REPORT TO RESPONDENTS OF RESULTS FROM THE RESEARCH STUDY:
“What are Advanced Clinical Practitioners expectations of the benefits in pursuing this role, and are these being realised?.”
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[bookmark: _Toc144300586]INTRODUCTION
This research has taken a sequential, cross sectional, exploratory mixed method design to determine Advanced Clinical Practitioners expectations of the benefits in pursuing this role, whether these are being realised, and the associated factors for this. This has involved 3 main phases of data collection and analysis. 
Firstly, a recruitment questionnaire was used identify potential participants for the research. Maximum variation sampling was then used to identify a range of people from those that answered the recruitment questionnaire to invite to focus groups. This allowed for a diverse range of Advanced Clinical Practitioners and trainee Advanced Clinical Practitioners (ACPs) to be selected to participate in the focus groups. Here they were asked to discuss what their expectations were regarding the ACP role, drawing upon their experience so far from working as an ACP. From this, 5 themes were identified around which expectations of the role were clustered. These 5 themes were then utilised to design a follow-up questionnaire. This questionnaire has been used to identify whether the expectations, as identified by the focus group participants, are being realised and whether there are any factors associated with this.
The follow up questionnaire was open from 7th June to 7th July 2023 and was advertised via social media (Twitter, Facebook) and known networks to the chief investigator (Regional network leads through the Centre for Advancing Practice, Association of Advanced Practice Educators, and student groups). 253 people opened the follow up questionnaire. Response quality was rated as 96% by Qualtrics with 2 areas noted as potential minor risk; potential duplicates and 1 computer bot response. On reviewing the results some did not answer the ‘I consent to participation in this research’ questionnaire, and 1 responded ‘no’ to this question. Once filters were applied to remove data from the above, 234 responses were utilised for analysis. Beyond the consent questions, not all respondents answered all the questions. The 4 people who responded ‘yes’ to the question about being currently suspended or excluded from practising as a health care professional or currently under investigation for Fitness to Practise by your employer or regulatory body were automatically taken to the end of the questionnaire without opportunity to answer any further questions.
[bookmark: _Toc142925015][bookmark: _Toc144300587]DEMOGRAPHIC BACKGROUND/ CONTEXT
· As with the recruitment questionnaire there was a geographical spread of respondents, with all regions of the UK being represented and a range of specialties being present. Again, the largest number identified themselves as working in Primary Care (38%), with the second largest group being ‘other’ (25%). In ‘other’ frailty and oncology specialties were mentioned more frequently. Acute Medicine and Emergency Department roles made up 7% each, and all other specialties accounted for less than 5% each. 
· 74% were nurses, 25% AHPs, and 1% were pharmacists. 
· As with the recruitment questionnaire, the largest group of respondents (the mode) had been working in their registered profession for greater than 20 years, (36%).
· 51% of respondents had been in their ACP role for 1-3 years, whilst 13% had been in their role for >10 years. 
· 23% had ‘portfolio careers’ as they were employed by more than one organisation.
· The results for salary/ pay banding were similar to the recruitment questionnaire with Bands 7 & 8 being most common. 
Recommendations from the Centre for Advancing Practice (2023) include encouraging employers to pay trainee ACPs at Band 7 rising to a Band 8a Advanced Practitioner job once they have been able to verify they meet the expectations of Advanced Practice (either through completing an accredited MSc or by completing the e-portfolio route to recognition). This has been facilitated by the increasingly utilised apprenticeship route for training ACPs where employers must guarantee an appropriate ACP role for those that enter and successfully complete this training. It is therefore not surprising that the mean pay band was 7.36 as this study included people in ACP roles and those training as ACPs.
· 91 (46%) respondents noted that they were currently on a training or development programme to become an ACP, with the largest proportion of these (46%) being in their final year of study. 
· Regarding types of training undertaken, the proportion with a MSc (30%) and those who had completed a credentialling programme (4%) were the same as the recruitment questionnaire, and those that had accessed ‘on-the-job’ training remained low at 21%.
· The range of titles used was similar to the recruitment questionnaire where generic ‘ACP’ or ‘trainee ACP’ titles were most common with some also including reference to their profession (e.g. Advanced Nurse Practitioner) and/ or their field of practice (e.g. Emergency Nurse Practitioner).
· 100% of respondents said that their job role fitted, or partially fitted with the description of ACP as defined by the Multi-Professional Framework for Advanced Practice in England (MPF) (Health Education England, 2017). 
This is an increase of 3% from the recruitment questionnaire, which perhaps represents an increased level of activity and awareness regarding the MPF. From the chief investigator’s personal experience of discussions at national and regional level, it is evident there has been an increase in employers ‘sifting’ through their workforce and restricting ACP roles to those that meet the criteria in the MPF. This activity, alongside participants self-selecting to respond to the questionnaire only if they already believed they were an ACP may account for this 100% result. 74% believed their role mapped fully to the MPF, (the same percentage as in the recruitment questionnaire), although 33% of these had not undergone formal mapping, (a decrease from 38%). 26% (an increase of 3%) thought their role only partially fitted the ACP description (including work across the 4 pillars). This indicates that whilst more had undergone a mapping process, fewer had fully met the criteria, but there was a continued belief despite this that they fully met the definition of working at Advanced Practice level.

[bookmark: _Toc144300588]THEMES
Following the above questions regarding demographic features of the respondents a set of questions were then presented which were clustered around the 5 themes identified from the focus group. The 5 themes are identified in bold below with underlined sub themes that have been used to form the individual questions.
· ACP is a role that allows them to remain clinical/ patient facing, but also allows them to not focus entirely on this, allowing diversity and time for non-clinical activity within their role.
· Where it works well, ACP allows them to use their full KSE (full range of knowledge, skills and experience), including drawing upon their general core skills and specialist background to be a ‘go to person’ or font of knowledge and expertise to advise, and support others. Within this there is autonomy to use this wealth of knowledge, skills, and experience (KSE tapestry) gained over a long period to address the needs of their patient/ client group/ service provision. ACP also provides an opportunity for professional development through personal challenge for self-development as well as education of others to succession plan and make the most of their knowledge, skills, and experiences.
· ACP includes leadership in quality improvement to develop services, clinical practice to achieve benefits for patients, collaborative working, and staff development. This is also used to deal with ‘frustrations’ with current services; allowing problem solving and the reshaping of services to make them more effective. This includes acting as a consistent and coherent presence within their service where other staff may move in and out of their service and the interaction with the patient, and where they can bring a number of different tasks/ processes together in a seamless journey or episode. This is seen as positive for the patient and for staff development in maintaining safety and the quality of patient experience.
· The ACP role can provide incentives and opportunities for career progression. This should include moving through the hierarchy and increasing their scope of practice, as well as financial implications for pay, grading, pensions, and costs of working that reflects their level of experience and responsibility and presents as valuing or not harming their career and pay or grade trajectory and can facilitate job satisfaction.
· The ACP role works well when there a clear, coherent direction, vision, and support structure for the role that is shaped by the policy, vision, and organisational structures that are in place, (and which are outside of the direct control of the ACP themselves, e.g. at an organisational level). This includes how the role maps to an ACP standard or quality assurance process. This needs to be agreed at the beginning where buy in and support (including role models, championing, and supporting the ACP role) at all levels has been addressed. ACP is, and should, continually evolve but this can be impacted by local factors including lack of understanding of the role and service demands. The role works best where teams have become well established and long-term investment has been secured.
The results from the questions under each theme will now be presented. The questions used a range of formats (nominal, ordinal, rank, ratio, interval) and therefore a range of visualisations for presenting the data will follow. An open question was included for each theme to allow respondents to provide further comment if they wished to do so. Selected quotes taken from the open questions have been displayed using quotation marks and italic font by integrating them into the presentation of results below. Not all comments have been presented here; reflexive thematic analysis was utilised to identify relevant and reoccurring themes from the comments provided; quotes that illustrate these themes have been selected.

 

[bookmark: _Toc142925016][bookmark: _Toc144300589]Clinical
Unsurprisingly, nearly all participants (98.86%) noted that their role involves clinical work on a regular basis (e.g. normally every week). The remaining 2 participants identified that their role sometimes involves clinical work but on an infrequent basis (e.g. not every week). This supports the expectation that ACPs have direct, clinical contact with patients is being met. 
In comparison only 51.43% noted that they have non-clinical activity as part of their regular rota. A further 26.29% said they do have time for non-clinical activity, but that it is not routinely scheduled (i.e. they undertake this to fit around clinical activities). 12% noted that they rarely or occasionally had time for non-clinical activity, and only when the clinical workload allowed. 8% never had time for non-clinical activity, (so would therefore not be fulfilling the ‘4 pillars’ brief as defined within the MPF). 
[bookmark: _Toc144300590]Chart 1- Non-clinical Activity
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When asked about the balance between clinical and non-clinical activity respondents were asked to use a sliding scale to denote if they had 'not enough' (0), or 'too much' (10), or 'about right' (5) amounts of time for each activity. The mean for clinical/ patient facing activity was 6.34 (heading toward too much), and the mean for non-clinical was 3.96 (heading towards not enough). 
When taking account of standard deviation for both clinical and non-clinical, this shows that the majority of respondents are around the 5 or ‘about right’ rating. There is greater variance from the mean with non-clinical activity. This reflects, (as noted above) a wider range of experience in terms of how much time people have for non-clinical activity.
[bookmark: _Toc144300591]Chart 2- Balance of clinical/ non-clinical activity
[image: ]
	Field
	Minimum
	Maximum
	Mean
	Std Deviation
	Variance
	Count

	Clinical/ patient facing activity
	0.00
	10.00
	6.34
	1.95
	3.79
	174

	Non-clinical (time away from direct contact with patients)
	0.00
	10.00
	3.96
	2.11
	4.44
	163



Overall, 89% of those that responded had some form of time for non-clinical activity that does not involve direct physical interaction with patients (either face-to-face or through telephone or video communication). 
Having time set aside for clinical and for non-clinical activity was seen by the focus group participants as a way to attract in and retain people into the ACP role, and a necessity to work effectively across all 4 pillars. This was also reflected in the responses to the open text question about clinical/non-clinical activity, including one respondent who noted they had set up a portfolio career in order to cover the four pillars expectation for working as an ACP.
“I have developed my portfolio career to access the other 3 non clinical pillars. They are not provided for or understood in my current clinical role.”
A range of activities ACPs were cited as ‘non-clinical’ time in the open text question, including audit, training, and development (their own and providing this to others), managerial and leadership responsibilities, and involvement in quality improvement, and research. Time allocated or taken up with ‘admin’ was also often cited in the free text comments as either non-clinical activity, or activity that eroded the time available for other non-clinical activity. This included time for writing up patient notes, making referrals, filing, or reviewing results and was focussed on tasks that are required for patient management, although may not involve direct contact with the patient themselves.
“My admin slots are booked into my ledger, meaning they are frequently used as catch up slots, resulting in not enough time to catch up with tasks, blood results, referrals and emails.”
It could be argued therefore that ‘admin’ is being seen as non-clinical activity whilst the link between this kind of activity and fulfilment of the research, education and leadership & management pillars is not clear.
Whilst in general the respondents were not too far off from believing that the balance between clinical and non-clinical was about right, there is a gap here where nearly half of ACPs (46.29%) are not getting regular, scheduled time for non-clinical activity. Some ACPs are getting no time away from clinical or patient facing activity, and there is a greater tendency to believe the time they do get for non-clinical activity is not enough or was often taken over by clinical workload. 
“I’ve been told that I need to take my non-clinical time but with days just getting busier, where am I supposed to take it?”
In the free text comments several noted that they undertook non-clinical activity outside of their contracted hours to ensure this was covered.
“I am really passionate about the other three pillars and that is what makes our biggest impact however I end up doing a lot in my own time. It disheartens me that the value of giving us the time is not recognised.”
Lack of understanding or awareness of the value and significance of allocating time for non-clinical activity was a re-occurring theme in the free text response to the ‘clinical’ question, where it appears there is variation in how this is seen and supported by others.
“I think colleagues struggle to appreciate the concept of indirect clinical activity.”
“Non-clinical activity is not given the same recognition as clinical activity.”
“I am very lucky in my department that colleagues have recognised and respected the value of non-clinical activity in my role. Others in other departments have not.”
Where there was a defined, planned split between clinical and non-clinical activity being scheduled there was considerable variation, although an approximate 80:20 (clinical: non-clinical) split was cited most often.
[bookmark: _Toc144300592]Table 1- clinical/ non-clinical time splits

	TIME SPLITS CITED, LISTED MOST TO LEAST

	50:50 split (50% clinical, 50% research/education/leadership)
I currently work about 50/50

	On a good week there may be 2 admin days

	75% clinical and 25% for the other 3 pillars

	80% clinical, 20% non-clinical
80:20 split 
Currently do 25 hours clinical 15 hours non clinical as a trainee when qualified will do 32hours clinical 7.5 hours non clinical
One management day per week 
Allocated day for off the job learning

	3 x30 min slots for f2f consultation and 1x 30min admin (approx. 2 hours per day, 10 per week)

	I get 6 hours per week admin time working full time 37.5 hours the rest is clinical

	20 min appointments, catch up of 20 mins three times daily which allows some time for non clinical (1 hour per day, approx. 5 hours per week)

	12 hours of CPD time in a month
12 non clinical in 150hr month…. so 138hrs clinical, 4 hrs per other pillar per month

	6 study days allocated per year

	I work part time…and only get 2 hours per week which is reduced if I have a day off

	30 minutes allocated for admin at the start of my 9.5 hour day (approx. 2 hours per week)
2 hours per week on ‘checking patient notes against a weekly audit to ensure that patients are receiving appropriate follow up and monitoring’


This may be influenced by the extent to which respondents had autonomy or control over their work (which is also covered in a later question). There is some evidence that working as an ACP offers opportunities to personally manage this, either by opting for a portfolio career or by being given, as one respondent put it “the flexibility and autonomy to manage my own diary”. 

In their free-text comments, respondents noted the importance of allocating time for non-clinical activity.
“I view time given to & money spent on CPD/professional training as an investment which ensures I remain up-to-date (as much as is possible), safe, competent & confident in my decision making.”
However, primarily the comments, (34 separate comments made), noted how they felt they did not have enough time for non-clinical activity as their clinical workload took precedence. 
[bookmark: _Toc142925017][bookmark: _Toc144300593]Full Knowledge, skills, experience
The majority (93%) of respondents believed they mostly (70.73%) or sometimes (22.56%) were able to utilise a range of knowledge, skills, and experience (KSE) in a typical week in their ACP role. In the free text comments to the open question in this section of the questionnaire a range of significant (as perceived by the respondents) KSE was referenced. This included drawing upon a breadth and depth of experience to support their role and personal attributes needed within the role for their full KSE to be utilised. 
“I am proactive in seeking out opportunity to do this. Only by being proactive are others aware of what ACPs have to offer, especially in areas where ACPs are relatively new to the team/department.” 
Some noted how they worked across a number of different areas which allowed them to “gain valuable insights” and recognised the “transferable skills” they were utilising from their base profession (e.g. nursing) and other roles they had previously held (e.g. “previous career in critical care outreach”). This enhanced their own KSE development as well as facilitating effective use of this in their ACP role.
“My knowledge, skills and experience are drawn on frequently across multiple teams as well as through networks across organisations.”
“It’s allowed me to use decades of accumulated skill and experience to help patients.”
In ranking whether they thought their role was mostly ‘generalist’, ‘specialist’ or a ‘mixture of the two’, generalist was most often listed first, followed by ‘a mixture’, and ‘specialist’ was placed last. 
[bookmark: _Toc144300594]Chart 3- Generalist v Specialist
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This perhaps highlights that the use of ACPs in specialist services is at an earlier stage of development, or that generalist settings fit best with the range of knowledge, skills, and experience ACPs typically possess, or that the demand for ‘generalist’ ACP roles is higher and more job roles have been created here. (For example, more ACP jobs may have been created in primary care and this was the largest group of respondents to this questionnaire). A focus on ‘generalist and core skills’ echoes with the ambitions of the NHS Long Term Workforce plan (NHS England, 2023b, p. 91) where these have been prioritised in the growth agenda. One respondent noted in the free text comments “I certainly feel very valued for my ACP generalist skills- rather than for my professional background.” However, this is not universal as others emphasised their specialist focus; “In depth expertise within a specialist field of practice” and “My 19 years experience in oncology is called upon daily.”
As a point of reference for advice, to answer queries, or seek support, all respondents believed they performed this role to some extent. The majority (mode of 74.07%) believed this was a frequent occurrence in their role. 
[bookmark: _Toc144300595]Chart 4 – Used for advice?
[image: ]
This endorses the expectation that ACPs are being seen as a ‘go to’ person for expertise in their teams and services in which they work. In the free text comments, examples were given of how ACPs are consulted for advice and support, including for professional development and in policy development.
“My role in moving policies in the Trust forward is expanding getting implementation and de-implementation of policy and guidelines to happen. I find I am used by the MDT [Multi-Disciplinary Team] in advising in difficult situations particularly where students are involved around tools to support education and development.”
Where such examples were given, links were also made to the seniority of their position within the teams in which they worked, both in relation to their extensive experience and the position given in the organisational hierarchy. 
“I am often viewed as the most senior clinician apart from consultant on shift….. I am the most senior on the unit for 13 intensive care patients. This gives me a lot of accountability and autonomy.”
The respondents in this survey mostly endorsed the expectation that they have autonomy over clinical decision making in their ACP role. In this question respondents were asked whether they needed to get approval from others for assessment (such as ordering investigations) or treatment (such as prescribing medicines) or onward referral or discharge. On a sliding scale 0 was ‘always need to get approval’ and 10 was ‘never’. The mean response was 7.67, with 80.98% giving a score of 6 or higher. 

[bookmark: _Toc144300596]Chart 5 - Autonomy
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	Field
	Minimum
	Maximum
	Mean
	Std Deviation
	Variance
	Count

	Move the slider along to where fits best with your experience in an ACP/ tACP role with down to 0 being no autonomy, or up to 10 being complete autonomy.
	1.00
	10.00
	7.67
	2.33
	5.43
	163
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22.7% gave a response of 10 denoting they have complete autonomy with no requirement to seek approval from others. This was a higher percentage than those who put 5 or lower (19.02%), which suggests a relatively small proportion of ACPs more often than not need to gain approval from others. However, this proportion may be concentrated in particular areas or groups operating as ACPs.
“My autonomy is hampered by our local trusts' policies on not allowing ANP's to request USS [ultrasound scans]- we can request x-rays, but have to ask a GP to request USS, which simply does not make sense, but the radiology department will not accept that we are autonomous practitioners.”
“My employer gives me full autonomy to make decisions. However, the wider health community and government do not. Paramedics are held back by a lack of action from the government to change the control drug laws. This means I have to ask any other HCP [Health Care Professional] to prescribe control drugs, an issue for EOL [End of Life] care.”
“As a paramedic, I am prevented from being fully autonomous by legal issues such as controlled drug prescribing, sick notes, and death certificates.”
It should be noted that some respondents (46%) were in training or development ACP roles and so may not yet have been given the full extent of autonomy over clinical decision making that they will ultimately receive once their training is successfully completed.
With regard to professional development of themselves and others, only 58.28% said they regularly get an opportunity to develop their own knowledge, skills, & experience to enhance their practice. (This may be influenced by the time available for ‘non-clinical’ activity as discussed above). 61.35% said they regularly support others in their development. 
[bookmark: _Toc144300597]Chart 6 – Access to CPD
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[bookmark: _Toc144300598]Chart 7 – Development of others
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There were several examples given in the free text comments of ACPs involvement in the providing supervision, training, and development of other colleagues.
“I am fortunate that my role enables me to support students from multiple professions, pre-reg students to NMP trainees. I have always been passionate about learning and supporting development in others.”
“I'm also a tier 3 trainer and work as a clinical supervisor and education co-ordinator.”
“I provide support to a trainee ACP and clinical supervision to Clinical Leads within the Team”
“I train and mentor junior doctors and trainee ACPs”
“I have developed resources to support people in the development of their knowledge, skills and experience due to an absence of this locally.”
However, around 1/3rd said they would like to have more opportunity to engage in professional development for themselves and others. 36.2% felt the opportunities they received for development were not enough. 32.52% wanted to support others in their development more than they do currently. 
“Was involved in paediatric upskilling in dept but told my teaching time was being taken away. No direct teaching with seniors, can’t access trust specific training as need to cover department, can’t access junior teaching as need to cover department.”
“As an ANNP I work fully on the medical rota. Whilst this has its benefits, it means that I move around a lot and do not get to support/share knowledge/teach the nursing team which I feel is a real shame.”
“I find it hard for an tACP to fit into the role within primary care - there has not been enough support for me within my area - they are happy for more to complete course and work full time once qualified but do not want to spend the time training.”
The desire for more opportunities to develop was also reflected in other free text comments where specific areas were identified that respondents felt they needed to gain further knowledge and skills in, (e.g. in leadership). Whilst for some they noted this was because they were new into the role, or that the role had been newly created in their organisation, for others they felt their formal training had not fully prepared them, that “supervision is patchy”, or that they needed support to gain confidence.
“Imposter syndrome isn’t something I knew of before embarking down this route. It is real and sometimes painful and lonely.”
[bookmark: _Toc142925018][bookmark: _Toc144300599]Leadership in quality improvement
Respondents reported involvement in leading on quality improvement was relatively modest with the mean being 5.54, (on a sliding scale where 0 was ‘not at all’ and 10 was ‘all the time’). There was significant variance of 9.74 from the mean, although 64.83% placed the slider at 5 or more. 
[bookmark: _Toc144300600]Chart 8 – Leading on Quality Improvement
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	#
	Field
	Minimum
	Maximum
	Mean
	Std Deviation
	Variance
	Count

	1
	Move the slider along to where fits best with your experience with 0 being not at all and 10 all the time.
	0.00
	10.00
	5.54
	3.12
	9.74
	145
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The ‘leading on change’ activities suggested in this question included audit, or designing projects to enhance the services ACPs provide, or to promote effective team working. Several examples were given in the free text comments where respondents had been involved in these types of activity.
“I have been integral in changing Trust policy around delirium screening using the 4AT. This has required resilience and courage to engage senior people that have a lot of influence. Skills that I have further developed in my ACP Masters education built on following extensive previous leadership roles in a nursing capacity.”
“On the back of the Masters courses, I had a couple of posters accepted at the Society for Acute Medicine, a poster at a HEE conference, and shortlisted for an award within the trust for the QI initiative. This was an enormous boost to confidence that I can lead and deliver on change, and that I have the credibility to do so, even among experienced senior medical colleagues. Since finishing the course, I've already targeted a couple of areas for QI initiatives, and using my non-clinical time to take these forward.”
Whilst this data and the examples given demonstrates that many have had some involvement in these activities, the amount of variance and the 35.17% of respondents who put less than the median to this question (0= not at all, 10 = all the time) suggests leadership in quality improvement activity appears to be patchy and there is scope to increase ACPs involvement in this area of work.
“In my place of work it is very mixed, QI is definitely valued and supported but don’t always allow leadership to flourish.”
The suggestion put forward by the focus group participants that ACPs provide a consistent and coherence presence within the services they work in was endorsed by 87.5% of respondents. The frame of reference given was where they are a constant member of a team as opposed to other staff who may rotate in or out, and examples of this were given in the free text comments.
“Within the unit where I work, the case for ACPs and their benefits has just about been won. It feels like the Trust is getting to this point too. Recent doctor strike action increased the exposure of ACPs within the Trust - and I think people are seeing that they do more than clerk, follow pathways, etc. and can really add value whether they work. It's their enduring, consistent presence and eagerness to do the best by their patients and improve patient experience and outcomes that is slowly being realised.”
Of the 87.5% who endorsed being a consistent presence as a feature of the position they hold in their teams, many (38.34% of the 87.5% or 33.55% of the total number of respondents to this question) acknowledged that they were not the only people to do this. 4.61% also said this is not how their role operates. In the free text comments, observations were given regarding the position they hold as an ACP within a team and how this may act as a help or hindrance to involvement in quality improvement and leadership.
“I think one of the exciting benefits is seeing how these roles are able to mobilise teams and individuals by being a credible and supportive member of the team. I am very aware of how challenging it can be provide measurable evidence of impact of the role outside of a specific QI project and there is so much nurturing and supportive work going on that is probably most impactful but hard to show.” 
“As I work across multiple services across several trust sites I have found it very challenging to develop a consistent presence within teams. I see this as a major difference between my role and colleague ACPs who are embedded within a single service. It impacts on my capacity and in terms of leadership I have to be selective about the projects and tasks I take on.”
“Very difficult to make an impact or improve services as rotational post. There is no acknowledgement or support of the enhanced skills we have as ANNPs, rather we are just treated like SHO's and fill the medical rota slots.”
[bookmark: _Toc144300601]Chart 9 – Consistent presence
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This data highlights that whilst often they are not the only staff to provide a consistent and coherent presence in multi-disciplinary teams, ACPs believe they can, or do make a significant contribution to this aspect. As noted in the focus group, this can contribute to effective utilisation and retention of knowledge, skills, and experience within a team. 
“I feel I am respected for my knowledge and leadership qualities and respected for the experiences I bring.”
In the NHS Long Term Workforce Plan (NHS England, 2023b, p. 90) expansion of ACP roles within multi-disciplinary teams has been identified as a key area of intended growth to “better meet the needs of patients, their families and carers”. This includes expansion of trainee ACP places to enable the development of skills to achieve this aim.
“I feel that the presence and the role of the ACP has huge benefits for patients and services. I believe that the role provides continuity and a much more holistic approach to the patients journey and experience.”
Also in the NHS Long Term Workforce Plan, it notes the intention to “spread and embed future models of care that meet the needs of our population” (NHS England, 2023b, p. 91). 87.5% of respondents believed that by including ACPs in the service in which they work, or by shifting activity to ACPs in their team/ organisation that was previously done by others (e.g. moving tasks from medical colleagues to ACPs), this has helped to reshape a service to make it more effective. 
“The benefits of an ACP role are that there is time and opportunity to focus on wider system issues. Whilst remaining clinically and research active.”


[bookmark: _Toc144300602]Chart 10 – Reshaping services
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47.37% (the mode) believed this could go further with more impact able to be achieved through better use of ACPs. One respondent felt that their service had become less effective by inclusion of ACPs, and 7 others (4.61%) said they had not really made a difference, with other factors playing a more significant role.
“Development of the ACP role is a golden opportunity to re-design NHS services with novel services providing joined up care closer to home. Unfortunately, the Trusts seem to prefer to keep throwing more people at the same problems hoping that the outcome will be different. I've proposed 2 or 3 new services which would make a huge difference but the inertia is palpable from middle management.”
In consideration of their role in providing continuity of care for patients and joining up or bridging services to make the patient journey more seamless, 80.39% of respondents said they made a contribution to this. The largest percentage (mode of 43.79%) felt that whilst they did sometimes play a role in this, it could be enhanced further by more effective use of ACPs. 
[bookmark: _Toc144300603]Chart 11 – Continuity of care
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“No firm plans around job role makes it difficult to realise the full potential of the role. reluctance to develop new services or new models of healthcare is a real challenge.”
“Internal change is fully supported. External change e.g. pathways with other organisations is a block to supporting outcomes.”
15.03% said providing continuity of care, joining up services, or enhancing the patient journey to make it more seamless was not part of their role due to the way in which the service or their team had been set up.
The 80.39% of respondents that did though feel they made a contribution to continuity of care bodes well in terms of “better meeting the needs of patients” and is further endorsed by the response to the question about ACPs contribution to patient safety and patient experience. As noted in the focus group, and supported by Gulliford, Naithani and Morgan (2006), promotion of continuity of care is perceived to enhance patient experience and assist in maintaining patient safety (at the very least by not asking patients to repeatedly provide the same information). 
Respondents were asked to rate their experience of contributing to patient safety and experience, with 0 being not at all/ this is not part of my role and I don't feel like I make a difference, to 10 being always/ this is the main focus of my role and I regularly feel like I make a difference. The mean score was 7.76 with SD of 1.96. 
[bookmark: _Toc144300604]Chart 12a – Patient safety and experience
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	Field
	Minimum
	Maximum
	Mean
	Std Deviation
	Variance
	Count

	Move the slider along to what's fit best with your experience as an ACP with 0 being not at all/ this is not part of my role and I don't feel like I make a difference, to 10 being always/ this is the main focus of my role and I regularly feel like I make a difference
	1.00
	10.00
	7.76
	1.96
	3.82
	151



As illustration of this respondents commented;
“I feel that the presence and the role of the ACP has huge benefits for patients and services. I believe that the role provides continuity and a much more holistic approach to the patients journey and experience.”
“The development of accps [Advanced Critical Care Practitioners] in our service has made a significant impact to improve pt [patient] safety through the development of a senior rota.”
Whilst a high percentage (88.09%) scored 6 or more (i.e. they do feel contributing to patient safety and experience is a key focus of their role and that they do make a difference), this does however mean that nearly 12% did not see this as part of their role or felt they did not make a significant difference. 
[bookmark: _Toc144300605]Chart 12b – Patient safety and experience
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Perhaps this is a helpful reminder of where the focus should be in deploying people into health care roles, noting that the NHS Constitution has a key principle that “the patient will be at the heart of everything the NHS does” (Department of Health and Social Care, 2012). 
In the Nuffield Trust review of regulation of Advanced Practice for the Nursing and Midwifery council, they note that “The merits of advanced practice are not in doubt. Indeed, there is a substantial literature that demonstrates that it can support better delivery of services and improve a range of outcomes for people who use services”,(Palmer, Julian and Vaughan, 2023, p. 5). It should therefore be the case that if an ACP does not see this as part of their role or believe they are not making a difference to patient safety, experience, or clinical outcomes then something has gone wrong and needs urgent attention!
[bookmark: _Toc142925019][bookmark: _Toc144300606]Career Progression
Both in terms of ‘moving up the hierarchy’ and broadening ‘scope of practice’ more respondents than not believed that taking on an ACP role had aided their career progression and opened up opportunities for them. 
“ACP opens up so many opportunities. Best thing I ever did.”
“Allowed me to progress as had previously hit a wall in development.”
[bookmark: _Toc144300607]Chart 13 – Career progression
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57.82% (the mode) responded positively to the ACP role making a difference to moving up the hierarchy (e.g. by getting a more senior role in their employing organisation). However, this still leaves the remaining 42.18% either thinking it did initially make a difference, but they now feel stuck (30.61%), that it had not provided them with career progression opportunities (8.16%), or, more rarely, that there were other roles they could have taken which would have given them similar opportunities (3.40%). 
The ‘scope of practice’ response was more positive with 69.93% (the mode) saying that taking on an ACP role had aided their career progression and had opened up opportunities. (For example, changing the range of activities or services, or roles within their job that would not otherwise have been available had stayed in their previous role). 23.08% felt it had made an initial difference, but they now feel stuck with no further opportunities available beyond their current role and 4.9% said it had made no difference at all. Again, rarely (2.10%) did respondents believe there were other roles that could have given them similar opportunities to change the scope of practice they work in. 
“Feeling of glass ceiling to ACP role with only small hints of career progression opportunities, ACP achievement in first instance but depends then very much on employer whether further opportunity created.”
This suggests that there may be an advantage to taking on an ACP role for career progression, but this may vary or is limited over time in the ACP role, and this maybe in a context where there are very few other job options available that could give similar opportunities. 
In the free text comments several barriers to career progression were highlighted including ambiguity or discrepancies in the route to follow, variable employer support for the role, profession or speciality specific barriers, and the limited range of job options available.
“Progression to 8b very unclear and different across specialties in the trust, no support to do further study/research/development post qualifying.”
“This is hard, not enough clear planning, strategy or joined up thinking organisationally and more widely, i.e. no clinical fellow or ACP leadership roles.”
“It is not widely understood in management and currently they are not really sure where my role fits within the wider structure.”
The different potential job options available for progression in ACP roles noted by respondents in the free text comments included moving to a consultant level of practice, taking on an ACP lead role, developing a portfolio career, or moving into academia. Some also noted the opportunity to move to equivalent levels in medical teams (e.g. “have developed to registrar level”). This raises the question as to whether these ACPs were being used as ‘substitution’ for others in a medical team and whether they would be able to evidence that they work across all 4 pillars. Predominately the comments noted how these potential future job options were few and far between, so whilst they could potentially offer an opportunity for further career progression, they may not be realistic or open to the majority of ACPs. It will be interesting to see if the aspirations contained within the NHS Long Term Workforce Plan (NHS England, 2023b), changes this. (For example by opening up more consultant level posts, or increasing the number of academic staff working on ACP programmes to deliver the increased number of training places that are hoped for).
When it came to financial implications of taking on the ACP role, 84.11% had seen an increase in their salary of banding on the pay scale (72.19%) or were expecting to see a rise once they had finished their training (11.92%). This leaves 15.89% where there had been no increase in pay by taking on an ACP role. 
[bookmark: _Toc144300608]Chart 14 – Pay scale/ salary increase
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The reasons for not seeing an increase in pay were not asked, but in the free text comments there were examples given of disparity of pay bands given to ACPs within and across different organisations. The comments often highlighted a difference between working in Primary Care (in GP surgeries which are not required to use NHS pay banding) and secondary care. There was not a pattern to this but it appeared to depend primarily on the organisation the respondent was working in, how well established ACPs roles were, (including for all professions, not just for nurses), whether they aligned to the MPF, or whether their pay reflected any additional training or credentialling undertaken. 
Where NHS pay banding was in place, reference was made to the limited opportunity to increase pay as people become more experienced in this role (after 5 years an upper limit on pay progression is reached).
It should also be noted that only 45.33% believed their salary or pay band reflected appropriately their level of experience, responsibility, and scope of practice in comparison to others working in their service. 
[bookmark: _Toc144300609]Chart 15 – Pay reflective of experience, responsibility, and scope
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As noted in previous results, 86% were being paid on band 7 or 8 which is the current recommended pay scale for tACP/ ACP (Centre for Advancing Practice, 2023). Respondents were not asked who they were comparing themselves to, but as a significant number work within teams alongside medical colleagues or in replacement of junior doctors, (this was also noted in some of the free text comments), the table overleaf may be a worthwhile illustration:

[bookmark: _Toc142925020][bookmark: _Toc144300610]Table 2 -ACP/ Doctor Pay Scales

	Advanced Clinical Practitioners
(basic salary)
	Doctors in training 
(basic salary)

	Band 7
(tACP)
	£43,742-50,056
	Foundation Training 
	£32,398-£37,303

	Band 8a
(ACP)
	£50,952-57,349
	Speciality Training (ST/StR)
	£43,923- 63,152 
(rising to basic salary £52,530-£82,400 as speciality doctor)

	Source (cited 14th August 2023)
https://www.nhsemployers.org/articles/pay-scales-202324 
	Source (cited 14th August 2023) https://www.healthcareers.nhs.uk/explore-roles/doctors/pay-doctors 

	Prior to this they will have undertaken registered health pre-registration professional training of normally 3-4 years; undergraduate/ apprenticeship/ part-time or 2 years MSc. 

Entry onto ACP programmes are often restricted to a minimum of 3 years post registration, but time in role from data in this questionnaire suggest more often a much longer post-registration experience before working as an ACP. 

ACP Masters training is minimum 12 months but normally 3 years.

i.e. between 5-7 years minimum before entering training as an ACP (tACP) and 6-10 years (although commonly more) before working as an ACP 

	Prior to this they will have done a minimum of Medical degree 4-7 years, (normally 5 years minimum).

This is followed by Foundation Training of 2 years. 

i.e. between 6-9 years minimum to enter training/ work as a ‘junior doctor’ (FY 1 and FY2) 

This must be undertaken before they can enter speciality training/ work as a (ST or StR) doctor. 

Speciality Training takes between 3 years (GP) or 5-10+ years (for other specialities).




The basic salary scales above do not take into account additional pay that is given for working additional hours, nights, weekends, or on-call and other allowances, or the outcome from current industrial disputes that are underway regarding pay. It should also be noted, as per the results of this questionnaire, some ACPs are paid below Band 7 and others may be paid above Band 8a. 
However, unlike doctors who move into a significantly higher pay scale once they complete their speciality training there are no defined career progression routes or pay scales for more experienced ACP trained staff. One potential comparison would be where ACPs move into consultant level posts; however these are also expected to be paid at Band 8a (NHS England, 2023a). 
The comparison between junior doctors and ACPs could therefore be made that ACPs achieve a higher salary at potentially an earlier stage in their health care career but then have no defined route to increase their salary beyond this regardless of any further training or years of experience in a clinical role within their profession.
In addition to increases in pay, 56.29% said that taking on the ACP role had a positive impact on their financial status (e.g. pension benefits, opportunities for other paid work such as bank shifts, or reduced costs of working such as commuting to work costs). 
[bookmark: _Toc144300611]Chart 16 – Financial impact
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A small proportion (7.95%) said taking on an ACP role had made their financial situation worse. The examples given in the free text comments suggest this 7.95% of people could be in the category that had also not seen a pay rise (e.g. had been in an equivalent banded role such as a service manager before moving across into ACP), or had taken a pay cut to move into an ACP role. Examples were also given where they had taken on an ACP role, but this had a negative impact on other aspects of their financial situation (e.g. increasing commuting costs or limiting the opportunities for additional paid work).
From this data it suggests taking on an ACP role, will be a good financial move for most, but is not guaranteed. Pay needs to be considered alongside other financial implications. Other factors, including work-life balance, should also be considered in the decision to take on an ACP role or not. 
When asked “To what extent does being in an ACP role enhance your work-life balance, (for example, opportunities for flexible working, better shift patterns, or being able to better manage your 'outside work' commitments or hobbies)?” the result was moderately positive. Respondents were asked to move the slider along to what fits best with your experience.
 -5 being it has made it much worse, 
0 it has made no difference, 
+5 it has made a significant positive difference.
The results (visualised overleaf) provide a relatively small indication that the ACP role contributes to positive work-life balance (as perceived by the respondents). Results were broadly distributed with a SD of 2.75 and variance of 7.56 from the mean (0.71). 
[bookmark: _Toc144300612]Chart 16 – Work-Life Balance
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	Field
	Minimum
	Maximum
	Mean
	Std Deviation
	Variance
	Count

	Move the slider along to what fits best with your experience, with -5 being it has made it much worse, 0 it has made no difference, or 5 it has made a significant positive difference.
	-5.00
	5.00
	0.71
	2.75
	7.56
	150
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For some, ‘work-life balance’ factors have made a significant impact on whether ACP is seen as a positive career progression prospect.
“Whilst career progression is important, the role and move to primary care has helped keep me working. I have MS and was struggling with the physical aspect of hospital based care. This current role has meant I can still work, with less hours without taking a significant drop in pay.”
However, the aggregated results from the questionnaire highlights a diversity of experience where assessment of whether or not taking on an ACP role will have a positive impact will need to be carefully considered at an individual level; positive benefit cannot be guaranteed. 
This may to some extent also be affected by what extent ACPs ‘feel valued’. 92.72% always, mostly, or sometimes felt valued in their role. (Remember, this is despite 46% believing their pay did not appropriately reflect their level of experience, responsibility, and scope of practice).  
[bookmark: _Toc144300613]Chart 17 – Feeling valued
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In the open question about what or who contributes to the perception of feeling valued as an ACP, a range of responses were given which were clustered around particular individuals or groups as seen in the word cloud overleaf.



[bookmark: _Toc144300614]Chart 18 – Who/ what makes you feel valued?
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Description automatically generated]Also included in the responses were particular activities and actions taken by others that had made respondents feel valued.
“Feedback and inclusion in projects/ audits and also being valued by consultant supervisor who invests time and confidence in me.”
“Being listened to, being involved in decisions which affect my job role, being allowed time to complete admin tasks and study leave.”
“A effective PDR would be a great place to start. Valuing staff looks like knowing staff as individuals, truly understanding their role and appreciating the stresses of maintaining high quality services in ever stretched NHS, investing in developing them, speaking with kindness.”
As exemplified by this quote, good awareness of the role, understanding what ACPs can do and the training and experience that individuals have undertaken to get to this point were frequently cited as feeding into a “sense of belonging” and feeling valued. Acknowledgement, being appreciated, and having a positive interaction (with colleagues or with patients) were common experiences that respondents noted had made them feel valued in their ACP role.
Alongside feeling valued, the response regarding job satisfaction was positive. Respondents were asked to move the slider to where fits best with their experience in the ACP role;
-5 means it has made you far less satisfied in your job,
0 about the same as in previous roles you have held
+5 it has made a large positive change to satisfaction with your job.
85.33% of respondents placed the slider at 1 or more and 24% overall placed it at the maximum of +5. Eight percent of respondents placed it at zero (about the same as previous roles) and 6.66% at minus one or below (worse job satisfaction).
[bookmark: _Toc144300615]Chart 19 – Job satisfaction
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	Minimum
	Maximum
	Mean
	Std Deviation
	Variance
	Count

	-5.00
	5.00
	2.86
	2.11
	4.45
	150
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Description automatically generated]Individual experiences were cited by respondents as influencing their levels of job satisfaction. These included examples of personal financial impact, the ability to balance clinical and non-clinical activity, being given opportunities for training, involvement in service improvement, broadening scope of practice and gaining greater autonomy, alongside organisational support for the role.
“I had a mid-life career change to nursing. I've progressed since I've made the change to ACP level.  This is where I want to be until I retire - I get spend most of my days with patients, making a difference, and I get to influence positive change within our organisation. NEVER been as satisfied with my job as I am now. Acute Medicine provides ample interest and opportunities for me to develop within my role to keep me interested and engaged until I retire.”
Perception of value and feelings of job satisfaction in the ACP role may be why 45.7% (the mode) said that taking on an ACP role meant they had stayed working in health services longer than they would have done if this role had not been available. 
[bookmark: _Toc144300616]Chart 20 - Retention
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This is perhaps a powerful endorsement of advanced practice roles contributing to the ‘retention’ strategy as set out in the NHS Long term workforce plan (NHS England, 2023b). However nearly as many also said that taking on an ACP role had not made a difference to their plans to stay working in health care (43.05%) or, more worryingly, a small percentage who said it had made them want to leave sooner (1.32%). This may of course be influenced by many of the themes and factors already discussed, as well as how the role is operationalised through policy and organisational structures.
“I feel my role is very unique and it has been a saving grace, being able to fully meet the 4 pillars has been a dream and I am much more motivated to continue working in healthcare as a result (previous ACP role was solely clinical practice based).”
Overall the ‘career progression’ data presents a mixed picture with a diversity of experience and perceptions about the role. There is some evidence here of it having a positive impact for many who take on this role, and this may be contributing to job satisfaction and ‘feeling valued’ which may influence whether people plan to stay working in the health service longer. However, due to significant variance in the responses given, multiple factors need to be weighed up at an individual level to take account of specific circumstances to decide whether becoming an ACP would be a good move for a person to make.
[bookmark: _Toc142925021][bookmark: _Toc144300617]Policy, Vision, Structure
As a starting point for exploring policy, vision, and structure, respondents were asked about the levels of awareness regarding ACP in their organisation. The results re-enforce conclusions drawn from other research and review of the current context in which this role operates (Palmer, Julian and Vaughan, 2023). Respondents were asked if from talking to colleagues or listening to managers whether there is a good understanding of the ACP role amongst staff and what they can do. Only 16.45% believed there was good understanding, with the majority (mode of 57.89%) saying it was ‘patchy’ and 24.34% saying there was generally poor understanding.
“ACP's provide a wealth of experience, knowledge and skills which, from my experience, are not always recognised and appreciated by senior management. However, patients appreciate our input and ward staff benefit from the teaching and leadership we can provide. There needs to be wider recognition of the role, with a protected title, so patients, families, management, government etc are aware of the role and acknowledge the advantages of having ACP's.”

[bookmark: _Toc144300618]Chart 21 – Understanding of ACP
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In the free text comments lack of awareness by particular groups of individuals were mentioned and generally reflected the groups identified in the question about who made them feel valued; patients, medical colleagues, and management. 
“Huge potential for benefit to patients and staff, but needs cultural change with medical teams and clarity to employers about what an ACP is, does and where we are going.”
They also noted the detrimental effect that lack of awareness of the role can bring, and that this often comes with active resistance to ACPs being able to operate their role effectively. The example provided below, as quoted from a respondent to the questionnaire of their experience, gives an illustration of this.
“There is still some lack of understanding and resistance to our role. Only yesterday I had a referral rejected because I am not a doctor and was told (in writing) to discuss it with a GP. This didn’t take into account the reason for the referral and only affects the patient. Anecdotally, I know of several clinicians who have experienced similar issues just for the referral to be accepted when their doctor colleague submitted the same referral. Last month I was in a meeting in the PCN where a senior GP (not from my surgery (and they don’t have any ACPs)) started testing my clinical knowledge out of the blue, in a rude fashion asking how many nephrons are in the kidney and what are the names of the coronary arteries. They were also under the impression that we are not given enough A&P knowledge to prescribe. This I feel highlights some of the resistance the ACP role faces.”   
The introduction of Advanced Practice leads in organisations have as a key objective promoting awareness of and support for ACP roles. They are expected to ensure “there is a representative at board level who can advocate for effective advanced practice implementation can help ensure it stays as a priority on the workforce agenda” (NHS Employers, 2023). Focus group participants and respondents to this questionnaire noted the key role that ACP leads can play.
“New Trust ACP lead has opened the doors to developing ACPs in my trust - key for support and ACP development.”
In this questionnaire 63.82% were aware of there being an ACP lead in their organisation. (6.58% identified themselves as the ACP lead in their organisation). However, only 38.95% felt that their Advanced Practice lead did a good job of acting as a role model or championing the ACP role in their organisation.
“Unfortunately it appears senior management in my organisation are not fully aware of what the ACP role involved. For example, during a recent conversation with the Clinical Director it was clear she had no idea ACP's were able to prescribe! The ACP lead also lacks insight in the role and is therefore not able to advocate for us at a senior level.”
[bookmark: _Toc144300619]Chart 22 – ACP lead 
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There was slightly better support offered at a broader level, with 42.57% saying they felt well supported in their employing organisation in their ACP role (e.g. within their team or through other mentors, role models, or leaders).
“My organisation has implemented some innovative workforce plans to secure agreement to implement 8 AHP and 7 nursing ACP roles within the division I work in.  There are challenges to providing supervision to such a large group of new ACP roles but systems are in place to support…..I feel supported through the vision and policy.”
[bookmark: _Toc144300620]Chart 23 – Organisational support for ACP
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Whilst some examples like the one above were given, the results to these last two questions highlight a significant population of ACPs who do not feel well supported, and who may not have good role models and advocates they can refer to locally. Furthermore, there was a mixed picture from respondents when asked whether their employing organisation has policies, structures, processes in place to support the effective implementation of ACP roles. 39.72% said they strongly disagreed or disagreed this was the case.
[bookmark: _Toc144300621]Chart 24 - Organisational policy, processes, structure
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From their experience of the role there was also a mixture of feelings as to whether their organisation had ‘bought into effectively implementing the ACP role’. The point of reference given here was whether their organisation gave opportunities to work across all four pillars, including involvement in clinical practice, leadership & management, education, research activity, and with an appropriate scope of practice and autonomy. On a scale from 0 (not at all) to 10 (comprehensive) the mean response given was 5.94, although with relatively high SD and variance.
[bookmark: _Toc144300622]Chart 25 – Organisational buy-in
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	Minimum
	Maximum
	Mean
	Std Deviation
	Variance
	Count

	0.00
	10.00
	5.94
	2.65
	7.02
	142
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“I feel that ACP roles are very much an important part of the landscape of healthcare where I work. But feel that there is still a long way to go in my organisation, I think the ask/ need is there and recognised but not the vision/energy to achieve it.”
The responses provided regarding organisational policies, structures, processes and buy in could be associated with the generally poor level of awareness of the ACP role in organisations noted above where only 16.45% believed there was good understanding and where only 38.95% felt that their Advanced Practice lead acts as a role model or champions the ACP role in their organisation. Alternatively, this could be because implementation of ACP is in the early stages.
“The ACP role is quite new to the trust they have started writing policies but they are not in place yet.”
“The Advanced Clinical Practice strategy has only just been finalised and is awaiting a formal launch. However, there are signs that there is buy-in and interest from senior levels in the organisation around this. I'm confident that things will accelerate from now onwards, but still early days.”
Focus group participants and respondents to this questionnaire noted how quality assurance of the role can and should come through governance processes to map against standardised definitions of ACP and policy documents. It is believed this can help to reduce inequity in how ACP roles are utilised, recognised, and rewarded. 
“There is a large discrepancy in the way ACPs are used and supported by different organisations.”
“My organisation had nothing in place to guide the educational development/supervision to develop the role. It had no policy, no standardised competencies to support the development of the role.”
In terms of ‘quality assurance’ the Multi-Professional Framework was used as a reference point in the next question;
Are you aware of your employing organisation quality assuring the ACP role by mapping or reference to particular policies or standards? 
(For example they restrict the use of the 'Advanced Practice' job title to only those that meet a set of externally agreed criteria like the Multi-professional framework for Advanced Clinical Practice in England.) 
The largest proportion of respondents (mode of 40.14%) said that their organisation in principle mapped the ACP role to particular policies or standards, but this was not universally applied or had not been fully implemented yet. 29.93% gave an affirmative answer, whilst 19.73% said their organisation did not quality assure the role and a further 10.20% were unsure if they did or not. 
[bookmark: _Toc144300623]Chart 26 – Quality assurance
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This means that around 70% of respondents are in organisations where they believe quality assurance to some degree was being applied or in the process of being implemented. This re-enforces earlier responses where 74% of respondents believed their role mapped fully to the MPF, (although 33% of these had not undergone formal mapping). This result also endorses responses to other questions (e.g. pay banding, access to non-clinical activity to address all 4 pillars, making a contribution to continuity of care). It appears the experience of ACPs mostly does meet to some extent the expectations of the MPF, but that there is a sizeable cohort that are not ‘quality assured’ and not yet experiencing the ACP role as it would expect to be according to national policies and guidance.
When relaying their experiences and expectations regarding ACP, flexibility to evolve the role over time was a common theme from the focus groups. 85.72% of respondents to the follow up questionnaire said they either agreed (47.62%) or strongly agreed (38.10%) they had examples of this happening in their organisation. Only 1.36% noted that their organisation had said they are not going to evolve or expand ACP roles. 
[bookmark: _Toc144300624]Chart 27 – ACP as an evolving role
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Further positive news came from the question regarding long term investment in ACP roles where 76% of respondents believed their organisation had committed to this. 20% were not aware of their organisations plans for long term investment in ACPs and 4 respondents said their organisation was discontinuing ACP roles or refusing to expand them further.
[bookmark: _Toc144300625]Chart 28 – Long-term investment in ACP
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As a key growth target specifically set within the NHS Long Term Workforce Plan (NHS England, 2023b) this bodes well for the expansion of ACP roles, although there may be other factors which may curtail achievement of the intended growth.
“There has been a lot of support to develop the ACP's within the organisation, however there remains a strong barrier with medics supporting ACP's to develop in some areas, and as this is new to the organisation, there is a lack of appropriately qualified ACP's to support all the trainee's. This needs to be strengthened.”  
In terms of the implementation of ACP, respondents were asked the percentage that ACP roles are operated at a local rather than a consistent way across in their organisation, (as far as they were aware). The examples given were:
100% -all ACP roles operate in the same way across your employing organisation. 
50% - there is an even balance of some aspects being specific for your team and some that are the same across the organisation.  
0% -it is entirely local and bespoke for your team/ service.
The results for this question were:
[bookmark: _Toc144300626]Chart 29 – Localisation of ACP
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	Maximum
	Mean
	Std Deviation
	Variance
	Count

	0.00
	100.00
	47.10
	26.81
	718.69
	137
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50% (some aspects specific to their team and some that are the same across the organisation) was picked by the largest group (mode n21) but there was also a wide spread of responses given. Relatively little can be concluded from this data, except that there is a mixture of localisation and standardisation in the way in which ACP is being implemented in organisations. This may cause concern for those that are calling for increased standardisation of ACP roles. Focus group participants had highlighted lack of standardisation as a risk to ensuring good understanding of what ACPs can do, quality assurance and public trust, and not losing staff to teams or organisations with better pay or working conditions. This is supported by The Nuffield Trust independent review which notes that whilst there is no evidence of ACPs creating harm there is latent risk to the public in the context of limited or early stages of standardisation (Palmer, Julian and Vaughan, 2023).
As a broader judgement regarding the policies, governance, and strategic oversight of ACP respondents were asked to rate this at a local, regional, and national level.
[bookmark: _Toc144300627]Chart 30 - Policy, governance, and strategic oversight of ACP
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With the majority of responses being in the ‘need further development’ or ‘not addressing fundamental aspects’ at all levels, there is a gap here between what is expected and the reality of practise as an ACP. This is exemplified by the free text comment given by one of the respondents:
“As an organisation we are utilising ACPs well. We have a fully qualified ACP paediatric nurse and myself (ACP paramedic) we have a trainee ACP (pharmacist) and a specialist mental health nurse who will be undertaking the ACP MSc in September this year. At local level the PCN [Primary Care Network] don’t seem to want to invest in PCN staff to do the ACP route. Nationally, as I’ve described in a previous question, there is not equality across practice e.g. an ACP nurse can prescribe CDs and complete meds [medication reviews], an ACP paramedic can not.”
[bookmark: _Toc144300628]Summary Question
Finally, respondents were asked based on their experience of the ACP role so far “overall, would you say your expectations of the benefits of the ACP role been realised from your current experience of the role so far”. The mean response was 6.66 with a SD of 2.23 and variance of 4.95. (On a sliding scale of 0 being my expectations have not been met at all, to 10 being my expectations of the benefits of the role have been exceeded and 5 being the role is delivering as I had expected it would). Only 17.94% scored 4 or less, suggesting that for the majority their expectations had been met, or to some extent had been exceeded.





[bookmark: _Toc144300629]Chart 31 – Are expectations of the benefits of the ACP role being realised?
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	Minimum
	Maximum
	Mean
	Std Deviation
	Variance
	Count

	0.00
	10.00
	6.66
	2.23
	4.95
	145
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The respondent below provides a summary of their experience which reflects many of the themes covered and responses given;
“Currently on the MSc pathway, currently year 1 and it’s a lot of work - would be lovely for the title to be more protected and valued for the work that we have to do and level of learning that is required. Security and better pay banding more recognised ACP are to support the work force, recognition is needed locally and nationally. If I was not on this course, I would probably have left my practice nurse role, I am really enjoying the step up in advanced training and very grateful for HEE providing funding as I would not [be] able to do it otherwise. It’s an exciting time I am lucky to have the support of my colleagues in my surgery where I know not everyone does on my course.”  
[bookmark: _Toc142925022][bookmark: _Toc144300630]ASSOCIATIONS
Within Exploratory Data Analysis the aim is not to identify data to test hypothesis but to explore relationships between variables and identify unusual patterns. In terms of ‘unusual patterns’ Hartwig and Dearling (1979) describe this as separating out the rough from the smooth. The smooth is the “underlying, simplified structure of a set of observations” that have been taken from exploring the data. The ‘smooth’ for this study has been provided above under the 5 themes from the focus group and follow up questionnaire. The ‘rough’ is recognition that data almost never conforms exactly to the smooth. 
In discussion of ‘associations’ I identify overleaf characteristics that did not quite fit with the patterns of the data given above by exploring potential relationships between the data from the demographic questions in the follow up questionnaire with data from a question under each theme.
When exploring whether there may be any associations in the ‘clinical’ theme, the data was explored to see if any appeared to deviate from the finding that the majority of ACPs do get time for non-clinical activity, although it is often not scheduled into their rota. Unsurprisingly, the group that selected that their role partially fits with the MPF and addresses some, but not all of the 4 pillars, were more likely to say their role was entirely clinical with no time for non-clinical activity.


[bookmark: _Toc144300631]Chart 32 – Association: MPF + non-clinical activity
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Description automatically generated]Those paid at band 6, although a small proportion of the total number of respondents to this questionnaire, answered in equal amounts that they do get scheduled non-clinical activity time and that they rarely got non-clinical activity time (and only when clinical workload allowed). This group were also more likely to be in a tACP role, have had fewer years in their profession and role as an ACP/ tACP and to select that their training has thus far been through ‘on the job’ activities rather than a formalised programme of study (e.g. MSc in Advanced Practice).
[bookmark: _Toc144300632]Chart 33 – Association: Pay Band 6 + non-clinical activity
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In relation knowledge, skills, and experience (KSE), patterns were explored for the question regarding whether they had a generalist/ specialist role, noting that this question asks about the types of KSE they primarily draw upon in their role. (FQ6 - Would you describe your role as primarily in a 'generalist' or 'specialist' field of practice? Generalist being where you primarily use a core set of generic skills such as clinical assessment in a range of patients or health care settings, and specialist where you provide patients with access to a specialist service drawing upon advanced knowledge, skills, and experience built up over time in a particular field.)
There was geographical variation from the common pattern where in some areas the majority had reversed the ranking and placed specialist first and generalist last. Primary care fitted closest to the overall trend of putting generalist 1st, a mixture of generalist/specialist 2nd, and specialist last. As this was the largest group of respondents this may have influenced the overall data. However, the 2nd largest group of respondents were in ‘other’ specialities and here they ranked ‘generalist’ most often last and ‘specialist’ KSE first.
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Under the theme ‘Leadership in quality improvement’ theme when asked whether the respondents provide a consistent and coherent presence within the service in which they work, (e.g. more of a constant member of the team where others may rotate in/ out), Band 6, those in trainee roles, and ACPs with shorter periods of time in this role were more likely to say they had not been in role long enough to say. AHP & pharmacists were less likely to respond ‘strongly agree’ to this question and more often selected ‘agree, although this is also provided by others in my service/team who are not ACPs’. 
[bookmark: _Toc144300633]Chart 34 – Association: Profession+ Consistent Presence
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In the ‘career progression’ theme I explored whether any groups were more/ less likely to have seen an increase in their salary (noting that overall 84% of respondents said they had seen an increase, or were guaranteed one when they complete their training as an ACP). There were a large amount of unusual patterns here:
· In some regions 100% had received or were expecting an increase (South Central, North East & other areas not specified). London however stood out as only 53.85% had received an increase, with the remaining 46.15% answering no to this question. 
· 100% of those not on NHS pay banding (‘other’ n5) said they had received a salary increase. 
· 96.88% of those with a portfolio career (i.e. holding more than one job role or with more than one employing organisation) had received or were expecting an increase post training. 
· Nurses were more likely (87.72%) than AHPs (76.47%) to have got/ were expecting a pay rise. (Although we do not know whether the AHP respondents’ previous salary was typically higher than Nurses).
· Some ACPs working in particular specialties had not seen pay increases (Learning Disability, Community Pediatric) and of those working in Radiotherapy only 33.33% had seen an increase.
· ACPs that said they only partially fitted with the MPF description of ACP and do not address all 4 pillars in their job roles were less likely to have received/ expect to receive a pay rise; 26.47% said they had not seen an increase in their salary or pay banding.
· ACPs that had been 10+ years in their role were also less likely to have seen a pay rise. 60% (as opposed to the general pattern of 84%) said they had received an increased salary or pay grade since becoming an ACP.
· ACPs that had received their training through an MSc and/ or a credentialling programme were more likely to have received an increase in salary. 50% of those stating they had not received any formal training said that their pay had not increased.
In relation to the ‘policy, vision, structure’ theme whether or not an organisation was ‘quality assuring’ ACP roles (e.g. by mapping to the MPF) was further explored. The general pattern for this was that around 70% of respondents are in organisations where they believe quality assurance to some degree was being applied or implemented. Again, there were several atypical patterns noted in the data.
· Quality assurance/ mapping was more apparent in some regions than others (e.g. South Central 50% answered no to quality assurance being in place, whereas in the West Midlands 100% said they were fully mapped or that in principle the organisation was undertaking a quality assurance process but that it had not been fully implemented yet). 
· Those in band 6 posts were less likely (37.5%) to be in an organisation that was providing quality assurance for ACP roles through mapping to policies/ standards such as the MPF. 
· No Pharmacists (n2) and 64% of AHPs said their roles had undergone mapping or were in organisations where this had at least been partially implemented (for nursing it was 72%). 
· There was also a large amount of variation when this was broken down by specialty. In the biggest group for specialty, primary care had only 56% who said they were in organisations where they believe quality assurance to some degree was being applied or implemented.
· Respondents who said their role partially fitted with the MPF description were more likely to say either they did not know about their organisation’s approach to quality assurance (18%) or there was no quality assurance/ mapping in their organisation (33%).
[bookmark: _Toc144300634]SUMMARY & WHAT NEXT
The results and visualisations above have been collated and selected from the data collected and processed through Qualtrics software. Nvivo has been utilised to facilitate the reflexive thematic analysis of free text responses to the open questions posed in the questionnaire. 
These results are being provided to you as you kindly agreed to be a participant in this research and provided through the questionnaire your contact details to hear more about the research. When discussing or sharing this information you are expected to cite the Chief Investigator as the author using the details below:
Vikki-Jo Scott, University of Essex. “What are Advanced Clinical Practitioners expectations of the benefits in pursuing this role, and are these being realised?.” 2023. 
A copy of this document can be found here:

The next stage of this research is to draw together a narrative synthesis of the results which will be used when writing up the Chief Investigator’s thesis for her PhD studies, as well as preparing the results for dissemination through publication and presentation at relevant conferences and ACP networks. Following this a set of recommendations for future research and for practice will be created. These will then be disseminated through publication, presentation at conferences and through discussion at a range of regional and national ACP networks where possible.
[bookmark: _Toc144300635]CLOSING MESSAGE
I want to thankyou for all the interesting data you have provided and the time you took to participate in this research. I hope you have found this interesting and helpful to reflect on your own experiences training/ working in an Advanced Clinical Practitioner role. As noted in the questionnaires you completed:
The process of engaging in this research may prompt you to reflect on your role and raise questions about your own career, CPD, and the support offered to you.  We recommend if you have any questions about this, please discuss this with your line manager or education/ Advanced Practice lead within your employing organisation.  You may find that your local University and education providers can provide further support in exploring your career and professional development options.  The resources available via NHS England's Centre for Advancing Practice are also freely available to you to explore further the Advanced Practice role.  The NHS also offers free advice and links to support services through their 'supporting our NHS people' website. You should also contact your local health and wellbeing to see what support offers are available within your own employing organisation.  
Please do get in touch if you would like any further information about this research or my work. Once again, thankyou your contribution is very much appreciated, and I wish you all the very best.
Vikki-Jo Scott 
Senior Lecturer/ Advanced Practice Programme Lead.
University of Essex, School of Health & Social Care, 
Wivenhoe Park, Colchester, Essex, CO4 3SQ
v.j.scott@essex.ac.uk
Twitter; @VikkiJoCPD
Blog; www.vjscpd.com
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