Additional file 1. Completed COREQ checklist
Beyond Task Delegation: Progressive Negotiated Embedding of a Physician Associate in Rural Primary Care—A Longitudinal Qualitative Case Study from India
Consolidated Criteria for Reporting Qualitative Research (COREQ), 32-item checklist
This checklist was completed against the final manuscript and the final interview/focus-group guide supplement. Where information is not explicitly reported, this is stated rather than inferred. Transcript review for correction of the recorded account is distinguished from participant validation of the analysis.
Domain 1. Research team and reflexivity
	Item
	Topic
	Reported information
	Manuscript location

	1
	Interviewer/facilitator
	Ebin V Abraham (EVA), the principal researcher, conducted all individual interviews and moderated the patient focus-group discussion.
	Methods: Data collection, p. 9.

	2
	Credentials
	MSc in Physician Assistant studies; MBA in Healthcare Management; Postgraduate Diploma in Public Health and Hospital Administration, Public Health Foundation of India; PhD scholar.
	Methods: Data collection, p. 9.

	3
	Occupation
	Male PA educator and doctoral researcher; Assistant Professor and Programme Coordinator are reported on the title/corresponding-author information.
	Title page, pp. 1–2; Methods: Data collection, p. 9.

	4
	Gender
	Male.
	Methods: Data collection, p. 9.

	5
	Experience and training
	Formal qualitative-research training at NIMHANS Bengaluru; doctoral research-methodology training; institutional qualitative-research workshops; prior supervision of two undergraduate qualitative studies involving interviewing and thematic analysis; mentoring from experienced qualitative researchers; self-directed study of reflexive thematic analysis.
	Methods: Data collection, p. 9.

	6
	Relationship established
	EVA had a pre-existing programme-level educator relationship with PA01: he served as programme coordinator with some involvement in her academic supervision but had not taught her directly. He was not her clinical supervisor. EVA had no prior professional relationship with SMO01, JMO01, CMO01, NUR01, LAB01, PHA01 or CHW01 before deployment. A prior relationship with FGD participants is not specifically reported.
	Methods: Researcher reflexivity and analytical quality, p. 15.

	7
	Participant knowledge of interviewer
	PA01 knew before consent that the deployment formed part of EVA’s doctoral research. Research participation was voluntary, withdrawal carried no consequences, and DARR completion was neither required for the placement nor used for academic or workplace assessment. The study information identified EVA as the principal researcher; whether other participants knew his wider programme role or personal reasons for undertaking the research was not formally assessed.
	Methods: Researcher reflexivity and analytical quality, p. 15; Ethical considerations, p. 16.

	8
	Interviewer characteristics
	EVA's professional involvement in PA education, programme development and organisation of the wider community-deployment initiative, the institutionally supported deployment, and his pre-existing programme-level educator relationship with PA01 are explicitly considered. Reflexive/interviewer notes, analytic memos and a decision trail were maintained.
	Methods: Researcher reflexivity and analytical quality, p. 15.


Domain 2. Study design
	Item
	Topic
	Reported information
	Manuscript location

	9
	Methodological orientation and theory
	Longitudinal embedded single-case study informed by a constructivist–interpretivist orientation. Case-study methodology provided the bounded longitudinal and cross-source design; reflexive thematic analysis provided the interpretive approach, combined with longitudinal qualitative comparison. Formal proposition testing or causal process tracing was not undertaken.
	Methods: Study design and reporting, p. 6; Data analysis, pp. 13–14.

	10
	Sampling
	Purposive sampling selected people with direct experience of different interfaces of the bounded deployment case. FGD participants had prior experience of PA care.
	Methods: Participants and recruitment, p. 8.

	11
	Method of approach
	Professional participants were purposively invited because of their direct involvement in the deployment. For the FGD, the local healthcare team screened and invited nine eligible adults with prior PA-care experience. The exact invitation modality for individual professional participants (for example, telephone, email or face-to-face) is not separately reported.
	Methods: Participants and recruitment, p. 8; Data collection, p. 11.

	12
	Sample size
	Fourteen unique participants contributed: one PA, three medical officers, four other healthcare/community staff and six patients. The professional participants generated 14 individual interviews; the six patients participated in one FGD. In addition, 126 active-deployment DARRs were included in longitudinal analysis.
	Methods: Participants and recruitment, p. 8; DARRs, pp. 12–13; Table 1, pp. 35–36.

	13
	Non-participation
	All professional participants approached agreed to participate; none declined. Nine eligible patients were invited to the FGD; six attended and completed the discussion, while three were unable to attend on the scheduled day because of personal circumstances. No participant withdrew.
	Methods: Participants and recruitment, p. 8; Data collection, p. 11.

	14
	Setting of data collection
	PA01 and the medical officers were interviewed face-to-face in private rooms at the study site. NUR01, LAB01 and PHA01 were interviewed in private rooms. CHW01 was interviewed in an open community setting, which is acknowledged as a contextual privacy limitation. The FGD was conducted in a private room at the study site.
	Methods: Data collection, pp. 10–11.

	15
	Presence of non-participants
	All individual interviews were attended only by EVA and the participant. During the FGD, an observer attended to record contemporaneous field notes.
	Methods: Participants and recruitment, p. 8; Data collection, pp. 10–11.

	16
	Description of sample
	The sample comprised one recent PA graduate, three medical officers, one nurse, one laboratory professional, one pharmacist, one community health worker and six patients. The FGD included four women and two men aged 19–55 years, all with prior PA-care experience. Detailed demographic characteristics of uniquely identifiable staff roles were not reported to reduce deductive-identification risk.
	Methods: Setting and case, pp. 7–8; Participants and recruitment, p. 8; Table 1, pp. 35–36.

	17
	Interview guide
	Semi-structured interview and FGD guides were developed specifically for this study from the objectives, case-study protocol and methodological literature; reviewed and refined with the doctoral supervisory team and qualitative-research experts; tailored to participant role; and used flexibly. The preliminary PA guide was refined for clarity, wording and sequencing before formal T1. Medical-officer and other staff guides were reviewed and refined but did not undergo separate pilot testing. Later longitudinal guides incorporated issues from earlier interviews and contemporaneous case developments. Full guides are provided in Additional file 2.
	Methods: Data collection, p. 9; Additional file 2.

	18
	Repeat interviews
	PA01 completed four longitudinal interviews (T1–T4). Each of the three medical officers completed two interviews. NUR01, LAB01, PHA01 and CHW01 each completed one interview late in deployment; their accounts of change were retrospective rather than prospectively longitudinal. One patient FGD was conducted.
	Methods: Participants and recruitment, p. 8; Data collection, pp. 10–11; Table 1, pp. 35–36.

	19
	Audio/visual recording
	All individual interviews and the FGD were digitally audio-recorded with consent. No video recording is reported.
	Methods: Data collection, pp. 10–11; Ethical considerations, p. 16.

	20
	Field notes
	EVA maintained interviewer/reflexive notes. During the FGD, an observer recorded contemporaneous notes on group interaction, non-verbal responses and contextual features; EVA prepared immediate post-discussion reflexive notes. Analytic and decision-trail memos were maintained during analysis.
	Methods: Data collection, p. 11; Researcher reflexivity and analytical quality, p. 15.

	21
	Duration
	PA interviews lasted 44–90 minutes (75, 44, 78 and 90 minutes). Medical-officer interviews lasted 40–50 minutes. Other healthcare/community staff interviews lasted 35–40 minutes. The FGD lasted 70 minutes.
	Methods: Data collection, pp. 10–11.

	22
	Data saturation
	No saturation-based stopping criterion was used or claimed. Sampling was structured around the bounded case and relevant stakeholder interfaces.
	Methods: Participants and recruitment, p. 8.

	23
	Transcripts returned
	All individual interview transcripts were returned to the respective participants for review and correction before analysis. This allowed correction or clarification of the recorded account and was not treated as validation of subsequent thematic interpretation. The FGD transcript was not returned for member checking.
	Methods: Data collection, p. 11.


Domain 3. Analysis and findings
	Item
	Topic
	Reported information
	Manuscript location

	24
	Number of data coders
	EVA led the analysis and coding. Independent duplicate coding and inter-rater reliability testing were not undertaken. Supervisory and qualitative-methodology discussions were used to challenge assumptions rather than establish coding consensus.
	Methods: Data analysis, pp. 13–14; Researcher reflexivity and analytical quality, p. 15.

	25
	Description of coding tree
	An evolving coding record and analytic memos supported organisation of the material without functioning as a fixed coding framework or coder-agreement tool. A separate coding tree is not reproduced in the manuscript.
	Methods: Data analysis, p. 13.

	26
	Derivation of themes
	Theme development was iterative and recursive. Candidate themes were reviewed against coded extracts, the wider dataset, longitudinal trajectory memos and contrasting/disconfirming material. Themes were developed as patterns of shared meaning around central explanatory concepts rather than from code frequency or participant counts. Progressive negotiated embedding was developed through analysis rather than imposed a priori; temporal phases were used to examine change and were not treated as a deterministic stage model.
	Methods: Data analysis, pp. 13–14.

	27
	Software
	ATLAS.ti Version 26 (Scientific Software Development GmbH) was used to organise transcripts, quotations, codes, comments, memos and analytical relationships; the software did not perform interpretation.
	Methods: Data analysis, p. 13.

	28
	Participant checking
	No formal participant validation of the analytic findings is reported. Individual transcript review was limited to correction/clarification of the recorded account and was not treated as validation of thematic interpretation. The FGD transcript was not returned for member checking.
	Methods: Data collection, p. 11.

	29
	Quotations presented
	Participant quotations are presented throughout the Results and attributed to study codes; repeated interviews include time points where relevant, and FGD quotations use participant-specific FGD codes. Quotations selected for reporting were checked against their source context and ATLAS.ti export; extracts were lightly cleaned for readability without altering substantive meaning.
	Methods: Data collection, p. 11; Data analysis, p. 14; Results, pp. 17–28.

	30
	Data and findings consistent
	Analytic claims are supported with contextualised participant quotations and explicit evidence boundaries. Cross-source divergence and negative/contrasting cases are retained, including continuing physician authority, variable clinician use of the PA role, unchanged laboratory workload, absence of PA-specific patient seeking reported by CHW01, closer supervision for unfamiliar work and tensions from role overextension.
	Methods: Data analysis and analytical quality, pp. 14–15; Results, pp. 17–28; Table 3, pp. 36–37.

	31
	Clarity of major themes
	Four major themes are clearly named and developed: (1) making an unfamiliar role legible through enacted capability; (2) entrustment without independence; (3) from task support to boundary-spanning coordination within primary care; and (4) relational and operational embedding outpaced institutionalisation. Progressive negotiated embedding links the four themes as an overarching process.
	Results, pp. 18–28; Table 3, pp. 36–37; Figure 1, p. 38.

	32
	Clarity of minor themes/diverse cases
	Within-theme subheadings and contrasting cases are reported. Diverse evidence includes different physician use of the role, unchanged laboratory workload, CHW01’s report that no one specifically sought the PA, return to closer supervision for unfamiliar work, tensions from growing cross-functional flexibility, and explicit FGD probing for negative experiences.
	Methods: Data analysis, pp. 13–14; Results, pp. 19–28; Table 3, pp. 36–37.
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