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ABSTRACT

Objective: The role of hospital-based physician assistants (PAs) is in need of delineation. To learn more about their activities, an
administrative research project compared the tasks of hospitalists. In this setting an MD-PA team managed the adult medicine
ward each weekday while three MDs rotated shifts.
Methods: A priori a survey of hospitalist activities was administered to four providers in a medium sized hospital (3 MDs and
1 PA). This was followed by time-motion documentation that involved shadowing each member of the MD-PA hospitalist teams
over a three-month period. A univariate analysis of activity patterns (perceived and observed) assessed what was perceived and
what actually occurred on the wards. The mean, standard deviation, and difference in means for each task were calculated.
Results: In the survey the PA reported she spent one-half of her hospitalist workdays on direct patient care and the physicians
spent less time on direct patient care. Physicians believed they spent half days on direct patient care and believed the PA spent
less time on direct patient care than they did. In the time-motion study shadowing the four hospitalists separately what was
observed was that the PA spent 18% of her workday on direct patient care and 54% on indirect patient care - primarily patient
encounter documentation. The three physicians spent 15% of their workday on direct patient care and 54% on indirect patient
care – primarily patient encounter documentation. In summary, the perception of what each provider thought they did and what
they in fact did differed significantly when actually observed. All four hospitalists (regardless of team composition) spent less than
20% of their workday with patients, and the rest divided among documentation, examination and test results, hospital meetings,
and breaks. Task activity was similar for all providers except MDs attended more administrative meetings than the PA.
Conclusions: The perception that physicians have of PA roles and what a PA actually does has been a reoccurring observation. A
lack of understanding of PA role delineation by physicians may contribute to employment reluctance.
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1. INTRODUCTION
Since the turn of the century shortages have become partic-
ularly acute in rural and remote areas in North America as
fewer physicians choose to provide medical services in such
locations.[1] Workforce shortages in low-density areas are
predicted to further reduce the already-limited services pro-

vided by public health agencies.[2] One solution to address
the shortage is that of task shifting. Task shifting (i.e., mov-
ing activities from one set of providers to another) permits
physicians to delegate routine patient care functions to physi-
cian assistants (PAs) and nurse practitioners (NPs). Little is
known about how much a physician can delegate to a PA or
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NP in a hospitalist team arrangement.

Administrators of urban hospitals have incorporated PAs to
help solve workforce shortages for a couple decades. Such
activity has provided some data regarding the output, quality,
and productivity of large hospitals.[3] What little is known
about small, rural hospitals has been based on the reports
about the productivity of physicians and PA/NPs but little
beyond that. Almost nothing is known about the productivity
of physician hospitalists when a PA/NP is introduced to the
staffing mix or when they are used in remote locations such
as frontier counties, small provincial towns, and territorial
islands.

Objective
In 2012 the medical department of the hospital on St. Croix
decided to employ a PA as a hospitalist to offset the increas-
ing demand for physician services. None of the medical staff
had experience working with a PA, and the literature was
absent in describing hospital PA roles. This new employment
provided an opportunity to observe a PA functioning as a hos-
pitalist in a remote and isolated situation. An administrative
research study on hospitalist roles was initiated.

2. METHODS

2.1 Study setting
The location was the Governor Juan F. Luis Hospital & Med-
ical Center on St. Croix Island in the western Caribbean. St.
Croix is one of four US Virgin Islands and is the eastern-most
part of the US and residence for 50,601 inhabitants. At the
time of the study, the hospital employed approximately 600
personnel and averaged 4,000 admissions per year. Clinical
facilities ranged from newborn services to dialysis and psy-
chiatric treatment. Surgical services included urology, plas-
tics, otolaryngology, and spine surgery. In-patient coverage
by hospitalists is provided by physicians and PAs Monday –
Friday, 8 AM to 5 PM and did not include any house staff.

The average daily census of 65 patients was split amongst
the three physicians and one PA. The PA operated indepen-
dently with oversight provided by the supervising physicians
including co-signatures of notes and ancillary orders. The PA
was not individually assigned to any one group of patients
and instead rounded on all patients admitted to the medicine
service as one of two hospitalists each day. Billing for ser-
vices rendered was only applicable for the physician, as the
hospital was not billing for services by the PA due to the
legislative policy of the Virgin Islands.

Any PA’s scope of practice in the Virgin Islands is limited
due to the supervising relationship. In addition, a lack of
autonomy and no prescriptive privileges further reduces their

practice abilities. Scope of practice is granted via Virgin
Islands legislation with additional limitations placed by the
credentialing facility.

2.2 Study design
The two-phase study consisted of a pre-test survey on daily
patient tasks, an observation period, followed by an assess-
ment. A quantitative observational time-motion case study of
hospitalist clinicians was determined by committee consen-
sus as the best means of capturing the activities of hospitalist
physicians and PAs in the absence of any published data.
The object was to identify physician and PA productivity
and potential sources of efficiency when working in complex
hospital environments. This technique was selected from
health services research studies as the best way to document
daily labor activity.[4]

2.2.1 Self-report of hospital time spent
A self-report questionnaire was developed a priori to query
how the participant hospitalists perceived their time spent
in different job functions. Job functions were organized by
specific tasks. The instrument allowed providers to note the
amount of time they believed they spent on each function or
task on average.

2.2.2 Time-motion scorecard
A list of daily activities of physicians in hospital roles was
adapted from Weigel, et al.[5] The time-motion scorecard
was further refined following a pilot study of time-motion
observation with each practitioner.

2.2.3 Observations (time-motion)
Each observation period was a half day (4 hours). Half day
periods were stratified and then randomly selected to ensure
each of the four hospitalists were observed equally. The
observer maintained a minimum of 3 meters distance from
any provider activity, usually more, with a scorecard and
stopwatch discretely concealed to minimize the observer-
observed effect. Because the observer was a hospital admin-
istrator, her presence on the ward was routine and did not
draw attention. Activities were encoded for every unique
activity, as well as every 5 minutes regardless of activity, and
time rounded to the nearest 30 seconds or at the onset of
a new activity. All activities during the observation period,
including those outside the ward, were documented.

2.3 Statistical analysis
For each hour shadowed, the total time each study participant
spent in each of the task categories was recorded in minutes.
Descriptive, univariate statistics were generated, including
the time in minutes spent on each task category per half day,
the standard deviation, and the percentage of the half day
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spent on each task for each clinician, as well as among the
three physicians in the time-motion study. Time spent on
each task per half day for each clinician was compared to the
self-reported tasks collected through the questionnaire. The
mean, standard deviation, and difference in means for each
task were calculated. In the same way, physician estimates of
how PAs spent their time were compared to PA time-motion
data, and vice versa. The University of Phoenix approved
the study protocol.

3. RESULTS
The researcher shadowed each physician (MD) or PA for 4
hours a day for a total of 20 hours for each provider; 80 hours
of observation spread over the months of June through Au-
gust 2012 between the hours of 8 AM and 5 PM weekdays.

3.1 Comparison of perceived time spent on selected
tasks

Preceding the observation the PA estimated spending one-
half (52%) of her time on direct patient care and, collectively,
the physicians estimated they spent 39% on direct patient
care (see Table 1). Indirect patient care was 30% of the tasks
for the PA reviewing herself; in reviewing the physicians, she

thought the same (29%). The PA estimated that the physi-
cians spent 19% of their day on personal tasks and 13% of
the day on miscellaneous tasks. Similarly, the PA reported
she believed she spent 12% on personal tasks and only 5% on
miscellaneous tasks. From the self-report, the PA believed
she spent 13% more time on direct patient care tasks and
15% less time on miscellaneous and personal tasks than a
physician. The PA marked that physicians spent more time
on meetings and communications than she did.

The physicians estimated (in the aggregate) that they spent
one-half of their days on direct patient care and the PA spent
less time. They believed the PA spent more time on indirect
patient care than they did (see Table 1). All of the physicians
believed the PA spent 11% less time on direct patient care
tasks and 13% more time on indirect patient care than they
did. The MDs also marked more time spent on meetings as
compared to a PA. None of the physicians noted that they
spent any time on the categories of teaching and professional
development. Neither the PA nor physicians agreed on the
proportion of time they believed was spent on direct and
indirect patient care by the other provider. In summary, each
participant believed that they spent a larger percentage of
time on direct patient care than the other provider.

Table 1. Self-Report findings of how time is spent by each provider and how they perceive the other provider(s)
 

 

Task 
Review of Self (%) Review of Other Provider (%) Difference (%) 

Means SD  Means SD  Means 

Physicians (N = 3)        

Direct Patient Care  49.3 12.8  38.2 2.4  11.1 

Indirect Patient Care  29.7 4.5  42.6 4.2  -12.9 

Personal 10.5 2.4  13.8 2.3  -3.3 

Miscellaneous  10.5 8.9  5.5 3.5  5 

Physician Assistant (N = 1)        

Direct Patient Care  51.6 -  38.7 -  12.9 

Indirect Patient Care  31.5 -  29 -  2.5 

Personal 12.1 -  19.4 -  -7.3 

Miscellaneous  4.8 -  12.9 -  -8.1 

 

3.2 Time-motion data
The time-motion observations consisted of tasks grouped into
five categories: Direct Patient Care, Indirect Patient Care,
Education, Personal, and Miscellaneous. Indirect patient
care was admitting, discharge, daily charting, reviewing tests
and procedure results, and communicating about the patient.

All observations of the four hospitalists were grouped by
the categories listed in Table 2. Percentages were computed
for the time the providers spent in each category during the
half day observed. If a task was not performed during that
observation period, the data point recorded was zero. After
the data points were grouped into predefined categories, the

mean and standard deviations were computed for the percent-
age of time spent on each task. The difference in means was
also computed.

The PA spent 18% on direct patient care. More than half
(54%) of her time was on indirect patient care and the major-
ity of this time was spent on patient encounter documentation.
She spent 28% of her time on education (includes profes-
sional development and teaching), personal tasks, and mis-
cellaneous tasks. The tasks recorded most often for the PA
were documentation, examinations, procedures, and follow-
up. Family meetings and writing orders were recorded least
often.
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Table 2. Time-motion observations of physician assistant and physicians
 

 

Task 
Physician Assistant (%)  Physicians (%)  Difference (%) 

Means SD  Means SD  Means 

Direct patient care (%) 17.9 11.1  15.1 5.5  2.8 

Exams, procedures, and follow-up 17.5 11  13.2 5.6  4.3 

Family meetings 0.4 0.8  1.9 2.7  -1.5 

Indirect patient care (%) 54.2 23.2  54.4 19.1  -0.2 

Documentation 32.2 16.4  31.9 10.8  0.4 

Reviewing results 6.7 5.1  3.5 5  3.2 

Communications 13.3 4.6  14.5 8.7  -1.2 

Writing orders 2 1.9  4.5 5  -2.5 

Education (%) 7.4 16.5  15.3 23.3  -7.9 

Professional development 5.9 13.1  15.3 23.3  -7.9 

Teaching 7.4 16.5  15.3 23.3  -7.9 

Personal (%) 8.2 17  2.2 2.3  6 

Bathroom breaks and meals 8.2 17  2.2 2.3  6 

Miscellaneous (%) 12.3 7.5  13 10.4  -0.7 

Obtaining medical supplies 12.3 7.5  13 10.4  -0.7 

 

The three MDs spent 15% on direct patient care. Indirect pa-
tient care tasks were 54% of their workday and the majority
of this time was spent on documentation. Educational tasks,
personal tasks, and miscellaneous tasks were one-tenth of
the day. Documentation and professional development tasks
were recorded most often for the physicians.

Table 3 shows physicians spent 10% more time on profes-

sional development tasks and 8% more time on teaching
compared to the PA. The PA spent 6% more time on personal
tasks and 4% more time on exams, procedures, and follow-up
tasks. Between the provider types, indirect patient care only
differed by 0.2% and direct patient care differed by 3%. For
all providers, daily breaks for errands, meals, and toilet were
12%-13%.

Table 3. Self-Reported tasks versus time-motion data
 

 

Task 
Self-report (%)  Time-motion (%)  Difference (%) 

Means SD  Means SD  Means 

Physician 

Direct patient care 49.3 12.8  15.1 5.5  34.2 

Indirect patient care 29.7 4.5  54.4 19.1  -24.7 

Education 0 0  15.3 19.1  -15.3 

Personal 10.5 2.4  2.2 2.3  8.3 

Miscellaneous 10.5 8.9  13 10.4  -2.5 

Physician Assistant 

Direct patient care 51.6 -  17.0 11.1  33.7 

Indirect patient care 31.5 -  54.2 23.2  13.6 

Education 0 -  7.4 16.5  -7.4 

Personal 12.1 -  8.2 17  3.9 

Miscellaneous 4.8 -  12.3 7.5  -7.5 

 

On a daily basis, the PA spent an average of 54% of the time
on indirect patient care and the majority of this time was
spent on patient encounter documentation. Direct patient
care tasks were recorded much less often. The PA spent
nearly 28% of her time on education, personal tasks, and mis-
cellaneous tasks combined. The tasks recorded most often

for the PA were documentation (32%), examinations, proce-
dures, and follow-up (18%). Family meetings and writing
orders were recorded the least for the observed PA.

On average the physicians spent 55% of their workday on
indirect patient care, primarily documentation. For the
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physicians direct patient care tasks were recorded less often
whereas education tasks were observed more often. Personal
tasks were rarely observed (2%-4%) and miscellaneous tasks
comprised about one-tenth of the day. Documentation and
professional development tasks were recorded most often
for the physicians. The tasks MDs spent the least amount of
time on were family meetings, personal tasks, and reviewing
results.

Table 3 shows a side-by-side comparison of the self-report
findings and the time-motion data. The difference in mean
percentages is also displayed. Direct patient care is the
largest difference between perceived time and actual time
spent on these tasks for both the physician and the PA. Both
providers believed they spent approximately one-third or
more of their workdays on direct patient care than the ac-
tual observations revealed. Also, neither provider marked
education as a daily task in the self-report questionnaire. It
was determined in the time-motion data that physicians spent
15% of their day and the PA spent 7% of her day on education
(professional development and teaching).

The results from the self-report survey showed that each
provider felt they spent approximately one-half of his/her
day on direct patient care when the actual time spent on di-
rect patient care for both providers was less than 20%. The
results suggest hospitalists, at least in this hospital, spend
most of their day on indirect patient care (documentation,
reviewing results, communicating, and writing orders).

4. DISCUSSION

A number of observations emerged from this project: the
MDs’ limited understanding of the PA role, how PAs can
augment physician workload, and how perception and real-
ity differ when viewing each other’s role (as well as their
own). All four hospitalists overestimated what they did and
underestimated what the others did in the same task. In fact,
across all four clinicians, each thought they spent more time
than they did on direct patient care when it was actually one-
fifth of their daily activity. So routine was each observed
session that “saturation” was quickly reached after the first
two weeks of observation (saturation is the point in data
collection when no new or relevant information is gained).

Physician misunderstanding of the role of the PA was first
noted in the 1980s. One study found that the physicians’
perception of what PAs could do varied widely, between 29%
and 46%, when, in fact, the activities were chosen from a list
of the most commonly performed activities PAs were already
doing.[6] In one hospital study involving physicians, PAs and
NPs the tasks are shared more than delegated and labor not
divided by training.[7]

The rise of hospitalists in American medicine has a close
history with the rise of PAs: decreasing workload of “house
staff” due to work-hour restrictions, and the increasing em-
ployment of PAs and NPs in hospital roles.[8] It is this
hospitalist role where PAs may be especially effective as
team members. Singh found that inpatient care provided
by physician-PA hospitalist teams was associated with a 7%
longer length of stay (LOS) than resident-physician only but
readmission and inpatient mortality similar to resident-based
teams. The increase in LOS was dependent on the time of ad-
mission of the patients.[9] In another study total cost of care
was lower on the study service, but LOS was not different
when as compared with house staff services. No difference
was seen in inpatient mortality, ICU transfers, readmissions,
or patient satisfaction.[10] Evidence is accumulating that
the role of PAs in hospitals can: improve patient care, fill
shortages, be available during physician absence, improve
resident training, and participate as a team member. Their
labor cost alone makes this a viable fiscal option.

The situation on this territorial island was the same as in
many locales throughout North America - medical workforce
shortages have resulted in increased utilization and reliance
on PAs.[10–12] That hospitalists improve care overall regard-
less of the type of clinician is increasingly evident.[13] Their
role in small hospitals, rural hospitals, and island-isolated
hospitals is unique, unknown, and needs further study.

This study sets the stage for a broader project involving PAs,
NPs, multiple hospitals, and multiple roles. Both qualitative
and quantitative analysis of providers and administrators is
needed to understand the complexity of these actors at a time
of growing medical provider scarcity, aging population, and
a growing census of hospital beds.

Limitations

There are limitations: a study of this nature should be viewed
with the understanding that a broad-based one, randomly
controlled, with cross over design, on a small island was not
possible and, instead, a convenience sample was selected –
necessity dictated such. With only one hospital that is signif-
icantly understaffed, the best study under the circumstances
was a committed one to control as many variables as possible.
Perhaps PAs in other locations engage in more direct patient
care and are utilized more fully than the one observed in this
study but such information remains unpublished.

As an administrative research activity the process differs
from those guided by research questions that are hypothesis
driven. Because administrative studies in healthcare looks
for centralization and human values it is often the first step
for laying the groundwork for more probing types of analysis
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such as financial, social, outcomes, and economic types of
health services research. In that sense the project met its goal.
The results of this study are more general in nature and may
not be applicable to PAs practicing in specialty services.

5. CONCLUSION
Inadequate medical staffing compounds health care dispar-
ities in far-flung hospitals. Newer enabling US territorial
legislation has also permitted the utilization of PAs and NPs
in various roles. The introduction of a PA to supplement the
hospitalist corps at the St. Croix hospital offered an oppor-
tunity to examine what tasks could be transferred and how
physician hospitalists perceived this role. The result was an

extensive list of care services and similarity in broad-based
tasks. It also revealed a gap among what hospitalists per-
ceived of each colleague’s labor and what actually occurred
on their appointed rounds.
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