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KEY MESSAGES

Advanced Nurse Practitioner Case Study
Key Findings: The number of ANPs in Scotland could not be established. ANPs were undertaking

elements of the GPs role including: assessment; differential diagnosis; investigations; treatments
including prescribing; discharge or referral. They undertook these tasks across all age groups for
minor illness and injuries, and across a range of primary care services. In rural areas, ANPs
managed more complex cases and multiple nursing roles.

Reported key facilitators to successful ANP role implementation were: the national ANP definition
and criteria; professional leadership from government and health boards; collaboration between
health boards and GPs, and funding to enable GPs with training expertise to provide a high
standard of supervision and work based learning.

Reported key challenges included: resistance from some GPs and nursing colleagues, possibly
arising from insufficient understanding of ANP roles and fear of own role erosion; shortage of GP
and ANP clinical supervisors; age profile and local availability of potential trainees and inadequate
study leave for ANPs. These findings resonate with the international literature review of 54 peer
reviewed research studies.

Health boards rarely measured ANP impact although some small-scale evaluations implied a
positive patient experience and improved patient access to primary care services.

Scaling up was viewed as dependent on funding and service capacity for study leave and clinical
supervision from experienced ANP and GP supervisors.

Sustainability issues included: skill maintenance, governance concerns, and succession planning
concerns as the recruitment pool were mainly community and practice nurses over 45 years of
age.

Key Recommendations:

e ANP role definition and planning for new models of care should be used as an
opportunity for primary care team members to reflect on current service redesign,
establish a shared vision for the multidisciplinary primary care team taking into account
local patient needs and consider how best to support patients in accessing the most
appropriate healthcare professional for their needs.

e Inorder to reduce role overlaps, ‘role erosion” and to help with ANP succession planning,
new career pathways for all nurses in primary care and community settings should be
developed to support and reflect their changing roles within the multidisciplinary teams
and their advanced skills.

e Transparent governance arrangements for ANPs should be developed across primary
care to address perceived concerns regarding standards of practice and education.

e Those charged with funding the development of ANP roles should recognise and provide
adequate resources to those providing clinical supervision.

e Those charged with funding the development of ANP roles should recognise and provide
adequate resources for nurse trainee study leave and other learning opportunities.

e Astructured competency-based education approach should extend to continuous
professional development to ensure maintenance of competencies.

e Outcome measures relating specifically to the ANPs role require development to
facilitate meaningful evaluation of ANP impact.




Abbreviations

ANP Advanced Nurse Practitioner

CcMO Context, Mechanism and Outcomes
CPD Continuous Professional Development
D&G Dumfries and Galloway

GG&C Greater Glasgow and Clyde

GP General Practitioner

ISD Information Services Division

NES NHS Education Scotland

NHS National Health Service

NMC Nursing and Midwifery Council

NP Nurse Practitioner

OOH Out of Hours

PCTF Primary Care Transformation Fund
PgD Post Graduate Diploma

PN Practice Nurse

RCGP Royal College of General Practitioners
RCN Royal College of Nursing

SG Scottish Government

SSPC Scottish School of Primary Care

TNR Transforming Nursing Roles

TNMaHPR Transforming Nursing, Midwifery and Health Professions’ Roles
WTE Whole Time Equivalent



List of Tables

Table 4.1 Number of Phase 1 Key Informant Interviews by Organisation.........cccccvvciieiiicvieeeiiciiieecccieeenns 14
Table 4.2 Role of Phase 1 Key INfOrmMants........occuiiiiiiiiieieieee ettt svtee et e e st e e s svte e e s snaeeeeen s 15
Table 4.3 Approximate Number of ANP Roles in Primary Care Settings across 15 Scottish NHS

[ LT 1L oI = To T- T o PSP 19
Table 5.1 Number of Phase 2 Key Informants by Health Boards Area.........cccceecvvveeeeciieeiccieee e 40
Table 5.2 Role of Phase 2 Ky INfOrmMants.........ccuiiiieiiiie ettt e et e e e ette e e e erte e e s eraneeeen 41

List of Figures

Figure 3.1 PRISMA FIOWCRAIT.......oiiiiiiiee ettt e et e e et e s st e e e s eabae e s snbee e e ssasaeeeesaraeeeens oo 9
Figure 3.2 Donut Chart Showing the Percentage of Codes Categorised as a Facilitator to the
Implementation of ANP roles using the Yorkshire Contributory Factors Framework (54 studies) ............ 10

Figure 3.3 Donut Chart Showing the Percentage of Codes Categorised as a Challenge to the
Implementation of the ANP role using the Yorkshire Contributory Factors Framework (54
(0o [T PSSR 12

List of Boxes

Box 2.1 Literature Review Inclusion and EXCIUSION Criteria .......ccueeieciiieeicciieeeccitiee ettt e e evte e e enree e 3
Box 2.2 Research Questions based on Phase 1 of the SSPCEvaluation Framework ...........cccccecveeeeecieeeens 5
Box 2.3 Research Questions Based on the ANP Programme Theory COmponents ........cccccuveeevcveeeeniveeennnns 5
Box 5.1 Scottish Health Boards: (red text indicates) the five Boards chosen as'Deep Dives' .................... 40
Box 5.2 Programme Theory of ANP Role Implementation in Primary Carein Scotland ............ccccccccuuee.. 48



CONTENTS

EXECUTIVE SUMMARY ...uiiiiiiiiiiiiiiiieiieiieiiaiieisesioiiaiissssesiasiastssssssiosssssssssessassassssssassassasssnss IX
1. INTRODUCTION ..cuiiiiiiiiiiieiieiiiieiieieieesianioiisessesiaiisssssssestastasssssssssassssssssssssassassasssnssans 1
11 2 o] <=4 o TU T o FO PSSR 1
1.2 Advanced Nurse Practitioner Definition ... iioiiiiiiiiece e e e 1
1.3 ATM OF CASE STUY .eeiuieiiiiieiiee ettt sttt te e st e e e s te e sbeeesateesabeeessteesaseesnteesaseesnseees seseneees 1
2. IMIETHODS .....cetiiiiiiiiiiniiiaiiinciniiaesiaesiesisessessersssrsssrassrasssosssessssssssssssssssasssassssssssnsssnsens 2
2.1 ) A0 e 1Y =T 1 o [PPSR 2
2.2 Systematic Scoping Review of the International Literature.........cccceecveeeivciiee e e 2
2.2.1 Identification of published StUIES.........cccuiiiiiiiiiiice e e e 2
2.2.2 Screening of identified research publications........ccovuviiiiiiiiiiiiiiec e e 2

2.3 Background Review of International Literature, National and Local Documents.............cccueee.es 3
23.1 Identification Of dOCUMENTS.....coiiuiiiieee e eeeeareeeas 3

2.4 Phase 1 Key INformant INtErVIEWS........ceiiieiiiie ettt e e e e sbee e e e sve s eareeas 4
2.4.1 Identifying and recruiting key informants........c...ooocciie e eeeearree e 4

D Ny R D - - W oo | [Tt 4o o USRI 4

2.5 Phase 2 Key INformant INtErVIEWS........uiii ittt et e e e e e e srre e e et s eareeas 5
2.5.1 Identifying and recruiting key informants........c...ooivciie i e eeaaeee e 6
DY A D ) - W oo ] | [ To1 4o o USSP 6

2.6 Data Analysis and Synthesis for Phase 1 and Phase 2.........ceeiiiiieiiiiiiieee e eecvrreeees cennnns 6
2.7 a1 Tor 1IN o o] o)1V Y SR 7
3. LITERATURE REVIEW. ......ccivuuiiiiiniiieiineiiieiiieiireirasiassisesisssissssssssrssssssssssssssssssssssssrasss .8
3.1 Literature SEArCh RESUILS .....uiiiiiiie ettt e e e bee e e e sabee e s esare s eareeas 8
3.2 Facilitators to Implementing ANP ROIES.........oiiiciiiieeiiiee ettt e e ar e e e v eaeeeean 8
33 Challenges to Implementing ANP ROIES .......cccuviiiiiiiiiieicieie et e e e sare sareee s 11
34 SUIMIMIAIY s s s s s s s s snnnnnens 12
4, PHASE 1 FINDINGS ....ccciituiiiuiiiuiiiuiiniieiisesieessmsssrsssrsssrsssissstossiosssessssssssssssssssasssasssassses 14
41 Programme Theory of Change and Programme COmMpPoNENtS.........ccccueeeeecrieeeeeciieeeeeciieeeee e eeenees 15
4.2 Introduction of ANP Roles in Primary Care in Scotland.........ccoeuieeiiiiiieiicieeeecee e e 16
4.2.1  Key drivers Of the ANP FOI@ ........uiiii ettt e e tee e e e bee e e e s seeeenseeeas 16

4.3 Implementation Of ANP ROIES .......ooo ittt e et e e e e eara e e e e e e e 18
4.3.1  1dentified ANP rOIES .....viiiiiieiee ettt ettt st e st st e sate e sabe e e sabeesabee sareesareeens 18
A 0o ] 41 (<) (U PP U PPPPTTN 21
T Y Y N e o =SSR 22
B N N o o 1ol 4= {4 e YU T o LTRSS 23
.35 FUNAING .ttt e e e e e e e et e e e e e e e ee b ebteeeeeeee s nsaaeeeaeaesasasssesseeeassaasannes eeeensennan 24
N ST (=T UV g T AN 24

T T A = To VT L o T N N o d = T =T RN 25

I T8 T Y N =Y [0 Tor= ) o ] o PSPPSR 25
4.3.9  SUPErVISION aNd @SSESSMENT ......uiiiiiieeiiiccciiiee e e e e e et e e e e e e esrerreeeeeeeessasbeareeeaeesesasnes eeeeseenaas 27
4.3.10 Continuous Professional DeVelopmMEeNt.......cccueiiiciiiieiciee e eeeeeaveeeas 28
4.3.11  Accountability and governance arrangements.........ccceeeeeecciiiieeeeeeeecirire e e e eeeaes eeeeee e 29

4.4 Facilitators and Challenges to Implementing the ANP Role inPrimary Care ......ccccceeeeeecvvveeeeennn. 30

Vi



g R = Yol 1 [ =1 o ] £ 30

A O o = 11T o =SSR 31
4.5 Evaluation of ANP ROIES iNPrimMary Care ......cucocceeeiiiiiieeeecieee e eeitee e ssieee s ssreee s ssvee e s s svee e s e s e 32
4.5.1 The value of advanced nursing roles in Primary Care ........ccccceveceeeeeeciieeeesciee e eeree e eeeesveeens 33
4.5.2 Expected organisational iMPacCt........ccceiiiiiiiei i eeeeeraeeas 33
4.5.3 Expected impact 0N the tEaM ......cii i eeeenreees 34
4.5.4 Expected iMpPact ON SEIVICE USEIS ..cciiiuiiiiiiiieeeiiiieeeseieeeeesteeeessteeesssabeeessssseeeesssseeessns seeesssenens 34
4.6 Long Term Vision @nd GOalS.......cccuuiieiiiiiiie it ettt e e ette e e e ette e e s s tae e e s sbaeeessbtaaes seeeennns 35
4.6.1 Potential unintended CONSEQUENCE .....cccovveereeiiieiirrce et er s ere e sae e s 35

4.6.2 Measuring impPact Of ANP rOIES........cccuciiiriceee ettt st st st e eaaeraees 36

4.7 LONE term VISION & ZOAIS . .coueiiiiiciiiie ettt e e e s e e st e e s s e e e sbea e e eeeeean 37
4.8 Summary of Implementing ANP Roles in Primary Carein Scotland ..........c.cccceeeveiiieiiiieee e, 37
4.9 Selection of the Tests of Change for Deep Dive EXploration ........ccccccveeeeiiiieicciiee e e 38
5. PHASE 2 FINDINGS .....c.couiiuiiuiiiiieiiaiiaiineiiesieiieiiesmesrasissssesresiasssssssssessassassssssassassassssssons 40
5.1 NN (o =T3P 41
5.2 ANPs Education and DeVeIOPMENT .......occcuviiiieiee ettt e e rae e e eabe e e e en e e eeares 43
53 N R N o TR 3 AN - o PRSP 44
5.3.1  OVEBIVIBW ittt ettt e e e s ettt e e e e e e e e be et e e e e e e e anbreeeeeeeeeeannnre teeeeeesannan 44
5.3.2 Changes to implementation OVEr tIME ........coicciiieeiciee et e e rrre e e s eeeeeeareeeas 44
5.3.3 Likely sustainability and spread of ANPS........oocciiiiiiieeccee e eeeeereeeas 44
5.4 NHS Greater GIasgoW & CIYAE.......ocoouuiiiiiiee e et e et e e e e ebae e e e e e e ares 45
54T OVEIVIBW ittt ettt e e e e e e ettt e e e e e s e s s be e eeeeee e e ansbeeeeeeeeeeannnre teeeesesannan 45
5.4.2 Changes to Implementation OVer tiMe ........cooiiiiiiiiiiee e eeeenveeeas 45
5.4.3 Likely sustainability and spread of ANPS.........cccuiiiiiieec e e e e es eeeeeareeeas 45
5.5 N1 Y TT=4 01 =T o S PS 46
5.5.1  OVEIVIBW ..ttt ettt ettt ettt e e sttt e e st e e s bt e e s a bt e e s abbe e e s asbeee s nnbeeesannbeeesans seessnnreneas 46
5.5.2 Changes to implementation OVEr tIME ........coicciiiiieciee ettt e e e e s seeeeareeeas 46
5.5.3 Likely sustainability and spread of ANPS.........cccuiii ettt e e s eeeeeareeeas 46
5.6 INHS LOthIaN ettt ettt et e st e sbee e s bt e s bt eesabeesabaeesabeesas senbeenns 46
5.6, 1 OVEIVIBW ..ttt ettt e e ettt e e e e s ettt e e e e e e e s s be e eeeeee e e annbeeeeeeeeseaannnre teeeesesannan 46
5.6.2 Changes to Implementation OVEr tiMe ........coocciiiie e eeeeeaveeeas 46
5.6.3 Likely sustainability and spread of ANPS.......cccciiiiiiiiec e eeeeeareeeas 47
5.7 N L Y] 1= = T SRR 47
5.7.1 OVEIVIBW ..ttt ettt ettt et s et e e st e e sttt e e s abb e e e s abbe e e s asbeee s anbeeesanabeeesans seessnnreneas 47
5.7.2  Changes to implementation OVEr tIME ........cooiiiiiiiniereieeiee ettt et seesieeenans 47
573 Likely sustainability and spread of ANPS........cccuiiiieiiieccee e eeeaeeeenes 47
5.8 Refined ANP Programme COMPONENTS ...cccueiirieeriiieitieenieeenteestee sttt esbeesstteesabeesbaeesreesns ssnseens 48
5.9 SUMIMAIY ittt ettt et e e s et e e e e e e e e s s bbb e et e e e e e e s b e b e et e e e s eesnnraaeeeeesseaan seeeeens 50
6. DISCUSSION AND KEY LEARNING......ccciteiiteiimniimnicrnicrnisinsiassiassienssensssnssssssssssssssssssassses 52
6.1 The Vision for Primary Care and Nursing in Scotland............cccocciiiiiiiiii e 52
6.2 DT o8 (1] o o PO P PP PPT R OPPRTO 53
6.2.1 Substitution or transfOrMatioN .........cccciiicir i eeernreeeans 53
6.2.2 The autonomy of ANPS iN PrimMary Care .......c.ccccueeeeciieeeeciieeeeecree e eeereeeeeeree e e e ereeeeens seeeeeareeeas 54
6.2.3  Leadership and tEAMWOIK .....cccuiiiiiiiiie et e ree e e s ae e e s abeeeeeas seeeennreeens 55
6.2.4  IMPACE OFf ANP FOIES ..oeeieeieeeeeee et e e e e et e e e et e e e e e abae e e e sabeeaaens seeeeenseneas 56
6.3 (070 o Tol (V1] To T o PP 57



6.4  Key ReCOMMENAALIONS......ciiiiiiiieeciiee ettt e e st e e rte e e e st e e e e et ae e e enabeeesentaeeeenn saeannas 57

7. REFERENCES .....ccuiituiiiuiiiniiiniiiniieiisiiesiiesicsscrsierssrsssrassiossiessssssssssssssssssssasssassssnsssnses 59

8. LIST OF APPENDICES .....ccuiiiuiiiuiiniiniieniienicenicrsicrssrssisssiessiessssssssssssssssssssassssssssssssnses 65
Appendix A. Scottish School of Primary Care National Evaluation Framework Summary .........ccc....... 66
Appendix B. Protocol for the Systematic Scoping Literature ReVIEW .........cccccvveeeeiiiiiiicciieee e, 69
Appendix C. Participant Information SRHEEt ........couiiiiiiciiii e 74
Appendix D. Participant CoONSENt FOIMM......oiiiiiiiiiiiiii ettt e st e e e s sbaeeessnneeee s 76
Appendix E. INtrVIEW SCREAUIE .......oooeeieeeee e et e e e e e e e eaaae e e e saareee s 77
Appendix F. Advanced Nurse Practitioner Framework..........ccueiiieiieiiiiiiieicciees e esieee e 81
(adapted from the Yorkshire Contributory Factors Framework)
Appendix G. ANP Programme Theory COMPONENTS ......c.uviiieiiieeeeiiieeeeciireeeeiteeeeeseeeeeesesaeeessnseeeeessneeen s 83
Appendix H. Contributing Factors (Facilitators) with examles from included studies ............cccceeeueen. . 84
Appendix |. Contributor Factors (Challenges) with examples from included studies..........ccccceevevruenneen. 88
(adapted from the Yorkshire Contributory Factors Framework)
Appendix J. Phase 1 summary of ANP Implementation.......c..cceceeeeeeiniieicreee et r v 91
Appendix K. Overview of NHS Ayrshire & Arran’s Key Context, Mechanism & Outcomes .................... 102
Appendix L. Overview of NHS Greater Glasgow & Clyde’s Key Context, Mechanism & Outcomes .....103
Appendix M. Overview of NHS Highland’s Key Context, Mechanism & Outcomes .........cccecevvveeveeveenenn. 104
Appendix N. Overview of NHS Lothian’s Key Context, Mechanism & OUtCOMES .......cccccevereveececreereenenns 105
Appendix O. Overview of NHS Shetland’s Key Context, Mechanism & Outcomes .........ccceervreeceeernnnn. 106

viii



EXECUTIVE SUMMARY

Background

In July 2016, the Scottish Government (SG) awarded Primary Care Transformation Funds (PCTF) and
Primary Care Funds for Mental Health to National Health Service (NHS) Health Boards in Scotland to test
new models of care. Ahead of these awards, the SG commissioned the Scottish School of Primary Care
(SSPC) to undertake a national evaluation of primary care tests of change in Scotland, irrespective of
funding source. This report concerns one of 7 case studies contributing to the SSPC national evaluation.
It focuses on the implementation of Advanced Nurse Practitioner (ANP) roles.

Aim
The overall aim of this case study was to determine, in relation to the implementation of ANP role in
primary care in Scotland, what works, for whom, why and in what circumstances.

The specific objectives were to explore different stakeholders’ perspectives of the:

1. development and implementation of pre-existing and newly-introduced ANP roles,

2. anticipated impact of ANP roles, and the theories of change underpinning these

3. actual impacts of ANP roles, and how these were measured

4. facilitators and challenges to the development, implementation and evaluation of ANP roles
across different primary care contexts

5. likely sustainability and potential spread/roll out of ANP roles in different primary care contexts.

Methods

The case study was conducted over 15-months (March 2017 - May 2018). A systematic scoping review
of the international literature of facilitators and challenges to ANP role implementation was
undertaken. The case study itself involved two complementary phases based on the SSPC Evaluation
Framework (Appendix A).

- Phase 1 comprised a scoping survey to ascertain the extent of ANP role development and
implementation across Scotland, which involved interviews with key informants from 15 health
boards across Scotland (14 territorial and NHS24) and a review of local documentation. The
findings informed the purposeful selection of a sample of health boards for the next phase.

- Phase 2 comprised a more in-depth exploration (the ‘deep dives’) of a sample of health boards
in order to gain a deeper understanding of the development and implementation of ANP roles
and to determine their actual impacts and likely spread and sustainability. Findings were
synthesised to identify patterns across challenges and facilitators for ANP role implementation
in primary care and identify recommendations.

Key Findings

The literature review identified 54 relevant peer-reviewed research publications. Two key

facilitators to the implementation of ANPs were identified:

e team factors: specifically support for, and awareness and understanding of the ANP role from
doctors and other health professionals

e individual factors: the skills, knowledge base, personal qualities and experience that ANPs
brought to the role and prior experience of other health professionals working with ANPs in
primary care.

The two main challenges to implementation of the ANP role related to:
ix



e team factors: specifically lack of acceptance of the ANP role from both within nursing and from
medical professionals (GPs and consultants)

e lines of responsibility: specifically restrictions being placed on the ANPs responsibility and the
scope of practice of ANPs.

Phase 1
In total, 68 documents and websites relevant to the implementation of ANPs in Scotland were
reviewed (20 national and 48 local), and 44 key informants were interviewed from 15 health boards.

The exact number of ANPs could not be determined as until recently there was no obligation for
independent general practices to supply this workforce data to the Information Systems Division (ISD).
This has now changed; as from 1 April 2018 general practices are contractually obliged to supply
workforce data, including ANP numbers. Additionally, not all nurses with the title ANP met the new
national criteria as the national ANP definition and criteria had only been agreed in 2016. The ANP role
was aligned to level 7 of the NHS career framework and band 7 pay grade of agenda for change. The
implementation of ANP roles took place across all health boards in Scotland, all primary care settings
(OOH, general practice, nursing and care homes, and prisons), for all patient age groups. ANPs were
undertaking elements of the GPs role but most informants believed that ANPs were not simply filling a
workforce gap as GP substitutes, but rather were taking on what was considered as appropriate for
nurses. In remote and rural areas, ANPs were reported to be dealing with more complex patients and
undertaking multiple nursing roles.

The national criteria for ANPs involved Master’s level academic preparation, clinical competency
development and effective supervision, takes 2-3 years to achieve. Approaches to education in higher
education institutions and health boards varied but overall consistency with the national competencies
had improved recently. Some health boards appointed a specific ANP lead who liaised closely with GPs
to deliver work based learning, while others remained distinct local tests of change. Levels of clinical
supervision and study leave varied considerably; some ANP trainees were supernumerary, others
received between 1 day and 2.5 days study leave per week and continued to manage a patient
caseload. This variability appeared to be due to funding, capacity and employer rather than ANP
training needs.

Arrangements for funding the employment and education of ANPs and ANP trainees varied. Some
health boards directly employed ANPs who were allocated to GP practices or clusters, whilst others
were employed by GPs. Funding of ANP education covered some or all of: salaries, university fees, GP
supervision and/or study leave. A few health boards funded all these components, with some of this
funding derived from additional Scottish Government sources®. ANP salaries differed, health boards
paying the nationally recommended band 7, whereas some GP practices paid salaries at higher bands
to attract applicants with appropriate primary care experience from the limited pool of ANPs. Three
health boards recruited ANP trainees from the local Practice Nurse (PN) population only, while other
health boards also recruited trainees from community or acute settings. Most informants recognised
the importance of ANP having previous primary care experience or additional primary care training.

The recent establishment of the West of Scotland ANP Academy (now Advanced Practice Academy),
had contributed to progress in the recruitment and education of ANP trainees though leadership,
sharing of good practice and peer networks. The ‘Academy’ model has since been embraced by a
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number of health boards in the north of Scotland to address the specific challenges of ANP role
implementation in remote, rural and island settings.

Some key informants expressed concerns regarding lack of transparency of governance arrangement in
primary care. Governance frameworks existed and the Academies proposed to undertake a role in
monitoring governance. However, despite close collaboration with general practices, health board
informants perceived they had limited ability influence the implementation of these frameworks or to
monitor adherence.

Reported key facilitators to successful ANP role implementation were: professional leadership from
Scottish Government Chief Nursing Officer Directorate and NHS Board Nurse Directors; the national
ANP definition and criteria, which supported the development and consistency of ANP education and
roles; collaboration between health boards and GPs; and funding GPs with training experience to
provide clinical supervision and work based learning. Reported key challenges included: resistance
from some GPs and nursing colleagues, a shortage of GP and ANP clinical supervisors; and inadequate
study leave for ANPs.

Phase 2

Phase 2 involved ‘deep dives’ in five health boards involving 24 key informants from a wide range of
stakeholders including GPs, education staff, ANPs and ANP trainees, and documentary analysis of
evaluations where available. The challenges and facilitators observed across deep dives provided
greater insight into what works, for whom and why.

Key to addressing the primary care workload and workforce challenges was the development of
multidisciplinary teams. There are no professional or legal barriers to nurses increasing their scope of
practice or prescribing medication. The national transforming nursing roles (TNR) programme, led by
Scottish Government’s Chief Nursing Officers Directorate, improved the general understanding of ANPs
roles, and subsequently developed into roles substituting for elements of the GP role. Whilst some of
the roles previously undertaken by GPs were deemed suitable for an ANP, some ANPs felt inadequately
supported where there was no access to virtual or actual GP advice. On islands without doctors these
extra roles were often in addition to multiple nursing roles i.e. practice and community nurse, creating
concerns regarding maintenance of competencies for such a wide scope of practice. There was a
perception that there could be challenges for patients navigating appropriate access to the right
professional as triage method varied across practices (i.e. receptionist, ANP or Doctor). Examples of
new ANPs roles using advanced nursing competencies and advanced clinical decision-making to enhance
patient care were ANPs in nursing homes and community services developing anticipatory care plans
and diagnosing and treating minor illness, which potentially improved both the timeliness and
coordination of care. However, there was some resistance reported from GPs and nursing colleagues,
particularly when ANP roles had been developed in isolation from other team members, resulting in
concerns about the possible erosion of other team members’ roles.

The shortage of ANPs with appropriate primary care experience had led to some health boards setting
up Advanced Practice Academies and education initiatives that built on existing ANP or nurse
practitioner programmes. Concurrently, national and senior health board leadership and the national
definition had improved consistency and appropriateness of academic education, clinical competency
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development and effective supervision and assessment arrangements. Primarily due to funding issues,
level of study leave provided and the availability of clinical supervision varied. Clinical supervision was
noteworthy in health boards that had collaborated as part of the academy model, promoting greater
collaboration with experienced GP trainers and providing funding for clinical supervision. In these cases
the ANP trainee’s work-based learning experience was very positive. The academy employed an ANP
lead to engage with GPs and coordinate implementation, which aided GP understanding of ANP roles
and educational preparation. Implementation took an exploratory approach; as GPs gained experience
and confidence of working with ANPs their willingness to implement ANP roles increased. In terms of
scaling up and sustainability of ANP role implementation, this was challenged by a shortage of clinical
supervisors, (GP or nursing supervisors), as well as concerns over funding for training. Recruitment,
retention and succession planning were also a concern specifically the age profile and local availability of
potential trainees

Whilst the anticipated and perceived impact of ANP roles corresponded with the primary care vision,
the actual impact was rarely measured aside from small scale surveys and audits. Still, there were
indications that ANPs improved patient access to primary care, provided a positive patient experience
and could take on between 30% and 40% of workload in certain aspects, such as home visits and out of
hours care.

Conclusion

ANP roles and models of care that focus on the combination of advanced nursing and clinical decision-
making competencies to improve quality of care, can enable transformation of primary care services
rather than just shifting workload from GPs. ANP role implementation in primary care in Scotland was in
the early stages. It will take time to train ANPs and to change the primary care culture from one where
the GP is the first point of contact. The mechanisms that facilitated ANP role implementation included
leadership at all levels, enabling collaboration across health boards, general practice, and within practice
teams. The development of these roles requires significant investment in resources and effort from
GPs, nurse leaders and ANPs themselves to ensure high standards of education and positive learning
experiences. Likewise ANP role development requires a focus on how the whole team can utilise their
competencies to enhance patient care. The primary care vision of an expanded multidisciplinary work
force should recognise the opportunities that new ANPs roles have to enhance integration and
coordination between primary care and community care. The anticipated and perceived impact of ANP
roles correspond with the primary care vision, however more research is required to identify how to
measure the impact of the ANP within a multidisciplinary primary care team on patient outcomes and
service delivery.

Recommendations

e ANP role definition and planning for new models of care should be used as an opportunity for
primary care team members to reflect on current service redesign, establish a shared vision for
the multidisciplinary primary care team taking into account local patient needs and consider how
best to support patients in accessing the most appropriate healthcare professional for their
needs.

e In order to reduce role overlaps, ‘role erosion’ and to help with ANP succession planning, new
career pathways for all nurses in primary care and community settings should be developed to

xii



support and reflect their changing roles within the multidisciplinary teams and their advanced
skills.

Transparent governance arrangements for ANP should be developed across primary care to
address perceived concerns regarding standards of practice and education.

Those charged with funding the development of ANP roles should recognise and provide
adequate resources to those providing clinical supervision.

Those charged with funding the development of ANP roles should recognise and provide
adequate resources for nurse trainee study leave and other learning opportunities.

A structured competency-based education approach should extend to continuous professional
development to ensure maintenance of competencies.

Outcome measures relating specifically to the ANPs role require development to facilitate
meaningful evaluation of ANP impact.
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1. INTRODUCTION

1.1 Background

On 29 July 2016, the Scottish Government (SG) awarded Scottish National Health Service (NHS) Health
Boards dedicated Primary Care Transformation Funds (PCTF) and Primary Care Funds for Mental Health
to test new models of care. Ahead of the release of these funds, the SG commissioned the Scottish
School of Primary Care (SSPC) to undertake a national evaluation of all primary care tests, irrespective of
the source of their funding. This report, one of 7 case studies contributing to the SSPC national
evaluation, concerns the implementation of the Advanced Nurse Practitioner (ANP) role across Scotland.

1.2 Advanced Nurse Practitioner Definition

The 2015 report ‘Pulling Together: Transforming Urgent Care for the people of Scotland: The report of
the Independent review of Primary Care Out of hours Service’, highlighted the need for consistency in
defining ANPs in relation to role description competencies, education, and remuneration
arrangements?. In response, Chief Nursing Officer of the SG convened a national advanced practice
group, as a subgroup of the Transforming Nursing Roles (TNR) programme (now the Transforming
Nursing, Midwifery and Health Professions’ Roles Programme), to take forward these
recommendations and build on previous work from the modernising nursing careers programme>*4,
The aim was to achieve national agreement on a definition of the ANP role as ®

‘... experienced and highly educated registered nurses who manage the complete clinical care of
their patients, not focusing on any sole condition. ANPs have advanced-level capability across the
four pillars of practice: clinical practice facilitating learning leadership and evidence, research and
development’.

It was agreed that ANPs should be educated to Master’s degree level (minimum Postgraduate Diploma
(PgD)); they should be aligned to level 7 of the NHS career framework and agenda for change band 7;
they must be non-medical prescribers; and they must be assessed as competent in their area of
practice. Advanced practice is not a title recordable by the Nursing and Midwifery Council (NMC) but
responsibility for competence remains embedded within the NMC Code >®.

1.3  Aim of Case Study

The overall aim of the case study was to determine in relation to ANP implementation in primary care in
Scotland, what works, for whom, why and in what circumstances.

The specific objectives were to explore, from different key stakeholders’ perspectives, the:
e development and implementation of pre-existing and newly-introduced ANP roles,
e anticipated impact of ANP roles, and the theories of change underpinning these
e actual impacts of ANP roles, and how these were measured
e facilitators and challenges to the development, implementation and evaluation of ANP roles
across different primary care contexts
o likely sustainability and potential spread/roll out of ANP roles in different primary care contexts.



2. METHODS

This case study was conducted over 15-months (March 2017 - May 2018) and concerned the 22
month period from the release of funding to Scottish Health Boards for pilot testing of new models of
primary care to the end of the study (i.e. from July 2016 to May 2018). Thus, at the start of the study
ANP roles were already being planned, developed or implemented across Scotland.

2.1  Study Design

A systematic scoping review of the international literature was conducted in conjunction with a two-
phase case study. The case study, which included a separate background literature and documentary
review, involved a qualitative mixed method, realist evaluation approach’ based on the SSPC Evaluation
Framework (Appendix A), over two distinct but complementary phases:
° Phase 1 (from January 2017 to April 2018) comprised a scoping review of ANP

role implementation in 15 Scottish NHS Health Boards)
° Phase 2 (from January 2018 to May 2018) comprised a more in-depth exploration (the

‘deep dives’) of ANP role implementation in a purposively selected sample of Scottish

Health Boards.

2.2 Systematic Scoping Review of the International Literature

The aim of the literature review was to explore the implementation of ANP roles in primary care
contexts, to understand the associated facilitators and challenges to their implementation. As the ANP
roles in this case study were potentially diverse in terms of remit and context, a broad view of the
research literature was taken. Consequently, a systematic scoping review was conducted using the
framework developed by Arksey & O’Malley (2005)% in order to identify relevant peer-reviewed
publications concerned with the implementation of ANP roles. A detailed literature review protocol was
produced (Appendix B).

2.2.1 Identification of published studies
Systematic searches were conducted of electronic databases concerned with health care delivery. These
were chosen, in accordance with the recommendations of the Cochrane library, the York Centre and
Campbell Collaboration, to identify potentially relevant publications for which full texts were available,
and which were published in English between January 2002 (representing the period at the start of
health policy/delivery change that prompted increasing interest in ANP roles) and July 2017.
A comprehensive search strategy was developed which combined key terms using a series of free text
terms and MESH terms for Advanced Practice Nursing AND Primary Care. Boolean operators, and
appropriate ‘wild cards’ were used to account for plurals, and variations in databases and spelling.

2.2.2 Screening of identified research publications

Identified publications were screened independently by two members of the research team against the
review inclusion and exclusion criteria (Box 2.1), disagreements were addressed through discussion, a
third reviewer was consulted where necessary.

Screening involved 3 stages:
1. Titles of each publication were screened to remove duplicates and those which were not

2



relevant to the present study.

2. Abstracts of the remainder were then screened to remove those which were notrelevant.
Full texts of the remainder were then screened for the same purpose, resulting in identification
of relevant publications for the review.

Box 2.1 Literature Review Inclusion and Exclusion Criteria

Inclusion Criteria Exclusion Criteria
Study design Study design
e qualitative studies e single case studies
e cross-sectional studies e PhD theses
e randomised controlled trials e editorials or commentaries
e non-randomised controlled trials e literature reviews that do not clearly report
e mixed methods studies the search strategy and selection criteria

e reviews in which the search strategy and
selection criteria are clearly reported

Study Population Study Population
Nurse practitioners (NPs), advanced practice Other types of nurses working in primary care
nurses (PNs), ANPs, advanced district nurses, settings e.g. clinical nurse specialists, midwives,
advanced community nurses. health visitors.

Inability to clearly judge the population involved
(i.e. where the professional group are not clearly
described or involve mixed participants).

2.3 Background Literature Review

During Phase 1 of the case study, a background literature review of ANP roles in primary care settings
was undertaken in order to understand the context in which they were being implemented, the
mechanism used to enable implementation, and intended or actual impacts. The findings contributed to
the identification of components for an ANP programme theory and informed data collection and
analysis. In addition, local documents from health boards were reviewed.

2.3.1 Identification of documents
National documentation was identified following a meeting with key informants from the SG’s Chief

Nursing Office Directorate, Primary Care and Directors of Nursing involved in the national Transforming
Nursing Roles programme (now the Transforming Nursing, Midwifery and Health Professions’ Roles
(TNMaHPR) programme) °. An internet search was also undertaken using Google and the terms
‘Advanced Nurse Practitioners Scotland’.

Research literature was identified following searches conducted using CINAHL and MEDLINE
bibliographic databases to identify potentially relevant publications for which full texts were available,
and which were published in English between January 2002 and April 2017. The first search included
the key words Advanced Nurse Practitioner OR Nurse Practitioner AND Primary Care AND Systematic
review OR Literature Review. The second search included the key words Advanced Nurse Practitioner
OR Nurse Practitioner AND Evaluation. Google was also searched using the terms ‘Evaluation of
implementation of Advanced Nurse Practitioners’ to find appropriate grey literature.
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Key informants invited to participate in a phase 1 interview were an additional source of documentation
such as, service and training needs analyses, education curriculum role descriptions and governance
frameworks.

24 Phase 1 Key Informant Interviews

The aims of these interviews were to:

. map the extent of the implementation of ANP roles in primary care across Scotland from an
organisational perspective

. understand their expected impacts

. identify facilitators and challenges/challenges to their implementation

. test the identified ANP programme components

. identify health boards to be included in phase 2 of the case study.

2.4.1 Identifying and recruiting key informants

A snowball approach was used to identify potential key informants. Directors of Nursing and PCTF
project leads were first emailed an invitation to participate in the study and/or nominate others who
might be a key source of information. Roles included: primary care leads, Directors of Nursing, ANP
leads, educational staff and clinical leads both medical and nursing. Nominated others were then
emailed the study invitation. All non-responders were sent a second email invitation as a reminder.
Those confirming an interest were sent the case study Participant Information Sheet (Appendix C) and a
Consent Form (Appendix D). Those who agreed to be interviewed were asked to complete the consent
form prior to interview.

An interview schedule (Appendix E) was developed based on the SSPC Evaluation Framework Phase 1
research questions (Appendix A) and the identified components of an ANP Programme. The former
related to the intervention theory and expectations of change (Box 2.2). The latter related to context,
mechanism and outcomes identified as potentially important (Box 2.3).

2.4.2 Data collection

Key informant interviews with the researcher were conducted either face-to-face or by telephone. Prior
to data collection, permission was sought from key informants to audio record the interview. The
interviews were subsequently transcribed verbatim and depersonalised.



Box 2.2 Research Questions based on Phase 1 of the SSPC Evaluation Framework

Intervention Theory and Expectations of Change

. What are the new projects and how do these build on previous work?

. Have the intervention/projects been designed, developed or adapted to the specific context
of the local area? If so, how has this been done?

. What are the key components of the different interventions/projects?

. Are these likely to change over the life of the intervention?

° What are the expected impacts in the short, medium, and long-term? (If not raised ask

specifically about reducing inequalities, dealing with multi-morbidity or ageing patients and

effects of staff (including General Practitioner GP workload).

. How do the stakeholders think these impacts are going to be achieved?

. What is the evidence to support this?

Box 2.3 Research Questions Based on the ANP Programme Theory Components

Context

Mechanisms

Outcomes

What are the key drivers for
implementing ANP roles in
primary care?

What is the role of the ANP and
who undertook this role previously?

What has been the impact on
the primary care team?

What are the policies and
legislation obligations?

What competencies do ANPs need
and how are these developed?

What has been the impact on
the ANPs?

What national and local
leadership are available?

What funding is required to
implement ANP roles?

What has been the impact on
the service?

What is the primary care and
General Practice culture?

What systems are in place to ensure
quality governance?

What has been the impact on
the organisation?

What are the needs of remote
and rural or urban populations
and models of primary care?

What indicators are used to
evaluate impact?

What are the long-term
goals/vision for primary care?

What are the associated
challenges and facilitators?

What are the associated challenges
and facilitators?

What are the associated
challenges and facilitators?

2.5

Phase 2 Key Informant Interviews

The aim of these interviews was to explore in more-depth (the ‘deep dives’) a purposively selected

sample of health boards, which was agreed with the SG. The selected sample of health boards was

based on those at an early or more advanced stage of ANP implementation, across a range of urban,

rural and island settings, and that had a range of key informants who were willing and available to

participate in the second phase of the study. Interviews with key informants in these boards sought to

ascertain the lessons learned and the impact of ANP role implementation.

The interview schedules for those key informants who had been interviewed in phase 1 specifically

focused on the SSPC Evaluation Framework research questions (Appendix A):

e What impact(s) has the ANP role had in relation to the expected impacts?

e Has the ANP role and the expected impacts changed over time?

e Have there been any unintended negative consequences?

e  What is the key learning that needs to be shared?
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e Which ANP roles seem worth scaling up and spreading?
e How easily can these be implemented?
e How sustainable are these likely to be in the long-term?

The interview schedules for a sample of additional key informants from primary care teams covered the
same topics as Phase 1 but the questions were rephrased to account for the roles of the key informants
(Appendix E).

2.5.1 Identifying and recruiting key informants

A purposeful sample of the Phase 1 key informants were selected and invited to participate based on
their demonstrated in-depth knowledge of ANP implementation from their organisation’s perspective.
Thereafter, a snowball approach was used to identify and recruit new key informants from primary care
teams. Through a relevant member of each board an invitation was extended specifically to ANPs, GPs
and education staff. The approach used to obtain informed consent was the same as the approach in
Phase 1.

2.5.2 Data collection
Data were collected during telephone or face-to-face semi-structured interviews or focus group
discussions. Subject to their agreement, interviews with key informants were audio recorded. The audio
recordings were subsequently transcribed verbatim and depersonalised.

2.6 Data Analysis and Synthesis for Phase 1 and Phase 2

A background literature review enabled the development of the ANP programme theory statement and
components (appendix G). Data were extracted deductively using the themes: intervention, contexts,
mechanisms and outcomes as a framework using realist evaluation principles”®.

e intervention related to the ANP role and the model of primary care that they were delivering,
e context included the themes political, professional, and primary care

e mechanism related to the implementation of ANP roles from introduction, implementation, and
evaluation

e outcome recognised that there will be different outcomes for different stakeholders e.g. the
team, the patient, the ANP and the organisation.

Data from the phase 1 interviews were also subject to a qualitative descriptive approach °. Data were
extracted using the SSPC Evaluation Framework (Appendix A) and the programme theory components
described above as a framework. The local documentation obtained from key informants either added
to or verified the interview data contributing to the qualitative descriptive summary of ANP role
implementation in each health board. These data were then synthesised and presented as a series of
descriptive summaries that outlined the local context, mechanisms and anticipated or actual outcome
for ANP role implementation in each health board from an organisational perspective. To ensure
accuracy, key informants were asked to review the descriptive summary to which they had contributed,
and permission was requested to use any quotes. The results informed the context for, and
interpretation of, the findings of the case study and contributed to the ongoing development of the
programme theory of change.



In addition, the data from phase 1 documentation and interviews were tabulated and the reported
‘status’ of each identified ANP role implementation across the 15 Scottish Health Boards was
assessed using a implementation staging system. Classification was as implemented; in the planning
stages/ not yet fully implemented; or not got off the ground/implementation had been stopped.

This informed the selection of the ‘deep dives’ for phase 2 of the study.

All phase 1 and phase 2 interview transcriptions for the selected ‘deep dives’ were uploaded to NVIVO 11
and grouped together within each selected health board. A framework approach! was used to analyse
these in relation to the SSPC Evaluation Framework (Appendix A) and the ANP programme components.
For each ‘deep dive’, the analysis considered what context had helped or hindered implementation and
impact. Each case was recorded as a detailed narrative. These narratives were then used to identify
contextual factors that were common across the ‘deep dives’ and the associated mechanisms and
outcomes. This cross-case comparison and synthesis allowed the final refinement of an ANP programme
theory that might explain why implementation of ANP roles might work better in some contexts than
others.

2.7 Ethical Approval

The University of Stirling General University Ethics Panel approved the study (06/06/17). Permission to
approach staff to participate in the study was obtained from all 15-health boards in line with their
governance arrangements.



3. LITERATURE REVIEW FINDINGS

This chapter summarises the findings from 54 international peer-reviewed research studies relevant to
ANP roles on primary care.

3.1 Literature Search Results

A total of 3476 publications were identified after removal of duplicates, 2852 abstracts were screened,
122 full-texts were screened, and 54 published studies met the selection criteria > (Figure 3.1). Of
these, 24 studies employed a qualitative design 1215719.20,23,29,31,34,36,37,40,42,45,46, 48,50,56,58,59,62,64, . 17 were
guantitative non-randomised studies, 7 were literature reviews, 5 were mixed methods studies, and 1
was a quantitative descriptive study. Most studies were conducted in the USA (31%) 12142527,28,30,33-
35,50,52,54,55,58,61,62,65' Canada (19%) 15,22-24,29,31,41,51,56,57 and the UK (13%) 18,37,40,45,48,49,59' Others included
Australia 174238086 Bahrain %3, New Zealand **2%38 and Sweden 133664,

The included studies focused on exploring healthcare professionals, including nurse practitioners, and
patients’ experiences of the ANP role; identifying factors influencing implementation of the advanced
practice role; defining the ANP role and governmental policy in relation to the ANP role including
regulation, reimbursement and workforce management.

The advanced practice role mainly focused on Nurse Practitioners. The ANP role was diverse with nurses

working directly with patients with both acute and chronic conditions in primary care. The scope of the

ANP role was varied and included: assessment 171928394157 diagnosis 1924:39,41,47,51,52

17,30,39,41,51,61

, prescribing
, ordering tests 1924394152 ‘health promotion and prevention 1323324157 patient education
15,19,23,28,29,3241,47,5253.82 4 dministrative and managerial activities 1232852535767 resource for colleagues

(e.g. consultation) ¥37515287 gnd working with underserved or vulnerable populations
12,20,23,29,32,37,41,51,61,67

Most of the nurses described within the included studies had a post-graduate qualification (Master’s
degree or higher) or had extensive experience or significant training beyond their undergraduate degree,
which enabled them to practice in an extended role. ANPs were described as working at a level of
independent practice in 14 studies 1417,283032,34,36:46,47,51-53,58,60 |yt also had an inter-professional

13,15,17,25,29,31,34,41,47,

collaborative role >1-53,57,60.6267 Al ANPs were working in primary healthcare settings,

32,42, 59 12,19,37,46,60,

including general practice and community care 6 ANPs worked specifically in rural

settings in 7 studies 12,15,17,19,20,29,41

3.2  Facilitators to Implementing ANP Roles
The 54 papers were categorised as facilitators or challenges to implementation of the ANP role and then
coded in relation to 19 predefined codes, based on the Yorkshire Contributory Factors Framework 8,
(Appendix F). Any data identified that did not fit into any of the predefined codes were initially categorised
using an additional code (‘other’). We used inductive coding approach to develop themes and subthemes
from these additional data. A total of 371 facilitators were extracted across 54 studies. Multiple facilitators
were identified within each study, ranging from 1 - 27. These were mapped to 17 of the 19 of the
predefined codes. No studies referred to active failures or design of equipment and supplies as facilitators
to implementation of the ANP role (appendix F).
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The most frequently reported factors that facilitated the implementation of the ANP role were:

= team factors in 31 studies
= individual factors in 25 studies

12,15,17,19-24,28,32,34,37,41,43,45,48,51-53,55,56,60,66,67

12,15,17,19,21-24,26,28,29,32,34,36,37,41,43,47-49,51-53,55,58,62,65-67

The frequency of identification of each of the pre-defined facilitators (including the code ‘other’) is

summarised in Figure 3.2.

Factors categorised as equipment and supplies ®°, management of staff or staffing levels
23,47

bed management 1853

or support from central functions

2342 scheduling or

were infrequently reported (Table 3.2).

Figure 3.2 Donut Chart Showing the Percentage of Codes Categorised as a Facilitator to the
Implementation of ANP roles using the Yorkshire Contributory Factors Framework (54 studies)
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The ability to collaborate 121521.22:26,29,52,53,58,6567 and develop trust and have good relationships with
doctors and other colleagues 17/19:22:243247.51-53,55 \yere ‘central to the success of the ANP role integration’
(Burgess, 2011, p300)%. Support of the role from doctors, nursing colleagues and other health
professionals 1%21,23:2432,34,40,41,43,47-49,51,52,62 \y 55 also a key facilitator. Doctors’ positive beliefs and attitudes
about ANP competence and the scope of practice were also indicated as facilitators to integration and
implementation of the ANP role 8283637.5255,

The main individual factors described by the studies were the strengths, in relation to skills and abilities

which ANPs could bring to their role in primary care 17:21,24.28,32,34,37,41,45,51,56,67
10

including their knowledge-



base 1723346667 |ndividual qualities were highlighted such as ‘adaptability, their ability to provide routine
primary care with ease, and the benefits of their unique nursing approach to patient care.’” (Kraus, 2017,
p286) 3. Previous experience that health professions had of working with ANPs in primary care 1532485255
in addition to the experience ANPs brought to the role assisted implementation 3*°%¢° . As ANPs developed
experience in the role they gained confidence in their abilities to carry out tasks and collaborate with
colleagues helping them to integrate into their role in primary care 1737:5259,

Those references coded as ‘other’ facilitators mainly referred to continued funding of the role in terms of

t 12,23,24,31,42,46,52,54,60

salaries and financial reimbursemen in addition to planning for the role integration and

role negotiation based on the needs of patients, colleagues and organisations 222437404853

3.3 Challenges to Implementing ANP Roles

Using the Yorkshire Contributory Factors Framework & challenges were mapped to the 19 predefined
codes in relation to the reported challenges to implementing the ANP role (Table 3.2). Inductive coding
was used to develop themes and subthemes from codes that were categorised as ‘other’.

A total of 536 challenges were extracted across 54 studies. Multiple challenges were identified within
each study, ranging from 3 - 41. These were mapped 16 of the 19 of the predefined codes. Active failures,
scheduling and bed management or design of equipment and supplies were not reported as challenges to
implementation of the ANP role. The frequency of identification of each of the pre-defined challenges
(including ‘other’) is summarised in Figure 3.3.

The most frequently reported challenges to the implementation of the ANP role were:
Team factors (i.e. the ability to collaborate and nature of relationships across different professional
groups) in 39 StUdieS 12,15,17,19,20,22-26,28,29,32,36-42,45-53,56,58-60,63,66,67

Lines of responsibility (i.e. whether there were clear understanding of and boundaries regarding the

professional role and associated responsibilities) in 31 studies *»*31°17:19-29,32,36-38,40,41,45,47,48,52,53,56-59,63,66

Studies rarely referred to quality and safety culture 2>52 or equipment and supplies >?* as general
challenges or as challenges to the implementation of the ANP role (appendix G).

There were a number of subthemes arising within the ‘team factors’ category. For example, several studies
described challenges such as a lack of awareness of the role 20.2232385256:66 gnd acceptance of the role from
doctors and other health professionals 262932:37.485152 Qne study described this as a ‘constant battle to be
recognised’ (Jakimowicz, 2017, p9) 2.

Difficulties or tensions in the collaborative relationship were identified across a range of studies.
Resistance to the implementation of the ANP role arose from both inter-professional (e.g. general GPs;

consulta ntS) 23,24,29,32,36,37,39-41,50,52,53,55,60

, and intra-professional groups (e.g. NP colleagues) 223640,
Consequently, some studies reported that team members were reluctant or refused to work

collaboratively with ANPs for example declining referrals or sharing information 1%17:23:29,32:40,

Themes arising within lines of responsibility described challenges such as restrictions being placed on

the ANPs responsibilities and scope of practice including their ability to work autonomously and with
accountability13,21,24,28,29,32,37,40,41,45,48,52,53,56-59
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Figure 3.3 Donut Chart Showing the Percentage of Codes Categorised as a Challenge to the
Implementation of the ANP role using the Yorkshire Contributory Factors Framework (54 studies)
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A lack of awareness and confusion existed around the scope of practice, professional boundaries and
legal status of the ANP role. Ambiguity about the role in practice led to uncertainty from the perspective

of employers, doctors, nurse colleagues and other health professionals 131>20:22-24,26-28,32,36,38,40,41,47,48,52,56-

59,63,66

Factors coded as ‘other’ primarily referred to challenges in relation to uncertainty about the
continuation of funding for the role 17-20.23:2438,40-42,56,57.59 gn( financial reimbursement, current
arrangements for primary care practitioners had the ability to cause uncertainty about the financial
sustainability of ANPs due to loss of income 222447:5253,56,59,60 in some cases creating financial

competition between doctors and ANPs 17:21:24:39,58

3.4 Summary
The review identified 54 studies which described a wide range of facilitators and challenges to the
implementation of the ANP role. Over half of these studies (57%) were conducted in North America.
The most commonly reported facilitators reported in these studies included:
e Team Factors — good relationships and the ability to collaborate with colleagues, in particular
doctors, were paramount to implementation.
e Individual Factors — previous experience of health professions working with ANPs and the
experience, confidence, skills and knowledge base the individual ANP brought to the role.

The most frequently reported challenges reported in these studies included:

12



e Team Factors — a lack of awareness and acceptance of the role from colleagues caused
difficulties, as did significant resistance to implementation of the role mainly from
doctors.

e Lines of responsibility — ambiguity about the role and scope of practice were related to a lack
of understanding about the role from colleagues and had a negative impact on
implementation. Specifically, ANPs were restricted in their role, and limited in their
independence within their practice.

Additional (‘other’) themes that were frequently identified as both facilitators and challenges were
focussed on appropriate funding and adequate resourcing. For example, certainty about continued
funding facilitated implementation, whereas continuing problems with financial reimbursement
proved difficult to overcome.
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4. PHASE 1 FINDINGS

This chapter summarises the findings from the:
e background literature review of international literature and national documents
e combined review of 68 national and local documents and websites relevant to the
implementation of ANPs in Scotland and 44 interviews with key informants across 15 Scottish
heath boards.

A background literature review informed the development of programme theory of change and
programme components and included: 7 systematic literature reviews of ANP role in primary care, 2
evaluations and 2 national documents related to ANP role implementation 3%7282,

Of the national and local documents reviewed during this phase of the study, 20 were obtained from
searches of websites and 48 from key informants. The documents reviewed included: correspondence
from government to health boards; national reports; job descriptions; terms of references; competency
frameworks; education curriculum; clinical supervision policies; assessment guidelines and governance
frameworks.

The 44 key informants interviewed represented the SG, Royal College of Nursing (RCN), NHS Education
Scotland (NES) and Scottish NHS Health Boards (Table 4.1). Seventeen of these interviews were
conducted during face-to-face meetings and 27 interviews were conducted over the telephone. Table
4.2 shows the role of key informants interviewed. For the purpose of attributing quotes in reporting the
study findings, each key informant was coded as P with a unique numerical identifier (e.g. P1).

Table 4.1 Number of Phase 1 Key Informant Interviews by Organisation

Organisation Number of Key Informant Interviews

Government, National and Professional Organisations 6

NHS Ayrshire & Arran (A&A)

NHS Borders

NHS Dumfries and Galloway (D&G)

NHS Fife

NHS Forth Valley

NHS Grampian

NHS Greater Glasgow & Clyde (GG&C)

NHS Highland

NHS Lanarkshire

NHS Lothian

NHS Orkney

NHS Shetland

NHS Tayside

NHS Western Isles

N(RIWIRLRIN|IPIPDPRIPIWWINIERININ|P

NHS 24

TOTAL

=
=Y
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Table 4.2 Role of Phase 1 Key Informants

Role of Key Informants Number of Key Informants

Clinical Lead/Managers Nursing 11

Director of Nursing/Professional Advisor

ANP Lead

Associate Director of Nursing

Primary Care Medical Director/GP Lead

Education Lead

Primary Care Lead

Practice Nurse Lead

Clinical Lead/Managers Medical

General Practitioner

RN wW wlw[dluolo|o

Total

F
=Y

The findings from the analysis thematically, then synthesised and presented as a qualitative

descriptive summary, to ‘tell the story’ of ANP role implementation as required by the Scottish

Government and to address objectives related to exploring ANP role development and

implementation, their anticipated impact, facilitators and barriers. This provided an overview of:

the key drivers to the introduction of ANP roles in the health board

context i.e. location, population, numbers of ANPs in training

focus of ANP practice including: settings, role in relation to the 4 pillars of practice, patient
cohorts, those who had previously undertaken the role, if appropriate

funding

recruitment issues

educational and development

legislation, policies, accountability and governance

facilitators and challenges to implementing these roles

expected impact of ANP roles across range of stakeholders, health boards, primary care teams,
patients and ANPs

long-term goals and vision.

The key informants interviewed from each health board verified these qualitative descriptive

summaries, which can be reviewed in the Annex to this report.

4.1 Programme Theory and Programme Components

The background literature review resulted in a programme theory statement and programme theory

components, made of a high-level context, mechanism and outcomes (Appendix G). The high-level

programme theory states:

‘Scotland'’s national agenda aims to transform primary care services through multi-
disciplinary teams that include Advanced Nurse Practitioners who have had necessary
academic preparation, clinical competency development and effective supervision to enable
them to become competent and confident Advanced Nurse Practitioners able to deliver
sustainable, high quality primary care services and primary care vision.’
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4.2 Introduction of ANP Roles in Primary Care in Scotland set in context

4.2.1 Key drivers of the ANP role

ANP roles have existed since the 1980s initially in the USA, where they were known as NPs, and in the
UK since the 1990s 8. Consequently, some informants were aware of the large body of international
evidence that suggests that nurses in primary care, including ANPs, NPs and PNs, can be effective and
efficient substitutes for some elements of care traditionally delivered by a primary care doctor. This
evidence was supported by our background literature review.

The literature indicated that ANPs provided care across a range of primary care services including
provision of care at the first point of contact for patients with undifferentiated health problems, mostly
minor illness, urgent care, and long-term conditions management. These reviews suggested that nurses
provided:

e improved access and reduced waiting times 7’

e equally or possibly even better quality of care compared to primary care doctors ”°

e higher levels of patient satisfaction compared to primary care doctors 7376777981

e a higher probability of greater length of consultation 73777981

e similar process of care &

e outcome results that were at least similar to physicians’ for managing the course of disease
when following structured protocols and validated instruments 7

e equivalent or better patient outcomes 7374767781

e potential cost savings 7

e similar utilisation of resources including number of prescriptions, investigations, referrals,
admissions (with the exception of investigations, which were greater for nurses), and return
visits 7&7981,

In the USA, 78% of NPs work in a primary care setting 3. In Scotland their development initially focused

on roles within acute settings in response to the European Union’s Working Time Directive

(2003/88/EC), formerly 93/104/EC of 23 November 1993, which addressed reduced availability of junior

doctors and the need for senior clinical decision makers .

One catalyst contributing to the development of ANP roles in primary care in Scotland was the NHS
General Medical Services Contracts (Scotland) Regulations 2004, which allowed GPs to opt out of
providing out of hours (OOH) care 8. The resulting shortage of GPs delivering OOH care provided nurses
with the opportunity to develop the advanced practice role in this area.

The ‘Modernising Nursing Careers’ initiative in 2005/06, led by the nurse leaders in all four UK countries,
aimed to support nursing careers to enable healthcare reform and improvement *. This initiative led to
the development of an ‘Advanced Nurse Practitioner Toolkit’ to support consistency and benchmarking
of advanced practice roles &.

A review of urgent and OOH care? reiterated the potential contribution of ANPs in primary care and
recommended national consistency in relation to: a definition of ANPs role description
competencies; education; and remuneration.

In 2015, the Chief Nursing Officer of the SG convened a National Advanced Practice group to take
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forward these recommendations and to build on the work from the modernising nursing careers
programme “. In June 2016 national agreement on what defines an ANP in Scotland was achieved 72
This stipulated that ANPs should be: educated to master level (minimum PgD, attaining 120 credits at
Scottish Credit and Qualifications Framework Level 11); aligned to level 7 of the NHS career framework
and agenda for change band 7; non-medical prescribers; assessed as competent in their area of practice.
The non-medical prescribing qualification was a recordable NMC qualification however; the title of ANP
was not ¥,

The national definition stated that ANPs should have advanced-level capability across the four pillars of

practice:

. clinical practice

. facilitating of learning

° leadership

. evidence, research and development.

It was anticipated that: facilitating learning responsibilities would include education, mentorship and
clinical supervision of other nurses and team members; leadership roles would encompass leading
services or teams, whilst research related activity would involve delivering evidence-based care,
recruiting research participants, or leading research.

There was a set of core national clinical competencies >, which reflected the freedom and autonomy

to undertake:

° comprehensive history and clinical assessment, including physical examination of all systems
and mental health assessment

. differential diagnosis, including dealing with undifferentiated client groups across all ages

o investigations including requesting, interpreting and acting on the results

. treatment plans including non-medical prescribing and using appropriate evidence-based
practice

. admission, discharge and referral, including working collaboratively with appropriate

healthcare professionals.

Recognising primary care as a specialty, competencies frameworks were being developed by health
boards across a range of roles in primary care including general practice, OOH and community settings.
These were based on the national ANP competencies ®> and the Royal College of General Practitioners
(RCGP) ANP competency framework %,

The unprecedented challenges faced by primary care in Scotland included increasing workload caused

by the escalating number of older people and people with long-term conditions, as well as policy drivers
designed to provide care closer to people’s homes, keep people well at home, and shorten hospital stay
8 The 2018 GP contract has set a new direction for general practice in Scotland with the aim of reducing
the GP workload through the expansion of the primary care multi-disciplinary team . To support the
‘new direction’ the development of advanced practice across all nursing, midwifery and allied health
professionals has been embraced both nationally and at health board level. Against this background, the
need for a consistent approach to ANP education and development was identified > which would address
the shortage of ANPs with the appropriate competencies.
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These challenges, echoed by the key informant interviewees across all the health boards, were
identified as the main drivers for ANP implementation. However, most key informants emphasised that
the key driver related to GP recruitment, retention and retirement issues. Having first emerged in the
OOH GP service due to general medical services contract changes, this problem had now increased 2°. In
response, to meet the health care needs of the local population, some health boards, including Forth
Valley and Tayside, reported the creation of multi-disciplinary primary care teams in health board
managed general practices that included ANPs.

Most key informants commented that ANPs could offer patients appropriate access to primary
healthcare, particularly when they did not necessarily need to see a GP. Many key informants reported
that the overarching aim was for a patient to ‘be seen’ by the right professional, at the right time (24/7),
and in the right place, which might be face-to-face physically, or remotely, by telephone or video link. It
was recognised that the changes in primary care were occurring in the wider context of an evolving
health service:

‘It’s not driven by, let’s give GP work to non-GPs, but also the reality that, over time, there's

no such thing as GP work and nurse work and consultant and hospital work and so on. It

fails to recognise the complexity of life and the flow where, if we look ten years ago at what

consultants or specialists in the hospital did and what GPs did, it's quite different from what

they do now.’

P5

4.3 Implementation of ANP Roles

4.3.1 Identified ANP roles

According to the latest primary care workforce survey conducted by the Information Services Division
(ISD) of NHS National Services Scotland, their estimated number (headcount) of registered nurses
employed by 82% of general practices (n=774) in Scotland was 2,297, representing 1,541 Whole Time
Equivalents (WTEs), of these approximately 10% were ANPs® . The survey also highlighted that there
were 290 registered nurses (101 WTE) in general practice OOH services, and of these 39% were band
7 i.e. ANP equivalent. Until recently, there was no obligation for independent general practices to
supply this workforce data to the ISD. This has now changed; as from 1 April 2018 general practices
were contractually obliged to supply workforce data, including ANP numbers.

At the end of the phase 1 scoping exercise it was not possible to quantify the number of ANPs in primary
care settings in Scotland as few boards could accurately identify how many ANPs were working for
independent general practices. Additionally, some boards reported the number of ANPs employed
whilst others reported the number in terms of WTEs. As the Scottish ANP definition and criteria were
fairly new >, informants reported that the picture from health boards and in general practice was mixed
with nurses who:

o fully met, or exceeded, the national criteria

e were in training in order to meet the national criteria

e were practicing at ANP level but did not meet the national criteria

e had the title of ANP but did not meet the national criteria.
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Table 4.3 Approximate Number of ANP Roles in Primary Care Settings across 15 Scottish NHS Health Boards

Identified Number in Role

General
Health Board |Date data | Population Dedicated Estimated ANP in In Training Future Plans
collected Size ANP Number of Community/ (Additional)
(approx.) % Lead ANPs in OOH
GP Practice
Ayrshire & Arran 11/17 367,000 1 30 13 4 Additional 10 ANP trainees per annum
Borders 01/18 110,200 8 1 1 ANPs in OOH, 3 GP attached ANPs, and
6
Community Hospital ANPs
Dumfries & 08/17 148,190 8 13 Additional 4-6 ANPs per annum
Galloway
Forth Valley 08/17 300,000 20 8 2 Additional 15 for independent general
practice, 5
health board general practice and for
OOH
Fife 03/18 280,000 1 Not Known 12
(Seconded) (Community/00
H)
Greater Glasgow 08/17 1,200,000 1 30 15 6
& Clyde
Grampian 07/17 500,000 2 67 ANPs across the health boards 38 ANP Ongoing OOH training programme and
(1 OOH and including OOH, general practice, trainees Advanced Care Academy
1 primary community and acute services plus across health
care) unknown number of GP board
employed ANPs
Highland 09/17 320,000 ANP Lead 43.77 WTE ANPs in OOH,
OOH community and primary care 16.19 WTE
settings plus unknown number
of GP employed
ANPs
Lanarkshire 10/17 563,000 1 Not Known | 4 9
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Lothian 12/17 800,000 2 3 9 29 Additional 90 GP attached ANPs
(1 Advanced
Practice and 1
primary care)
Orkney 04/18 21,500 6 6
Shetland 01/17 23,000 3 WTE 2 5.1 WTE Additional 11.8. WTE ANPs to support
WTE care home
and range of primary/community care
services
Tayside 04/18 400,000 10 approx. (health 2
board general
practices only)
Western Isles 08/17 26,500 Not Known 23 NPs potentially supported to meet
national ANP criteria (16 x community
hospital/OOH, 7 x
Accident and Emergency/Minor Injuries)
NHS 24 08/17 N/A 3
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However, it was possible to confirm that there were ANPs meeting the national definition in all but 2 of
the 15 Scottish Health Boards (Table 4.3). The exceptions were Western Isles and NHS 24, but both of
these boards had nurses undertaking education and development to meet the national ANP definition
and criteria.

To ensure the future accuracy of this data, particularly as there was now agreed national criteria, health
boards were reviewing the workforce data they supplied to the Scottish Workforce Information Standards
Service in ISD and would only include nurses with ANP title who met the national criteria.

GG&C reported for example, instituting a three-stage process to achieve this. The job descriptions and
roles of those identified as ANPs were compared to the national competencies. GG&C were also
supporting general practices to achieve this.

4.3.2 Context

In terms of implementing ANP roles, two of the northern health boards, Grampian and Highland, had

established OOH ANP development programmes specifically created in response to the changes to GP
contracts for OOH services and the challenges of delivering OOH service in large geographical remote
and rural areas ®°.

Rural health boards such as Western Isles and Orkney had NP models in primary care to address the
specific capacity issues facing island health boards. This model was being developed into an ANP model
with some of these NPs working towards up skilling to the national ANP definition. Shetland was
reported to be the first health board to introduce an ANP Governance Framework and had been moving
to an ANP model of care since 2015. They had 4 ANPs who met the national criteria, with 7 others being
supported through training to meet the national criteria. A key difference between these scenarios was
that ANPs, with their competencies in advanced clinical decision-making, were more autonomous than
NPs and needed to refer less to a GP.

In the last 2-3 years a number of health boards have developed a coordinated approach for supporting
the introduction and implementation of general practice-attached ANPs in primary care. NHS Lothian, in
collaboration with local universities, has had an ANP Master’s level programme in place for
approximately 5 years. More recently, with the collaboration of local GPs, this programme has been
extended to focus on primary care as a specialty.

In 2016, the West of Scotland ANP ‘Academy’ was set up, supported by PCTF. (This has since become the
West of Scotland Advanced Practice Academy to incorporate nurses, midwives and health professions)
This body was made up of a number of health boards, including A&A, D&G, GG&C, Lanarkshire, NHS 24
and the Scottish Ambulance Service. Working in close collaboration with their general practices, the
academy’s role was to provide leadership to support ANP education and governance. Two tiers of the
‘Academy’ were envisioned including: a network of support, learning and professional development, and
a leadership group taking an overarching view of advanced practice. The intention was to add a North
and East Academy to cover all of NHS Scotland and a pilot of an Advanced Care Academy in Grampian
was part of this expansion.

Six health boards (A&A, Fife, GG&C, Grampian, Lanarkshire and Lothian) had employed ANP Leads
specifically to support ANP role implementation. Grampian had two dedicated leads one for OOH and
one for general practice. Likewise, NHS Lothian had two leads, one for primary care and one for

21



Advanced Practice, for all nursing grades and all specialties. Highland had an ANP Lead Nurse for
unscheduled care supporting the Remote and Rural Support Team. Other health boards had a senior
nurse who oversaw ANP implementation as part of a wider remit.

4.3.3 ANProles

The ANP roles involved delivery of emergency, urgent and intermediate care to both children and adults
in general practices, health centres and community locations including people’s homes, prison services,
nursing/care homes and community hospitals. The age of children seen by ANPs varied, few saw
children aged less than one year but in general, the lower age limit was 5 years. ANPs did not treat
women for pregnancy related health issues.

ANPs were undertaking elements of the GP role that were perceived by most informants as being ‘less
appropriate’ for a GP to perform, or ‘more appropriate’ for an ANP. It was a common perception that
ANPs were not ‘mini GPs’ but nurses with technical skills. For example:

‘So actually a lot of the nursing part is about what it is to be a nurse with technical skills.

But the technical skills should be directly comparable to anyone carrying out those skills.

And | would say the same about a physio or an OT. A chest exam’s a chest exam. If you

can’t do it properly, doesn’t matter whether you’re a doctor, nurse or AHP, this is patient

care and patient safety.’ P11

Whilst ANP roles were substitutions for elements of the GP role, there was recognition that the way
in which primary care was delivered needed to change:
‘However, there’s a recognition that [practices] have to change and work differently and
adapt, so the opportunities we had in these types of conversations within a primary context
are slower to emerge than they would be traditionally within an NHS context [...] so you’ve got
that cultural issue which is something that exists that’s there, but [here] | would say that our
working through these issues is probably as good as it gets. | think we’re having very mature
conversations with these things, and whilst disagreements do exist, they’re not fatally
disagreements, there’s no major issues, we get on with it. | think we are in a good place to
continue on that journey.’

P8

A number of general practices triaged appointments with ANPs running minor illness clinics. Triaging
methods varied with this role being carried out by ANPs, GPs or reception staff. However, in some
general practices there was no triaging or filtering of appointments and therefore it was more difficult
to distinguish between the GP and ANP role. Examples were reported in rural locations including
Highland and Shetland.

The clinical pillar of practice of the ANP role was the main focus with less emphasis on the leadership,
education and research pillars of practice. However, there were examples of ANPs being seen as
‘experts’ and sharing this expertise with other members of the primary care team. A commonly
expressed view was that experienced ANPs would ultimately provide the mentorship and supervision
required to train new ANPs.

There was evidence that specialist roles or new primary care services were being created around local
need or innovation that were less about GP substitution and more about transformation. For example,

22



GG&C had employed an ANP trainee with a specialist qualification in learning disabilities nursing to meet
the specific needs of clients in a residential home in the area. In the same health board, ANPs were
employed for specific roles in a GP cluster, for example, liaison with nursing homes or home visits. In
NHS Shetland an ANP was being trained to undertake minor surgery. NHS Lothian had employed an ANP
to attend to the needs of service users receiving ‘step down care’ in a 20 bedded unit catering for
patients no longer needing an acute bed but who were waiting for a care package, residential or nursing
home placement. In addition, Lothian was piloting, in two practices, ‘The Collaborative Working for
Immediate Care Service’ for patients requesting same day appointments. A multi-disciplinary team
including ANPs, NPs, advanced physiotherapists, a mental health community nurse and occupational
therapist, delivered this service.

Some ANPs were undertaking dual or triple roles. For example, some ANPs maintained their PN role. In
NHS Orkney, ANPs supported island communities where the general practices visited the islands 2 or 3
times a week but were not resident doctors. They provided first line universal care that included urgent
and emergency care, continuing care, and care for those with community nursing requirements 24/7
(two weeks on, two weeks off).

Some health boards, such as Forth Valley and Grampian, were exploring the possibility of rotating
ANPs across primary care settings including OOH and General Practices. There was a view that ANPs
were being developed with core decision-making skills that were transferable across these roles. In
NHS Highland an example of this approach was the multi-disciplinary rural support team where ANPs
had wide range of knowledge and skills enabling them to provide urgent and intermediate care and
essential cover for both GP day practice and OOH.

An important concern reported by some key informants was the need to be clear about the medical
support available to the ANP if it was required, particularly in community settings or remote and rural
areas:
‘You know, it is a much more advanced role and you are cast out on your own making that
decision in the house. Yes, you could pick up the phone and speak to a GP somewhere else,
or the doctor in the hospital, but often people don’t.’
P20

4.3.4 ANP backgrounds
According to the agreed national definition, ANPs were expected to be experienced practitioners and
most key informants reported that they expected ANP trainees to have at least 5 years post-graduate
experience in clinical practice. In addition, one informant reported that ANPs required certain personal
characteristics to deal with both advance practice and primary care culture including:

e a high level of motivation

e asubstantial commitment to learning

o flexibility and adaptability

e resilience

e ability to accept responsibility and make decisions

e being a team player

e a high degree of diplomacy.

Both ANPs and ANP trainees in primary care came from a variety of backgrounds including the acute
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sector, Accident & Emergency, general practice, and community. Generally, key informants believed
that nurses with acute backgrounds were well suited to OOH and those from general practice or
community settings had a good understanding of primary care. In relation to rural locations, it was
believed ANPs with community and general practice backgrounds were better suited to the more rural
locations, particularly where they were required to undertake dual or triple roles:

‘The community nurses on those islands, they need to be able to provide community

nursing, practice nursing, and emergency care. Alright, so they have got three...and that’s a

broad, generalist, very generalist nursing spectrum and there are very few, if any, unless

they’ve come from a similar background, of individuals that apply for the jobs that have got

that skillset.....now, if you then become a nurse practitioner on top of practice nurse and

community nursing and emergency care you then add on the diagnosis and the

management of general practice cases. That is, you know, that is another massive, massive

skillset that you’re asking them to do.’

P32

4.3.5 Funding

Funding arrangements for education and development of ANPs differed across health boards and
general practices. Funding covered all or some of the following: ANP salaries, university modules and GP
supervision. Whilst training needs were dependent on an individual’s previous experience and their role,
how the training needs were met in terms of the level of study leave, supervision and support, was
dependent on their employer, workload, and GP capacity to provide supervision and assessment.
Sources of funding included health boards, Health and Social Care Partnership, independent general
practices, and development funds such as the PCTF.

NHS D&G had collaborated with independent general practices and funded the total salary cost of ANPs,
GP supervision and university modules. It was estimated that this amounted to £125,000 per annum
(P11). No other costing exercises were shared with the research team. NHS A&A, in collaboration with
their independent general practices, funded GP supervision, university modules and 15 hours of back-fill
for study leave for the PN. Where general practices were training their own staff, practices were
covering some or all the cost as for example in the Borders, with occasionally health boards offering
access to academic modules as for example in Glasgow.

Additionally, the SG was investing £3million over five years to train an additional 500 ANPs *. Health
boards had been asked by the SG to provide NHS Education for Scotland with information regarding
training needs of the future ANP workforce. These funds will then be allocated to support ANP trainees to
undertake academic modules .

ANP trainees were generally on Band 6 rising to Band 7 pay scale once trained. Trained ANPs employed
by general practices would often be on a Band 8A of the pay scale. Concern was expressed about the
loss of ANPs who had been trained by health boards to independent general practices that offered
higher salaries.

4.3.6 Recruiting ANPs

Key informants across all health boards highlighted that it had become increasingly difficult to recruit
ANPs with the appropriate competencies and experience for the role in primary care. Consequently,
those that were recruited required additional education and development and/or orientation. This issue
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had been addressed in NHS Lothian with the development of specific education and development for
those ANPs coming to work in primary care without the relevant experience. Recruiting ANPs in remote
and rural settings was considered particularly problematic. One key informant described the supply of
ANPs in remote and rural areas as having been ‘exhausted’ (P43). As staff were consistently expected to
work unsocial hours, such posts were perceived by informants to be undesirable.

Recruiters to ANP posts in remote and rural locations also needed to consider the suitability of the
applicant for roles that tended to be more isolated and that required healthcare professionals prepared
to work with virtual team members. There was also a perception from key informants in the island
communities that these ANPs needed to be very resilient as they were required to negotiate the
challenges of working and living in the same community as the people they were caring for.

4.3.7 Recruiting ANP trainees
Most health boards advertised ANP trainee posts both internally and externally. However, A&A, D&G,
and Lothian advertised internally with the aim of up-skilling their existing PN workforce. These health
boards were working in collaboration with their GPs:
‘We’re trying to work really closely with GPs to try and support them in developing these roles
and, again, not just necessarily to replace doctors, but to develop a multi-professional
workforce.”
P16

ANP trainee posts for OOH were generally advertised externally. There were examples given by
informants, including Borders and GG&C, that some general practices had independently supported the
development of PNs who had aspired to develop their careers, or recruited ANP trainees due to the
recruitment difficulties highlighted above, and supported their individual development needs in terms of
both clinical experience and academic qualifications.

Recruitment to an ANP trainee post in some health boards included an assessment to check a
candidate’s ability to undertake both advanced practice and Master’s level academic work. The
recruitment strategy of D&G and Lanarkshire involved clinical scenarios to check candidates’ knowledge
levels. In Lothian, the level of a candidate’s decision-making skill was assessed via an Objective
Structured Clinical Examination. Depending on the conclusions of the assessment panel there were two
pathways the candidate could pursue. They were offered either a place on the Advanced Practice
Pathway and the Master’s in Advanced Practice or the opportunity to undertake a community-based
clinical decision-making module (30 credits at level 10) to prepare them for the Master’s level
programme. The universities had their own application process for entry into their ANP training
programme.

Recruiting ANP trainees from the PN population already in substantive posts meant they also continued
to undertake their existing role. Generally, externally recruited ANP trainee posts were substantive.
Some exceptions existed, for example, in NHS Borders and NHS D&G where the posts were limited to
the period of ANP training.

4.3.8 ANP education
The tripartite approach to the education of ANPs involved a combination of academic preparation,
clinical competence development and effective supervision. This required significant commitment
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and time from the ANP trainee, their supervisors and assessors to ensure competent and confident
clinical decision makers able to deliver safe and effective healthcare. . Typically, depending on
whether the level of educational attainment was a PgD or Master’s in Advanced Practice, it was
expected that this would be undertaken for between 2 and 3 years.

The PgD academic education focused on the development of competencies related to:
e clinical assessment
e clinical reasoning, judgement and diagnostic decision-making
e anatomy and pathophysiology
e non-Medical prescribing —V300
e leading, delivering and evaluating care
e practice learning/transferable work based learning process °*.

Completion of a research module and a dissertation were required to achieve a Master’s in Advanced
Practice.

The nature of core academic modules undertaken by ANP trainees varied across universities in relation
to module titles and credit levels, the latter ranging from 15 to 40 credits at level 11. The result was a
variation of content. This presented difficulties for some trainees who might undertake their academic
preparation in a number of different universities. The order of module completion was considered
important by a number of informants. The knowledge and skills required to prescribe medication
necessitates that the non-medical prescribing module should come after the anatomy and
pathophysiology, clinical assessment and decision-making modules .

Other additional modules might be required to be undertaken by some nurses depending on the
university modules credit level of the core topics. Optional topics highlighted included: clinical
leadership; minor injuries and minor illness; care of sick children; anticipatory care in long-term
conditions; and adults with incapacity. Most ANP trainees were from the adult branch of general nursing
and there was recognition from key informants that to work in primary care, these ANPs required
additional education in paediatrics and mental health. Palliative care was also highlighted as an
additional requirement by a number of key informants.

Some health boards had created their own education programmes that related to a specialty or a
specific aspect of ANP education and development. For example, NHS Grampian had developed an OOH
course; NHS Lanarkshire a 4-day leadership course that included: teamwork, values and behaviours,
clinical leadership, facilitating learning, and quality improvement. In remote and rural areas ANPs
completed a Pre-Hospital Emergency Care certificate, run by the British Association of Immediate Care
Scotland. This course was previously only available to doctors.

A number of health boards had developed competency frameworks to support the educational
development opportunities for nurses, including identification of an individual’s training needs and
creation of a personal development plan and assessment of competencies. For example, NHS Shetland
used an Advanced Practice Competency as part of their governance framework for workforce planning,
recruitment, education and development, and CPD arrangements. D&G had developed competencies
for a range of primary care and community services including: primary and community care, OOH,
community nursing and older people.
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4.3.9 Supervision and assessment

Clinical supervision necessarily varied depending on ANP trainees’ needs, stage of training and
competencies. However, it also varied depending on practice placement, resources, availability and
experience of supervisors. National guidance recommended that ANPs had effective clinical supervision
and support, through the use of competence frameworks and locally agreed supervision models (SG,
2017 TNMaHPR — Advance Nursing Practice). A number of health boards had developed criteria for ANP
work-based training places and supervision models that mirrored GP training. These included: A&A,
Lothian, D&G, Lanarkshire and Shetland. Supervision was generally staged, starting with shadowing a
GP, then being supervised by a GP, progressing to performing clinics or consultations independently but
with access to a GP for advice, ultimately ending in debriefing sessions with the GP. Once competencies
had been assessed, the ANP could then practice autonomously.

Key informants believed that the GP training practices tended to follow the medical model of GP
training; while this approach was valued some informants believed ANPs should also have an ANP
supervisor to ensure the ANP was being trained as an advanced nurse rather than as a doctor:

‘They’re definitely working in an advanced clinical skill set. Their learning is being supported

by a GP and as we go forward when we look at the assessment they should be assessed as

an advanced nurse practitioner and not as a GP. It’s all about recognising limitations,

practicing within your scope of practice and having an appropriate escalation so that they

would be able to escalate where appropriate if they were unsure of a condition or a

presentation.’

P28

In a number of health boards, including A&A, Lothian and D&G, general practices were funded in the
region of £8k per ANP per year to supervise ANP trainees. In other boards, for example, in GG&C
supervision was not funded but the health board paid ANP trainees’ salaries. In independent general
practices that employed an ANP who required education and development, for example in NHS
Borders, supervision was generally un-resourced. In general, a shortage of both GP and ANP supervision
was reported. This was particularly challenging in remote and rural areas. A pilot of the Northern
Advanced Care Academy, initiated by NHS Grampian, was exploring a way of addressing this by
employing ‘academy fellows’ specifically to address remote and rural challenges related to clinical
supervision and skills maintenance.

Additionally, the amount of funded study leave ANP trainees received varied and tended to be based on
level of resource and workload rather than training needs. For example, trainees in GG&C and Lothian
were offered 15 hours per week, whilst trainees in Shetland were offered 7.5 hours per week. In some
health boards, ANP trainees had supernumerary status in their first year of training. This tended to be
OOH ANP trainees employed by health boards as in, for example, NHS Highland. In NHS Grampian, ANPs
were supernumerary whilst undertaking the in-house OOH course and until assessed as competent in a
particular competency.

Advanced clinical practice work-based modules were competency based and required a portfolio
submission. Portfolios provided evidence of attendance at training events and reflective notes, reflective
learning logs, supervision meetings, and clinical assessment conclusions. The person conducting
assessments could vary depending on the competency being assessed. In some health boards,
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assessment of competencies was described as a basic tick list of competencies whilst in others it involved
a more structured approach with the use of tools and a range of methods such as:

e objective structure clinical examination

e direct observation of clinical skills

e mini clinical evaluation exercise

e case based discussion

e multi-source feedback from colleagues and service users

e significant event analysis.

4.3.10 Continuous Professional Development
CPD was a requirement of NMC revalidation, which must be evidenced every 3 years. A number of
health boards were still developing their CPD guidance for trained ANPs. There were also concerns from
some key informants about the robustness of CPD arrangement for ANPs in independent general
practices:

‘There are many ANPs who've been in post for about 5-6 years who have not been

systematically and reliably assessed on how they have kept up their competencies. And that

worries me.’

P25

The competency frameworks enabled the assessment of the ANP trainee’s clinical competence as they
moved through their training and could be used as a CPD tool to maintain their competencies. For
example, NHS Shetland used an ‘advanced practice competency verification check list’ when
appointing ANPs to identify CPD requirements.

Remote and rural health boards had additional challenges with CPD as ANPs could be working in
isolation and ANP roles tended to be wider in terms of their scope of practice. Innovative methods of
CPD were being used in NHS Orkney, including weekly virtual meetings with nurses and GPs where
discussions of clinical cases were undertaken. A multi-disciplinary approach was regarded as
important as elements of the role had previously been part of the GPs remit:

“...for me, the structures around the support mechanisms, the networks that support these

individuals [ANPs], ...they need to be multi-disciplinary.’
P32

The West of Scotland ANP Academy had developed a governance framework that included a range of
CPD methods and monitoring mechanisms °. They included:
e annual review of 10 clinical cases by line or clinical supervisor
e signed peer review a defined number of times per year
e clinical supervision including monthly meetings with their GP supervisor for case-based
discussion, clinical case note review and annual direct clinical supervision
e peer supervision including regular meetings with an ANP mentor

e line management supervision including team meetings, debriefing session for stressful events,
and annual appraisal.

These were intended to be prescriptive, but it was not clear how their adherence would be monitored
in the primary care setting. Additionally, the ‘Academy’ organised quarterly meetings with NHS Board
members to support CPD and networking. Health boards also required ANPs to undertake
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mandatory/statutory training, for example, child protection, moving and handling, and advanced cardio
pulmonary resuscitation.

4.3.11 Accountability and governance arrangements
A distinction has been made between management accountability and professional accountability *°.
Employer organisations were accountable for governance of employees, which included reporting any
professional issues to the regulator. Their external regulatory body, in this case the NMC, governs ANPs
in the same way as other registered nurses. They were expected to adhere to the standards of the NMC
code. The code states:
‘You work within the limits of your competence, exercising your professional ‘duty of
candour’ and raising concerns immediately whenever you come across situations that put
patients or public safety at risk. You take necessary action to deal with any concerns where
appropriate.’®

The national TNMaHPR programme set out to provide agreed national standards and its guidance
suggests ANPs be embedded in nursing governance structures, with clear lines of responsibility and
accountability leading through the professional nursing line. However, it was recognised by some
informants that where ANPs were working across traditional organisational boundaries there may be no
suitable professional nursing governance structure in place °. This was particularly relevant for ANPs
working for independent general practices where there may be no professional nursing structure. Some
informants perceived that ANPs in such settings might be professionally vulnerable or isolated.
However, most health boards employed a nurse leader to provide a support network to nurses in the
primary care setting.

There was recognition that ANPs were accountable for their actions in accordance to the NMC code. A
number of informants reported that ANPs were aware of the need to work within their competency
levels and seeking advice when necessary. This related to the common view that ANPs were good at
following guidelines, protocols and other standardised approaches to care. However, there was a
perception from GPs that it was the GP that had overall responsibility for patients in the practice,
suggesting that ANPs were not wholly autonomous:

‘I think there probably is some healthy value in having any clinician, in this case, at this point

in time, we’re talking about GPs, it might not always be but at the moment if it's going to be

a GP having overall responsibility. | think it is a bit analogous to the consultant in the

hospital that any one patient at any one time is under his or her care’.

P5

Professionally and legally, there were no barriers for ANPs relating to referring, admitting, discharging,
ordering tests or prescribing. A lack of understanding of the ANP role in acute settings occasionally
created difficulties for ANPs carrying out some of these tasks. Legislative barriers relevant to ANP roles
in primary care that may impede autonomous practice related to adults with incapacity; compulsory
detention or treatment under the Mental Health Act (1993); and certification of death 58, Nurses can
however, perform verification of expected and unexpected deaths.

Generally, key informants reported that governance arrangements for ANPs were still in development.
However, some health boards had developed governance frameworks. NHS Shetland had developed a
governance framework for the purpose of supporting the development of advanced practice roles at a
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strategic level as well as consistency in skill acquisition and self-evaluation °. It included the definition,
competencies, role and educational preparation for an ANP. Its framework also stipulated requirements
for clinical mentorship, clinical pathways, role impact evaluation and professional leadership.

The West of Scotland ANP Academy had also developed a governance framework 1%, This similarly
outlined competencies and their maintenance, line management, peer and clinical supervision
arrangements, and academic education and CPD. A challenge was however, monitoring how well these
governance arrangements were enacted in general practice by the academy.

Indemnity arrangements were generally the responsibility of the employer, whether this was the
general practice or the health board, and registered nurses had responsibility to ensure arrangements
were in place as part of their NMC revalidation 1°%, Concern was expressed that, unlike ANPs employed
by health boards, those employed by general practices may lack indemnity for undertaking home visits
or for on call, particularly when clinical support may not be available or lacked clarity.

As part of their governance arrangements NHS Highland was using an online database system ‘Clinical
Guardian’ to support the audit of clinical cases. This involved virtually reviewing ANP cases from the case
records, scoring them and giving feedback to the ANP, including any learning points. This was reported
as being well received by ANPs who were positive about its benefits as a learning tool

4.4 Facilitators and Challenges to ANP Role Implementation in Primary Care

The challenges and facilitators identified from key informants covered all stages of the implementation
of the ANP role from their introduction to evaluation. These have been grouped into categories based on
the Yorkshire contributory factors framework which included: communication systems equipment and
supplies, external policy context, design of equipment and supplies, individual factors, lines of
responsibility, management of staff and staffing levels, patient factors, physical environment, policies
and procedures, quality and safety culture, scheduling and bed management, staff workload, supervision
and leadership, support from centre functions, task characteristics, team factors and training and
education. % (Appendix F). Key informants generally expressed more challenges than facilitators.

4.4.1 Facilitators

External policy context - National leadership from the TNMaHPR programme and nurse leaders across
Scotland was commonly viewed as having provided a clear steer regarding ANP roles and education.
Specifically, the national definition and criteria for ANPs was regarded by the majority of key informants as
instrumental in developing better understanding of the role of the ANP as well as consistent and
appropriate educational programmes.

Communication - Involvement of GPs at all stages of introducing, implementing and evaluating ANP roles
was perceived as crucial by a number of key informants. Some reported that initial resistance from GPs had
reduced after they heard from colleagues about their positive experience and the benefits of having an ANP
in the team.

Management of staff and staffing levels - There was a view that the organic way ANP roles had evolved had
helped. GP Clusters had allowed flexibility to develop ANP roles across small practices in areas such as

nursing homes and community hospitals.
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Supervision and leadership - The leadership of Medical and Nursing Directors and senior management
teams was recognised by key informants as critical to the implementation of ANP roles. Dedicated
leadership to facilitate the development of ANP roles and educational solutions was highly valued by many
GPs and ANP trainees. The ‘Academy’ Model had enabled health boards to work in partnership to develop
ANP roles, competency frameworks, education and governance guidance and share experiences.

Team factors - Trust and good working relationships between ANPs and GPs were perceived as essential.
Up-skilling PNs who were known and trusted by GPs was perceived as a positive approach. Appreciation of
the role of the ANP by other members of the team was highly valued.

Training and education - Dedicated funding from the PCTF was helpful in enabling educational solutions to
support ANP role implementation. A coordinated health board approach to implementing the ANP role, in
collaboration with GPs, had helped progress educational solutions in primary care. Peer support and
networking offered by other ANPs was also helpful. Joint working between health boards and universities to
develop modules that were appropriate for primary care was important. Supernumerary status of ANP
trainees (i.e. OOH) until they had been assessed as competent was perceived as a safe and effective way to
train staff.

Quality culture and systems - Providing GPs with competency, education and governance frameworks had
supported the implementation of ANP roles.

4.4.2 Challenges
External policy context - The inconsistent use of the ANP title and lack of understanding of the
role could, potentially mean different standards of practice.

Physical environments -ANPs in remote and rural areas could experience professional isolation.

Individual factors - Educating service users and healthcare staff about the ANP role, and how to best utilise
them, could be problematic. This had for example, caused occurrences where other
professionals/departments were not familiar with the ANP role had not accepted referrals or requests for
investigations. There was a perception among some informants that some service users expected or wanted
to see a doctor, no supporting data was avaiable. This could be based on their views of traditional
professional identity and/or not understanding what an ANP was.

Lines of responsibility - The development of ANP roles in primary care had tended to focus on what ANPs
could take over from a GP rather that reviewing models of primary care and team responsibilities. There
was a perception from some key informants that some GPs did not understand advanced nursing practice as
an autonomous role that cared for the ‘whole’ person.

Management of staff and staffing levels - There was a shortage of trained ANPs with the appropriate
primary care experience. There were difficulties, particularly for small general practices, of funding an ANP
post or upgrading PNs. ANPs trained by health boards were leaving to work for independent general
practices for a higher pay band.
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Staff workload - There were concerns that ANP trainees who were up-skilling whilst maintaining a clinical
caseload did not have adequate study leave or supervision:
‘I think the difficulty we might have is that the nurses are absolutely shattered. | can...| saw
one of the nurses on the second module the other day and she’s just done another master’
module while she’s working full-time doing the advanced practice role and she looks
shattered.’
P26

Team factors - There were perceptions from key informants that other primary care team members i.e.
PNs, GPs and community nurses, were concerned about the effect the ANP role may have on their own
role. A few informants perceived some GPs were resistant to employing ANPs due to professional identity
issues and lack of proof of concept of ANP roles in primary care. An alternative perspective expressed by
some key informants was that, considering the ANP as the panacea to the GP recruitment crisis was causing
potentially unrealistic expectations about what an ANP could do.

Training and education - Regular updating of competencies could be difficult to support the depth and
breadth of some ANP roles, particularly in remote and rural areas where opportunities may be rare. The
cost of training an ANP i.e. study leave, modules, supervision, was considerable and not always fully
resourced. The different module titles and credit levels meant there could be some difficulties transferring
across different universities. Concerns were express by a few key informants that the emphasis on the
clinical pillar of ANP practice could mean less emphasis on the facilitating learning, research and leadership
pillars.

Supervision, leadership and support - Some health boards had difficulties finding supervisors or work-
based practice placements in general practice. There were concerns expressed by some key informants of
over reliance on GP supervisors/assessors who had limited capacity while at the same time there were a
limited number of ANP supervisors. In addition, clinical supervision was difficult for ANP trainees in
community or remote and rural settings. One concern expressed related to inconsistent standards of
mentorship, supervision and assessment, which in turn caused concern in relation to the robust evidencing
of competence. Overall most informants recognised the considerable time, commitment and effort of GPs,
education leads and ANP trainees to complete ANP education.

Support from central functions - IT systems were not accessible at point of care or connected and
therefore did not facilitate the coordination of person-centred care across primary care practices,
community and acute services. One informant highlighted lack of administrative support for ANPs working
across clusters.

4.5 Evaluation of ANP Roles in Primary Care

The evaluation of ANPs relates to their value in terms of what they bring to the role and whom they
affect. The expected impact of introducing ANP roles in primary care has been categorised on four
levels: organisational, team, service user and ANP. The evaluations have also identified some potential
unintended consequences, which are described below.
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4.5.1 The value of advanced nursing roles in primary care
A common view expressed by informants, both nurse leaders and GPs, was that ANPs brought an
additional nursing perspective, i.e. a holistic approach, to elements of the GP role that they were now
undertaking. For example:

‘The unique contribution of the nurse is about that comprehensive assessment, that ability

to do that holistic assessment and look at the person in totality and use their judgment,

their knowledge, their experience, that they gain through their training and as they go into

their role, around who are the key people that need to be involved in this person’s care,

including the person themselves.’

P1

However, key informants stressed, that they were not suggesting GPs were not holistic or person-
centred, but that they were under pressure to deliver essential care due to workload challenges. Some
key informants also suggested that, because of perceived professional typecasting, some service users
might interact differently with an ANP compared to a doctor:

‘But there’s something | think about a nurse being able to tease out other essential crucial

information that quickly gets to build up a picture and get to the heart of the kind of issues

that they’re needing to support that individual with........... And making them feel

comfortable that they will disclose.... It’s all down to communication skills.”

P6

The rationale given for these differences ranged from: nursing philosophy; different education,
development and practice experiences; the nurses understanding of the multi-disciplinary team
member’s role; and the interpersonal approach used by nurses. A number of key informants suggested
that ANPs undertaking home visits or working in community settings had more time than a GP.

It was also believed that ANPs were good at following protocols and clinical guidelines therefore
undertook comprehensive assessments, which was perceived as appropriate in terms of risk
management. A few key informants highlighted that this could be attributed to the level of competency
and confidence of the ANP trainee.

4.5.2 Expected organisational impact
From a national perspective it was anticipated that ANPs would contribute, as key members of the
multi-disciplinary team, to the delivery of primary care services that would >8%94102-105,
e be high quality, safe, effective, sustainable, equitable and affordable
e make the best use of available facilities, resources and people
e enable people to be cared for by the most appropriate professional, in a suitable setting, based
on their health needs.

Key informants were of the opinion that ANPs would contribute to future sustainable primary care
models. However, some highlighted that the service had been under strain for some time due to
workload and workforce challenges and that, whilst ANPs were believed to be part of the answer, this
was not a quick solution due to recruitment issues and the time it takes to train a new ANP. However,
key informants expected the impact of ANPs from an organisational perspective would be:

o delivery of safe, high-quality person-centred OOH and primary care services

e improved efficiency of primary care services
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e provision of ANPs to lead and be part of new models of primary care that were multi-
disciplinary, multi-sectorial, and that meet the healthcare needs of communities.

4.5.3 Expected impact on the team

From national strategies and policies and the perspective of key informants at this level, it was
anticipated that ANPs would enable future models of primary care delivered by multi-disciplinary and
multi-sectorial teams >8%°%192-105 '\yjth a focus on strong collaboration across professions and sectors,
ANPs would utilise their knowledge, skills and experience, to enable timely achievements for patient
outcomes and/or provide a point of access for other members of the multi-disciplinary team. There
was a view that this would allow GPs to ‘take on more complex patients’, acting in similar ways to
consultants in hospitals.

Key informants also anticipated that the ANP role would enable the creation of a multi-disciplinary team
of healthcare professionals that would provide flexible and appropriate primary care services for
communities. The expected impact on the team would be:
e toenable GPs to act as clinical leaders and manage service users with more complex healthcare
needs
e to demonstrate the benefits of a multi-professional primary care team in meeting the health
care needs of communities
e more appropriate use of the skills of the multi-disciplinary team
e improved availability of GP appointments for service users
e reduced reliance on GPs, particularly in nursing homes and community hospitals
e reduction in GP stress caused by increasing workload in primary care

There were both perceptions and reports, from a number of key informants, that some team members
including PNs, community nurses and GPs, were anxious about how ANPs would affect their own roles.
There was concern from a few nurse leaders that ANPs may be given the less desirable aspects of the
GPs role. Conversely, concerns were expressed by a few GPs that the ‘best bits’ of being a GP may
diminish. Also highlighted was the eroding of the GP role in remote and rural medicine.

4.5.4 Expected impact on service users

The national strategic perspective put forward the ambition that multidisciplinary team would enable
service users to be seen by the right professional, at the right time (24/7), and in the right place (either
physically or remotely). Access to services would be easier and faster, coordinated and customised
according to need. Like their primary care team colleagues, ANPs would be expected to support service
users, be informed and engaged in their care, contribute to anticipatory care and support self-
management in response to the individual needs of the service users 89102104105

Overall, some informants expressed the view that service users would receive the right care, at the right
time, from a competent healthcare professional. Others believed that advanced nursing skills should
equate to an enhanced quality of care. It was specifically anticipated that advanced nursing skills could
make an impact by providing:

e an enhanced service users’ experience and a holistic approach to primary care

e improved access to a healthcare professional in primary care

e enhanced continuity and coordination of care in community settings by reducing hand offs to

other member of primary and community teams
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e reduced referrals and waiting times for prescriptions by enabling nurses to prescribe

e support for people to stay well in their own homes and reduce unnecessary admissions
e reduced length of stay in hospital

e improved patient safety through comprehensive clinical and nursing assessment

e improved service users concordance to treatment

e increased secondary prevention activities where appropriate to the ANP role

4.6 Long Term Vision and Goals

From a professional strategic perspective the work of the national TNMaHPR programme would provide
consistent education, CPD and governance opportunities, to ensure ANPs were valued and supported
throughout their careers 72. Key informants believed that ANPs would benefit in terms of:

e the opportunity for clinical career advancement

e being enabled to reach their full potential

e improved job satisfaction.

Additionally, there was a perception that the nationally agreed ANP definition and criteria offered the
necessary framework for high quality, consistent education and development of new ANPs across
Scotland:

‘That has been amazing because it is clear now. It is clear what an advanced nurse

practitioner is. It is clear what they need to do. It’s clear what they band they should be at

and it’s clear the level of support they...are required, not just during their training but after

their training. They have to be allowed to have time for CPD. They have to be allowed for

time to develop.’

P25

The ‘Academy’ model was believed to have enabled ANP implementation by sharing good practice and
experience across health boards and general practices. Specifically, this would potentially enable:

e improved access to clinical supervision and CPD opportunities for existing ANPs

e enhanced employability, professional development and scholarship of nursing

e supported governance structures in primary care

e wider recognition and acceptance of the ANP role in primary care.

4.6.1 Potential unintended consequence
An increase in workload in both primary and secondary care was considered to be a potential,
unintended consequence of the ANP role due to:

e reduced admission to and early discharge from hospital

e increased referral to GPs from the OOH service

e increased admissions to secondary care.

Some key informants reported that these concerns had been investigated and that no evidence had
been found to support them. For example, the NHS Highland ‘Clinical Guardian’ online system, that
facilitates audit of ANP clinical decisions, found their ANPs used appropriate criteria for admitting
people to hospital (P20).
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4.6.2 Measuring impact of ANP roles

A national working group recently published a report detailing ANP specific metrics principles >%, The
report identified examples of outcome measures that related to safety, effectiveness and person-
centred care. The stated purpose was to identify the impact on patient outcomes and in particular, to
demonstrate the unique contribution of ANPs to health and care delivery. There was recognition
however, that further nursing research was required to develop these ANP specific four guiding
principles that should underpin these metrics were:

e the need for quantitative and qualitative metrics that enable triangulation of data

e that they should be based on key result areas/outcomes according to service needs

e the data should be available from existing systems

e there must be clear methods for displaying outcomes of ANP practice that align to the national
nursing assurance framework.

There was recognition that these metrics will vary according to the ANP setting and service
requirements. Examples of identified metrics included:
e Safe — complications; prescribing errors; serious adverse events; and near misses
e Effective — access to timely clinical decision-making; use of resources; hospital admissions and
readmissions; length of stay; use of investigations; timeliness of interventions; onward referral
and waiting times.
e Person-centred — patient experience; quality of life and social well-being; self-efficacy;
responsiveness to deteriorating patient; complaints.

Measurement of the activity or impact of ANP roles at health board level was underdeveloped. There
was common recognition from key informants about the difficulty in measuring the impact of ANP
roles in terms of clinical outcomes. Some were concerned that if the impact of ANPs cannot be
measured their role may not develop appropriately or exist in the future. Measures suggested as
being potentially useful and that reflected the national working group proposal included:

e patient experience

o staff experience

e prescribing patterns

e adverse incidents

e admissions to hospital by profession

e clinical decision-making.

Some health boards where ANPs had been in post in OOH for some time had undertaken audits of ANP
activity, patient experience and complaints. This included Highland and Grampian who had adapted the
RCGP OOH Clinical Audit Toolkit to support monitoring of ANPs. Borders health board were auditing
their ANP OOH pilot. NHS 24 was a data rich organisation with a management system for implementing
new patients that can monitor electronic health records and activity. An example of how this could be
useful was provided by Highland who had introduced an online system called ‘Clinical Guardian’ that
supported the governance process by enabling remote reviewing of health records and an audit of
services. This was being used for GP locums in addition to ANPs. Likewise, in recognition of the varied
roles undertaken by ANPs, NHS Glasgow & Clyde required ANPs to produce an annual report that
provided evidence of achievement of the objectives for their particular role. At the time of writing, only
the Grampian audit results were available (Appendix J).
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4.7 Long Term Vision and Goals

The key informants’ long-term vision for ANP roles was consistent with the national vision for primary in
the future 1°2. Thus, they expected an expansion of the multi-disciplinary team to ensure service users
have access to health and social care professionals with the appropriate competencies, in a timely
manner, and close to home. This would support holistic, person-centred, coordinated care that meets
the needs of service users and communities. The desired focus was on preventative, anticipatory, pro-
active care that supports self-management, responsibility and maintenance of health, in addition to
supporting those with greater dependency.

Long-term goals identified by key informants included:

e continuing to develop ANP roles where there was a service need and service users can benefit

o developing nurse led services in, for example, community teams and nursing homes

e improving the use of technology to support service user access to healthcare

e employing ANPs across all general practices, GP clusters and Primary Care Hubs (groups of small
general practices

e replicating the academy model across Scotland by creating three academies: West, East and
North of Scotland

e ensuring consistency of education, professional development and governance arrangements for
ANPs, supported by national competencies

e expanding competency-based approaches to quality governance to other nursing and advanced
practice roles.

4.8 Summary of Implementing ANP Roles in Primary Care in Scotland

The international evidence suggests ANPs can be effective substitutes for delivering some elements of
care previously delivered by primary care doctors. The key driver for the introduction of ANP roles in
primary care was to enable the creation of multi-disciplinary teams and new models of care to address
the GP workforce challenge and increased workload in primary care. Both a driver and a facilitator to
their implementation was the national leadership of the TNMaHPR programme and primary care
transformation initiatives.

It was not possible, however, to identify the exact number of ANPs as the TNMaHPR programme had
only agreed the national ANP definition and criteria in 2016. Additionally, there were no accurate
central or local primary care workforce records, although this was being addressed with all general
practices required to supply workforce data to ISD from April 2018. However, there was a shortage
across Scotland of ANPs with the necessary primary care competencies. To address this and the
recommendations of the TNMaHPR programme health boards and universities to develop
infrastructure to implement ANP education programmes some of which was aided by funding from
PCTF and SG.

Approaches to ANP implementation differed across health boards due to varying context. Remote,
rural and island health boards had already implemented NP models of care where nurses with
advanced clinical decision making skills had enabled challenges of delivering healthcare in these areas
to be addressed (large geographical areas and small populations). Additionally, those boards with
established NP OOH or ANP education and development programmes were able to progress quickly

with ANP role implementation. More recently, the establishment of the West of Scotland ANP
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Academy, a collaboration of 6 health boards, had been set up to provide leadership and a network of
support to progress the implementation of ANP roles in primary care. These health boards were
increasing the number of ANP trainees in primary care in close collaboration with GPs who provided
work-based learning placements and clinical supervision.

The national criteria for an ANP involved Master’s level academic preparation, clinical competency
development and effective supervision, which took 2-3 years to achieve. ANPs were reportedly taking
on elements of the GP role, delivering healthcare to adults and paediatrics in a range of primary and
community care settings, 24 hours a day/7 day a week. Roles included comprehensive assessment to
make a differential diagnosis, including dealing with undifferentiated client groups of all ages; treatment
of minor illness/injuries; management of long-term conditions; health promotion; anticipatory care, and
referral/admission to hospital. In some contexts, particularly in remote and rural areas, ANPs were
reported to be dealing with complex patients and pre-hospital emergency care. In some health boards,
new models of primary care were evolving with ANPs taking on new or enhanced roles for example in
care homes and same day appointment centres.

Reported key facilitators for implementing ANP roles in primary care in Scotland were - enabling
education and role development through, national and local professional leadership; and collaboration
between the health board, general medical practice and universities. Reported key challenges were - a
lack of understanding of the ANP role by some patient and GPs; concerns regarding how the role
affected other primary care team members; the length (2/3 years), time and effort required by ANP
trainees and GPs to develop necessary competencies; funding particularly affecting study leave and
clinical supervision; a shortfall in GP and ANP supervisors; and variable governance arrangements
including limited evaluation of impact.

4.9 Selection of the Tests of Change for Deep Dive Exploration

The identified tests of change were assessed using a staging system: those which were well
established and implemented; those still in the early stages of implementation; and those not got
off the ground of development. This classification was used to support the selection of case studies
in Phase 2 (not as a measure of board ‘progress’ on using ANPs). At the end of the scoping exercise
(March 2017):

o 4 were classified implemented including Grampian, Highland, Lothian,and Shetland

o 8 were classified partially implemented including A&A, Borders, D&G, Forth Valley, GG&C,

Lanarkshire, Orkney and NHS 24
e 3 were classified not started/stopped including Eileanan Siar, Fife, and Tayside.

Those health boards that were reported as implemented included remote and rural health boards that
had well established education and development programmes. These remote and rural boards may
have experienced recruitment challenges sooner than the non-remote rural and island boards. Those
health boards that were Partially implemented were generally those that were members of the recently
established West of Scotland ANP Academy. These boards had employed ANP leaders to specifically
support the implementation of ANPs. There was significant collaboration with general practice in these
boards. In addition, most of these boards had funded GPs to provide clinical supervision or fund ANP
posts.

38



Whilst those health boards that were ‘not started/stopped’ had ANPs in post, including some in health
board managed general practices, they had not yet initiated a coordinated approach to ANP education
and development across the health boards or in collaboration with general practice.

This assessment for all the tests of change is summarised in Appendix J. The status of these tests of
change, together with consideration of different contexts and approaches adopted by the health
boards, provided the basis of the selection of the deep dives for Phase 2. Those selected were:

o NHS ARA

e NHS GG&C

e NHS Highland

e NHS Lothian

e NHS Shetland.
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5. PHASE 2 FINDINGS

This chapter summarises the findings from the review of 4 local documents and interviews or focus
group discussions with 24 key informants representing the five selected ‘deep dive’ NHS Health
Boards, i.e. A&A, GG&C, Highland, Lothian and Shetland (Figure 5.1). Findings are presented as
descriptive summaries to report the perspective of ANPs and address the objectives regarding actual
impact of ANPs, scaling up and sustainability of ANP implementation. Framework analysis was used to
identify what worked for whom, why and in what circumstances.

Box 5.1 Scottish Health Boards: (red text indicates) the Five Boards chosen as 'Deep Dives'

NHS Scotland Health Boards

1 NHS Ayrshire & Arran

NHS Borders

NHS Dumfries & Galloway

2
3
4 NHS Westemn Isles
S NhSFife

6 NHS Forth Valley

7 NHS Grampian

8 NHS Greater Glasgow & Clyde
9 NHS Highland

10 NHS Lanarkshire

11 NHS Lothian

12 NHS Orkney

13 NHS Shetiand

14 NHS Tayside

Map of the territorial Health Boards

Of 86 key informants invited, a total of 19 participated in interviews, and a further 5 in a focus group
discussion. Table 5.1 summarises the number of interviewed key informants in relation to the ‘deep dive’
health board area. Table 5.2 shows the role of key informants interviewed across all five health boards.

Table 5.1 Number of Phase 2 Key Informants by Health Boards Area

Health Board Area Number of Key Informant
Interviews
NHS Ayrshire & Arran 3
NHS Greater Glasgow & Clyde 8
NHS Highland 3
NHS Lothian 5
NHS Shetland 5
TOTAL 24
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Table 5.2 Role of Phase 2 Key Informants

Role of Key Informant Number of Key Informants
ANP 10
ANP trainee 7
Clinical Lead/Managers Nursing 3
Education Lead 2
General Practitioner 1
Clinical Lead/Managers Medical 1
Total 24

The background of most ANP key informants was as a NP or PN in primary care, with some from
community or acute settings. Most had between 20 and 29 years of experience of nursing. Education
and development to become an ANP had generally taken between 2 and 3 years, and most intended to
achieve a Master’s in Advanced Practice.

5.1 ANP Roles

All ANP key informants confirmed findings from phase 1 that they had taken on elements of roles
previously performed by GPs, often these elements were believed to be more appropriate for ANPs.
They identified a number of issues relating to the development and implementation of ANP roles:

e recognition by GPs and patients of the unique contribution made by the ANPs

e importance of adapting the role for the primary care setting

e reviewing and developing all team members roles not just ANPs.

There were varying methods of accessing appointments with the ANP. Patients could ask to see the ANP
or be triaged by the reception staff or a doctor. ANPs also undertook a triage role however, there were
general practices where no triage systems were in place and ANPs were seeing a similar case mix to the
GPs. Despite this, a preference for recognition as advanced nurses was articulated, as opposed to doctor
substitutes or mini GPs. Likewise, as identified in phase 1, many informants suggested that the
difference between GPs and ANPs was the holistic approach that the ANP could offer and the addition
of their nursing skills to the medical model which tended to focus more on diagnosing problems

Some key informants believed some members of the public were not always aware of what an ANP was
or what they actually did, and some patients expected or preferred to see a GP. Other patients were
happy to see an ANP and it was perceived that patients valued the ANPs interpersonal skills. One
informant believed that some patients were resistant to ANPs as the patient’s perception was based on
the traditional view of doctor and nurse roles. There was also a view expressed that the ANP needed to
work hard to gain the respect of the patient, unlike the doctors who they perceived as already having
that respect. Some ANPs believed that wearing a nurse uniform compounded the patient’s perception
of the nurses traditional role of providing nursing care rather than recognising their advanced decision
making skill.
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However, involving the community in introducing ANP roles was believed to have improved
understanding and acceptance of ANP roles.

Some ANPs reported that nurses who did not have a primary care or community background required
more time to adapt to the culture within primary care. The reason given was the perceived greater
degree of risk in primary care compared with the acute sector as nurses in primary care worked more
autonomously, with one to one consultations. This issue had been recognised and addressed in NHS
Lothian where a training package had been developed to familiarise ANPs new to primary care with
the context and practices.

It was reported that ANPs valued being recognised for their existing nursing skills. They valued working
with forward thinking GPs willing to take forward new ideas and who listened and respected the ANPs
views as members of the multi-disciplinary team. ANPs were less happy working for GPs who did not
listen to their ideas. Recognised as a culture shift it was highlighted in terms of the importance of
listening to nurses. It was perceived that many GPs did not understand the role of the ANP. Some
informants perceived GPs as being protective of their roles, concerned that they may lose the best bits,
and as one informant described it, GP ‘scepticism’ about the ANP role. Conversely, there was a concern
that GPs might pass on inappropriate tasks or the less desirable elements of their role. In addition, some
ANPs experienced resistance from other nurses due to the uncertainty of how the ANP role would affect
their duties. This confirmed findings from phase 1. Conversely, others perceived that other nursing team
members valued the new ANP role, for example the advice, education and leadership that ANPs could
provide.

It was acknowledged that ANP roles affected other team members’ roles and as one group of staff
were up skilled there was a need to develop all primary care team members roles, for example
healthcare assistants. It was noted by PNs who had up skilled to an ANP role that it was a challenge to
undertake both the PN and ANP roles. In this situation it was not clear what they should give up and,
although they might be relieving GP workload, their workload was increasing. Some ANP informants
believed as they took on elements of the GP role where they were not necessarily able to use their
nursing skills to the full. There was, they felt, a need to ensure their nursing expertise and experience
was full utilised. Conversely, there were concerns that some ANPs would be expected to fulfil basic
nursing tasks as well as practice their advanced nursing skills. It was recognised that ANPs could
provide leadership to develop primary care services to ensure they realise advanced nursing potential.
It was also highlighted by key informants that, before attempting to introduce ANP roles into the multi-
disciplinary team, it was important to discuss the roles of all the other team members.

Whilst it was highlighted in phase 1 that ANPs were good at following guidelines, one key informant
confirmed that guidelines were a valuable training tool. There was a concern that ANPs would not be
‘covered’ if they did not adhere to these. There was also the belief that conversely, their GP colleagues
who did not adhere to guidelines would not be challenged. Likewise, one key informant highlighted
concerns that the NMC code of conduct reflected fundamentals of nursing practice standards rather
than ANP advanced clinical decision. In terms of autonomy to act according to their competencies, a
number of ANPs stated they were very aware of the limitations in their knowledge but bdeed that, as
they advanced in their education and development, they would gain the competencies and confidence.
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5.2  ANPs Education and Development

A number of issues related to ANP education and development were identified, including:
e substantial learning commitment from ANP trainees
e importance of commitment and time for supervision from GPs experienced in training
e support from peers and an ANP supervisor or manager
e support for ongoing CPD to maintain competencies.

The learning commitment for ANP trainees was perceived to be extensive and there was often
insufficient time allowed for this, with much studying being carried out in their own time. It was
reported that there was reliance on the GP’s willingness to release the ANP trainee for study leave
although the pressure of workload was also recognised. The lack of equity for study leave across health
boards was also highlighted. The ANP trainees recognised the importance of being self-directed, whilst
distance learning added to this challenge. In particular, the ability to balance work, learning and home
life was important, as was integrating learning into their working process and ensuring up to date
maintenance of their profile of evidence of learning. Confirming findings from phase 1, ANPs and ANP
trainees reported that more general mental health and paediatric education and development was
required.

It was reported that ANPs appreciated the support and time of GPs during their education and
development and for on-going support. Although GPs lacked capacity to support the ANPs was
highlighted also. It was highlighted that ANPs learned a lot by being trained and supervised by GPs, or
in a GP training practice. Another ANP highlighted that if assessing competencies was not to become a
‘tick box’ exercise it was important that the GP was an experienced trainer (P66). To ensure the ANP
received appropriate support and supervision, it was believed that GPs needed to be ‘100% on board’
with ANP role implementation (P38, P58).

Peer support appeared to be valued highly. However, some ANPs highlighted that they would value
more peer support. Having a manager who was an ANP was appreciated. However, having a manager
who was not an ANP or was the same grade caused some ANPs concern. The manager of an ANP who
was not her/himself an ANP also shared this concern.

It was suggested that ANPs returning to learning as experienced nurses may feel vulnerable and that
this could lead to a loss of confidence and increased stress. Some ANPs suggested that, until you started
on the ANP pathway you might not realise how much you don’t know. It was reported that GPs
feedback was greatly valued but they could be forthright in their feedback, and that being an ANP
trainee was not for the ‘faint hearted’ (P36). One ANP trainee reported to being ‘quite upset’ that they
were treated like a GP trainee, yet were not a trained doctor (P53). It was recognised that GPs needed
to be open to the questions and concerns of the ANPs and to recognise their learning needs.

‘You’ve got to make [ANPs] feel comfortable. You've got to make them feel that they can come to
[a GP] and talk.., because that reduces [the GPs} risk as a partner, and practice, responsibility [to]
patients, but it also supports that ANP to feel supported.’

P10

Opportunities for clinical supervision for ANPs in community settings could be limited as there were few

more experienced ANPs to do this and the trainee worked in more autonomous situations, for example
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in people’s homes. There was recognition that as an ANP they were always learning, which was
something ANPs were reported to enjoy. However, the amount of learning was considerable, and
competencies needed to be maintained. CPD requirements for ANPs were considered over and above
NMC revalidation and there needed to be time built into their role. This was more challenging in remote
and rural areas as these nurses often had multiple roles that increased the CPD need. Ultimately, whilst
an ANP role was seen as a good career pathway, some ANPs were concerned about banding and lack of
career advancement opportunities.

5.3 NHS Ayrshire & Arran

5.3.1 Overview
A&A’s approach to ANP implementation in primary care could be characterised by key context,
mechanisms and outcomes, examples of which are described in Appendix K.

5.3.2 Changes to implementation over time
Some changes to implementation have occurred and others were proposed including:
e Regular CPD sessions had not happened due to level of workload in primary care.
e Modules from the University of West of Scotland had been reviewed to provide a better
focus on primary care needs.
e Arecognition and plan to increase use of virtual networks/social media to enhance
peer support for ANPs.
e A business case had been developed to employ a dedicated GP clinical supervisor to
support non-medical prescribing clinical supervision.

5.3.3 Likely sustainability and spread of ANPs
A number of issues were raised that impacted on scaling up and sustainability of ANP roles in A&A:

e Greater collaboration between the university and general practices was perceived as
important to ensure work-based training met the needs of ANPs in primary care.

e The lack of capacity of GPs to act as clinical supervisors has limited the numbers of ANP
trainees.

e The high number of nurses in primary care aged over 45 or who do not wish to train as ANPs
could reduce the pool of experienced primary care nurses available for ANP education and
development.

e Team skill mix issues arose as ANPs, who were formally PNs, took on elements of the GPs role
yet there was not the workforce to take on their PN roles.

e ANPs trainees required significant CPD opportunities however lack of funded study
leave and workload issues created challenges delivering these opportunities.

e Funding ANP education and development was a concern, particularly as current
funding had benefited some general practices and not others.
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5.4 NHS Greater Glasgow & Clyde
5.4.1 Overview
GG&C's approach to ANP implementation in primary care can be characterised by key context,
mechanisms and outcomes, examples of which are described in Appendix L.

In terms of impact and outcomes, an audit of the ANP role that involved undertaking home visits on
behalf of a GP cluster, had been undertaken between July 2017 and February 2018. It included home
visits by health professional, estimated time saved by month, top five problems presented by patients
seen by ANP, and outcome of consultation. Additionally, the health board had undertaken a qualitative
survey of this role involving a focus group and interviews with GPs (n=4). Other outcomes were
identified from key informant interviews.

5.4.2 Changes to Implementation over time
Some learning had indicated changes to implementation that were proposed included:

. The importance that ANPs understand the primary care context.

o Access to patient information and communication was essential when patient management
was shared across different members of the primary care team.

. A governance framework was being developed to support GPs and ANP trainees with a more
structured approach to clinical supervision and portfolio development. A system for
monitoring adherence to governance arrangements was being developed specifically related
to ANPs CPD and maintenance of competencies.

5.4.3 Likely sustainability and spread of ANPs
A number of issues were raised that had potential to impact on scaling up and sustainability of ANP roles
in GG&C:

. The significant investment by GPs and length of time required to train an ANP.

. A high attrition rate during or shortly after training with 3/5 either leaving for a higher salary,
promotion or ceasing training.

. Limited availability of clinical supervision generally and specifically for ANP trainees within
community settings but not directly linked to a GP practice.

. An increasing number of advanced practitioners across professional groups undertaking
academic modules could decrease further the capacity for clinical supervision.

. There was concern regarding the future pool of ANP trainees for primary care as the nursing
workforce in primary and community care had a high number of nurses over the age of 45
years.

. Concern that increasing demand for ANPs could mean recruitment of ANP trainees without
the appropriate competencies to general practice which have variable governance
arrangements or limited experience of ANP role requirements.

. Funding for ANP training to enable adequate study leave and supervision.
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5.5 NHS Highland

5.5.1 Overview

NHS Highland’s approach to ANP implementation in primary care can be characterised by key context,
mechanisms and outcomes examples as described in Appendix M. These have been informed by key
informant interviews in addition to verbal reporting of an audit of 2000 ANP cases undertaken using
‘Clinical Guardian’ - a systematic approach to clinical governance with an online system that supports
the governance process and an audit of services.

5.5.2 Changes to implementation over time
Some changes to implementation were proposed including:
e Recognition that improvements were needed to clearly define support and advice available to
ANPs from GP colleagues, particularly when they were working in isolation.
e Employment of an ANP education lead at Band 8 was considered necessary to support ANP
education and development.

5.5.3 Likely sustainability and spread of ANPs
A number of issues were raised that had potential to impact on scaling up and sustainability of ANP roles
in NHS Highland:
e Funding for education and development was considered a significant challenge to sustaining an
ANP workforce.
e Anincreased number of clinical supervisors and mentors with time inbuilt into their work plans
was required, particularly experienced ANPs.
e GPsinvolved in training required a good understanding of the ANP role and of their role as a
clinical supervisor in order to support ANPs and deliver an appropriate training.
e It was believed appropriate for an ANP trainee to remain with the health board for at least 2
years following training if the board had funded the ANP training.
e Agenda for change meant ANPs needed to be scheduled rather than on call, which did not
facilitate the remote and rural model of OOH care.
e Astructured approach to manpower planning was required to take account of a developing
multi-disciplinary model of primary care.

5.6 NHS Lothian

5.6.1 Overview
NHS Lothian’s approach to ANP implementation in primary care can be characterised by key context,
mechanisms and outcomes examples as described in Appendix N.

Evaluation methods included a patient experience survey conducted between October 2017 and January
2018 for the ‘Collaborative working for Imnmediate Care’ service, a service delivered by advanced and
specialist nurses and allied health professions. Key informants identified other outcomes.

5.6.2 Changes to Implementation over time
Some changes to implementation were proposed and included:
e ANPs had identified the need for additional education and development in paediatrics, mental
health and muscular skeletal problems although there was a challenge to identify the level

required. The paediatric module was being reviewed.
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5.6.3

The role of the ANP mentor and assessor was being explored to support ANP education and
development.

A shortage of ANPs at a time of increasing demand for ANPs, allied with the ability of GPs to
offer higher salaries, meant they were recruiting some ANPs from acute backgrounds without
the appropriate competencies. These ANPs were offered education and development to
support them in this transition.

Likely sustainability and spread of ANPs

A number of issues were highlighted that had potential to impact on scaling up and sustainability of ANP
roles in NHS Lothian:

There was a vision to support the development of an ANP for every GP practice. However, the
funding source going forward was of concern.

Additionally, there was a shortage of GP and ANP supervisors and mentors.

With the current workforce pool of nurses in primary and community care potentially retiring
within the next five years the need to promote advanced practice as a career pathway for
younger nurses was considered important.

5.7 NHS Shetland

5.7.1

Overview

NHS Shetland’s approach to ANP implementation in primary care can be characterised by key context,
mechanisms and outcomes examples as described in Appendix O. An evaluation of one general practice
with ANPs had been undertaken but was unavailable for this case study although informants reported
some findings.

5.7.2

Changes to implementation over time

Key learning had indicated changes to implementation that were carried out and proposed including:

5.73

The initial half-day of study leave per week that ANP trainees received had increased to 1 day
per week.

More development was required to address the leadership pillar to support ANPs lead advanced
nursing practice.

An experienced ANP in an education lead post was required to provide education support across
all fields of advanced practice with an initial focus on primary care.

Likely sustainability and spread of ANPs

A number of issues were highlighted that had potential to impact on scaling up and sustainability of ANP
roles in NHS Shetland:

A clear education structure was required to support development and on-going investment to
enable the recruitment and retention of all staff.

ANPs working on islands without a resident doctor required considerable depth and breadth of
knowledge and skill including emergency care, primary care, and community nursing. This
presented challenges in terms of maintaining competencies and provision of support and clinical
supervision.

The multi-disciplinary model of primary care was believed to be possible if a technological
infrastructure could support remote decision-making and reduce professional isolation for ANP.
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5.8 Refined ANP Programme Theory

Whist there was variation in approaches to implementation of ANP roles across Scotland and health boards
were at different stages of development, realist evaluation aimed to draw out transferable lessons from
across implementation strategies. Framework analysis allowed researchers to identify the patterns across
the facilitators and challenges to answer the question what works, for whom, why and in what
circumstances. These are reported as statements related specifically to programme components of the ANP
role: education and development: evaluation and sustainability; which are provided in Box 5.2

Box 5.2 Programme Theory of ANP Role Implementation in Primary Care: What works.

ANP Roles Component

ANP role implementation had been driven by a shortage of GPs resulting in GPs employing ANPs to
‘fill the gap’ and relinquishing elements of their roles to ANPs that they thought were safe for them to
undertake or were less appropriate for a GP.

Shifting workload from the GP to an ANP relieved GP workload and stress but may not achieve
primary care transformation or make best use of advanced nursing competencies to deliver new
models of primary care.

ANPs in primary care were generalist practitioners and senior clinical decision makers whose
professional identify was firmly nursing. When these roles were combined with their nursing
competencies and the leadership, research and education pillars of practice, ANPs managed the
complete care of patients with undifferentiated diagnosis and advanced primary care services to
deliver new models of care.

Appropriate triaging of appointments, together with availability of clinical support, enabled ANPs to
take on elements of a GPs workload and OOH services within the scope of ANP practice.

ANPs were perceived to deliver quality care and manage risks by undertaking a comprehensive
clinical assessment, the appropriate use of clinical guidelines and protocols, and a holistic approach
to caring for the whole person.

Resistance of some GPs to ANP roles was influenced by a lack of understanding of the ANP role, their
education and concern that the GP role would be eroded.

A culture that values the contribution of all primary care team members and has a good
understanding of the ANP role and its relationship to the roles of other team members enhances job
satisfaction for the multi-disciplinary team.

ANPs working in remote and rural conditions or in smaller general practices were carrying out
multiple nursing roles to provide a flexible workforce.

As the ANP role develops in primary care, there were/will be opportunities to review the skill mix of
multi-disciplinary primary care teams to ensure that all members of the team practice to the full
scope of their capabilities and were appropriately developed and deployed to deliver new models of
primary care.
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ANP Education and Development Component

Development of a national ANP definition and competencies had improved understanding of the ANP
role and enhanced provision of ANP education and development although its implementation across
Scotland was variable.

Collaboration between independent general practices, health boards and higher educational
institutions together with dedicated local leadership had enabled a coordinated approach to
delivering appropriate ANP work-based education.

The ‘Academy’ approach had promoted ANP role implementation across health boards through the
sharing of frameworks for competencies, education and governance.

Funding across health boards for clinical supervision and study leave was variable and therefore ANPs
were experiencing inequality and inconsistent education and development opportunities and
experience. Recommendations for study leave ranged from 30-50% initially and in some cases ANP
trainees were supernumerary.

To develop the necessary confidence and competencies ANPs required 2/3 years to complete
necessary academic education, competency development and clinical supervision. Together with
considerable support and commitment from the GP, the ANP needed to be resilient and self-directed.

ANPs without primary care experience required additional education and development to adapt to the
primary care culture and ANPs who were registered adult nurses required paediatric and mental
health education.

Using the GP model of training in approved general practices for ANPs provided high quality clinical
supervision and enhanced the ANP trainee’s clinical decision-making skills. However, the lack of focus
on the other pillars of the advanced nursing role created perceptions those ANPs were training to be
doctor substitutes.

ANPs valued the peer support and networking opportunities of other ANPs and guidance from ANP
supervisors, leaders and managers to: maintain their nursing focus; support CPD opportunities; and
prevent professional isolation.

Evaluation and Sustainability Components

A lack of measures of ANP impact and concern that ANP roles must evidence that they provided safe
care meant evaluation was focused on adverse events rather than how ANPs added value to the
primary care services. The exception was patient experience, on which ANPs had a positive impact.

Variable quality governance arrangements across independent general practices caused concern
regarding the professional development and support for ANPs.

Health boards and GPs investing in ANP education and development were losing ANPs to independent
general practices that reportedly paid a higher pay band, creating challenges for workforce planning
and development.

PCTF had been instrumental in ANP implementation and despite funding from the Government to
support future academic education, health boards and GPs were concerned about funding for future
work-based learning and study leave.

There was limited capacity of both medical and nursing clinical supervisors and assessors to support
ANP work-based learning.

There was uncertainty over future manpower and succession planning for ANPs in primary care as the
main recruitment pool for ANPs was the experienced primary care and community nursing workforce,
many of whom are over 45 years of age.
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5.9 Summary

The general challenges and facilitators observed across all deep dives provided insight into what works, for
whom and why.

Key to addressing the primary care workload and workforce challenges was the development of
multidisciplinary teams, made up of a variety of health professions including Advanced Nurse Practitioners,
who would work together to support people in the community and free up GP time for patients in specific
need of their expertise. With no professional or legal barriers to nurses increasing their scope of practice or
prescribing medication, the national transforming nursing roles (TNR) programme, led by Scottish
Governments Chief Nursing Officers Directorate progressed the implementation of ANPs roles with the
recently agreed national definition, criteria and implementation guidance for health boards. This improved
the general understanding of ANPs roles, which have subsequently been developed into substituting for
elements of the GP role.

Whilst some of the roles previously undertaken by GPs were deemed suitable for an ANP, in some contexts
such as rural areas, there was no triaging of appointments to either a GP or ANP. This was less of a concern
where there was access to virtual or actual GP advice, but this was not always the case and some ANPs felt
inadequately supported. Additionally, ANPs on non-doctor islands were undertaking multiple nursing roles
i.e. practice and community nurse, as well as elements of the GPs role, creating concerns regarding
maintenance of competencies for such a wide scope of practice. Likewise, depending on the triage method
(i.e. receptionist, ANP or Doctor) which varied across practices there could be challenges for patients
navigating appropriate access to the right professional.

There were examples of new ANPs roles that focused on advanced nursing competencies together with
advanced clinical decision making competencies to enhance patient care rather than simply shifting
workload from GPs to ANPs. For example, ANPs in nursing homes or community services were developing
anticipator care plans and diagnosing and treating minor illness, which potentially improved both the
timeliness and coordination of care. . However, there was still some resistance reported from GPs and
nursing colleagues particularly when ANP roles had been developed in isolation from other team members,
resulting in concerns about the possible erosion of other team members’ roles.

The shortage of ANPs with appropriate primary care experience had led to some health boards setting up
Advanced Practice Academies and education initiatives that built on existing ANP or nurse practitioner
programmes. Additionally, national and senior health board leadership and the national definition had
improved consistency and appropriateness of academic education, clinical competency development and
effective supervision and assessment arrangements. However, approaches varied, particularly in relation
to the level of study leave provided and the availability of clinical supervision, due in the main to funding
issues. Clinical supervision was a noteworthy standard in health boards that had collaborated as part of the
academy model, which promoted greater collaboration with GPs who were experienced trainers, and were
funded to provide clinical supervision. In these cases the ANP trainee’s work based learning experience and
support was very positive. Likewise, the academy employed an ANP lead to engage with GPs and
coordinate implementation, which aided their understanding of ANP roles and educational preparation.
Implementation tended to take an exploratory approach, and as GPs gained experience and confidence of
working with ANPs their willingness to implement ANP roles increased. However, retention issues often
marred these efforts with ANPs leaving to work for general practices paying higher salaries.
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In terms of scaling up and sustainability of ANP role implementation, this was challenged by a shortage of
clinical supervisors, (GP or nursing supervisors), as well as concerns over funding for all aspects of training.
Recruitment, retention and succession planning were also a concern. The pool of suitable recruits with
primary care or community nursing backgrounds, are mostly over 45 year of age.

Whilst the anticipated and perceived impact of ANP roles corresponded with the primary care vision, the
actual impact was rarely measured aside from small scale surveys and audits. However, there were
indications that ANPs could take on between 30% and 40% of workload in certain areas such as home visits
and out of hours care, that they improved patient access to primary care and provide a positive patient
experience.
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6. DISCUSSION AND KEY LEARNING

This case study aimed to explore the experiences of introducing, implementing and evaluating ANP roles
in primary care in Scotland in order to understand how best to optimise the contribution of ANPs to
delivering the primary care vision. In particular, the aim was to identify the challenges and facilitators
experienced, in addition to the impact of ANP roles and issues of sustainability and scalability. These
experiences of implementing ANP roles in primary care across Scotland are echoed in the international
literature.

6.1 The Vision for Primary Care and Nursing in Scotland

The SG vision for the future of primary care services is for multi-disciplinary teams, made up of a variety
of health professions working together to support people in the community and free up GP time for
patients in specific need of their expertise %2, Aligned with this vision was the concept of realistic
medicine. The emphasis was on co-producing healthcare that was person centred, holistic and reducing
harm and waste while managing risk 1%.

The outcomes for this primary care vision include:
e people more informed and empowered when using primary care
e primary care services better equipped for contributing to improved population health
e enhanced user experience of primary care
e an expanded primary care work force, more integrated and better coordinated with primary and
community care
e improved primary care infrastructure
e primary care better equipped to address health inequalities 2.

A number of workforce and workload issues challenged this vision, which aimed to deliver sustainable,
affordable, high quality primary healthcare. Two key challenges were the increased workload in primary
care prompted by the needs of an increasingly elderly population with long-term conditions and multi-
morbidity, and the move away from specialised acute services to providing care closer to people’s
homes and communities 81%, Added to this were the workforce challenges related to GP contract

arrangements regarding OOH service provision and GP recruitment, retention and retirement challenges
89

These challenges have been experienced across the world and as in Scotland, have been the main driver
for implementing ANP roles in primary care in another 12 countries 7’. An additional driver has been the
aspiration to develop clinical career opportunities for nurses. The nursing vision for Scotland
acknowledged the need to prepare nurses for future healthcare needs and roles across the NHS, third
sector and independent sector, to provide flexible, responsive services that, where appropriate, were
nurse led %4, By developing clear career opportunities, providing appropriate education and
professional development, and enhancing governance arrangements, nursing can become an attractive
life long career. The recruitment and retention challenges of GPs apply similarly to ANPs with the
appropriate primary care experience, which has led to many health boards creating opportunities for
their education.
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6.2 Discussion

6.2.1 Substitution or transformation

This study found that the majority of ANP roles in primary care were substituting for elements of GP
roles and had tended to develop based on what GPs were prepared to ‘give away’ or felt ANPs were
able to ‘take on safely’. This included management of same day consultation to make a differential
diagnosis as well as urgent care - generally for minor illness or injuries. Whilst this had the benefits of
relieving GP workload and allowing GPs to direct their skills elsewhere, for example managing patients
with more complex healthcare needs, it does not necessarily support enhancement i.e. adding value to
current roles, or transformation i.e. establishing a new service, of primary care. This, and the fact that
clinical supervision was generally undertaken by GPs also gave rise to the perception that ANP role
development was somewhat medically dominated. Nevertheless, there was also a perception that many
of the roles the ANPs had taken over from GPs were in fact more relevant for nurses to undertake.
Almost all informants believed that ANP roles were firmly within nursing’s professional identity and
were resistant to their medicalisation. An integrative review of the literature regarding autonomy of NPs
in primary care also identified this 2.

There were some examples of services being enhanced or transformed such as the Collaborative
Working for Immediate Care’ in NHS Lothian, which provided same day appointments with advanced
practitioners across the multi-disciplinary team. Likewise, there were examples of nurses using their
enhanced roles to deliver care differently. An example of this was care home liaison in GG&C where
ANPs were utilising their nursing competencies and enhanced decision-making skills to improve
timeliness in the provision of anticipatory care, health promotion, treatment of minor ilinesses, as well
as supporting other nursing colleagues with expert nursing advice.

However, this study also found that the ‘organic nature’ i.e. gradual and exploratory approach, to the
introduction of ANP roles, was perceived by many key informants to be a beneficial approach to ANP
implementation. This allowed tentative steps to be taken at a pace that was comfortable for all team
members given that many ANPs in post were in training and GPs did not have experience of working
with ANPs. ANPs needed time to develop their competencies and there was a common perception from
key informants that GPs also needed time to gain confidence in the ANP role. Once a GP had worked
with an ANP, they had a better understanding of the role and educational preparation and were keen to
have an ANP in the team. This related to the literature review for this study that highlighted that it was
‘what the individual brought to the role’ i.e. experience, confidence, skills and knowledge base, that was

12,15,17,19-24,28,32,34,37,41,43,45,48,51-53,55,56,60,66,67 Addltlonally a review Of
. ’

one of the most common facilitators
other studies suggested this trial and error type approach to implementing ANP roles was common and
it was emphasised that the first year of ANP role implementation was one of transitioning towards the

ANP fully occupying their scope of practice and developing autonomy. %2

A number of key informants in this study reported resistance from some GPs and other nurses in the
primary and community team. Perceptions of the reasons for this varied including lack of understanding
of the ANP role and education level, and concerns about the effect on their own role. There were
particular fears from GPs around erosion of their role and from NPs around devaluation of their role.
These perceptions relate to one of the main challenges identified in the literature review namely ‘team
factors’, including resistance, lack of awareness and acceptance from colleagues that ultimately creates

d|ff|CU|t|eS for implementation Of the ANP rOIe 12,15,17-19,21-24,26,28,29,32,34,36,37,41,43,47,51-53,55,58,62,65-67
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There was recognition from many key informants in this study that introducing a new role into a team
was likely to have an impact on the roles of all the team members however, the mechanisms used to
address this were unclear. The literature suggests that role definition and planning at the team level has
been used as an opportunity to reflect on current practice and model of care and to establish a shared
vision for the team, whilst both the roles and the model of care needed to remain flexible. It was
important that all team members practice to their full capabilities and contribute efficiently and
effectively to patient management according to their expertise, whilst supporting and developing their
own expertise and capabilities?2. This approach would enable the primary care vision of an expanded
work force to enhance integration and coordination with primary and community care. Additionally,
planning which involves the team could potentially address enhancement or transformation of primary
care services rather than substitution of one healthcare professional for another.

6.2.2 The autonomy of ANPs in primary care

The second most frequently reported challenge highlighted in the literature review related to ‘Lines of
Responsibility’, which was associated with ambiguity about the role and scope of practice. This was
associated with a lack of understanding from colleagues about the ANP role, which ultimately had a
negative impact on implementation. Specifically, ANPs were restricted in their role and limited in their
independence within their practice %!31°>17.19-29,32,36-38,40,41,45,47,48,52,53,56-59,63.66 |y 5 dition, key informants
from this study identified a lack of understanding of the ANP role that could affect their actual or
perceived autonomy. The points made above regarding the benefits of a gradual and exploratory
approach to the introduction of ANP roles were additionally relevant to this matter. This study found
that ANP autonomy increased as GPs and ANPs developed confidence in, and experience of, the ANP
roles.

The Scottish ANP definition, whilst recognising that ANPs work as part of a multi-disciplinary team, also
clearly states that ANPs practice at a high level of autonomous decision-making °. Likewise, the NMC
code facilitates a wide scope of practice including legislation that allows nurses to prescribe ©. Key
informants clearly recognised that ANPs were accountable for their actions although the view was that
GPs had overall responsibility for the patients in their practice. This indication that GPs were prepared to
hand over tasks but not responsibility for case management was echoed in a recent review of ANP
experience in general practice 32. By default, this again challenges the notion of autonomy. The issues of
autonomy and prescribing rights were perhaps more relevant internationally, particularly in the USA
where different legislation between States has resulted in Advanced Practice Registered Nurses having
either full, partial or restricted autonomy. This is important, as levels of autonomy have been linked to
patient outcomes. A statistically significant association has been found between the level of ANP
autonomy and patient outcomes. States in the USA where NPs have full practice autonomy (able to
assess, diagnose and prescribe) have lower hospitalisation rates in all examined groups and improved

107

health outcomes in their communities'®’. Without full autonomy, ANPs may need to refer to GPs for

decisions, resulting in less efficient and effective patient management

Another factor affecting perceptions of autonomy was the view that ANPs were protocol driven or
‘good’ at following guidelines. These views have both positive and negative connotations. Whilst many
key informants recognised this as a good way of managing risk, and there was reliance on guidelines as
both a learning tool and clinical decision support method, there was also the view that too many
guidelines or too rigid an adherence to them could be counter-productive. GPs were perceived to have
more flexibility in relation to guidelines whilst a view was expressed that if ANPsddnot follow protocols
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their professional body would not support them. It has been suggested that the use of protocols
strengthens the boundaries between GPs and ANPs and potentially means ANPs may have a less
legitimate foothold in primary care 32. This warrants further debate as rigidly following a protocol or
guideline when there is a clear indication that it may be inappropriate would be hard to justify.

Lack of patient acceptance of ANPs as independent practitioners can be a barrier to autonomy 2. This
study identified a range of perceptions relating to acceptance and resistance and it was reported that
patients did not always know what an ANP was. Consequently, it was felt that whilst many patients
valued their consultation, ANPs had to work hard to gain their respect. Others believed patients were
happy to see any clinician who was able to resolve their problem. Additionally, there was a widely held
view that the interpersonal communication skills of the ANPs were highly valued by patients. At the
same time, many key informants perceived that ANPs undertook a thorough assessment and were
holistic in their approach to patient care. This links to the key facilitator identified in the literature
review that found that the skills and knowledge base that ANPs brought to the role supported
implementation.

Ultimately, as multi-disciplinary teams expand, it will be important to inform patients about not only the
different roles within the primary care team but also, who would be the most appropriate person for
them to access. NHS Shetland believed that involving the public in supporting the development of the
ANP role had been a key facilitator in their acceptance and promotion across the community,
particularly important in rural and island communities.

This study also recognised that in remote and rural areas, ANPs potentially had a greater degree of
autonomy as well as a wider scope of practice, often covering both traditional nursing roles and
advanced nursing roles. There were specific challenges in terms of supporting all member of the multi-
disciplinary team who might experience professional isolation. Preventing this requires improvements to
infrastructure enabling access to expert clinical decision-making and on-going CPD.

6.2.3 Leadership and teamwork

The literature review revealed the most significant facilitators to ANP role implementation related to
team factors including collaboration and positive, supportive relationship between ANPs and other
health professionals, particularly doctors 121>17:19.21:24,26,28,29,32,34,36,37,41,43,47,51-33,55,58,62,65:67 ey informants
also highlighted the importance of positive team relationships between ANPs, GPs, and other nurses in
primary and community care. Issues such as openness, trust and mutual respect were highly valued by
ANPs particularly during their training. It has been suggested that positive teamwork can be developed
through vehicles such as joint training and clinical care discussions.?? There were good examples of this

across Scotland, particularly in remote and rural areas.

Teams also needed to be supported. The literature review and the responses from key informants,
confirmed the importance of leadership and supervision that included mentorship from doctors and
support for learning. This study revealed that clinical supervision that mirrored GP training was valued.
The enactment of clinical supervision however varied across Scotland, as did the level of funded study
leave received by ANPs. This study also highlighted the value of support from an ANP supervisor or
manager however, there tended to be a shortage of both nursing and medical clinical supervisors, which
in part was due to the variable funding of ANP education and development.
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The literature review also reported the importance of leadership at an individual, organisational and
governmental level. The study recognised the importance of local leadership to support GPs and ANPs
to implement ANP roles and educational initiatives. The well supported ‘Academy’ model contributed to
leadership at an organisational and individual level by developing frameworks for ANP competencies,
education and governance, in addition to providing CPD and peer networks for ANPs. New academies
were being established across Scotland and their leadership roles were already expanding to address
some of the challenges identified in this study such as supporting clinical supervision.

Similarly, national leadership had been both a driver and a facilitator particularly the TNMaHPR
programme, which has provided leadership for initiating ANP role development across NHS Scotland
through development of a clear definition and criteria for ANPs. In addition, government funding to
support new education and development programs had also been key. The importance of support and
facilitation for development and implementation is reflected in the international literature 77,

Ultimately, integrating ANPs into the primary care team is a dynamic and complex process. It needs to
be both nationally and locally driven, focused on processes through which multi-disciplinary team roles
are locally negotiated, and developed and evaluated, whilst at the same time supported by a national
infrastructure to ensure consistent standards of education and governance and shared success across
Scotland.

6.2.4 Impact of ANP roles

As ANPs take on more elements of the GP role it is important to acknowledge that the healthcare they
have delivered is comparable to that of their GP colleagues. Evidence from the literature suggests that
nurses with advanced competencies are capable of undertaking elements of the GP role. They are
equally, or possibly, even better in the quality of the care they provide, and have higher patient
satisfaction levels and similar utilisation outcomes i.e. no difference in number of prescriptions,

investigations, or admissions than their GP colleagues 7376.77.79.81,108

This study suggests that ANPs have the capabilities to address current workforce and workload
challenges, improving access and timeliness to primary care services. In NHS Highland, it was reported
that local audits demonstrated that ANPs undertook 40% of OOH services whilst GPs undertook 60%
(P20). In GG&C a local audit of a new service, where ANPs worked for a GP cluster and undertook
selected home visits previously undertaken by GPs, reported that over an 8-month period the ANPs
were able to undertake on average 32% of the home visits compared to 68% undertaken by GPs. This
aligns with the vision for primary care of freeing up GP time. However, these evaluations were few and
further evidence is required before linking this to patient outcomes.

Whilst this study found few evaluations of ANP role implementation there were indications that ANPs
make appropriate clinical decisions and provide a positive patient experience. There was also a
recognition in the literature that, whilst ANPs provided care that was of comparable quality at an equal
or lower cost, it was in some ways different from that of the GPs 73, The challenge was to identify why it
was different. The greater length of consultation time for nurses compared to doctors was one
suggestion *°. Another was better patient education by ANPs 3. Informants in this study highlighted the
importance of the holistic care provided by the ANPs and there was a perception that ANPs possessed
good interpersonal skills and patients felt more at ease with a nurse than a doctor. However, informants
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found it difficult to articulate the differed in their approach, as they acknowledged that GPs also practice
holistic care. More research around this is therefore required.

The roles of ANPs in primary care were still evolving and there was some way to go before the full
impact on the multi-disciplinary team can be ascertained. The added challenge of isolating the impact of
any one profession from another was perplexing, particularly when there were overlaps in
competencies and when, ultimately, it was the primary care team working together where the greatest
benefit to efficient and effective primary care as well as to staff satisfaction, will be shown.

6.3 Conclusion

This study set out to highlight Scotland’s experience of implementing ANP roles in primary care to allow
transferable lessons regarding what works, for whom and why to be shared both nationally and
internationally. Whilst ANP roles and their integration into multi-disciplinary primary care teams in Scotland
have not yet fully developed there are indications that with high standards of clinical compency
development and effective supervision, ANPs can effectively substitute for elements of the GPs role.
Additionally, if these roles focuse on utilising the unique contribution that advanced nurse practitioner bring
to the multidisciplinary team, there is potential to improve patient experience and outcomes. However
there has been limited emphasis on measuring their impact which is required to evidence this.

The mechanisms that facilitated ANP role implementation included leadership at all levels, which enabled
collaboration across health boards and general practice and within teams. Likewise, the development of
these roles requires significant investment of resources and effort from GPs, nurse educators and ANPs
themselves to ensure high standards of education and positive learning experiences. Likewise, it will take
time to train ANPs and to change the primary care culture from one where the GP has traditionally been the
first point of contact.

6.4 Key Recommendations

Key recommendations have been identified by the researchers in regard of ANP role, education and
evaluation that could build on this progress and support the development of nursing roles to deliver the
future primary care vision.

e ANP role definition and planning for new models of care should be used as an opportunity for
primary care team members to reflect on current service redesign, establish a shared vision for the
multidisciplinary primary care team taking into account local patient needs and consider how best to
support patients in accessing the most appropriate healthcare professional for their needs.

e In order to reduce role overlaps, ‘role erosion” and to help with ANP succession planning, new career
pathways for all nurses in primary care and community settings should be developed to support and
reflect their changing roles within the multidisciplinary teams and their advanced skills.

e Transparent governance arrangements for ANP should be developed across primary care to address
perceived concerns regarding standards of practice and education.

e Those charged with funding the development of ANP roles should recognise and provide adequate
resources to those providing clinical supervision.
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Those charged with funding the development of ANP roles should recognise and provide adequate
resources for nurse trainee study leave and other learning opportunities.

A structured competency-based education approach should extend to continuous professional
development to ensure maintenance of competencies.

Outcome measures relating specifically to the ANPs role require development to facilitate
meaningful evaluation of ANP impact.
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