.

Social, political and legal factors
The enacted legislation was mentioned as an important
facilitating factor, allowing PAs to prescribe medication
and to indicate and perform specific medical proce-
dures autonomously. No determinants for not hiring a
PA were mentioned.

Determinants of sustained employment of PAs
for inpatient care
The following themes showed to be relevant for the
decision to employ PAs: (1) the innovation; (2) patient
factors; (3) professional interactions; and (4) social, pol-
itical and legal factors. Besides, ‘organisational factors’
emerged as a new theme. In this theme, we categorised
all factors regarding the organisation which were recom-
mended to facilitate the implementation process. In
table 3, perceived determinants are summarised per
theme.

The innovation
Experiencing positive outcomes of PAs positively influ-
ence the sustainability of the implementation of PAs in
inpatient care. Relative advantages that were mentioned
were improved continuity, quality and effectiveness of

Table 2 Determinants for the employment of physician assistants for inpatient care

Theme Perceived facilitators Perceived barriers

The innovation ▸ Need for continuity of care

▸ Need for quality improvement

▸ High workload MRs

▸ More effective employment of MRs for other

tasks

▸ Employee of the ward initiated the idea

▸ No need for change

▸ Time and cost investment for the education

of a PA

▸ Risk that the PA resigns shortly after finishing

education

▸ PA does not work at irregular shifts

▸ Limit the education possibilities of MRs

▸ Lack of scientific evidence on outcomes

▸ Diversity of different professionals who can

be employed for inpatient care

Professional

interactions

▸ Positive experiences with PAs in inpatient care

elsewhere

▸ Negative experiences with PAs in inpatient

care elsewhere

▸ Resistance from professional associations of

medical specialists

Incentives and

resources

▸ Shortage of MRs for inpatient care

▸ Relatively low salary of PA

▸ Standardisation of medical care

▸ Shortage of appropriate PA for inpatient care

▸ Discussion about payment of salary PA

Capacity for

organisational change

▸ Support of the management

▸ Staff physicians are employed by the hospital

▸ Uncertainty because of approaching

take-over of hospitals

▸ Uncertainty because of changes of high

impact within the organisation of the staff

physicians

Social, political and

legal factors

▸ Improved legislation to prescribe medication

and indicate and perform medical procedures

▸ Less authorised to prescribe medication and

take decisions in comparison to MRs

MR, medical resident; PA, physician assistant.
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care. Besides, efficiency was mentioned as an import-
ant facilitating factor. A PA is expected to work more
efficiently than a resident. Since the PA works for a
longer time at the hospital ward, they are more famil-
iar with the clinical protocols and the procedures to,
for example, request diagnostics tests and consult
other physicians. As a consequence, they need less
time for indirect care. Besides, PAs are thought to be
more familiar with the routines of other individual
professionals.

The fact that she has been working on the ward for
years, that she knows exactly how the ward functions, how
everything works, what to do when there is a threat of
overcapacity, what to do when tasks have been given to
the nursing staff that are not executed in the right way,
how to report incidents locally, she knows it all. She
knows all the ins and outs of the ward, knows how every-
thing works, so she is able to act quickly the moment she
realises that something is not going well. (P7, Staff
physician)

As a consequence of the efficiency, it was mentioned
that PAs can spend more time on direct contact with the
patient, or perform additionally tasks like quality pro-
jects, education or medical procedures. In this way, they
disburden the staff physicians. In the perspective of
nurses, working with a PA is efficient because they
have a more attained and approachable contact person
for medical questions. Questions are answered faster,
which is efficient for the treatment of the patient. The
only mentioned disadvantage regarding efficiency was
that a nurse experienced delay in the treatment of
patients because the PA in her opinion is not allowed to
make rigorous choices in the medical treatment of
patients, while the residents are. However, this was con-
tradicted by nurses from other hospitals, who experi-
enced higher autonomy of PAs in comparison with
residents.
Another mentioned important determinant for the

sustainability of PAs is that, because of the broad
medical background and continuity, PAs can fulfil differ-
ent roles depending on team needs. As a stable element

Table 3 Determinants for the sustainability of physician assistants in inpatient care

Theme Perceived facilitators Perceived barriers

The innovation ▸ Dual character of the education

▸ Clinical work experience within similar speciality

▸ Knowing own limits

▸ Experiencing relative advantages: efficiency of

care, bridging role, communication with patients

▸ The PA can fulfil different roles depending on

team needs

▸ Stagnation of care processes because

of less autonomy

▸ Limited employable within the broadness

of the medical speciality

Patient factors ▸ Satisfied patients

▸ Accessibility of the PA

▸ Informing patients about the roles and

responsibilities on the ward

▸ Patients are not familiar with PA position

▸ Patients do not know whether they saw

a physician or PA

Professional

interactions

▸ Mutual trust

▸ Broad support of the medical staff

▸ Support of the ward care team

▸ Equal treatment of PAs and MRs

▸ Satisfied nurses

▸ Improved job satisfaction of staff physicians

▸ Physician is known with PA profession

▸ Adequate interaction between physician and PA

▸ Physician wants to consult a physician

instead of a PA

▸ Resistance from individual physicians or

professional associations

▸ Difficult positioning of PAs: not a doctor,

not a nurse

▸ PA pretends to be a physician

▸ MRs see PAs as a threat because of

less jobs or less education possibilities

▸ Imaging that PAs may not make

mistakes

Capacity for

organisational change

▸ Long-term planning and vision by the

management

Social, political and

legal factors

▸ Improved legislation

▸ Frameworks from professional associations of

medical specialists

▸ Not authorised to prescribe medication

▸ Frameworks from professional

associations

Organisational factors ▸ Accessible staff physicians for supervision

▸ A written clear description of job responsibilities/

job specifications

▸ Sufficient attention for the job satisfaction of PA/

opportunities for personal development

▸ Adequate supervision, including extra attention for

clinical reasoning skills during education period

▸ Part-time job extent

MR, medical resident; PA, physician assistant.

Timmermans MJC, et al. BMJ Open 2016;6:e011949. doi:10.1136/bmjopen-2016-011949 5

Open Access



in a continually changing medical workforce, PAs who
are involved in inpatient care often have additional tasks
like quality projects, education, medical procedures or
outpatient care. Based on the team needs, these tasks
can be adjusted. Another mentioned relative advantage
was the bridging role of PAs between the nurses and
physicians.

The PA does not have a background in medicine but
often in nursing or physiotherapy, and has by nature
often just a little more feeling with the nursing staff
where we, we are of course a team, and both groups
depend on each other. Nurses cannot do without us, and
we cannot do without nurses, so you do need to have a
certain cooperation in that and a PA can have a very
useful role as an intermediary, because not every resident
has the kind of sense for the nursing staff to fulfil that
role. (P24, Staff physician)

Also the communication skills of PAs were mentioned
as a relative advantage. It is thought that, since Dutch
PAs have at least 2 years of clinical work experience in
the healthcare domain as, for example, a nurse or
physiotherapist, they are more experienced with simplify-
ing difficult medical concepts into a language which is
understandable for patients.

Patient factors
A mentioned determinant by the interviewees from the
patient perspective was that many patients are not famil-
iar with the PA professional in general, and that they
often do not know whether they saw a physician or a PA.
Sometimes, the patient or relatives persist to see the
physician in addition to the PA.

Professional interactions
Mutual trust emerged as a main determinant from the
theme professional interactions. Besides, a broad
support of the medical staff and ward care team is per-
ceived a very important factor for the implementation.
An equal treatment of PAs and residents is perceived to
facilitate the implementation process.

Whenever we go to a meeting, then all of us go together.
So if there is a multidisciplinary vascular meeting or a
dialysis meeting or some such thing, then the PAs come
along too and they just as easily take part in the discus-
sion as the physicians. That is why we stated right from
the beginning: we want the PAs to be able to work in the
same atmosphere, without barriers in relation to us and
within the group. Therefore they need to be fully
included in the way the residents are trained and we have
succeeded in that. (P11, Staff physician)

A hindering factor which was mentioned is that it
regularly happens that physicians from other medical
specialities demand to consult a physician instead of a
PA about a patient. Related to this, the positioning of
their profession was mentioned by PAs as an influencing
determinant. PAs are no doctors, although they perform

similar medical tasks. It is considered a difficult process
to find the right position within a medical team. Not all
PAs experienced this positioning problem. Mentioned
factors which positively influenced this are an increasing
number of PAs in the same hospital, increasing familiar-
ity of other care providers with the PA profession, guid-
ance of the staff physicians and personal characteristics
of the PA such as assertiveness.
Another item from the theme individual factors which

was mentioned by PAs was that some residents experi-
ence less job possibilities or less education possibilities
for themselves. In contrast, the interviewed residents
who worked with PAs in inpatient care experienced
more education possibilities, since they need less time
for inpatient care and have more time left over for spe-
cific education purposes. Besides, some residents told
that they learn important things from PAs, such as com-
munication skills, performing specific medical proce-
dures and the logistic procedures at the ward. All
professionals however agreed that inpatient care is a very
important part of the education of residents, and that it
is critical to facilitate this.

Social, political and legal factors
The improved legislation in which PAs are since 2012
authorised to prescribe medication autonomously was
mentioned as a facilitating factor. On the other hand,
locally arranged restrictions, that is, a lack of authorisa-
tion for prescribing medication and taking decisions in
comparison with residents, were mentioned as a deter-
minant for not hiring a PA.

DISCUSSION
This study identified determinants of the decision to
employ PAs for inpatient care, as well as of the sustain-
ability of the employment. Fifteen years after the intro-
duction of PAs in the Netherlands, there seems to be
little discussion about the added value of PAs among
those who adopted them. Interviewed professionals
experienced many benefits, of which the main benefit
turned out to be the gained continuity of care, since PAs
are perceived to be a more stable element in the con-
tinually changing medical workforce than residents are.
Nevertheless, several barriers were identified which need
to be considered by those interested in employing PAs
and optimising the PA role in inpatient care.
Organisational and financial uncertainties play an
important role in the decision to employ a PA.
Remarkably, many experienced barriers to employ and
continue PA employment are a consequence of locally
arranged restrictions by hospital management and staff
physician, as barriers regarding national laws, PA educa-
tion and competencies of PAs seemed non-existing.
These results might be an example for other countries
which face problems with continuity of inpatient care,
efficient delivery of healthcare and a (local) shortage of
physicians.
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Implications regarding the employment of PAs
Uncertainty on organisational and financial level turned
out to play an important role in the decision to employ
a PA. The structure of legal and financial embedding of
specialists within the hospital is currently subject of
major change in Dutch healthcare. From 2015 onwards,
the income of self-employed medical specialists is part of
integral prices within a performance-based financing
system.18 Because of uncertainty whether the fiscal status
of self-employed medical specialists would still be guar-
anteed while using these integral prices, self-employed
medical specialists had to reorganise their partnership
to make sure the fiscal status should be maintained.19

Since our interviews were held during the transition
phase, medical specialists experienced many uncertain-
ties regarding their future organisation and positioning
within the hospital, and were as a consequence reluctant
to employ PAs. It is however thought that when the new
system is fully implemented, there will be more emphasis
on performance and quality standards, rather than on
the amount of treatments performed.19 This might
incorporate an increase in the employment of PAs, since
they are thought to add to the quality of care.
An important experienced barrier for the employ-

ment of PAs was disagreement between staff physicians
and hospital management about who should pay the
salary of the PA. Based on the general idea that only the
medical specialist benefits from the employment of PAs,
the hospital management prefers that the staff physi-
cians are responsible for the PA’s salary. Staff physicians
disagree because besides performing medical tasks, PAs
in inpatient care also improve quality and accessibility of
care. Such discussions may hamper the employment of
PAs. It is important that staff physicians are aware of
these discussions, and make in collaboration with the
hospital management a sustainable financial model
which is based on the future tasks of the PA, taking into
account the balance between substitution of medical
tasks and addition to quality and accessibility of care.
Another important topic, which is related to the finan-

cial models, is the diversity of different professionals
who can be employed for inpatient care. Besides PAs
and residents, also nurse practitioners (NPs) are occa-
sionally employed for medical care at the ward.
However, in contrast to PA, NPs do not have a broad
generalist medical education, which is considered to be
important for providing adequate medical care for
admitted patients. A qualitative study by Kouwen and
Brink20 showed that a possible incentive of still employ-
ing NPs in inpatient care is the local arrangement on
how the costs of the PA/NP are divided between the hos-
pital and the partnership. For NPs, mostly an allocation
clause applies that divides the costs between the hospital
and the partnership. With PAs, the partnership them-
selves mostly need to raise the costs based on the
general idea that only the medical specialist benefits
from the deployment of the PA. Another health profes-
sional who can be employed for hospital ward care is the

hospitalist. Hospitalists have been introduced in the
USA already in 1996.1 In the Netherlands, they have
been introduced in 2012 as an answer to the lack of con-
tinuity of care at wards and the need for a better
balance between specialists and generalists. Hospitalists
are physicians who completed a specialisation in hospital
medicine and who’s practice emphasises providing care
for hospitalised patients. Their activities include patient
care, teaching, research and leadership related to hos-
pital medicine.2 Further research is needed about the
added value of these relative new professionals (ie, hos-
pitalists, PAs and NPs) providing care to hospitalised
patients, including questions related to how they should
relate to each other and to more traditional models
involving residents.

Implications regarding the sustainability of PAs
Determinants related to professional interactions and
political and legal determinants turned out to be of
high importance for the sustainability of PAs in inpatient
care. Although our interviews were held about 15 years
after the introduction of PAs in the Netherlands, it
became clear that the PA profession is still in a develop-
ing stage. Although we do not know in what strength,
our interviews pointed out that resistance from physi-
cians is still an important theme for the PA profession.
PAs experienced in varying strengths resistance from, for
example, staff physicians from other specialities who do
not want to consult a PA, and from residents who think
that the employment of PAs interferes with their job and
education possibilities. These findings are in line with
the results of other interview studies on the implementa-
tion process of PAs.9 11 12 Interestingly, all residents who
were involved in our interview study contradicted this
interference. The PA, as stable member of the medical
team, provides in the opinion of the residents an add-
itional training resource for residents and junior doctors
on rotation. They are able to provide information about
organisational policy, as well as training and feedback in
relation to practical aspects of the clinical work. This
statement is in line with the results from a survey which
was conducted in 2015 to assess surgical resident’s per-
ceptions of the impact of the implementation of PAs
and NPs on residents’ training experience in intensive
care units.21 The authors concluded that only a minority
of residents perceived that APPs interfered with educa-
tion and their ability to follow patients. Another
common subject of resistance is that most PAs do not
work during nights and weekends. As a consequence,
residents have to work relatively more at irregular shift.
However, involving PAs in irregular shifts would nega-
tively influence the continuity of care at the ward during
daytime, which was considered a main advantage of
employing PAs. Also the positioning of their profession
was mentioned by PAs as an important determinant of
the implementation process. As with any new profession,
it is considered a difficult process to find the right
position within a medical team.10 During the
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implementation process, it is important that staff physi-
cians have attention for this issue.

Strengths and limitations
A strength of this qualitative study is the purposive sam-
pling method, with which we managed to include a
breadth of perspectives. We captured a diversity of hos-
pital wards with variation in medical speciality, hospital
type and the used inpatient care model. Wards with a
relatively long experience with PAs and wards with rela-
tively little experience with PAs were included. Besides,
we included hospital wards which have not employed a
PA at all. Nevertheless, we cannot exclude selection bias.
All care providers voluntarily participated in this study,
which could imply that our participants had a more
than average affinity with the theme substitution of care
or the PA in particular.

CONCLUSION
Fifteen years after the introduction of PAs in the
Netherlands, the profession is maturing. The adopters
experience many benefits, but also identified barriers
which need to be considered by those interested in
employing PAs and optimising the PA role in inpatient
care. Organisational and financial uncertainties play an
important role in the decision to employ a PA. In add-
ition, many barriers to employ and continue PA employ-
ment are a consequence of locally arranged restrictions
by hospital management and staff physician, while bar-
riers regarding national laws, PA education and compe-
tencies of PAs were barely experienced. Special attention
should be paid to the financial embedding of PAs and
the positioning of the PA within the medical team, but
also to their position in relation to other professions
who are responsible for hospitalised patients.
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