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Abstract: An exploration of advanced nursing in a hospital context: People,

Processes, Frameworks. Hilary Walsgrove

This thesis for Doctor of Professional Practice (DProf) Health and Social Care presents a
study with synthesis of in-depth research, conducted simultaneously with practice
development (PD), informed by a relevant literature review. Exploration of advanced
nursing, with a valuable addition to local and national discussion of advanced nurses;
their roles and positive contributions to patient care and health service delivery is
presented. Whilst contextual, this work also adds to international understanding of
advanced nursing and its practice. The most signficant contribution to knowledge, is a
model of advanced nursing, created from synergy of the PD and research. This helps
unravel some of the mystery around the concept, whilst contributing a tool for articulating
professional identity and a framework for being an advanced nurse in the hospital

context.

Advanced nurses practice is at a higher level compared to entry-level registrant nurses,
with a greater degree of independent and autonomous practice. This draws on
advanced skills and a knowledge-base enabling leadership of holistic patient
assessment, critical reasoning and diagnostic decision-making that is often complex and
unpredictable, within the context of individualised, person-centred care. The ever-
changing, challenging political and professional environment of the United Kingdom [UK]
National Health Service [NHS] is characterised by increasing workforce demands and
population requirements for complex healthcare practices. Advanced nursing has
responded by evolving and adapting innovatively, to help meet care deficits and gaps in

services.

The study commenced with two inter-linked PD projects. Project 1 [PD1]: 'Specialised
Nurse Review' [SNR] based in an acute hospital focused on production and
implementation of an advanced nursing framework. Project 2 [PD2] involved leading on
education curriculum development for advanced nursing, at a local university. The PD
successfully increased interest in and facilitated better understanding of advanced
nursing, and supported role and practice development, alongside development of
relevant education, all aimed at improving care and healthcare service delivery. Parallel
to and drawing on PD1 and PD2, was a qualitative research study, which explored
experiences of being an advanced nurse in the same hospital, using Interpretative

Phenomenological Analysis (IPA). The research culminated in creation of an original



advanced nursing model, conceptualised by three core, synthesised themes. Firstly, the
four pillars of advanced practice, which enabled the advanced nurses' practice to be
extrapolated and categorised. The two further themes of the 6Cs nursing values and
dimensions of humanisation encapsulated the strong nursing and caring focus, at the
heart of how they function. The model offers an innovative interpretation of advanced
nursing features, underpinned by the intertwined themes. These were relatively new
concepts that had not been applied to advanced nursing, in this synthesised manner

previously.

Throughout the DProf personal narrative articulated my lived experience, aiding
development of my personal model of advanced nurse, practice developer, educator and
researcher. Building contemplative scholarship resulted in my embodiment as a
'scholarly professional' embedded in advanced nursing. This has been a dynamic,
transformative process, fostering appreciation of how this study can and is contributing
locally and beyond, to development of advanced nursing. With increased confidence and
capabilities, my personal contributions were recognised, through the research and PD,
resulting in me leading and managing two additional PD projects, alongside participation
in linked initiatives, regionally and nationally. The first of these, mirrored PD1, albeit
within another hospital and the second was further validation of the advanced practice
education curriculum originally developed through PD2. Thus, on reaching the final

DProf destination, a new, enriched journey of advanced nursing is in motion.
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Chapter 1 Introducing this Doctor of Professional Practice (DProf) and setting

the scene for the thesis

1.1 Introduction

This thesis of Doctor of Professional Practice, hereafter called DProf, presents
exploration and development of advanced nursing through a specific hospital setting.
The research was conducted in parallel with practice development within my workplace
settings of the hospital where the research was conducted and the university, local to
the hospital. The study was informed by a robust literature review, which provided
insight into relevant research, grey literature, systematic reviews, and practice and
service development initiatives. This was further supported by anecdotal evidence
from colleagues and other interested parties, and personal immersion in advanced
nursing through my professional role. Significant contributions to the knowledge-base
resulted from this work, which have become my unique selling point, as an advanced
nurse. This included the newly created conceptual model of advanced nurse, with the
four pillars of advanced practice (NHS Eduction for Scotland [NES] 2010), underpinned
by humanisation dimensions (Todres et al 2009) and 6Cs nursing values (Department
of Health [DH] 2012), as its core themes. Alongside this work, there were ongoing
practice and role developments (all focused on advanced nursing and its practice)

concomitantly realised.

Meeting the aims and objectives (Section 1.2), resulted in achievement of the
overarching goal of exploring advanced nursing in a hospital context, through synthesis
of all four DProf elements, illustrated in Figure 1, p. 6. Figure 4 (Section 8.1) built on
figure 1 from activities undertaken in the end stage of this DProf. This involved
additional outcomes, including two further cycles of PD, not anticipated at the start and
which are beyond the scope of this thesis. This was all instrumental in harnessing a
positive impact of the whole study locally and further afield. This was pivotal to my
leadership and participation in creation and brokering of knowledge, supporting

development of advanced nursing, subsequent to and resulting from the original study.

Key to a professional doctorate is academic and professional development within the
individual's professional context. Thus, | maintain personal presence throughout,
advocated by authors, including Gilgun (2010), to acknowledge personal inclusion and
presence throughout such a scholarly journey. Personal narrative supported my

implicit, active role in achieving goals within and alongside the study, ultimately making



a meaningful contribution to advanced nursing knowledge and practice. Personal
narrative in written format best suits the approach to sharing participants' and my own
experiences and is distinguishable by speech marks ("..."). It is interspersed across the
thesis, but also in a distinct personal narrative chapter (Chapter 2), to enable logical,
chronological flow of the reflective and reflexive journey. This is accompanied with
explanatory notes and critical analysis, in a quest to understand, interpret and chart
events on the study's voyage of enquiry and discovery, which are implicit to the DProf
elements. Reflective accounts of my academic and professional practice development
reveal a scholarly professional by the end of the journey, who has contributed
significantly to the knowledge-base and development of advanced nursing locally and

is influencing ongoing developments locally, regionally and nationally. .

This commences with 'situating self within this DProf.' (Section 1.3), highlighting
particular signficance of advanced nursing, as it represents my own professional
practice and that of the research and PD participants. This narrative culminates in
chapter 8, with reflection on the unique, significant contributions made and reaching the
final destination and the onward journey. This is steeped in a consistent, strong focus
on advanced nursing, its development and contributions to its knowledge-base, and

broadening of the advanced practice concept for non-nursing advanced practice roles.

Broadly speaking and briefly described in the abstract, advanced nursing is referred to
as practice significantly beyond that expected of a registered nurse on initial
registration. For the UK, which is the setting for this study, registration is with the
Nursing and Midwifery Council [NMC] (NMC 2015). Within this introductory chapter,
relevant historical, professional and political aspects of advanced nursing set the scene
and contextualise this study. Key concepts and people, processes and frameworks
that feature throughout this work are briefly discussed and the three themes that
emerged from the research are introduced as the four pillars of advanced practice, 6Cs
nursing values and humanisation dimensions. Advanced nurse and advanced nursing
are mostly used to distinguish the different level of registered nurse and practice that is
the focus of this study. A signficant proportion of PD participants, some of whom
became the research participants, have the title Advanced Nurse Practitioner [ANP],
also used for the academic programme at the university, so this is utilised here.
Consultant nurse [CN] tends to distinguish a higher level on the advanced practice
continuum, invariably describing a more senior role, with wider function of consultancy

and leadership than that expected of most advanced nurses, such as ANPs. One



research participant sits under the overarching umbrella of advanced nurse, but fits this

category and is referred to by job title of CN.

The PD consisted of two inter-linked initiatives. PD project 1 [PD1]: 'Specialised Nurse
Review' [SNR], was a review of non-standard clinical nursing roles in the acute hospital
and subsequent development of an advanced nursing framework for the organisation.
PD Project 2 [PDZ2]: 'Advanced Practice education curriculum development' was a new
education programme developed at the university whose catchment area included the
hospital where PD1 was undertaken and was strongly informed by this hospital project.
Chapter 3 covers the projects in more detail. As a result of this PD and the literature
review, | co-authored a book chapter on advanced practice careers and career
development. These combined endeavours were implicit to undertaking the qualitative
research study. The research became inseparable from the PD, leading to a
synthesised entity contributing to the knowledge-base, from the synergy of these two
elements, supported by the literature review. This was a relatively novel study to have
pursued, particularly for advanced nursing, where individual PD or research studies are
more prevalent. There is no current evidence of a model of advanced nursing with
synthesis of the four pillars of advanced practice, humanisation dimensions and 6Cs
nursing values, as its framework. Hence, my quest, through this innovative, creative
approach, was to contribute something original and valuable to the knowledge-base of

advanced nursing, which is what resulted and which is captured within this thesis.



1.2 Aims and objecives of this DProf

Aims and objectives were considered, enhanced through reflective discussions with

fellow students, tutors, and colleagues at the hospital and university, who contributed

valuable thoughts and ideas. At the heart of this DProf is exploration of theory and

practice, identifying and acting on innovations to improve care, whilst maintaining

values inherent to humanisation and 6Cs values pertinent to advanced nursing.

Aim 1: To create a body of
work of academic and
professional practice that
demonstrates coherence
across the four elements,
culminating in presentation
and defence of the doctoral
thesis.

Doctoral thesis objectives:

1. To meet DProf milestones of first review, progression
report, final presentation and defence of thesis with advanced
nursing as the main subject area.

2. To create a conceptual model of advanced nurse, within
the four pillars of advanced practice, using this model as a
template for other advanced nurses, developed from
academic and professional practice work, with an
underpinning of humanisation and 6Cs values basis

Aim 2: To conduct a
literature review of advanced
nursing and its practice to
inform the DProf, its practice
development and research
elements.

Literature review objectives:

1. Conduct staged literature review of advanced nursing, as
basis for the DProf and to inform PD and research (stage 1).

2. Undertake an-going review of literature for understanding
and application of reflective practice, personal narrative and
personal development.

3. Review literature to inform the selection and use of
research methodology, processes and methods and plan
research study in line with this.

4. Conduct robust literature review for research study (stage
2 and updated) and inform ongoing data analysis and
findings.

Aim 3: To undertake
Practice Development (PD)
that contributes to new,
innovative, improved ways of
working related to advanced
nursing and its practice.

A. Within the hospital where |
work (PD Project 1)

B. At the universitywhere |
work (PD Project 2)

Practice development objectives:

A. Undertake PD project 1: Specialised Nurse Review (SNR)
with project team at hospital, based on PD methodology and
action research.

Al. Identify, review, evaluate SNR participants roles and
service delivery to create a hospital framework that meets
organisational and professional requirements.

A2. Write up project report with other project team members
and present at strategic level within hospital.

A3. Act as expert advisor on advanced nursing and
education, advise, guide, support individuals and teams with
changes to services/roles.

A4. Devise and implement hospital education strategy for
advanced and specialist nurses, based on findings from
project.

A5. Disseminate framework locally and widely - regional and
national networks.

A6. 2nd cycle of project in different hospital (added 2016).




B. PD Project 2: Develop advanced nursing practice
education curriculum, work towards validation and delivery
B1. Use knowledge and data from literature review and PD1
to inform curriculum development.

B2. Commence delivery of new programme, monitor and
evaluate 1st cohort who graduate, continue to monitor and
evaluate programme as continues.

B3. Use literature review and PD Project 1 and knowledge
generated from book chapter as addition to content for
programme delivery.

B4. Disseminate regionally, nationally, Internationally, write
up progress in thesis.

B5. 2nd cycle PD project 2, building on success of
programme in line with new national framework, demand for
broader advanced nurse programme and parallel programme
for allied health professionals - lead validation and delivery of
revised and new programmes (added objective 2016/17).

Aim 4: To conduct research
study using PD as foundation
and informing research, at
the forefront of advanced
nursing, making a
contribution to its knowledge-
base, with new knowledge
generation, aimed at
improving professional
practice, underpinned by
humanisation and 6Cs
nursing values.

Research objectives:

1. Present research proposal, gain ethics approval for study.
2. Utilise Interpretative Phenomenological Analysis (IPA)
methodology, to explore experiences of advanced nurses
who were participants PD Project 1.

3. Report findings and discussion in line with IPA
methodology and draw together outputs from synergy of
Research and PD.

4. Researcher diary - charts development, support enquiry.
5. Develop researcher skills and chart development in
personal narrative.

6. Contribute to knowledge of advanced nursing through
research and PD.

7. Disseminate new and developing advanced nursing
knowledge locally, nationally, International through networks,
presentations, publication

Aim 5: To conceptualise and
reflectively articulate
personal narrative, charting
my post-graduate researcher
journey, demonstrating
contemplative scholarship, in
relation to professional
practice of advanced
nursing, its education and
research

Personal narrative objectives:

1. Review literature of personal narrative, reflection,
reflexivity, develop knowledge and understanding to doctoral
level and apply to personal narrative writing.

2. Build and achieve mastery of reflective and reflexive skills
based on three levels of reflexivity - personal, relational,
organisation/system, embedded within the context of
professional practice role informed by 1,developing
contemplative scholarship to doctoral level.

3. Reflect on significant stages progressing towards
completion of DProf, as a researching professional, using
personal narrative to demonstrate development and mastery
of new academic and professional practice skills, through my
holistic lifeworld and emergent knowledge-base.

Table 1;

Aims and objectives for this DProf




Personal Narrative element: people, processes, frameworks
Charts joumey of D.Prof, personal narrative, reflective & reflexive skills for personal development, PD and research

Development stages: 2012 start D_Prof = 3014 1st review —

2016 Progression report & viva 2017 — progressing towards final thesis 2018

Literature Review: people, processes, frameworks
Advanced Nursing - Context of D.Prof., informed, enhanced PD (1st stage) and research study {2nd stage); enriched knowledge-base through PD and research,
knowledge generated from PD1 & PD2, book chapter was key rationale for research initiation, ongoing 3rd stage of literature review throughout whole D. Prof.

Practice Development: people, processes, frameworks

PD Project 1: Specialised Nurse Review at acute hospital 2012
Project team - aim to Identify, review, evaluate non-standard nursing roles in
hospital that fit advanced / specialist nurse cohort & create framework
Qutcomes:
1. Roles reviewed, evaluated, job profiles and service review
2. Advanced & specialist nurse framework created - practice and education
3. Shared project locally, regionally & in book chapter, adopted at other trusts
MNew cycle PD1 different Hospital 2016 - Published project for regional body 2017 -
presentation and at national conference

PD Project 2: Advanced practice education curriculum development 2013
Programme leader - led on writing new programme, validation process, in line with
advanced nursing national framework

Qutcomes:
1. New Advanced MNurse programme written, delivery 9/2013, informed by PD 1,
PD2 & literature review;
2. Knowledge generated from PD 1 & 2, literature review, personal narrative used
in programme delivery.
3. Advanced Practice book co-authored chapter - now core text for programme
4. Influencing regional, national, Intermnational advanced practice education &
working with local & regional service providers re advanced practice education and
practice

Additional outcomes at later stage of DProf: figure 4

2
-

Research: people, processes, frameworks

Research Study using participants from PD project 1
Qualitative study to explore experiences of being advanced nurses in
hospital setting and their perspectives on contribution to patient care

Qutcomes:
As result of PD1, PD2 |, literature review, book chapter written 2015,
Inciuded narrative profiles of advanced nurses - supported research study -
its rationale, infernview process, added to literafure.

1. Research study using interpretative phenomenological analysis

as framework and holistic life-world constituents

2. Researcher diary maintained - reflection, personal narrative.

3. Finding and recommendations disseminated

4. New knowledge generated and shared in practice and education contexts

Additional outcomes at later stage of DProf: figure 4

2018 Final thesis & viva
Fusion of 4 elements & final products (see figure 4)

Figure 1

Elements of DProf: An exploration of advanced nursing in a hospital context




1.3 Situating self within this DProf

"I am situating myself here, as doctoral student and researcher, which | feel is
significant to understanding my context and DProf aspirations and actions. Fifteen
years after qualifying as a Registered Nurse, | undertook a Nurse Practitioner degree
and consolidated skills and knowledge at an advanced level of nursing, congruent with
the four pillars of advanced practice. A Masters degree in practice development,
enhanced practice development and leadership/management skills and provided an
opportunity to conduct a practice development project focused on advanced nurses
(Walsgrove and Fulbrook 2005). A practice education qualification supported
progression into programme leader for the Advanced Nurse Practitioner course. |
remain in a joint role between hospital and university, as lead advanced nurse and

academic programme leader.

On reflection, | had good experience and knowledge and desire to link this with new
experiences and learning that would, in time, inform all areas of advanced nursing,
including my own advanced nursing role. In my hospital role, | was invited to be a
member of PD1's project team. Simultaneously, as course leader at the university, |
was rewriting the advanced nurse practitioner programme [PD2]. This gave me
impetus to embark on this doctoral journey, with a desire to undertake doctoral level
studies, whilst ensuring whatever | did had a practice focus. At the first hospital project
group meeting, a comment from a senior nurse colleague, "you should make a
doctorate out of this project,” gave me the push | needed. Thus my journey
began.(11/2011).

The opportunity to positively contribute to patient care, significant benefits being seen
where advanced nurses are employed, was the main rationale for selecting the topic.
This is to be found in the literature and comes from immersion in advanced nursing and
experiences of healthcare communities | am part of. Concomitantly, there is lack of
understanding of advanced nursing, confusion and misconceptions, within the local and
wider context. As a result, the advanced nurses themselves, do not function within a
coherent framework and thus lack a clear professional identity that harnesses what
being an advanced nurse is. It is through research into practice that a body of
knowledge, in this case, advanced nursing, can be enriched. Additionally, being an
advanced nurse and educator and developing practitioner researcher makes the DProf
an appropriate academic pathway for me to follow, offering further personal rationale
for its pursuit." (4/2012)



1.4 Historical, professional, political context of advanced nursing for this study

The evolution and understanding of advanced nursing and its pratice, as a developing
healthcare paradigm, has been a long and complex journey, encompassing diversity
and multiple ways of delivering care and contributing to healthcare service delivery.
Evidence presents emergence, adaptation and development of advanced nursing
aimed at improving patient care and enhancing healthcare service delivery, such as
that reported by Marsden et al (2003) and Callaghan (2008). The reported innovative
and flexibly developed initiatives, although displaying positive outcomes, have also led
to an unclear picture of what advanced nursing is. This has led to confusion and
misconceptions about the concept and its potential benefits, which played a part in the

initiation of PD1 and the research for this DProf study.

Historically, clinical nurse specialists, rooted within nursing practice, are argued to be
the starting point for advanced nursing. Advanced nursing, more akin to the model
incorporating elements traditionally associated with medical practice, started in the
1960s in the United States of America [USA], by Ford and Silver (1967). As argued by
Daly and Carnwell (2003), this tended to shift from the primary focus of nursing care
embedded within specialist nurse roles, towards more advanced generalist ones that
were absorbing more medically-focused aspects. From origins in the USA, initially in
primary care, and at the interface between medicine and nursing, spread of advanced

nursing spanned the globe over the next thirty years.

Advanced nursing within the UK dates back to around the 1980s when nurses looked
to the USA and other nations, in a similar pursuit to improve patient care and fill gaps in
an ever-changing health service. The first reported 'nurse practitioner' (now ANP) in
the UK, was Barbara Stilwell who developed her role in response to deficits in
healthcare services for Muslim women in Birmingham (Stilwell 1982). She identified
potential for advanced nursing to make a positive contribution to patient care within
primary care. Barbara Burke-Masters (1986) developed a largely doctor substitution
role, similar to Stilwell's, aimed at meeting healthcare needs of homeless alcoholics in
London. From late 1980s onwards in the UK, advanced nursing roles arose in both
primary and secondary care settings, similarly, in response to addressing healthcare

deficits.



A number of definitions of advanced nursing have been proposed over the years.
From a global perspective, the International Council of Nurses' [ICN] / Advanced

Practice Nurse Network [APNN] definition of advanced nurse as:

“....registered nurse who has acquired the expert knowledge-base, complex
decision-making skills and clinical competencies for expanded practice, the
characteristics of which are shaped by the context and country in which s/he is
credentialed to practice. A Masters degree is recommended for entry level”
(ICN/APNN 2002).

This acknowledges variations, depending on contexts of roles and advocates Masters
level education as a minimum. (In 2018, this continues as ICN/APNN's published

definition, remaining in the original form since inception).

For the UK, the Royal College of Nursing [RCN] definition was similar to ICN/APNN
(2002), but included:

"..aregistered nurse ...who makes professional autonomous decisions,..receives
patients with undifferentiated and undiagnosed problems and makes an assessment of
their health care needs,..including skills not usually exercised by nurses, such as
physical examination..." (RCN 2002, page 2).

These and other definitions have been useful but remained as guidance rather than
being definitive, as a static, prescribed basis for advanced nursing in the UK. However,
they continued to influence and provide a starting point for frameworks and models that
subsequently developed, such as the revised RCN (2008) ANP domains and

competencies and the DH (2010) Advanced level nursing document.

The hallmark of advanced nursing roles came to be largely based on exercising
increased professional autonomy with patient management, distinguished from other
registered nurses, through higher level practice. The central facet was the clinical
component, delivered through a range of diverse roles and working for patient and
healthcare service benefits (Schober and Affara 2006). However, in the UK in the
1990s and early 2000s, debate remained parochial. The focus was on describing
specific roles invariably through nebulous titles, in an unregulated attempt to carve out
an identity of its own, as distinct from its origins embedded in medical practice. This
was accompanied by activities aimed at comparing practice of doctors with advanced
nurses, in an effort to demonstrate their worth and position in a healthcare professional

hierarchy dominated by medicine.



Interest and support for advanced nursing development has been variable and
inconsistent across the UK, in relation to levels of acceptance and resources to enable
new roles and ways of working to be initiated and implemented. There are examples of
nurses creating and attempting to define distinct roles for themselves, often in
unwelcoming, inhospitable practice contexts. This required and continues to demand
well-developed negotiation skills and personal attributes including resilience,
assertiveness, courage and determination (Maclellan et al 2016). There have been
reports of opposition to advanced nursing roles from doctors and allied health
professionals, and nurses themselves (LIoyd-Jones 2004). This has led to challenges
to role and service developments and struggles for advanced nurses in gaining
acceptance and support (Yeager 2010). There are numerous examplars that highlight
issues of power, powerlessness and political issues, invariably linked to the considered
place within the healthcare team's hierarchy for advanced nurses. Situations are
described where medical colleagues, other nurses and allied health professionals have
exerted negative influences, in terms of perceived positional power within
organisational cultures, which have challenged advanced nursing, thwarting individuals'

attempts to develop.

Despite such a political and cultural climate, there are also numerous examples of
strongly collaborative, positive developments of advanced nursing roles, characterised
by good working relationships with medical colleagues and other stakeholders,
including the hospital where PD1 was conducted. At this hospital, in the 1990s, a
number of nurses were employed as nurse practitioners [ANPs]. This was in direct
response to reduction in junior doctors hours and deficits in assessing and managing
patients that this created. They were employed as largely doctor substitute roles in
these early years, with impetus for creating these roles coming mainly from a
supportive medical consultant body and forward-thinking strategic-level nursing team.
They were attached to medical teams, working in roles similar to that of junior doctors,
initially with limited professional autonomy and independence. They received in-house
training from medical staff targeted to task-driven requirements of the role; this was in
lieu of any available education or training in the local area at the time. There were
instances of power struggles and barriers created that affected the progressive
development of advanced nursing across the organisation, similar to what had been
reported elsewhere (Lloyd-Jones 2004;Yeager 2010). To a certain extent, after the
flurry of activity and initial establishment of post-holders who were employed, interest in

further development seemed to wane, perhaps due to changes in priorities and
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organisational needs. There was also minimal funding available to employ or fund

education for aspiring ANPs, further compounding role and service developments.

A number of titles broadly cover the overarching descriptor of advanced nurse,
including nurse practitioner [NP], advanced nurse practitioner [ANP] and advanced
practice nurse [APN]. However, there are also a plethora of variations on titles. This
adds to confusion and lack of clarity around the nature of advanced nursing, as without
title protection, anyone can call themselves an advanced nurse. This is regardless of
what this denotes from the features and characteristics, inherent to frameworks that
describe what the concept means and without the requirement for the 'advanced nurse'
to demonstrate their competence. This creates potential concerns and difficulties with
governance elements for post-holders and employers, in devising safe standards of
practice and ensuring competence frameworks and education that can assure that they

are fit for practice at the higher expected level of advanced practice.

Pulcini et al (2010) reported advanced nursing as formally recognised through
regulatory mechanisms in twenty three countries, with accompanying requirement for
specified education and clinical experience. However, this is not the case in the UK,
where there have been no formal regulatory requirements, argued by Brook and
Rushforth (2011) to be behind some of the confusion and lack of consistency around
roles, titles, education and practice that continues to exist. No single title is used, due
to the lack of distinct regulation in the UK, with advanced nursing embraced within the
scope of initial registration with the NMC (2015), rather than separate to it. Some of
these regulatory and governance aspects, as well as lack of understanding of the
meaning of post-holders practice and titles, were pertinent for initiation of PD1 and the
research, as this was mirrored in the hospital setting where the study was undertaken.
It also influenced PD2: advanced practice education curriculum development, as the
education being delivered needed to closely align to advanced nursing practice, within
the context of the local interpretation of advanced nursing and its practice, if it was to

effectively and safely meet the requirements of practice for advanced nursing.

Despite such difficulties advanced nursing continued to evolve and develop in the
1990s and 2000s, mainly based on patient and service need and nurses willing and
able to support changing healthcare demands. Often roles developed based on post-
holders' personal expertise rather than driven from a strategic perspective, whilst
invariably challenging the boundaries and scope of practice of post-holders, in line with
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such requirements. Clegg and Mansfield (2003) and Sheer and Wong (2008) also
reported on advanced nursing roles tending to be set up in opportunistic, fragmented
ways, sometimes following policy changes or when funds were available to improve
practice through workforce development. Key driving forces originated from concerns
with meeting demands as a result of issues, including reduction in junior doctors' hours
and other political influences, such as need for more efficient use of healthcare workers
in the UK. This was further identified and solutions proposed in Department of Health
[DH] papers, including 'A Health Service for all Talents' (NHS 1999), 'The NHS Plan'
(NHS 2000) and more recently 'Agenda for Change' (DH 2004) and 'Modernising
nursing careers' (DH 2006).

It is within this context that advanced nursing has grown and developed, often in a
haphazard and unclear way with this as the background to its development within the
hospital where PD1 and the research for this study were conducted. Although the first
ANPs at the hospital were introduced from a systems-based approach with
organisational support and financial backing, other roles emerged through less
structured, strategically-managed processes, in line with evidence of what was
occurring elsewhere in the UK. At the time of initiating PD1, there had been minimal
financial and organisational interest, and support, funding for education or release from
duties for development, had been lacking. This left role and service developments to
individuals or department teams. This did not stop roles developing but this seemed to
be a 'hidden workforce' with little known or understood about them from an
organisational or general public perspective, unless there was direct involvement with

the individual post-holders themselves.

Anecdotal evidence of developments locally added to the general picture of advanced
nursing at the time, with more empirical evidence through research studies. This
included Callaghan (2008), who reported on positive developments of advanced
nursing over time and across different healthcare settings. This was also with
emerging evidence of advanced nurses assuming responsibility for providing care and
treatment previously the sole preserve of the medical profession, as was seen in the
PD1 hospital. New ways of thinking and delivering healthcare through advanced
nursing practice was being recognised by employers. However, this was invariably
without clear insight into its implementation, alongside challenges posed from other
professions and organisations themselves, as briefly discussed previously. Within the

UK NHS, where this study was situated, there was and continues to be a rigid culture
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with professional hierarchies, power issues and tensions. This creates threats that
advanced nursing might potentially pose to medicine and other healthcare
professions,with implications related to elements such as transgression of professional

boundaries and de-skilling junior doctors.

This has led to challenges for nurses advancing their practice, in accessing appropriate
education and being able to develop, to meet patient and service needs, in a medically-
dominated, hierarchical healthcare team environment. Although this has been reported
across the UK, it is also something that appears to be dependent upon geographical
and organisational cultures and perspectives of individuals, teams and clinical settings
within which the advancing nurses are situated. Despite being employed in the same
organisation, for some of the PD1 and research participant nurses, their pathways to
advancing their practice have been straightforward and well-supported. As posts
became well-established and flourished, and seen to provide high quality care for
patients, who were satisfied with the input of the ANPs, investments continued for

advancing nursing, in certain departments.

However, for others, there have been significant challenges and barriers, often related
to relationships with management teams, medical colleagues, other healthcare
professions and patients. There has been lack of awareness and understanding of
what advanced nursing is; a culture of stifling innovation and blocks to development.
Preference has been for funding posts and education and training tending to favour
medical staff and other healthcare professions, as opposed to advancing nursing and
its practice. Patients had not been exposed to advanced nurses in some areas and
were therefore sceptical and unsure of what their roles entailed. There was, therefore
a mixed picture of advanced nursing and its development, across PD1's hospital, which

was also seen elsewhere across the UK and reported in literature.

In some areas there has been a perception that advanced nursing undermines the
professional foundations of nursing, according to Barton and East (2015). Although
such challenges have prevailed, there are also areas where advanced nursing has
been able to flourish and organisations have encouraged and supported developments,
realising benefits of transforming the workforce and progressing innovative and
creative ways of working. Within the hospital where PD1 and the research were
undertaken, much like other settings, there were challenges to meet and difficulties
encountered over the years. Nursing colleagues had been seen to exhibit professional
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jealousy, feeling threatened and showing lack of support for their advanced nursing
colleagues. However, at the same time, there were and remain positive examples of
advanced nursing roles embedded as an established part of the organisational

structure, accepted and relied on throughout individual departments and wards.

1.4.1 Competencies and capabilities

The United States of America’s [USA] National Organisation of Nurse Practitioner
faculties [NONPF], developed a comprehensive framework during the 1990s, including
key domains of practice and competencies for advanced nurses in clinically-focused
roles (NONPF 2002). In the UK, the RCN looked to NONPF as it developed similar
competencies for nurse practitioners (RCN 2002), as there was no UK guidance to
draw on, as advanced nursing was evolving. Thus, in these formative years in the UK,
advanced nursing was focused very much on competence, with regards to clinical skills
and a task basis, invariably adopting aspects, traditionally seen as exercised by
doctors. However, the RCN was keen to follow the lead of NONPF, in line with
evidence emerging for advanced nursing and its practice, by incorporating a range of
competencies across domains that encompassed more nursing and caring elements

associated with the nursing profession.

The RCN competencies became a useful measure against which ANPs could judge
competence; equated academically to first degree level or above. With diversity of
roles across a wide array of healthcare settings, for which specific competencies are
required, it was and remains difficult and arguably unnecessary to articulate a definitive
competency set for advanced nursing. Thus the competencies are commensurate with

an advanced generalist focus rather than having specific, specialist descriptors.

It can be argued that advanced nursing has moved beyond requirement for a set of
definitive competencies linked to a particular role, with RCN guidance (2002; 2008)
defining the ANP role and competencies in the UK. At the time of publication, these
competencies were instrumental in characterising advanced nursing practice and
providing standards of education. Advanced practice has continued to evolve for
nursing and other healthcare professions. This has been supported by more recent
guidance documents, particularly for Scotland with NES (2010), DH for England (2010)
and the Welsh National Leadership and Innovation Agency for Health[NLIAH] (2010),
alongside concurrent literature and anecdotally in practice.
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This has progressed towards advanced practice, as a level of practice, rather than
distinct role or specific skill-set and competencies. The generic criteria and principles
within these more recent documents are thus more akin to the start of a capability
framework for advanced practice. This broader approach linked to depth and breadth
of critical thinking, decision-making and professional autonomy, with a predominant
focus on behaviours and depth of thinking and acting rather than clinical 'tasks' and
skills. This is accompanied by expectations related to meeting capabilities within such
a framework, requiring educational preparation at Masters level. This is now argued as
commensurate with functioning at an advanced level of practice. It is purported that
advanced nurses use their existing knowledge, skills and experience as registrants to
inform and further develop their practice, through clinical experience and
accompanying education and training, usually at academic level of Masters or
equivalent (Inman 2003). More recently, Jakimowicz et al (2017) further qualify the
level at which advanced nurses operate by professing that this includes additional
responsibilities including critical reasoning and diagnostic decision-making, not usually
exhibited by more junior nurses. This all fits with progression of advanced nursing and
its practice within the broader realms of advanced level capabilities. This provides an
overarching framework for a wider range of competencies for practical and technical

clinical skills, associated with advanced nursing practice.

1.4.2 Education for advanced nursing

From the late 1990s, a number of the nurses at the PD1 hospital were accessing the
newly-developed degree programme for nurse practitioners accredited by the RCN and
benchmarked against its competencies (RCN 2002) at the local university. This was
pioneering at the time, as there were few examples in the UK of such roles. However,
their development was fraught with difficulties, albeit still proving to lead to safe and
effective practice and establishment of their roles, as part of the hospital workforce by
the beginning of the 2000s. Although the programme attracted primary care nurses at
first, with roles starting to develop in secondary care settings, more hospital nurses,
including those from the PD1 hospital, were undertaking the programme. However,
this came mainly from nurses themselves, identifying the need and putting themselves
forward for the course. This was not considered a requisite for the post of ANP and,
therefore, funding was difficult to come by, with competing demands on organisational
budgets, invariably prioritised to other staff, along with release time for taught

elements.
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This was similar to other universities across the UK that were offering similar courses.
However, this was another area where there was significant variety and lack of
consistency in programmes offered, adding to the unclear picture and challenges faced
with development of advanced nursing. The Association of Advanced Nursing Practice
Educators [AANPE] (now Association of Advanced Practice Educators UK [AAPE UK])
was set up for higher education institutions delivering advanced practice courses, to
work towards establishing consistent, agreed standards of education. This was along
with other advanced practice developments, aiming to achieve more consensus on
roles, services and education across the UK. The local university, where PD2 was
undertaken, has been a member of this association since its inception, working with
other members on key initiatives. Thus, the programmes developed at the local
university have progressed in line with this joined-up thinking. It has benefitted from
the plethora of knowledge and experience of advanced nursing, its practice and
education shared through AAPE UK, to help inform and ensure the university's

education programmes are consistent with current schools of thought and practice.

1.5 Introducing main conceptual aspects and themes within the thesis

1.5.1 The people, processes, frameworks

Exploratory and development aspects of this study fit into three inter-linked categories -
people, processes and frameworks, which helped make sense of and provided some
order to the different facets.

People: | was a member of each practice development team for both PD projects and
these initiatives involved a group of relevant participants. | was the researcher for the
research study, with participants drawn from the PD participant cohort, thus fusing the
research and PD from a people perspective. Other people involved in the research
supported data analysis, namely my supervisory team and a colleague from another
hospital. Although personal narrative within a DProf tends to denote one's own
personal narrative, this was also the approach used by the research participants,

capturing personal experiences through their narratives.

Processes: All four elements were the vehicle for exploration of advanced nursing, with
the DProf process helping struccture and validate the work. As individual processes
progressed and links were made throughout, this culminated in four synthesised
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elements, with the whole greater than the individual parts, in terms of outcomes, with
particular emphasis on the resultant PD and research synergy. In line with the four
pillars of advanced practice, enhancement of PD skills embedded in the
leadership/management pillar, and development of researcher skills, aligned to the
research pillar, were key areas developed during my DProf journey. With personal
narrative, immersion in reflective and reflexive processes, was how | illuminated
personal development, facilitating growth of researcher and improved professional

practice skills.

Frameworks: The DProf provides the framewaork for this study, providing a structure
and overarching umbrella, to encapsulate the synthesised whole. Within the four
elements, frameworks were utilised specific to individual elements. For the PD this
included PD methodology drawing on principles of participatory action research
(Reason and Bradbury 2008). For the research, a qualitative research framework,
structured by IPA (Smith et al 2009), was utilised. Review of the literature used
structured frameworks to guide and support searching and appraising the literature.
Reflective models supported capture of personal narrative, enabling demonstration of
depth of contemplative scholarship expected for doctoral level thinking, as
conceptualised by Levy (2007). Although not prescriptive, Bolton's (2014) reflective
practice model and John's (2005) cognitive to mindful reflective model created an
adapted framework to guide my story-telling. This is an approach advocated by
Leamon et al (2009), as appropriate to support personal reflection on experiences. A
conceptual model of advanced nurse within the hospital context was created within the
four pillars of advanced practice, underpinned by 6Cs nursing values (DH 2012) and
humanising care dimensions (Todres et al 2009), as its synthesised framework. This
creation now offers a new and unique portrayal of advanced nursing in the specific
hospital context, providing a clearer picture of its unique selling point, as part of the

healthcare workforce.

1.5.2 Synergy and fusion

Professional practice synergy is considered a hallmark of professional doctorates. Lee
(2009) asserts that the legitimacy of professional knowledge and practice are inherent,
with students implicitly engaging with knowledge and expertise through exploration
within professional contexts, thus aiming to enhance practice. In this DProf, synergy is
evident at a number of levels. Although each element makes a contribution in its own

right, there is then fusion of all parts working inter-dependently, creating a synthesised
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whole. Synergy is a culmination of this, with results being greater from the combined
effort, rather than the separate, individual parts. Firstly, the research and PD were
undertaken separately, albeit concurrently and inter-twined and fused, with
achievement of synergy, combining research methodology expertise and professional
practice understanding and development. This was enhanced by personal narrative
and underpinned by insight into the literature, thus achieving synergy through fusion of

all four elements into a coherent whole piece of work.

At a personal level, synergy is demonstrated through my practitioner researcher
persona, drawing on leadership capabilities and professional expertise beyond
development of methodological skills for the research and PD. Although evidence-
based practice is, without question, a necessity for healthcare practice, on the basis of
best knowledge and expertise, it does have critics. According to Grover (2007)
evidence-based practice does not, to the same extent, value knowledge and skill
developed through extensive professional practice experience. This may create
conflict between academic and professional cultures, and add to complexities around
the practical reality of conducting research and creating knowledge in ever-changing
professional practice contexts. Processes are invariably unstructured and fraught with
competing, conflicting agendas and shifting professional settings. This was pertinent
here, but | feel | was adept at addressing some of this, resulting in showcasing what
can be achieved from synergy at personal, process and framework levels, related to
exploration of advanced nursing. Fusion of my professional role, emcompassing all
four pillars of advanced practice, and joint employment in both the academic and
clinical practice environments, may have reduced the potential challenges related to
research and practice-based agendas and enhanced the synergy in relation to

exploration and development of advanced nursing in this study.

1.5.3 Three main themes: four pillars of advanced practice,

dimensions of humanisation, 6Cs nursing values

In the UK; Scotland's. 'Advanced practice toolkit." (NES 2010); the 'Framework for
advanced nursing, midwifery and allied health professional practice in Wales' (NLIAH
2010) and 'Advanced Level Nursing - A position statement.' DH (England) (2010) were
seminal government documents published shortly before commencing this study. They
brought to the forefront the four pillars of advanced practice for advanced nursing and
other advanced healthcare professionals. Professional practice is broadly categorised
into clinical, education, leadership/management and research pillars. As mentioned
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previously, this indicated progression of advanced practice as a level of practice and
one comprised of amalgamation of elements other than clincal practice, in isolation.
This was moving away from perspectives on advanced nursing as role-focused skills
and knowledge. As a level of practice, advanced nursing was being described more in
terms of capabilities, steeped in higher level thinking and behaviours cognisant of such
a level. This was building on the earlier competency approach related more to tasks
and activities, without underpinning depth and breadth of critical thinking and equated
to academic level of Masters. Although this did not necessarily result in clarity or
consensus on advanced nursing, it certainly offered steps in such a direction. It could
be argued that, until there is a move towards more national recognition, through

regulation of advanced nursing, there will continue to be variability on what it means.

Prior to publication of NES (2010); NLIAH (2010) and DH (2010) advanced nursing
tended to be seen as situated either within a traditional nursing identity of the entry-
level registrant nurse. This did not entirely reflect the level or breadth of practice
advanced nurses were practising within. This was in addition to being seen as more of
a doctor substitution model. These government-level documents offered more
consensus on the meaning of advanced practice, including advanced nursing, thus
influencing perceptions, utilisation and support for development of advanced nurses.
Depiction of an advanced nursing concept as an entity in its own right, with more of an
agreement on a distinct professional identity, still immersed in nursing but also with
characteristics, that tend not to be seen in non-advanced nursing, was emerging.
However, despite agreement that advanced nurses function within the four pillars, there
remains contention about this, in relation to spread of practice across the pillars.
Although there tends to be a primary focus in the clinical pillar, there are examples of
roles, where other pillars take precedence. There is some debate about whether this is
appropriate for characterising advanced nursing or not and other iterations that suggest
that advanced nursing should fit equally across each of the four pillars. Within the
context of this study and it's PD and research participants, the clinical pillar is core to all
and requirement for equal standing for each pillar was not considered to be a hallmark

for advanced nursing within this context.

These publications were one of the main catalysts for the PD, with PD1 conducted
using the four pillars and criteria that fitted into them, to explore and subsequently
support development of the advanced nursing framework for the hospital. For PD2, the

DH (2010) document provided the template for curriculum development, with intended
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learning outcomes written similarly, using the four pillars and criteria, to ensure a
course fit for practice and purpose, within the developing picture of advanced nursing.
This was with a focus on both competencies and capabilities for advanced nursing and
it's practice. With the four pillars of advanced practice playing a central role in the PD,
it was congruent to adopt a similar approach for the research, particularly as analysis of
the research data revealed the pillars, as core to the advanced nurses' practice, and

that was also evident in literature reviewed.

The dimensions of humanisation constitute a comprehensive, values-based framework,
theoretically informed and conceptualised by Todres et al (2009, p.70). Their seminal
work articulates humanising and dehumanising caring practices, with bipolar terms
along a spectrum, but with consideration of the specific context, as a key, influencing
aspect. A humanising approach is seen as a means of enhancing caring practices. It
could be argued that these are not new dimensions, if one considers writings of nursing
theorists and other eminent authors. For instance, Watson (1985), portrays
humanising factors in relation to nursing, through characterisation of inter-related
aspects of nursing with caring. Subsequently, Roach (2002) argues that caring is part
of being human and represents the core of nursing. However, what does appear to set
these dimensions apart, is the bipolar spectrum of humanising and dehumanising
dimensions and greater focus on the person, their well-being and health, with emphasis
on facilitating and supporting the person to achieve their goals. This differs from the
more patient-orientated, caring and nursing in iliness focus, whereby the nurse 'does
for or to' the patient, that tends to predominate in nursing theory and that has been

seen to characterise advanced nursing during its evolutionary years.

More recently, articulation of humanising approaches appears to have emerged in
response to increasingly complex healthcare practice. There has been a tendency
towards care demanding more biomedical, less person-centric approaches with the
person seen from a reductionist view of the body that may obscure other, more human
dimensions. It would appear, anecdotally, that this has been seen to have influenced
developments of advanced nursing, with advaned nurses being drawn away from a
focus on the holistic elements of care and management of patients. Prior to publication
of Todres et al (2009) there does not seem to be clear articulation of component parts
of what constitutes humanisation, which is offered through their work. This is a really
useful tool that enables individuals across a wide array of contexts, to benchmark how

they function against the humanisation framework, supporting them in articulating their
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own practice in accordance with a strongly humanising approach or to consider

strategies for how they may aspire to working towards a more humanising approach.

However, this does come with some complexity, as each dimension requires a depth of
explanation and interpretation to grasp its meaning, and how it can be viewed in
context for individual situations, within which it is used. Acknowledgement that the
dimensions can be applied from a broad-based approach and contextually, ensures the
flexibile and adaptable nature of the framework, along with the bipolarity of each
individual dimension. The expectation is not that each dimension needs to be
applicable to each situation and that within every context each individual should be at
the highest point on the humanising continuum. This does not reflect the reality of
health and care practice; an example might be nursing within an acute or critical care
environment, where a less humanising approach may be necessary for certain
dimensions. In other situations and for particular individuals, some dimensions may
not be applicable, but this does not necessarily mean they are not functioning within a

humanising care approach.

An understanding of this flexible and contextual nature of the dimensions as a
framework is important to articulate and disseminate. To a certain extent, when the
dimensions are used within the context of nursing, and more specifically, advanced
nursing, this is likely to require a degree of translation and interpretation. The language
used and definitions of the dimensions are not particularly familiar to the nursing
profession and the context of its practice. In addition, the bipolar spectrum of the
dimensions requires critical analysis and reflection, for individuals to be able to
appreciate or refute their complementarity as a theme to benchmark against. This is
when considering applicability to particular situations or individuals or from an
aspirational perspective, helping to support progress towards more humanising
approaches for advanced nursing practice. However, it can be argued that these
points are not necessarily negative; rather that they are valuable, in terms of
encouraging and facilitating depth of critical analysis and evaluation and a critically
reflective stance on the dimensions in context. This is as opposed to them being used
as a 'tick-box' exercise for individuals, in whatever context, to see how humanising their
practice is, which is also not conducive to the high levels of autonomy, critical thinking,

and reflective practice expected to be inherent to advanced nursing. .
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Review of literature on application of the humanising dimensions is fairly limited but
there are examples of their use in a variety of contexts, with good outcomes. Morris et
al's (2007) study on the importance and value of more equal consideration of social
and psychological dimensions, along with physical elements, reported such elements
as core to humanising, caring practice. Hemingway et al (2012) extracted pertinent
aspects of the humanising dimensions for nursing, perhaps offering an insight into how
a similar approach can be used in the context of advanced nursing. However, there
appears to be an expectation that all dimensions need to be 'adhered to,' if proposed
as a framework for nursing, without consideration of contextual or individual aspects.
This potentially influences how it might be applied in relation to development of nursing
students, and perhaps this demands this more prescriptive approach. This may not
necessarily be the case when viewed from the perspective of advanced nurses, who

have been immersed in nursing, invariably for some significant time.

Borbasi et al's (2013) case studies demonstrated application of humanisation
dimensions for supporting improvements to care for patients with dementia, with a
range of care-givers involved in the study. What came to the fore was the requirement
for facilitating understanding of the humanisation framework, rather than expecting
those involved to apply the dimensions to their practice, without support and guidance.
All these points needed careful consideration, when it became apparent that these
were dimensions that were applicable to advanced nursing, within the context of the

PD and more specifically, the research within this study.

Discovering this defining framework whilst considering my researcher role was
valuable, whilst planning and conducting my research study, particularly as a novice
researcher. The dimensions were not used as an overarching framework for my
researcher role, but supported me in terms of keeping me grounded and mindful of
ensuring | was functioning from the perspective of a humanising approach. This also
linked with how | practised as an advanced nurse, educator and practice developer.
Reflection on this led to consideration of the dimensions, which emerged as a theme
for depicting a range of humanising care aspects, cognisant with the lived experiences
of the advanced nurse participants in the study. This was not used as a rigid,
prescribed framework. It also did not come to the fore until the analytical stages of the
research, so there was not a sense of fitting the data to the framework, but rather the
other way around. It was valuable for uncovering and in some cases, giving meaning

to some behavioural and cognitive aspects of the lived experience of being an
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advanced nurse. Again, this was not necessarily in terms of a 'one size fits all'
approach, as not all dimensions were applicable to each participant or each different

context that they functioned within.

Often it is these human dimensions that are hard to articulate and that are hidden
aspects, in relation to delivery of quality patient care. However, the framework offered
a means of uncovering some core tenets, when used flexibly and not with the
expectation of categorising experiences of the advanced nurses within tight
parameters. It appears that this is in line with how Todres et al (2009) envisaged its
applicability to caring practices, which also fits with the fluid, flexible and adaptable

nature of an IPA research process, and thus was congruent with this study.

The 6Cs nursing values were introduced in the chief nursing officer for England’'s DH
vision and strategy for nursing (DH 2012, p. 5). This strategy emphasised the need to
revisit, build on and improve the culture of care based on the six fundamental values of
"caring, compassion, competence, communication, courage and commitment." This
was around the time of a number of public inquiries into inadequacies in caring
practices, following which the Francis Report (NHS 2013) recommended activities for
improving the culture of caring within healthcare and nursing, across the UK. This
included the "Five Year Forward View" (NHS England 2014), whose aim was to
promote better patient outcomes and experiences for people’s healthcare and better
use of resources, with which the 6Cs strategy was also aligned. NHS England's (NHS
2016) "Leading change, adding value" framework for nursing, midwifery and care staff
followed the initial 6Cs strategy, reporting on consultation that revealed substantial,
continued support for the 6Cs. Thus it was included in the newly developed framework
and considered as "the foundation of our (nursing) value base" (NHS England 2016, p.
7).

Despite this positive focus, it is also argued that the 6Cs were hurriedly published as a
reaction to negative images from the Francis report and similarly damning reports on
nursing and as an attempt to show that highlighted failings and poor practice were
being addressed. Critics refer to the 6Cs as already core to nursing, embedded in the
NMC Code (2015), and thus, holding no meaningful additional purpose, in re-launching
them as defining values of nursing. Critics of the 6Cs argue that they do not ensure
standards of care, the context within which they were introduced, nor do they describe
complexity of nursing roles. Although such criticisms amongst others, are likely valid,
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this does not detract from them as appropriate descriptors of the values-base of
nursing. It is this point that made me consider the values within the context of the
research; they were certainly coming to the fore, not only from the research, but
through previous discussions and profiles of PD participants. These established,
familiar values resonate strongly with nurses and in response to their criticism, there
seemed to be value in re-iterating them and considering them in the context of
advanced nursing. Staying connected with these values, in a milieu of perceptions of
advanced nursing moving away from nursing roots and losing the nursing and caring
identity, offered a way of these values re-surfacing, embedded in the model of
advanced nursing created through this study. The 6Cs articulate the baseline for
underpinning how advanced nurses function, with dimensions of humanisation adding
a more comprehensive, deeper level, building on, enhancing and enriching this

overarching framework.

Critical review of humanising care dimensions and 6Cs nursing values together, came
to the fore as core themes as part of the emergent framework, with nursing as the
central feature of this study. The more recent nursing strategy (NHS 2016) reported on
integrating the 6Cs nursing values into practice, which further confirmed the relevance
of the 6Cs, for underpinning advanced nursing and its practice, borne out through the
PD and research participants. The familiarity and perhaps more simplistic, narrowly-
focused representation of 6Cs nursing values, together with the less familiar, albeit
more flexible dimensions of the humanisation framework, created a comprehensive,

broader structure for the conceptual model of advanced nursing that developed.

With the DProf introduced and scene set, chapter 2 focuses on the personal narrative,
enabling readers to join me on the journey, chronologically charting reflection on my
development and achievements; with positive outcomes from synergy of the PD and
research, informed and enriched by the literature review. This was supported and
enhanced through personal narrative and the embedded reflective and reflexive
aspects. Synthesis of all four elements of the study, culminated in the conceptual
model of advanced nurse in the hospital context chronicled through the ensuing

chapters of this thesis.
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Chapter 2 My journey through the DProf using personal narrative

2.1 Personal Narrative in a professional doctorate

Personal narrative is a core characteristic integral to a Professional Doctorate and,
according to Fenge (2010), represents exploration of a student researcher's journey of
learning and development and key to helping make sense of a doctoral study, as a
whole. Polkinghorne (1995) refers to use of narrative, in such a context, as a form of
story telling with a central ‘plot’ as the main focus. Narrative is described as a
retrospective written account of an experience or event, bringing together different
aspects into a coherent whole, and thus making sense of it. Bolton (2014), captures a
poignant quote, from an ancient writer, Cicero "Wherever we walk we put our feet on
story." and she goes on to quote Winter (1988, p. 235), "We do not 'store' experience
as data, like a computer: we 'story' it."

(4/2012)"As | write my personal narrative, from start to final submission of the thesis, |
hope to create my own story of the journey, capturing triumphs, surprises, challenges

and obstacles in a meaningful, open way."

2.2 Selecting a Professional Doctorate route

(4/2012) "At the embryonic stage of my journey, similar to findings in Galvin and Carr's
(2003) study, | was drawn towards a professional doctorate, rather than PhD, as the
catalyst to prepare me for higher level professional practice and leadership. This was
alongside the opportunity to apply existing and new knowledge to strengthen the
evidence-base of advanced nursing. | have a thirst for learning and practice
development through academia and in the practice environment. Adding advanced
nursing and its practice, then | am passionate and full of enthusiasm to lead
developments, if improving patient care is the outcome. | feel | can add a more
scholarly and research-based focus to my role, facilitated through pursuit of a DProf,
albeit not losing clinical and education practice input and my strong philosophical

underpinning of nursing and caring within a framework of humanisation."

In line with Fenge’s (2010) own professional doctorate experience, selecting a
professional doctorate route offered the chance to identify research and PD activities
embedded within my professional role, as well as being beneficial to organisations
where | worked. Galvin and Carr’s (2003) study found participants wanted to ensure

their doctoral studies would have an impact on patient care, as a major consideration.
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As Lester (2004) suggests, a practitioner doctorate is concerned with managing
change and PD, which fits my personal perspective and was at the heart of my own
drive. Galvin and Carr (2003, p. 294) continue this theme, arguing that professional
doctorates generate and utilise new knowledge through practice-based scholarship.
This shows differences between traditional PhDs and professional doctorates, with the
former associated with development of ‘professional scholars,’ the latter with ‘scholarly
professionals.” Meleis et al (1994) advocate for doctoral education that promotes
scholarliness in nursing, which they believe can make a significant contribution to

nursing and caring, helping to cement my personal drive for such a pathway.

(4/2013) "I believe | am a developing scholarly professional in my advanced nursing
role and can contribute in the way Meleis et al (1994) assert. As | progress towards my
goal, | feel I will know when | have met doctoral level and consider myself really to be a
scholarly professional, drawing on Benner's (1984) ‘novice to expert skills acquisition
model’ as a benchmarking guide. This will be when | see myself in the seamless way
of being, as an advanced nurse, rather than sum of knowledge arenas required for
each pillar of advanced practice. On reflection, | am likely to move back and forth
between the two positions of scholarly professional and professional scholar as |
progress my career in a joint role between hospital and university, dependent on which
element | am functioning within at the time. | anticipate these two positions will become
my lifeworld experience; embodiment as advanced nurse, educator, practice developer
and researcher. The DProf will enable creation of my own model of advanced nursing,
in keeping with the scholarship model espoused by Boyer (1990), which integrates
domains, such as research, teaching and application. The domains | expect to merge
are the four pillars of advanced practice, remaining mindful and ensuring incorporation

of humanisation and 6Cs nursing values."

Galvin and Todres (2007, p.37), draw on Boyer's (1990) scholarship model, advocating

"scholarship as a seamless way of being, rather than the integration of separate
domains of knowledge..."

2.3 A scary start line and getting over the first hurdles

(6/2012) "Atthe start, | was a novice researcher, at the level expected of a doctorate,

and ‘rusty’, in what | had done so far, academically, so concerned about starting."

Such feelings are not uncommon for practitioners, such as myself. Ellis (2005)

reported concerns about professional doctorates, with students’ perceptions of

26



academic ability and scrutiny they would be under, and competing demands of practice
workload pressures and academic requirements. Bolton (2014) reiterates the point
about doctoral students self-doubt in their abilties, but argues that these can be

overcome through reflective processes.

My DProf programme has been built with group supervision providing a supportive

environment for learning and development.

(7/2012) "I attended the first group session with trepidation. | would be lost amongst a
group of ‘academically-minded’ individuals who were experienced researchers.
However, by the end of this session, | felt | had something to offer and they had a
wealth of information and experience that could help me."

This fits with Fenge’s (2011, p. 412) findings from her study of Professional Doctorate
students.

“Group supervision on ...programmes enables students to engage with their
changing and contested professional/researcher identities through discursive
processes, and enables reflexivity about the nature of practice to take place.”

Such an approach is also seen within action research and thus akin to PD and other
collaborative methodologies (McNiff 2014). This tends not to be characteristic of
traditional PhD studies, where students tend to work more in isolation, with individual
focus and structure, not always conducive to senior high pressure practice roles
(McKenna and Cutliffe 2001).

(10/2012) "Personal speculation would suggest that professional practice focus of our
professional doctorates and why, as students, we were drawn to this approach, is
grounded in our professional lives demanding work in collaborative teams. We are,
therefore, comfortable working in such an environment in our student roles, as it is

embedded in our professional practice roles."

| considered aims and objectives that would be 'SMART' (Specific, Measurable,
Achievable, Realistic and Time-manageable) (Doran 1981), and reflected on what the
final goal might be, through Bolton's (2014, p. 25) ‘certain uncertainty' and
‘unquestioning questioning' and 'serious playfulness.' A sporting analogy was an
important support early in my journey, as a familiar arena and helped me feel

comfortable in unfamiliar territory.

(1/2013) "At 'the first stride out of the starting blocks' | reflected on the four pillars of

advanced practice. | felt competent and confident as an advanced clinical nurse,
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recognised my skills as a lead nurse involved with service development and was
continuously developing my educator role. However, | lacked experience and
competence as a researcher and felt | could enhance expertise in practice
development, both areas reported as having barriers for advanced nurses to really
engage with, to any great extent (Van Veeramah 2004). | recognised undertaking a
doctorate would build on my strengths and experience, whilst facilitating growth and
development of emergent research and practice development skills and build reflective
and reflexive expertise. Once | started | was 'propelled at top speed out of the starting
blocks, somewhat confused about what event | had entered!" With time, personal
reflection and with my student cohort and tutors, use of my sporting analogy emerged
(Appendix 1.1). This was valuable early on, supporting thought processes and helping

make sense of stages | was working through and struggling to understand.

(6/2013) My personal narrative began to draw on a personally-orientated analogy of
Jessica Ennis’ pursuing her gold medal in Heptathlon in 2012 Olympics, comparing her

sporting journey, with my academic and practice development journey (Appendix 1).

(6/2014) Now | am no longer struggling to understand what | am doing, negating the
need for this representation but have kept in touch with it, to demonstrate processes
used to support learning and development and highlight my progress. Looking back on
this part of my journey, using Bolton's (2014) reflective model, the sporting analogy fit
with 'serious playfulness' and 'certain uncertainty' and ‘unquestioning questioning' with

what | had embarked on.”

With 'certain uncertainty' and unquestioning questioning' | reflected at a deeper level,
with more confidence as | progressed along my DProf journey.

(10/2014) "There is a high level of inter-subjectivity between me as doctoral student,
my professional role and overarching theme of advanced nursing emanating through
every aspect of my work. There is congruence between the literature review, personal
narrative, PD projects and research and ongoing inter-related professional activities, all
relating to advanced nursing. This is all cognisant of the various levels of professional
practice and personal role synergy that was characteristic of this study, with myself at
the centre of each element. The destination | aspire to, at the end of this epic journey
is a place where my personal fusion model of advanced nurse is realised and is the
hallmark of my professional practice and exemplar for other advancing nurses, created
through a synthesised whole study, with particular synegry of the PD and research.
This underpins my personal philopsophy of practice and is at the heart of my desire to
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develop personally and professionally. | feel | have responsibility to my profession and
want to make a useful contribution to the knowledge-base of advanced nursing, for

colleagues and patients, through valuable practice development and research.”

Moule and Hek (2011, p.4), assert that a body of knowledge is developed and
enhanced through relevant research into practice, which is the ultimate goal of my

studies.

"Excellence in practice is dependent on the research and evidence-base of each
professional group and we all have a responsibility in some way to contribute to
our own profession's knowledge through research.”

2.4 Reflection and reflexivity inherent within my DProf

Ghaye and Lillyman (2011) propose that reflection involves learning to account
positively for oneself and one’s work. The reflective and reflexive approach inherent to
the learning process, is said to involve reflexivity, representative of greater depth and
breadth of reflection, whereby an interpretative element is added to reflection.
Reflectivity and reflexivity are seen on a continuum, pertinent to learning and
development and managing change in oneself. The following quotations encapsulate
how | was making sense of reflection and reflexivity as tools to support development

and growth from critical reflector to reflexive practitioner.
Bolton (2014, p.7) discusses “thinking from within experiences” and “examining the
limits of our knowledge”.
Richardson (2000, p. 254) purports,
"Self-reflexivity brings to consciousness some of the complex political /
ideological agendas hidden in our writing".
And Sparkes (2003, p. 221) argues that

"who | am affects what | observe, what | write and how others react to what |
say."

Further consideration led to Johns (2005) two different modes of reflection - 'cognitive
and mindful reflection’, that closely align to the aforementioned reflection and
reflexivity.

(7/2014) "If | review my development, the type of reflective processes used, start to err
towards mindful, building from cognitive reflection. However, both types are likely to be
employed, depending on situations | am reflecting upon. | anticipate development from

reflective to reflexive practitioner, within all aspects of my advanced nurse role, moving
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from cognitive to mindful reflection, as expertise and experience builds across all four
pillars of advanced practice and as | develop skills and depth of understanding through
the DProf. From a personally reflective perspective, this is another example of
professional practice synergy as these four pillars of advanced practice fuse and inter-
relate with one another. For me, being reflexive means making sense of the lived
experience of my doctoral pursuits and becoming part of the process as | progress.
Thus, it becomes a living, breathing endeavour echoing throughout every aspect of my

professional life, influencing and moulding how | practice, as | develop.

(7/2014) 1 am mindful of how such thinking can influence the work | do within the DProf,
and in so doing, draw on literature to guide reflective and reflexive activities, with
personal learning and development achieved, as | progress my studies. However,
knowledge will also build more generally, with advanced nursing and its practice
through the PD and research. Studying at doctoral level as an advanced nurse can
combine the art and science of nursing with reflective practice to produce praxis, as
advanced nursing practice based on scholarship, expertise and critical thinking, which |
aspire to achieve through this work. Reflection and reflexivity are considered important
elements for PD, indicated by Boomer and McCormack (2010) and experiential
qualitative research, such as IPA, according to Shaw (2010). Both methodologies
require a high degree of reflection and reflexivity for the practice developer/researcher,
as key aspects of enquiry and, therefore, play a key part as | continue through these
elements."

2.5 Writing my personal narrative

My personal narrative is a process of exploration and articulation, utilising a reflective
and reflexive writing approach. Bolton (2014, p.14) supports such an endeavour, when
she states,

“The writing IS the reflection,..questioning everything, turning our world inside
out, outside in and back to front.”

She continues to assert that the process of reflective writing enables one to engage
critically and learn and facilitate change in practice; both of which are key to my
studies. The personal narrative writing is used to represent my journey of learning and
the professional enquiry inherent within it, as the whole process unfolds and
progresses towards its final destination, culminating in the final thesis and its defence,

returning to my sporting analogy, with me visualising "the finish line."
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Bolton (2014, p.116) states

“Reflective and reflexive writing can collate and make sense of the muddle of
stuff in our minds.”

Other authors advocate the power of reflective writing including Richardson (2000) who

considers it a means of discovery and Van Manen (1995, p. 37) who asserts,

"To write is to measure the depth of things, as well as to come to a sense of
one's own depth.”

(9/2014) "This was starting to make sense as | worked through the chaos | was in when
starting my DProf journey in 2012. Reviewing my narrative log, | could see the first
written pieces were matter of fact reflections on where | saw myself and what | was
going to do. This was in line with reflection-on-experience typified as a form of
cognitive reflection, rather than mindful practice as a way of being (Johns and
Freshwater 2005). This was an objective, outsider view of my personal world and there
was a sense of holding back on sharing feelings and thoughts and lack of knowledge of
how | was going to use my creativity to pursue doctoral studies. | lacked confidence to
let go and write from inside and unsure about sharing feelings. It was exposing and |
was afraid of not being good enough, of ideas being ridiculed and failing to move
forward. Although there is some critical reflection within my writing, it lacks depth of
analysis and personal interpretation required, that characterises the reflexive being, |
feel I am growing into and that is more commensurate with mindful practice. This is
coming with experience as | progress my studies and develop understanding of my

topic from empirical, ethical, personal and aesthetic ways of knowing (Carper 1978).

| feel I am beginning to have full authority over my writing, taking an unprescribed
approach, being selective of aspects | share and open and self-revealing, without
feeling restrained or uncomfortable by concerns about how | am perceived by others.
The process of writing is facilitating a more reflexive and pragmatic approach to
academic and practice activities, helping me engage critically and learn and
empowering me to change practice. The flexible and unprescribed 'permission’ to
create such written pieces, has led to transforming my work from being poorly informed
and immature to more informed and enlightened, commensurate with doctoral level
thinking and immersion in my subject. Dialogue with myself through reflective writing
and sharing with others, is the medium through which | am able to put into action,
critical reflection and reflexivity, leading to transformations in meaning and practice.
Use of narrative and thinking, feeling and acting as a reflexive practitioner, moving from

cognitive to mindful reflector, has been difficult to grasp, but | am getting there.
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The feeling of writing a ‘story’ just didn’'t seem right and made me feel exposed when |
was introduced to such an approach within DProf sessions in 2013. At this point |
discovered Bochner’'s (1997) 'Narrative and the Divided Self', which rang true and
made me feel ‘being academic’ is not necessarily something demanding complex
dialogue and writing, out of most people’s reach. In contrast, it can be achieved
through simpler, clearer approaches to knowledge sharing and development, using
narrative. As a practical, hands-on nurse and educator, it felt like this enlightening
dialogue was giving me permission to use my experiences as the basis for sharing and
developing knowledge and now, in 2014, | fully understand its power and influence and

how important it is for professional and practice development."

Bochner (1997) argues that the academic persona is often isolated from the normal,
experiential one, making one feel disconnected in pursuit of theory, with expectations
of being an objective spectator role. He suggests this is not the only way of ‘being
academic’ and there is value in taking a more subjective, experiential view of the world.
He found this a valuable approach with students, with whom he shared tacit

knowledge, connecting their experiences to his own.

| continue to be drawn to Bochner’s (1997, p. 436) ideas about narrative inquiry as an

academic pursuit,

“where theory meets story when we think with a story rather than about it."

This is alongside the school of thought supported by Smith (2008) that functioning at
doctoral level, should demonstrate innovation, creativity, and originality, aiming to

develop new knowledge.

(1/2015) "I believe this is coming to fruition through my innovative approach.
Previously | was rule-driven, guided by the prescriptive nature of an academic
programme. Bochner’s writing has helped me think outside the box and feel confident
that it is acceptable to 'run a different race.' taking a leap of faith into what was
originally uncharted territory, in pursuit of a personal journey of exploration and
discovery. This created my own approach to the DProf, perhaps challenging a more
conventional format and meeting innovative, creative requirements of doctoral studies,
which | believe is emerging as | progress through all four elements, making my

doctorate really meaningful."
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As | worked through each DProf element concurrently, it made sense to capture
personal narrative for each one. This was once | reached a point where | could stop to
consider personal progress and development in terms of outcomes. Thus, an extract
of narrative concludes each of the chapters on literature review, practice development
and research, as well as extracts of narrative captured at pertinent points within

individual chapters, where reflective and reflexive aspects are articulated.

2.6 Personal narrative at progression stage

(2/2017) "As | approached progression stage, | reflected on my progress.
Unfortunately, due to a bereavement, | took a break in studying. In retrospect, this was
beneficial for my development as | continued to read and reflect, deepening my
understanding of my subject and increasing self-awareness of my personal and
professional self. | slowed down and took stock of what | was doing and why, realising
| was rushing things, which was not helping me fully embrace the learning experience.
| returned with renewed vigour and different approach to completing my studies, in a
more measured way, ensuring depth of my learning was commensurate with that
expected. | have been moving along a continuum from thinking objectively about
myself as a scholarly professional and developing professionally, building each pillar of
advanced practice. This is becoming my way of being in the world, as a mindful
reflector and embracing a reflexive approach to my world of advanced nursing. This
fits with 'serious playfulness', with my thoughts quite abstract, and focused on an
innovative approach to embodiment of my personal identity. However, there is work to
do before | feel fully competent in this emerging lifeworld, with remaining aspects of

‘unguestioning questioning' and 'certain uncertainty' to transform.

My doctorate is now part of my identity as a scholarly professional locally and within the
world of advanced nursing - my own 'Olympic community' (returning to my sporting
analogy). Submission of my progression report enabled me to gauge how far | had
come and view this as a significant point, in achievement. | enjoyed the opportunity to
share my work and articulate my plans for the final thesis. | continued to feel 'certain
uncertainty' about the level | was working at and lacked confidence in my abilities as a
researcher and doctoral level scholar. However, going through this process, gave me
the confidence boost | needed, confirming | was functioning at a reasonable level and
my researcher skills were developing, moving towards 'certain certainty'. | was starting

to understand the power and strength of reflective writing, moving from a cognitive to
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mindful approach, articulating this using personal narrative emanating through all four
DProf elements and demonstrating my reflective and reflexive stance, in scholarly and
practice-based activities that was now being drawn through a second phase of PD and

a core aspect of the research being undertaken."

2.7 Moving towards the final DProf destination with personal narrative

"I was more than ready to progress as a researcher, able to use personal narrative in
various ways and as an important part of the research element and as the glue

combining all four elements of DProf.”

Sandelowski et al (1991, p.161) believe that narrative provides an opportunity for

nursing researchers to have,

“special access to the human experience of time, order and change, and it
obligates us to listen to the human impulse to tell tales.”

This is further supported by Coles (1989, p.128) when he states,

“You don't do that with theories. You don’t do that with a system of ideas. You
do it with a story.”

(6/2017) "I moved forward with literature review and research elements, as the next
steps in this journey." A brief summary of reflective aspects was captured in my
researcher diary, extracts of which are in Appendix 5. There is more detailed narrative
included, where appropriate, within the research chapters, including summary
reflections at key points in the following chapters. Further personal narrative charts
progress towards the final destination and is similarly captured in the final sections of
this thesis. This is congruent with fusing all four elements, outlining my personal,
professional development through the synergistic whole, culminating in meeting all

expected outcomes, and with additional outcomes resulting at a later stage.
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Chapter 3 Practice development

PD Project 1: Specialised Nurse Review (SNR) was conducted in the hospital where |
worked (Appendix 2.1). Itinvolved creation of an advanced and specialist nursing
framework for the hospital, after evaluation of advancing and advanced nursing roles
(Appendix 2.2). PD project 2 involved advanced practice education curriculum
development (Appendix 2.3), culminating in a new Advanced Nurse Practitioner
programme being written and implemented at the university where | work (Appendix
2.4). An outcome from these projects was the book chapter on advanced practice
careers and career development that | co-authored. These projects and book chapter
were pivotal to and a catalyst for initiating and continuing to inform the research study.
This came from a desire to get close to the personal experiences of advanced nurse

participants from PD1.

3.1 Practice Development methodology drawing on Action Research

The PD projects were guided by a framework of practice development, drawing on
principles of action research, which are often used synonymously, according to
Coughlan and Brydon-Miller (2014). Practice Development has been recognised as a
methodology that contributes to health and social care services through focusing on

workplace cultures (McCormack et al 2006), as was the case for both PD Projects.

The projects followed their own cyclical processes as separate entities, featuring
spirals of data collection, analysis, evaluation and embedding into practice (McNiff
2013). They were interlinked by the overarching subject matter of advanced nursing,
with each cycle informing and informed by the other. Although the distinct projects
came to an end and outcomes were achieved, activities continued, building on what
was done, shaping and re-shaping what was developing as a result of ongoing work
and emerging developments. This is congruent with the nature of both action research
and practice development methodology, as discussed by eminent healthcare practice
developers, including Garbett and McCormack (2002). Boomer and McCormack
(2010) argue that PD supports change, and depending on size and complexity,
structures and processes are established to ensure collaboration, inclusivity and

participation, to maximise potential outcomes.
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As Garbett and McCormack 2002, p.87) state, (particularly with healthcare and nursing
practice),

“Practice development is a systematic process with the intended outcome of
improving the patient’'s experience, by helping nurses and teams to develop the
knowledge and skills to enable them to transform the culture and context of care.”

In using PD to identify key attributes, Unsworth (2000) suggests this involves direct
measurable improvement in care through new ways of working, patient need or
problems responded to through specific changes; effective services developed through
change and maintaining or expanding current work. These aspects were pertinent to
undertaking the PD. Drawing together theory and practice, termed by Jones (1997,
p.34) as ‘theory-practice’ or ‘praxis’, the PD adds to the body of knowledge of
advanced nursing (theory; general) and contributes to development of advanced
nursing roles within the specific hospital setting (PD 1: SNR project) (practice; local)
and through university education curriculum development (PD 2 :Advanced practice
education curriculum development) (theory/practice; local). This is also another
example of synergy with theoretical aspects being fused with practice, leading to

synthesised exploration and develpoment of advanced nursing through PD.

3.2 PD Project 1: Specialised nurse review (SNR)

This PD project was a comprehensive review and evaluation of nursing roles, identified
within a loose framework of advancing or advanced practice within the hospital
(Appendix 2.1). General agreement by staff across the hospital was that more effective
and efficient use could be made of roles, within redesigned, more person-centred
services. More supportive structures and processes could enable roles to function
more effectively and post-holders could be better supported and developed, alongside

approaches that enhance quality services and promote improvements in care.

PD1was characterised by collaboration, along similar lines to participatory action
research, as described by Reason and Bradbury (2008). A hospital service
development team was brought together, alongside the nurses and their managers, as
the project participants. | joined the project team, using expertise from my joint role,
embedded in advanced nursing. This was an appropriate project team, to support
effectiveness of processes. McCormack et al (2006) purport that effectiveness of PD is
enhanced by using internal roles for practice development, combined with or that are a
sub-role of other role functions, as was the case with my colleagues and myself, with
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authority from our senior roles, contributing to effectiveness of the project. Critical
reflection individually and collectively by people involved is considered vital to PD and
Action Research, when engaging in collaborative change and development within
healthcare, according to Bellman (2003). Critical practitioners need to be skilled and
knowledgeable, open to and value alternative ideas and perspectives and to be self-
aware, reflective and critical thinkers. This featured within PD1 and PD2, from my own

perspective and colleagues working on the project teams.

3.3 First stage literature review for practice development

On initiation of PD1, the first stage of literature review was rather organic in nature, less
structured and systematic, with less critical analysis than expected of more scholarly-
focused activity. Nonetheless, it proved useful for informing the PD. This provided an
appropriate background to support planned role evaluation and developments, in line
with the current evidence-base of advanced nursing. Findings from the review were
shared with the project team, with evidence from published literature, adding to
anecdotal evidence that prompted PD1 originally. This also supported development of
the advanced practice education curriculum for PD2. This review started to set the

scene and led to a more robust second stage literature review for the research.

Shared themes were extracted from reviewing the small number of papers, focusing on
what advanced nurses did. Rolfe and Phillips (1997) and Manley (1997) conducted
action research projects of eighteen months and three years duration, respectively,
both within hospital settings in the UK. Hicks and Hennessy (1998) took a triangulation
approach with a questionnaire survey of acute care nurses, their managers and
doctors, also in the UK. Brown (1998) undertook a narrative literature review focused
on conceptual frameworks of advanced nursing. This is merely a snapshot, and from
studies undertaken some years earlier. Although there is useful data to draw on, this
needs appraising in the context of advanced nursing in the UK at the time. It is not
clear what level of practice participants were working at or their educational
preparation, as guidance was limited in the 1990s. However, these studies were
conducted in similar settings to PD1 and mirrored what was happening within this
hospital setting. Additionally, the findings from these studies were borne out, some
years later and prior to the PD, in the documents that started to provide guidance on
advanced nursing practice and education, including RCN (2002; 2008), and DH (2010).
This all provided a basis on which to build the hospital framework for PD1 and guided
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curriculum development for PD2. The themes indicated prevalence for the clinical
pillar, with advanced nurses functioning at higher level than entry-level registered

nurses, with additional activities usually seen within the domain of doctors.

Shared themes revealed advanced nurses in enhanced clinical roles, with Manley
(1997) referring to them in terms of expert clinical practitioners who fitted into a
conceptual framework focused on patient-centred care. Clinical practice comprised of
comprehensive patient assessments using advanced clinical skills identified as history
taking and physical examination skills, ordering, undertaking and interpreting
investigations and carrying out procedures. Their practice was seen to incorporate
clinical and diagnostic reasoning and decision-making and a critical approach to
problem-solving in assessing and managing patient care. Rolfe and Phillips (1997)
made reference to the independent, autonomous nature of ANP roles in making
decisions and planning care. These clinical facets were argued as usually aligned with
medical practice, according to Brown (1998). She also made reference to patient care
characteristics that fitted a conceptual model with a wide scope of practice
characterised by strong nursing orientation and nursing values-base. This was also
echoed in the other papers. Manley (1997) and Brown (1998) reported on a more
holistic and empowerment approach to patient care, working in partnership and as a
patient advocate. The main focus was clincal skills and demonstration of competence,
but these papers were the start of a move from advanced nurses assuming medical

skills, towards practice that was regaining its nursing and caring focus.

Within the leadership/management pillar, advanced nurses were seen leading and
managing patient care with more authority, albeit within the context of multidisciplinary
team working. They were reported in all three research studies as leading on change,
responding to changing needs and demonstrating a pioneering approach through
advancing clinical practice and managing risk. The education pillar was cited by
Manley (1997) as part of the advanced nursing role, which was mirrored in the other
papers, for patients and staff. The research pillar was seen within the context of
evidence-based care provision and from a wider remit of practice and service
development. However, this was not a strong focus and perhaps was more an
indication of the researchers' perspectives on promoting the concept of advanced
nursing in a medically-dominated environment, where advanced nurses at the time,

were viewed in terms of clincal acumen, with an emphasis on doctor substitution.
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Wiseman (2007) purports that advanced nursing roles need developing within a
recognised framework, taking account of organisational environment, education and
professional development requirements, professional, ethical and legal accountability
issues, with clarity around scope and remit of roles that are in line with patient needs.
This was an indication of gaps in terms of robust and consistent practice criteria or
standards of education in the UK, in the early 2000s. If advanced nursing was to
establish itself as an entity in its own right and not merely a role that supported the

practice of other healthcare professionals, work was required to achieve such status.

A number of operational frameworks for identifying, establishing and evaluating
advanced nursing posts were reported in countries with slightly different health care
systems to the UK, including Bryant-Lukosius and Di Censo (2004) in Canada and
Gardner et al 2010 in Australia. The PD project drew on this broad-ranging evidence-
base to create a suitable framework for identifying, implementing and evaluating the
nursing roles in question. However, there seemed to be limited data to guide
successful implementation and best use of such roles and evalution processes and
they appear as complex and dynamic as the roles themselves. This resonated within
PD project 1's hospital and was something that made the project complex and

challenging.

3.4 Practice development project 1; 'Specialised Nurse Review'

PD 1: ‘Specialised Nurse Review' (SNR) focused on advanced and specialist nursing
roles at the specific acute hospital trust (Appendix 2.1 and 2.2). The main aim was to
identify savings, whilst maintaining and improving patient services, through role
identification, review and evaluation. It was anticipated that this would lead to
recommendations for and activities focused on role and service transformation. This
was one of a number of projects within the trust’s transformation programme, aimed at
meeting NHS quality and efficiency agendas including DH (2008) and DH (2010a). The
project culminated in development of an advanced and specialist nursing framework for
the hospital, covering practice, education and training, career identification and
development of nurses in post and nurses aspiring to such career pathways. On
completion of the project, a process was implemented to ensure ongoing review of the
framework, in line with the hospital’s governance structure, keeping abreast of evolving
national guidance for advanced nursing and other non-medical healthcare professional

roles in England.
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3.4.1 National and local context for PD1

Around the time PD1 started, a plethora of guidance and recommendations was
published relating to areas, such as improving quality of patient care whilst making
cash-releasing savings. This was aligned to focusing on healthcare staff, such as
nurses; in ‘Modernising nursing careers’ (DH 2006) and ‘A high quality workforce: next
stage review’ (Darzi Report, DH 2008). Such pertinent initiatives were followed by
publications more relevant to advanced and specialist nursing, leading to emergence of
a slightly clearer picture of advanced practice for the UK. A move towards more local
governance within NHS organisations was emerging, from a general perspective and
specifically, advanced practice roles, such as those within PD1. This is highlighted
within key documents, including ‘Advanced Nursing Practice Roles Guidance for NHS
Boards’ (NES 2010). This stated that good governance of advanced nursing role
development and implementation should be based on consistent expectations of the
level of practice needed for patient services, through benchmarking roles against

nationally agreed standards.

It is amidst the turmoil of the ever-changing healthcare arena, characterised by paucity
of resources and rather hazy picture of advanced practice, that PD1 commenced. As
briefly discussed in the first stage literature review and from anecdotal evidence locally
and nationally, there was little in the way of a defined background of advanced nursing
available at the time (1990s to early 2000s), when most of the roles were implemented
at the PD1 hospital. As a result, there was wide divergence and variety in the
numerous roles developed, featuring an array of different levels and parameters of
individual posts, not dissimilar to experiences elsewhere, nationally and globally
(Pulcini et al 2010). Currie and Grundy (2011) demonstrated, through a small-scale
evaluation study in Scotland, healthcare organisations employed numerous individuals
in 'advanced' roles, with different titles but with little understanding of what roles
involved and with profiles emerging with little coherence. They concluded that there
was need to review the workforce, make best use of resources and work more
effectively, safely and efficiently, to ensure delivery of quality patient services.
Anecdotally, this is mirrored elsewhere in the UK, where organisations embraced the
authors' challenge to address their own, similar issues; it certainly formed part of the

rationale for PD1.

DH England's 'Advanced level nursing' (DH 2010) was published not long before the

start of the project, at the same time as the similar publications from Scotland and
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Wales respectively (NES 2010; NLIAH 2010). From the local viewpoint, there had not
been any targeted guidance from a UK governmental perspective previously; although
RCN (2008) had offered informative guidance on ANP practice and proposed
education standards. A fair proportion, although not all of the ANPs at the PD project
hospital had undertaken the ANP degree course at the local university that used RCN
domains and cometences for benchmarking its programme against. Thus, DH (2010),
NES (2010) and NLIAH (2010) were critical for guidance nationally and locally for PD1
and impetus for initiating the project, as there was something more tangible on which to
base the review of roles. They were also key documents for informing the new
curriculum developed through PD2, along with RCN domains and competencies (RCN
2008) that previously informed it. However, it is important to note that these were not
policy documents but did provide a foundation on which to build, with some consensus

agreement on advanced nursing and guidance for developments.

3.4.2 Rationale for undertaking PD1 and its project aims

The origin of PD1 within the hospital's transformation programme was part of the
hospital trust’s five year strategy, aimed to identify improvements and efficiency
savings, through projects launched to save money whilst not reducing efficiency and
effectiveness of services. The Director of Nursing and senior managers were keen to
ensure that, despite savings targets, quality of care was not affected. Conversely, the
project was seen as potential opportunity for service and staff development, in line with

Department of Health quality agendas.

Early on, with lack of consistency around job titles and profiles, it was not clear how to
categorise these roles or whether all relevant roles had been identified. It was decided
to keep the title broad and generic, so the goal was to review all ‘specialised’ nursing
posts (a term coined to cover all roles without giving them a specific title), to
encompass the whole array of specialist and advanced nursing roles. Lack of
cohesion, little understanding of what these roles involved, how individuals worked or
what contribution they made to patient care or the organisation as a whole, was of
concern, particularly following recommendations from papers such as the Darzi Report
and 'Quiality, Innovation, Productivity and Prevention' (QIPP) agenda (DH 2010a).

41



At the start of PD1, the following points were considered, with regards to the rationale
for its undertaking (Table 2), which led to the main aims of the project (Table 3), as

agreed by the project steering board and delivery group.

Little known about roles in hospital at organisational and departmental level, despite signifcant
numbers employed

e Need to develop awareness and understanding and build a clear, agreed picture of
individuals that fitted this part of nursing workforce.

Roles evolved - ad hoc fashion, single entities, no clear plans or direction, no cohesion across trust.
No organisational strategy to manage education, training, succession planning, career development,
aimed at improving patient care delivery

e Governance perspective - potential risk needing addressing, potential wasted resources that
could be better utilised

Numerous diverse roles initially identified, seen to provide range of quality services but not initiated
from service or coherent, systems-based approach, little known of their contribution to patient care

e Strategy required to improve introduction, management, evaluation of roles/services

Nurses and their managers needed to review and plan to meet development needs to facilitate role
advancement to fit purpose of services required.

¢ Minimal investment in workforce since initial inception - minimal support and funding to
support role / service development, despite evidence of efficacy of such workforce

Hospital trust required to make savings whilst improving patient services - felt review and remodelling
of 150+ roles identified could realise savings and support delivery of improved patient services

e Lack of knowledge and understanding of roles / services, no strategy for managing them, to
meeting these requirements, no clear framework to build and re-model specialised nurse

roles.

Table 2: Why PD project 1: 'Specialised Nurse Review' (SNR) was needed
Aims

1 To identify current establishment of staff employed across 'specialised' nursing roles.

2 To review roles and job plans to assess consistency across roles.

3 To propose a simplified structure and controls on job titles, avoiding inconsistencies
and identifying opportunities to reduce costs while ensuring continued service levels.

4 To devise generic job descriptions and job titles for a range of specialised nurse
roles.

5 To develop an advanced and specialist nurse framework and career progression
pathway.

6 To create a clear organisational strategy for managing roles - development,
education, succession planning, career advancement, aim to maintain and improve
patient care

Table 3 PD Project 1: 'Specialised Nurse' Review aims
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3.4.3 Peopleinvolved in the SNR project
Project team

An experienced project leader, with a good track record for facilitating success in
hospital projects, was appointed, who assumed responsibility for day-to-day project
management. A multi-professional steering board consisted of Director of Human
Resources, Director of Nursing, General Manager, Senior Nurse Manager and senior
medical consultants. This board was responsible for leading on direction, establishing
project aims, monitoring progress and making high level decisions on processes and
outcomes and escalating information to the trust executive board. According to
Langley et al (2009) critical to meeting project goals and achieving sustainability, is
stakeholder engagement and involvement at strategic, senior management level. This
was instrumental in putting the project at the forefront of the trust's strategy and

appears to have been key to maintaining engagement and meeting project goals.

A delivery group was established, tasked with undertaking activities within their own
areas. This comprised senior nurse managers from each directorate, senior human
resources personnel and a senior clinical nurse with expertise in advanced practice
(myself). They were key stakeholders at organisational level and first point of contact
for their directorates. "l was asked by my line manager to represent the directorate |
worked within on the delivery group. | was approached by the project manager, who
was keen to involve me more than department representation, due to my knowledge

and involvement at trust level and as programme leader at the university."

Participant population: ‘Specialised Nurses’

The participant population was identified as band 6 to 8 (Agenda for Change) posts,
not in standard ward or department nursing roles, providing advanced or specialist
nursing services.. Some anomalies were identified and agreement made for inclusion
in this review, or a review of Allied health professionals (another Transformation
Programme project) or who did not fit category descriptors. Participation of senior
personnel ensured good depth of engagement and supported ownership and active
involvement. Maurer (2010) identifies senior management and leadership support as
vital for ensuring sustainability for changes, as a result of service improvement.
Additionally, active involvement and participation from the project outset, with the

‘specialised nurses’,developed sense of ownership and inclusivity.
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3.4.4 PD Project 1: SNR project process
Communication

The project initiation document included terms of reference for the steering board and
delivery group. After preliminary meetings, an inaugural communication event was
arranged, which all identified ‘specialised nurses’ were invited to. This introduced the
project and provided a forum for sharing initial thoughts and ideas and information
about the project and how it fitted into the transformation programme. Providing
individuals with a significant voice can support commitment and ownership in a project
like this (Boomer and McCormack 2010). The ‘specialised nurses’ were introduced to
the steering board and delivery group and encouraged to use their own department’s
link delivery group member, as point of contact. The reception to this event was mixed,
with some viewing it as an opportunity for recognition of good work they were doing, an
opportunity to improve patient services and create a strong voice of ‘Specialised

nurses’ for the organisation.

Conversely, there was some resistance and feelings of threat to posts, with savings
attached to the project. Such resistance is a common reaction when faced with
potential changes, perceived to undermine confidence and threaten people’s sense of
purpose, according to Holbeche (2006). A great deal of effort was put into managing
and dealing with this resistance, which tended to dissipate, as tine went by and as

benefits of the project came to a fore.

Communication events were held at key stages, enabling the ‘specialised nurses’ and
project team to continue sharing information and to keep abreast of progress and
direction of the project. Ongoing communication was maintained through email
correspondence, meetings, and some face-to-face, individual informal interviews. A
shared drive on the hospital’s intranet site created space for shared communication
and information. Communication channels were not always as good as they could be
and indivudals and teams did require some encouragement to interact. There was
some negativity and challenges encountered along the way, which was invariably
related to lack of agreed consensus on particular aspects of roles and services. On
occasions the steering board was consulted and human resources approached to deal
with difficult situations. However, in general communication was good and there was a
good level of engagement and interest throughout the project. This was apparent with
nurses who were keen to share their experiences as they never felt they had been
listened to or given the platform to celebrate what they did. Good engagement in

44



developing and implementing changes has been identified with lles and Cranfield

(2004) reporting this as a way to encourage ownership and interest in sustaining them.

3.4.5 PD1 data gathering and analysis

A multi-method approach to data collection using a variety of quantitative and
qualitative methods was used. This included questionnaires, activity diaries, audit

materials, other diary approaches, workshops and group meetings.

Each ‘specialised’ nurse completed a qualifications' pro-forma detailing education and
training, and overview of key aspects of their role and job title. The delivery group
collaboratively created a template analysis document that helped them build a profile of
each post-holder from data, facilitating an objective, un-biased approach. Despite
similarities, job titles varied, often not accurately representing the nature of roles. This
could be confusing and misleading for the organisation, patients and wider public. A
range of education and training featured, from PhD and Masters level courses, to none;
high levels of training and assessment of competence to minimal amounts that might
reasonably be expected of such roles. Job descriptions were reviewed alongside this
activity, mapped against key criteria. Some were up-to-date and had been regularly
reviewed through appraisal, were comprehensive and in keeping with hospital
governance requirements. Conversely, some were poor quality, lacked clear role

descriptors, were out-of-date and a potential risk to post-holders and the organisation.

It was important for senior nurses who managed these ‘specialised nurses’ to be
involved, as they were responsible for taking action on improvements required as a
consequence of findings. It also gave them ownership of the project and enabled
immersion in the subject matter, for individuals and group members. This was an
illuminating experience for the group, who identified diversity as well as numerous
similarities between individual nurses, with a picture emerging of categories of different
‘specialised nurse.” This was not something to be viewed negatively. Thought needs
to be put into re-organisation of working patterns, with titles and roles they describe,
being measured against specific standards defining scope and level of practice,
according to Barton (2006). Anecdotally, evidence was emerging that the ‘specialised

nurses’ were not dissimilar to those identified elsewhere.
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Further data was gathered from electronic activities' diaries, completed by individual
participants. This was based on similar work elsewhere, with particular relevance
being an Australian study by Gardner et al (2010), who used work sampling methods to
provide data for evaluating advanced nursing posts within different settings. Diary
activities were compiled following consultation with the ‘specialised nurses’ individually
and in groups. This provided another forum for discussion around roles,
responsibilities and activities, through collaboration, sharing thoughts and best practice

and creating a platform for uncovering ‘mysteries’ of their roles.

Data was analysed by categorising activities and matching activity groupings with job
descriptions. Despite the different approach used, diaries contained similar activities to
the thirty individual items in Gardner et al's (2010) study. Thus, these categories

provided a useful means of sorting and analysing data for PD1 (Table 4).

Direct patient care

All activities performed for and in presence of patient/family/caregiver including
explanation given to patient/family/caregiver about these activities

Indirect patient care

Activities performed away from patient but on a specific patient’s behalf, including
co- ordination of care, collaboration with other health care professionals and
documentation

Service-related activities

Not patient-specific activities and included attending meetings, teaching/in-service,
research, audit, administration

Personal

Activities not related to above categories including breaks, adjusting personal
schedules, personal phone calls and socialising with colleagues, education and
professional development, socialisation and care of self in terms of providing time

Table 4 Categories of activities from analysis of electronic activities

This provided clarity on workflow and working practices by recording time spent doing
certain activities. The ‘specialised nurses’ reported this as a useful exercise,
highlighting what they did on a day-to-day basis, appropriateness to their role, time
taken over activities and potential savings that could be made. It also helped keep
them at the heart of the project, maintaining ownership of data collection and analysis.

This exercise was undertaken by all, except the Consultant Nurses for whom a slightly
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different approach was adopted, using an adapted version of the medical consultants’
electronic diary. As a small, diverse group, it was felt more appropriate for them to be
a separate group, and although included in the project, a decision was made to

continue reviewing their roles through a second phase of the project at a later date.

A number of categories, grouping different roles emerged, which formed groups for
individual workshops to gather more qualitative data about roles and responsibilities,
and considering role developments to maintain and develop quality patient care. A
workshop approach is a good mechanism for giving individuals a voice in proceedings,
fostering increased commitment and ownership. This facilitated good networking

opportunities and generated shared ideas for service developments.

3.4.6 Findings and subsequent developments from PD1

This project raised awareness and made visible the 'specialised' nurses at the hospital,
with greater understanding related to the nursing workforce, fostering interest from
across the organisation, in terms of contributions they could make in other areas.
Importantly, more focus on ensuring good governance of the roles was discussed and
strategies put in place. An ongoing, strongly collaborative, inclusive approach drew

diverse groups of staff together to work on the review, evaluation and developments.

Over 160 roles from band 6 to band 8b, with numerous different titles, variety of job
descriptions, some good, some weak, and varied education, training and professional
development were identified and reviewed. The 'specialised’' nurses were delivering a
range of quality patient services across the organisation. However, in some cases,
they were undertaking tasks, which if relinquished, would free time for more quality
nursing aspects, drawing on their strengths and competence. The roles were allocated
to seven categories, with titles of consultant nurse, advanced nurse practitioner, nurse
practitioner, advanced specialist nurse, specialist nurse, senior research nurse and
research nurse. Template job descriptions for levels and categories of posts were
created, providing parity and consistency of role descriptors and person specifications,
regardless of area of practice. DH (2010) advanced level nursing document was used
to benchmark criteria within each job description against.

The job descriptions are part of the framework devised as the main project product
(Appendix 2.2), offering an overview of 'specialised’ nurse roles. A career progression
pathway illustrates flexible routes for career progression and succession planning.
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This should enable consistent competency and qualification levels across 'specialised'
nursing roles, with education and training identified for individuals to develop and
maintain competence, to ensure fitness for practice and purpose. This is in line with
organisational requirements and advanced nursing nationally and fits the local
governance remit for advanced nursing roles, around which there was little clarity

within the UK and specifically within the local area, at the time of the project.

Check and challenge meetings were arranged with individual directorate teams to
discuss the way forward, savings identified and plans for improvements and
streamlining services. A number of sessions had to be arranged because engagement
from directorates generally was poor. For future projects, it was suggested that check
and challenge sessions would be undertaken earlier in the project cycle. Each
directorate did, in time, compile detailed report findings from their own areas and used
information to explore how changes could be made for each post, in order to provide
good quality patient services; plan education and training and consider how to realise
savings. This was in line with a whole systems' approach, aiming for consistency and

parity across the organisation.

Savings were made through a variety of initiatives and more effective use of
'specialised' nurse roles, whilst maintaining, and improving delivery of patient services.
A better understanding of appropriate education, training and ongoing development
was highlighted. Managers were able to guide 'specialised' nurses towards
opportunities that would meet service and patient need, alongside career development.
A more robust, appropriate training needs analysis resulted, as there was heightened
awareness and better understanding of advanced nursing. A final report was compiled
by the project team, outlining the review process and outcomes and recommendations

for ongoing review and evaluation.

3.4.7 Using findings to influence policy, practice, research,

education

o Development of the hospital framework for advanced and specialist nursing
roles being used as a template for other organisations for nurses and other non-
medical healthcare professionals;

e The framework fits into the remit of the hospital's governance of advanced and
sepcialist roles, which has not been a clear feature in the UK to date, but this
project helped to inform this element locally and regionally;
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¢ Shaping of a new curriculum for post-registration courses at the local university,
most notably, the new advanced practice education programme. This is being
shared across the UK through the network of advanced practice educators in
the UK - working towards standardisation of education nationally;

e This PD project was undertaken in parallel with and as the catalyst for the IPA
research study exploring experiences of advanced nurses and their contribution
to patient care. This adds to knowledge of advanced nursing locally and widely.

PD1 was successfully completed and processes established to enable sustainability of
project outcomes. Development work continued, with commitment across the
organisation to develop roles in a more structured, cohesive manner, representing a
hospital-wide strategy. The advanced nursing framework is an illustration of how an
organisation can develop its own workforce, supported by the evolving knowledge-base
of advanced practice that was available. This was a small, locally-based example of
advanced practice development but, nevertheless, worthy of noting potential
transferability of its process and products, to other organisations, regionally and
nationally. The interest it has generated and requests to share work and offer advice

and support elsewhere, is testament to this.

3.4.8 Reflection on PD project 1: Specialised Nurse Review

(4/2015) "My involvement in this project brought me up-to-date with current
developments in advanced nursing. | enhanced and further developed practice
development and project management skills and knowledge. My researcher skills were
building, in terms of methods used, albeit within the context of PD. The PD literature
review informed the project team of the background and current knowledge of
advanced nursing, which was an area they were not familiar with, as well as ensuring
currency of my knowledge. This was important as | was providing an expert advisor
role for the project. Reflecting on this aspect of the project, the literature review was
not undertaken in a scholarly manner and if | was to pursue a similar activity, | now
have hindsight to realise this is equally important for PD as it is for more 'formal'
research and a more robust approach may have added value to the early stages of the
project. As the project progressed | became a key, influential player and my expertise
as an advanced nurse and educator was sought throughout. In addition, being on this
project team was an opportunity to put my skills and knowledge to good use in helping
investigate and shape advanced nursing at the hospital. This felt like 'certain
uncertainty' was progressing to 'certain certainty' and the innovative approach, using

the project within the DProf, as 'serious playfulness.'
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As a proactive member of the delivery group, | undertook many activities for data
gathering and analysis and product development. | worked closely with the delivery
group and 'specialised' nurses, building close, functional relationships, which helped
support progress through the project. Within a diverse, multi-professional team, there
were numerous challenges, with individuals working together with different opinions,
agendas and priorities. Negotiating and potential conflict management skills needed to
be adopted, to manage situations and enable the project to proceed smoothly. | felt
that, although uncomfortable, | dealt well with difficult aspects, building confidence and
competence in my abilities, alongside other members of the team. As | reflect back
now, dissemination of the project via various methods appears to be helping to
demystify a small corner of the advanced nursing concept and is making a valuable

contribution to its body of knowledge.

(4/2015) | reflected on using experiences and findings from the project as the starting
point for the research; by this stage, feeling the PD embedded as part of what |
contributed professionally. Having the opportunity to investigate in-depth, personal
perspectives of nurses who were participants in PD1, was an exciting prospect. There
was a significant amount of data gathered during PD1, from workshops, interactive
meetings and informal interviews with participants and managers. Although some of
this data was used to build the framework, which also supported curriculum
development in PD2, this was not in a formal or structured way, through a research
process. | wanted to turn this into a meaningful contribution through other means.
Therefore, | felt this investigation, through my research, would potentially add value
and new insight into advanced nursing, enriching its knowledge-base and embedding
data gathered but not used in the PD.

Although it achieved what it set out to, with good outcomes realised, my personal
inquiring nature wanted to know more about experiences of the nurses involved.
During PD1, | strengthened these thoughts, reinforcing focus on this topic for my
research as a means of making more positive contributions to my own profession and
specifically, advanced nursing, in addition to more practical, albeit useful findings from
the PD ('serious playfulness' and ‘certain certainty' in relation to the project and what |
could do as a result)." The potential for synergy of the PD and research was coming to
the fore and even at this early stage, key themes were starting to emerge that ended

up forming part of the conceptual model of advanced nurse in the hospital context."
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3.5 PD Project 2: Advanced practice education curriculum development

Advanced practice education curriculum development became PD Project 2 (PD2)
(Appendix 2.3 and 2.4), informed by PD1. This supported development of a robust,
appropriate advanced practice education programme at the university where | work,
and same locality as the PD1 hospital. It was designed to educate and support
professional development of advanced nurses within and beyond this specific hospital
setting, covering a large geographical area. It was designed to meet requirements for
advanced nursing students from hospital and community settings. A similar
collaborative team approach was adopted for PD2, where the curriculum was
developed by members of the teaching team and university's academic community. As
programme leader, | led on curriculum development and writing the programme,
supported by a well-established team of advanced nurses who work in joint roles
between practice and university, like myself, and other academic and administrative

staff, linked to the programme.

The programme was developed, and built on the original one, that had run for many
years and that was accredited by the RCN (2002; 2008). We responded to feedback
from students, graduates, managers and organisations and with patient feedback used
to provide service-user input. This all helped amend the original programme, updating
it in line with the evolving nature of advanced nursing, patient and service need. With
developments in advanced nursing, since programme validation four years previously,

it was pertinent to review and amend contents to reflect current thinking and working.

The resultant programme used DH advanced level nursing criteria (DH 2010) as its
benchmarking tool, linking learning outcomes for individual units of learning with
competencies within this document (Appendix 2.4). This would support development of
theory and practice elements of advanced nursing, facilitating students to achieve the
appropriate level of practice in their clinical roles, in line with DH competencies,
alongside a robust academic programme of education at Masters level. The
programme was successfully validated and delivery commenced. It is proving popular,
as was its predecessor. It is well-evaluated by graduates and their practice
organisations; considered fit for purpose and practice, in meeting needs of individual
nurses and organisations, and supporting academic and practice development.
Undertaking PD1 in the hospital was pivotal to capturing requirements and identifying
gaps that could be filled through developing and delivering the new curriculum for

advanced practice education.
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3.5.1 Reflection on PD Project 2

(7/2015) "1 was well-prepared and knowledgeable about current advanced nursing
roles, practice and development, when embarking on this curriculum development
project (‘'unquestioning questioning’). Although involved with previous programme
validations, | had not led on such an event. It was an opportunity to reflect on and
enhance my leadership and management skills, linked to the leadership pillar of
advanced practice. It involved working with stakeholders internal to the university and
externally, and required me to be conversant with local, regional and national
perspectives on advanced nursing. It was a huge learning curve (unquestioning
guestioning’), working through complex, sometimes frustrating processes, within rules
and regulations of the university. Building understanding of all aspects of designing
and delivering an academic programme strengthened my skills as educator and
programme leader, as | became more knowledgeable with academic and
administrative processes, and aligning this with clinical practice. | embraced this
challenging process with confidence, competence and vigour, with successful

validation and delivery of the new programme commencing soon after.

This resulted in my 'certain certainty' in relation to achieving requirements of this
project. Having undertaken PD1 within the hospital, had benefitted the education
programme development. The hospital framework helped outline what advanced
nurses did, what education they needed and where deficits were. This played a role in
building the curriculum based on the reality of practice and in line with service and

patient need. "

3.6 Writing a book chapter on advanced practice career development

(12/2015) "Involvement with the PD projects gave me confidence to accept the
invitation to co-author a book chapter on careers and career development for advanced
practice (Walsgrove and Griffith 2015). This also informed the research study, as the
topic of advanced nursing was the core theme of the publication. Much like the first
stage literature review, the literature review for the chapter highlighted potential for

investigating experiences of advanced nurses and their contribution to patient care.

Informal interviews were used as profiles within the chapter, as personal narratives of
advanced nurses and practitioners’ ('serious playfulness’). This process helped
develop interview skills and generally enhanced my researcher skills, towards 'certain
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certainty' with understanding and capabilities in this capacity. The interviews helped
build the interview schedule for my research study, as | had experience of interviewing,
albeit not for formal research. This provided impetus for finding out more about the real
life-world of advanced nurses. | wanted to replicate some of this, more formally, and
inform the knowledge-base of advanced nursing, through qualitative research
(‘'unquestioning questioning’). Publication of this chapter and recognition received, in
writing and using the profiles as part of this process, gave me confidence and the
feeling that | was now a 'researcher' who could competently undertake research using
similar skills, building on this less formal work, as a foundation on which to build. This

was definitely a reflexive stance, not merely reflection on an achievement.”

With completion of the PD, there was a solid basis for pursuit of the research in parallel
to it, which was already unfolding. This is found in the next chapters, starting with the

second stage literature review.
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Chapter 4 Literature review for the exploration of advanced nursing

The first stage literature review provided a basis for the PD and set the scene for the
research study. This second stage built on the first, but with more focus specifically
related to answering the research study questions. The aim was to outline relevant
aspects of advanced nursing, identifying gaps in literature, through analysis and
synthesis of findings, from mainly qualitative studies, a few quantitatve studies,
systematic and literature reviews. This helped to contextualise the research aims,
focusing on characteristics and models and contributions of advanced nursing to
patient care. The purpose of a critical narrative review, such as this one, is to integrate
and summarise a range of appropriate literature, not to look for new perspectives or
challenge theory (Pope and May 2006), nor to direct the research. This review does
not claim to have identified all research in the field, as it is not designed to be extensive
or exhaustive, rather an informative snapshot of relevant studies to inform the
research, sensitising the researcher to what is known already about the topic (Holloway
and Galvin 2016). A third stage enabled ongoing dialogue with literature linked to
research findings, keeping updated and providing theoretical support for data analysis.

4.1 Literature search and review strategy

The literature search started with identification of a two-stage question, aimed at
yielding appropriate literature, in line with the step-by-step approach, outlined by
Aveyard (2014).

"Are there common characteristics of advanced nursing roles and practice that
can form the foundation of an advanced nursing framework and do advanced
nurses make a positive contribution to patient care and service delivery?"

The question was formulated, supported by the PEO (Population, Exposure, Outcome)
model, described by Bettany-Saltikov (2012), to simplify, target and structure the
search process. This helped formulate focused questions and to concentrate
searching on relevant evidence, particularly targeting qualitative studies (Table 5).
Extraction of key words was used to search relevant papers, with medical subject
heading (MeSH) terms added for advanced nursing and qualitative research. This was
added after intial searching using Advanc* nurs* AND Practice OR role had captured a
plethora of publications that did not appear relevant. For quantitative studies, the PICO
(Population, Intervention, Comparison, Outcome) model is more appropriate, including

Intervention and Comparison, for search focus.
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PEO for qualitative studies
Population - Advanced nurses (including plethora of titles, descriptions), patients and
or staff in acute or primary healthcare settings, across range of specialist areas
Exposure - Identification / description / exploration of characteristics / features /
attributes of advanced nursing / nurses / practice, skills / knowledge / competence,
elements / aspects / criteria, role / practice. Models / frameworks advanced nursing -
definition/s, nature of. Benefits, impact, care, treatment, effects, effectiveness,
contribution, perspectives, experiences, added value
Outcome - Structure / foundation of advanced nursing;

Contribution of advanced nursing to patient care / service delivery

PICO for quantitative studies
Population - as for PEO

Intervention - ldentification, description, introduction of care / treatment / tasks /
skills / criteria

Service addition / substitution to existing service

Comparison - other services, staff, costs

Outcome - Effectiveness / efficiency / impact of advanced nursing care / treatment
Patient, staff or service outcome

Table 5 PEO and PICO for qualitative and quantitative studies

Main data sources were limited to CINAHL, British Nursing Index and Cochrane library,
accessed through the university's EBSCOhost electronic platform. This was because
these databases contain most relevant papers related to advanced nursing and
healthcare generally. Flemming and Briggs (2007) cite CINAHL as the most important
resource for qualitative evidence, a useful premise for searching studies for this review.
There were some overlaps between databases, as well as different results from
different ones. The inclusion criteria were publications on advanced nursing, not
limited to geographical location or practice setting. A number of preferences limited the
search - peer reviewed to increase quality of studies, in English or translated, to make
appraisal easier and less likely to lead to incorrect interpretation of findings and date
range to maintain reasonable publication currency. Commentary, editorials and
anecdotal articles were excluded to maintain quality and rigour of studies used,

according to established assessment criteria, such as that outlined by Aveyard (2014).

A summary of the search process is found in Figure 2. identification of more than 200
records was reduced to a more manageable number through the screening process,
reducing screened records to 67. These were screened for eligibility by reading titles
and abstracts and then accessing the full article or discarded but kept on file, to use as

reference. The start date for searching was around the time of the first advanced nurse

55



practitioner education programme, along with publication of competencies in the UK by
the RCN (2002). This marked a period of considerable expansion in advanced nursing
in the UK, influenced by key policy documents, including 'Making a difference' (DH
1999), and 'The NHS Plan' (NHS 2000), which advocated expanding nursing roles,
including advanced nurses. This was followed by much research activity and
publications on advanced nursing. Thus, it seemed appropriate to target the search on
literature from 2000 to the present (2012). It is suggested five to ten years ensures
currency of research findings, with seminal or influential works being an exception to
the rule. A further literature search using the same strategy, covering 2012 to 2016
was conducted, with records added later. This addition brought the review up-to-date,
ensuring currency of papers, as the initial review took place on starting the research,

some years previously.
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The selected studies were appraised with support of relevant critical appraisal tools;
(Critical appraisal skills programme [CASP] 2017) for most papers, as relevant to the
particular study design. An adapted version of Crombie's (2008) critical appraisal tool
was drawn on for surveys (Appendix 3). This aided structured critical reading and
enabled informed judgements on research presented. According to Aveyard (2014)
such tools are used to guide processes of exploration and interpretation rather than
being a rigid application of sets of rules. Kuper et al (2008) argue this is particularly
important with assessment of qualitative research, which requires reflective thought, as
opposed to utilisation of a scoring system. Broadly speaking, the aim is to highlight
results of studies and whether they are valid and to assess whether results would help
inform the research. Thus, all studies selected met mast criteria for assessing quality
and validity and reliability and/or trustworthiness and were relevant to the research, in

some way, even where quality was limited.

4.2 Themes from findings of the literature review

Analysis involved reading and re-reading papers, highlighting pertinent points and
drawing themes from findings related to advanced nursing, to answer the literature
review question, with details added to tables (Appendix 4), including process,
methodology, methods, authors and participants. This helped capture main points and
identified themes. The main themes were separated into distinguishing features,
characteristics and frameworks/models for advanced nursing and contribution to
patient care and service delivery (Appendix 4.1). For characteristics, sub-themes were
sub-divided into four pillars of advanced practice. At the next level of analysis, themes
were collated from across studies and similarities and differences highlighted. A review
of findings is detailed in the next sections, which, when read in conjunction with
reference to the literature review tables, provides a collective overview, along with

discussion and implications, related to meeting the two-stage literature review question.

4.2.1 Distinguishing features of an advanced nurse

Recurring themes portray distinguishing features of advanced nursing, including
professional autonomy, highly developed knowlege and skills, managing complexity,
nurse-patient relationships, holistic care and multi-professional teamworking.
Professional autonomy in this context, relates to assuming sole responsibility for and
freedom to make and act on discretionary and binding decisions made within the
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practitioner's scope of practice (Dolan 2000), as opposed to professional practice
requiring direct referral to others disciplines. For nursing, this is most often doctors,
traditionally seen to hold dominance over nurses' decision-making, particularly when
related to patient management (Clark et al 2009). This echoes Stilwell's (1985) earlier
definition of autonomy for advanced nurses, in assessing patients with undifferentiated,

undiagnosed clinical problems.

Autonomy is a consistent feature reported, aligned with high levels of decision-making
and independent, directly accountable practice. An example is seen in Dalton (2013),
who highlights decisions made in initiation and administration of evidence-based
therapeutic interventions. This was a key finding from this grounded theory study
undertaken by an experienced ANP, that extracted data from six doctors, six nurses
and six ANPs in a single hospital setting, through focus groups and semi-structured
interviews. This provided a range of perceptions of the ANP role, through an
appropriate, rigorous methodological approach that is clearly described, resulting in
interpretation of ANP roles in this specific context. Caution needs to be exercised as
this is specific to this individual setting and the author may have been influenced by his
own profesisonal role. However, critical appraisal revealed key points relating to

characteristics of ANPs that could be considered elsewhere in similar settings.

Although a single setting study, it offers a detailed profile of what the ANP does, but
perhaps lacks depth in exploring experiences of being an ANP. Considering autonomy
in relation to other nurses, advanced nurses are seen to display extended scope and a
higher level of practice, compared to entry-level registered nurses, with their
professional autonomy relative to this. Other larger-scale studies, including Marsden et
al (2003) and Gardner et al (2007) also report similar findings. These two latter studies
offer superficial exploration of advanced nurses' autonomy but this is related to
significantly larger groups of participants. Autonomy is included as an underpinning
principle of advanced practice in the UK's advanced practice framework documents
published in 2010, which drew on the extant evidence-base of advanced practice, such
as some of the studies included in this review, alongside experiential and opinion data

from relevant experts.

A recurring theme throughout the literature reviewed is professional autonomy and
independent practice enabled through relevant expertise, usually related to the

specialist practice setting of advanced nurses. This tends to be largely generalist in
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nature, in primary care settings and emergency departments (Carnwell and Daly 2003;
Norris and Melby 2006) or targeted towards distinct specialist areas (Yeager et al 2006;
Jackson and Carberry 2014). Also, most papers referred to specific expertise related
to knowledge and skills encompassing a broader remit than the specialist area. This
enhanced knowledge and skill-base is accompanied by advanced levels of clinical and
diagnostic reasoning. A systematic review by Mantzoukas and Watkinson (2006, p.
32) asserts that ability to make judgements is inherent to decision-making for

response-based clinical practice, arguing that,

"The relevance of knowledge is that it provides a building block for developing
the skills required of an advanced nurse practitioner."

Linked here is a recurrent feature of advanced nurses developing innovative, creative
roles, developed through experience, knowledge and skills, referred to as pioneering
and usually initiated from patient need. This includes Williamson et al's (2012)
ethnographic study conducted by experienced qualitative researchers, who explored, in
depth, ward-based ANPs roles in a single hospital in England, similar to the setting for
my study. Participants included patients, ANPs and ward nurses, which provided a
reasonably well-balanced perception of the role, how it functions and benefits it brings.
Jackson and Carberry (2014) reported similar findings with focus on newly developed
advanced nursing roles in a specific critical care setting, with evaluation of activities
undertaken, providing comparative data with medical tasks. Lloyd-Jones (2004)
previously suggested such diversity tends to cause ambiguity for specific roles, with
confusion around what advanced nursing is, perhaps curtailing developments in some
areas. Certainly these two studies provide detail of what advanced nurses do, but

lacks depth of exploration of 'how' and 'why' aspects.

The ability of advanced nurses to critically appraise and interpret practice, draws on
phronesis or clinical wisdom developed through experience. Flaming (2004, page 251)

asserts that

"using phronesis instead of 'research-based practice' is the guiding light for
nursing practice."

This is alluded to in Mantzoukas and Watkinson's (2006) and Hutchinson et al's (2014)
literature reviews. This latter paper reported on meta-analysis of more than two
decades of research, concluding that there is more consistency across examples of
advanced nursing than previously thought but that there is a paucity of qualitative data
to get at the deeper understanding of such elements of advanced nursing. Implications
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in the literature are that advanced nurses use a range of different knowledge, such as
intuitive, ethical and personal, alongside discriminate use of research-based

knowledge.

With their considered higher level of expertise than their entry-level registered nurse
colleagues, advanced nurses are reported as assuming a mix of responsibilities,
drawing on traditionally medical and their own nursing expertise, highlighted in
Rosenfeld et al's (2003) and Gardner et al's (2010)'s descriptive work sampling studies;
these reported smoothly blending of nursing and patient management activities, using
extended scope, advanced practice skills. This more recent Australian study's findings
are equally applicable to the UK, with established sets of work categories clearly
described and drawn from International literature on advanced nursing functions and
research studies conducted by the primary researcher. The study covered observation
of the work of 144 advanced nurses across a significant number and range of different
clinical settings, but mainly focused on what advanced nurses do rather than in-depth

focus on experiences of being advanced nurses.

Application of significant clinical expertise is seen with advanced nurses managing
complex care situations and managing risk, accompanied by autonomous decision-
making. This is identified in a number of studies reviewed, including Kucera et al's
(2010) narrative analysis of 59 nurses' stories from across a range of settings. Drawing
on collective cases studies to evaluate impact of ANP roles on patient, staff and
organisational outcomes, McDonnell et al (2015), reported similar findings. This was
achieved through interviews and non-participant observation, yielding good quality, in-
depth data analysed and interpreted by a number of appropriate expert researchers.
O’Connell et al (2014), focused on capabilities, whilst continuing to emphasise
advanced nurses dealing with complexity as a mode of practice, applying competence

in unfamiliar and familiar situations.

O’Connell et al (2014) argue, through their large-scale systematic review, that
advanced nursing is moving beyond characterisation by a set of core competencies
towards advancement, in terms of capabilities underpinning their practice. Most
studies reviewed demonstrate advanced nurses using advanced assessment skills to
achieve a more holistic approach to patient care, which is not a new finding but further
supported through more recent research. Similar features were outlined within a
holistic framework by Bryant-Lukosius and DiCenso (2004) through participatory action
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research in Canada and other qualitative studies (Donnelly 2006; McNamara et al
2009; Williamson et al 2012). Another feature linked with holistic care, is building and
maintaining relationships with patients. The advanced nurse is seen working closely
and in partnership, building therapeutic relationships with patients, with contributing
factors relating to empathy, advocacy and enabling emotional and psychological

support for patients (Sandhu et al 2009; Nieminen et al 2011; Jokiniemi et al 2012).

Such factors are not unique to advanced nursing, but fit with the central premise of
caring, at the heart of nursing and integral to nurse-patient relationships. This is drawn
from work of eminent nurse theorists, including Watson (1985) and Parse (1987).
Bradshaw (2000) suggests there was a move away from these core nursing roots, with
development of advanced nursing focusing on a medical, task-driven approach.
However, as advanced nurses developed more autonomy and healthcare changes
arose needing emphasis on more social aspects of patient care and management,
there appears to have been re-direction of advanced nursing, cognisant with caring.
Examples of this shift are reported in qualitative studies that analyse data related to in-
depth exploration of experiences and perspectives of advanced nurses themselves,
including Donnelly (2006) and Williamson et al (2012).

Working collaboratively with multi-disciplinary teams is reported as a feature of
advanced nurses. They are seen working closely with all levels of health and social
care staff, as part of multidisciplinary teams, often as team leaders, providing input
characterised by high standards of patient management. This is reported in Fleming
and Carberry (2011), Nieminen et al (2011) and McDonnell et al (2015) as a pivotal
contribution to quality patient care. These researchers used appropriate methods
(focus groups, non-participant observation and interviews) to gather a wealth of in-
depth, qualitative data from advanced nurses, their managers and doctors to provide a
balanced perspective from lived experiences. This supported rigour and quality
assessment of the studies. Multi-professional working and close collaborative
relationships are viewed positively and as necessary to achieve high standards of
quality care and support holistic, person-centred approaches. The advanced nurse is
referred to, in a number of papers, including Fleming and Carberry (2011) and
Williamson et al (2012), as a 'lynchpin’; at the centre of patient care, pulling all aspects
together, through multi-faceted, adaptable, dynamic approaches and as key players in
co-ordination of care and treatment. This multi-professional element is not always

seen positively, with Jakimowicz et al (2017)'s systematic review reporting on
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advanced nurses experiencing difficulties establishing and maintaining value of

advanced nursing in general practice settings, focusing on relationships with doctors.

4.2.2 Characteristics of advanced nursing

Characteristics of advanced nursing were identified, related to the four pillars of
advanced practice, with predominant focus on direct patient care. McNamara et al
(2009) reported 60-75% of the multi-faceted advanced nursing role mostly involved in
direct patient care and clinical support. This is a theme in other studies, including
Barton and Mashlan (2011) and Neville and Swift (2012). Jackson and Carberry's
(2014) UK study, although only based on one week’s data, reported half the advanced
nurse's role was direct patient care, independently assessing patients and prescribing.
The authority to prescribe was a ground-breaking addition to the advanced nurse's
repertoire of skills. Gardner et al (2007; 2010) identified direct and indirect patient care

activities in similar work sampling studies in Australia, to Jackson and Carberry (2014).

These characteristics run alongside best qualities of nursing care, drawing advanced
nurses back into their nursing practice sphere. The literature asserts that it is about
medically-orientated skills or 'tasks' as additions to care provision within a nursing
framework, for holistic assessment and management of patients. It is purported that
advanced nurses do not consult with a patient as a doctor would, but interact with
patients whilst maintaining nursing orientation (Bryant-Lukosius and DiCenso 2004).
Even within this snapshot of literature, nursing care function is a consistent theme, with
addressing health needs, assessing psycho-social status, optimising care, health
education and supportive aspects, seen as characteristic. Jakimowicz et al (2017)
indicate possible tensions arising for advanced nurses being able to offer quality care
of this nature in time-limited consultations. In contrast, other researchers report on
roles that embrace all aspects of an advanced nursing role, including Fagerstrom and
Glasberg (2011) and McDonnell et al (2015).

A strong focus on leadership is reported in papers, including Dowling et al (2013), who
undertook a large-scale review of a wide range of literature, describing and analysing
advanced nursing. They concluded that leadership and autonomy as central to
effective performance of advanced nurses. Yeager et al (2006) and Nieminen et al
(2011) found advanced nurses making a strong visible leadership contribution in

organisations where they worked. The primacy of leadership function remains closely

63



related to patient management for advanced nurses. Daly and Carnwell (2003)
continue this theme, referring to direct patient care perspective running alongside the
strategic role. Barton and Mashlan (2011) outlined leadership function of ANPs for
their patient caseload within the specific service where this evaluation took place, as

opposed to this only being the domain of medical consultants.

Service-specific aspects, such as practice development and at a more strategic level,
influences on clinical and policy decisions and clinical developments, are outlined by
Donnelly (2006) and Nieminen et al (2011). Also, Fagerstrom and Glasberg (2011)
undertook an exploratory study reviewing seven new ANP roles across a range of
settings, through interviews with their nursing managers. They reported on ANPS'
contributions to the organisations' learning and caring cultures. Part of the advanced
nurse's leadership capacity is insider knowledge of healthcare to facilitate patient care
and initiate improvements (Williamson et al 2012). Barton and Mashlan's (2011)
service evaluation identified that, despite the advanced nurses being able to develop
their roles and shape services, this was hindered by the organisation's inflexible
structures, which was contrary to effective use of advanced nurses. More recently a
shift to transforming such cultures, is seen with implementation of new ways of working
and models of care, proposed by NHS England, such as 'NHS five year forward view'

(NHS 2014), proposing advanced nurses as a means to help meet healthcare needs.

The educator role of advanced nurse is seen as a core function, in relation to educating
patients and staff. With patients, a significant element revolves around condition-based
information-giving, health education and promotion and a resource for information and
advice. Fleming and Carberry's (2011) experiential findings from perspectives of
participants outlined experiences of advanced nurses, as educators and role models,
who shared a wide knowledge-base with nurses and other staff. Perhaps with
pioneering and relatively innovative perspectives of advanced nursing, the role model
aspect is important, for sharing 'what’, 'how' and 'why' aspects, taking roles forward to
meet patient and service needs. Advanced nurses are reported as having an informal
educative role for nurses and other staff, including junior doctors, and in a more formal
capacity, teaching, clinical skill development and competence assessment (Sheer and
Wong 2008; Hutchinson et al 2014.

This all links with their research function, reported as key to sharing knowlege and

development of the evidence-base of nursing, more specifically advanced nursing
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(McNamara et al 2009). Characteristics related to research are not strongly
represented in the papers reviewed. Bryant-Lukosius et al (2004) assert that advanced
nurses lack skills, knowledge and experience and resources to participate in research
activities. They suggest this may adversely affect opportunities for developing roles
and development of knowledge associated with advanced nursing. Gardner et al
(2010) reported only one to six percent of activities of advanced nurses in their study
included research. Several authors, including Fagerstrom and Glasberg (2011)
comment on research, in relation to working to and being part of development of an
evidence-base and critically appraising and applying research findings into practice.
Although not specifically related to traditional research function, the advanced nurse is
viewed as a change agent, evaluating practice, identifying and leading on improving

practice (Begley et al 2013).

4.2.3 Models and frameworks for advanced nursing

Randomised controlled trials (RCTs) by Venning et al (2000) and Kinnersley et al
(2000), both of which appear to have been rigorously conducted and Horrocks et al's
(2002) systematic review of RCTs in primary care, reported on advanced nursing, with
emphasis on doctor replacement models. Disappointingly, this review did not cover UK
papers, as evidence was limited at the time. Sandhu et al (2009) demonstrated a
similar focus comparing advanced nurses and doctors consulting with patients in an
emergency department. Consensus on a number of models relates to the primary
focus of clinical practice. This includes Ackerman et al's (1996) 'Strong model of
advanced practice', characterised by a blend of extended clinical practice with standard
nursing functions, which largely mirror the four pillars of advanced practice. This model

has been used as a template for other models, including Gardner et al (2010).

There continue to be a number of advanced nursing models developed, whose drivers
constitute a medical substitution approach. Barton and Mashlan (2011) refer to a
functional substitution service model where advanced nurses directly replaced doctors,
however, this was also characterised by best qualities of nursing practice. Jackson
and Carberry (2014) reported on a model with emphasis on specific roles traditionally
associated with doctors, with more than fifty percent of the role being independent

patient assessment and prescribing, usually performed by trainee anaesthetists.
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Bryant-Lukosius and Di Censo's (2004) participatory, evidence-based, patient-focused
process for advanced nursing role development, implementation and evaluation
(PEPPA) framework was created through a participatory action research process. It
was developed from adaptation of two existing frameworks, as a multi-functional model
firmly embedded in a nursing, as opposed to a medical model of care. The focus was
on addressing patient needs through delivering coordinated care and collaborative
relationships, using the broad range of advanced nursing skills, knowledge and
expertise across all role domains and scope of practice. This has continued to be used
extensively in Canada, where it originated as a model for developing advanced nursing
roles, an example of which is reported in McNamara et al's (2009) service evaluation,

testing use of the PEPPA model to develop advanced nursing roles.

For the UK, this progression towards providing services with a complementary
approach, rather than purely a replacement model is described in the RCN's framework
for advanced nursing practice and education introduced from 1996, published in 2002
and updated 2008 (RCN 2008). Nursing expertise is the cornerstone for developing
advanced nursing roles, with opportunities to combine the art of nursing with clinical
tasks, traditionally considered the remit of doctors. It is arguable that emergence of
advanced nursing beyond doctor substitution, is influenced by nursing's values-base of
care and desire to keep the person at the core of practice. This is underpinned by a
caring, holistic nursing philosophy, which echoes throughout many papers reviewed.
Mantzoukas and Watkinson (2006) identified an integrated nursing-medical model, with
provision of holistic patient care and treatment. Strongly portrayed in this systematic

literature review is embedding of advanced nursing nursing values and holistic practice.

Donnelly (2006), Yeager et al (2006) and Norris and Melby (2006) refer to blending
caring and curing, with addition of medical functions within a nursing framework,
blurring boundaries between medicine and nursing. However, this came with
traditional boundaries being tested, with introduction of advanced nurses facing
challenges that this potentially brought. It is argued that implementation of advanced
nursing models, requires pre-empting and resolution of areas of resistance and an
organisational culture that enables innovation, according to Barton et al (2012). Kucera
et al (2010) mirror previous studies, with similarities relating to merging medical and
nursing aspects. Fleming and Carberry (2011) continue this theme, demonstrating
synthesis of expert nursing practice with traditional medical elements and provision of

continuity of care for patients.
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Another theme relating to frameworks and models for advanced nursing, reflects its
multi-dimensional nature, centred on the patient, as seen in McNamara et al's (2009)
service evaluation of advanced nurses in Canada. This was similar to Kucera et al
(2010) who present a model of advanced nursing practice, with a patient-centred

approach, using a full repertoire of skills at a higher level.

Hutchinson et al's (2014) systematic review summarised more than two decades of
research on characteristics of advanced nursing, with data ranging across a large
number of participants. They reported greater consistency across practice categories,
that had previouly been reported. They identified seven domains of advanced nursing
practice, which include autonomous advanced clinical practice and care planning,
improving care, educational activities, research, leadership within and outside
organisations and management activity. These domains are congruent with the four
pillars of advanced practice and continue with similar themes, confirming an overall
picture of advanced nursing, ranging from 1990s to the present. A theme supporting
consistency for advanced nursing frameworks can be seen in Gardner et al (2016) and
Bryant-Lukosius et al (2016) who drew on the conceptual model developed previously
as Bryant Lukosius and Dicenso's (2004) 'PEPPA model', discussed earlier. Also,
Ackerman et al's (1996) 'Strong model of advanced practice' has been used more

recently as a template for other models, such as Carryer et al (2017).

Concurrently, in line with multi-dimensional models that have emerged, there appears
to be flexibility and adaptability around advanced nursing, as it responds to the ever-
changing picture of healthcare globally. This has continued through to the current
picture explored in more recent research. Perhaps this adds to ongoing debate and
difficulties trying to pinpoint a rigid, static structure for advanced nursing that might be
considered as a single framework, despite examples of a number of evidence-based
models and frameworksthat were emerging to conceptualise advanced nursing. To
add to the debate, maybe there is no need to try to achieve consensus, as this could
stifle innovation and creativity in development of advanced nursing to meet patient

needs and changing service delivery models.
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4.2.4 Contribution of advanced nursing to patient care and

healthcare service delivery

Using quantitative approaches, Venning et al (2000), Kinnersley et al (2000) and
Horrocks et al's (2002) compared aspects, such as cost-effectiveness, length of
consultations, patient satisfaction and consultation processes. Generally, findings
supported efficacy of advanced nurses, from a ‘task-based’ approach, rather than all-
round experiential one. Sandhu et al (2009) continued similarly by comparing doctors
and advanced nurses, but with a focus on behavioural elements. Outcome measures
in this study covered relationship-building, education and counselling within
consultations. The researchers identified a need for further research with regards to
impact, which perhaps suggests a less comparative, more experiential methodology
would have yielded greater depth of data on contributions of advanced nurses to

patient care.

Fleming and Carberry (2011) and Barton and Mashlan (2011) reported on delivery of
more timely interventions and improved continuity of care. Neville and Swift (2012)
produced a suite of case studies to evaluate 400 ANP roles introduced to improve
quality of care and reduce costs, reporting on improvements in quality of care, reduced
costs, increases in capacity and extension to the range of services for patients and
reduction in medical workloads. Similar findings were reported by McDonnell et al
(2015) on advanced nurses in an acute hospital setting, identifying positive impact on
patient experiences, outcomes and safety. Martin-Misener et al (2015), in their
systematic review of RCTs, focused on cost-effectiveness compared to doctors,
concluding that advanced nurses have equivalent to better outcomes and potential

cost-savings.

Most papers reviewed referred to positive contributions’ of advanced nurses to patient
care and service delivery. The themes extracted related to positively influencing
patient outcomes, consistently demonstrating high quality, effective clinical practice and
patient care delivery. In Australia, Jennings et al (2014) reported, in their systematic
review and Jennings et al (2015) in their RCT, both exploring positive impact of
advanced nurses working in emergency care settings. Donald et al (2013) and Matrtin-
Misener et al (2015), highlighted, in systematic reviews, key aspects of impact of

advanced nurses in care delivery, but concluded that further exploration was required.
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Patient satisfaction with care delivery and service provision was reported as high in
studies, including McDonnell et al (2015). Fleming and Carberry (2011) previously
reported advanced nurses perceived as providing a unique contribution to care
delivery. Similarly, Williamson et al's (2012) study reported on the pioneering element
of the role, considered pivotal to facilitating the patient journey, with provision of quality,
holistic care. These three studies were conducted in similar settings to PD1's hospital
and my research study, providing insight into the impact of advanced nursing within

acute hopsital settings. This may have implications for practice locally.

With more focus on education and leadership, McDonnell et al (2015) reported on the
impact of advanced nurses in improvements in staff knowledge, skills and competence
and contributions to meeting organisational priorities and policy developments. Begley
et al (2013) and Elliott et al (2014) particularly noted the visible leadership contribution
of advanced nurses, from a clinical and wider professional perspective, which to date,
had been under-represented in research. These two papers reported on different
elements of a large national study conducted over several years in Ireland, which drew
data from a wide range of participants, including advanced nurses and midwives and
specialist nurses, using a range of appropriate methods, such as non-participant
observation, focus groups and interviews. The in-depth, qualitative data was supported

through secondary data analysis using documentary evidence and literature review.

A small selection of papers has been reviewed, focusing on the impact of advanced
nurses on patient care and service delivery. The literature reviewed constitutes a
snhapshot that highlights the innovative contribution advanced nurses have made in
improving access to and quality of care, using a range of quantitative and qualitative
approaches.

4.3 Discussion and implications from literature review findings

A number of relevant research papers were reviewed, covering a range of dates (first
stage review of papers from 1990s-early 2000s and second stage papers from 2000-
2012, followed by 2012-2016). The review consisted of qualitative, quantitative and
systematic and narrative literature reviews, service evaluations and other forms of
professional enquiry. From this narrative review, it would appear that there remain
gaps in the literature with particular focus on experiences and perceptions of advanced
nurses in the UK. However, this review adds to the knowledge-base, through appraisal
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of research, with emphasis on features and characteristics of advanced nursing,

models and frameworks and contributions to patient care.

Quality of the evidence was variable from a methodological perspective, related to its
rigour. In terms of qualitative research, there has been value added from the studies
reviewed, even where the quality of the research methodology and processes is
limited. A number of studies did not clearly describe what was meant by advanced
nurse and advanced nursing practice and there was some confusion around definitions
of different roles explored and elements, such as educational standards and
qualifications, scope of practice and titles. This makes it difficult to clearly relate

findings to other areas, such as the context of this study, and its research and PD.

There appear to be more studies on new roles and their implementation, as opposed to
evaluating well-established ones. This is potentially a deficit in the research, as
experiences of established advanced nurses are likely to provide depth of insight into
roles and services that have grown and developed during the course of the evolution of
advanced nursing. It is anticipated that through my own research and preceeding PD,
that there will be more focus on ANP and CN roles and services that have existed for
some considerable time, as well as more recent examples. This may redress the
balance, to a small extent, in terms of available literature from the perspective of

advanced nursing in the UK.

Although it could be argued that, as this work is focused on advanced nursing in the
UK, International studies are not relevant. However, what emerges is a significant
world view of advanced nursing, which further strengthens the UK evidence-base.
Additionally, it might have been pertinent to review studies only from an acute hospital
perspective as this is the setting for PD1 and my research study. However, anecdotal
evidence and personal experience indicates that the generic nature of advanced
nursing is equivalent within primary and secondary care and across specialist clinical
areas. The similar distinguishing features, characteristics and frameworks across
settings are reported in studies including Ball (2005) (primary and secondary care);
Gardner et al (2007; 2010; Gardner et al 2016) (acute hospitals) and McNamara et al
(2009) (neonatology, cardiology, nephrology). Pulling together themes from findings in
the papers and considering these within the wider body of knowledge of advanced
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nursing, reveals a fairly consistent picture reported as broad, defining elements of

advanced nursing.

From this literature review, a number of distinguishing features were identified that
underpin practice of advanced nurses and relate to how they function. This is followed
by detailed descriptions of characteristics of advanced nurses that relate more to
activities comprising their practice. These can be categorised into the four pillars of
advanced practice, with direct patient care most dominant but the other pillars evident.
Referring to earlier studies reviewed, characteristics were depicted that appear to have
been enhanced and built on and are included in more recent research. This
strengthens the case for these being well-established, relevant characteristics of
advanced nursing, across the UK and other countries, including USA, Canada, Ireland,
Australia and New Zealand. Interestingly, despite nordic countries only just coming to
the fore with advanced nursing, the two studies from Finl