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Abstract 
 
 
Introduction: 
 
In the United Kingdom, the Advanced Clinical Practitioner in emergency care 
has emerged as a newly defined healthcare professional role. Drivers such 
as increasing demand on emergency care and reduced supply of clinicians 
have contributed to the Royal College of Emergency Medicine developing a 
defined Advanced Clinical Practitioner role and curriculum. No primary 
research into the impact of the Advanced Clinical Practitioner role currently 
exists. Literature and interviews with key stakeholders support clinical quality 
and acceptability for other advanced roles. However, these studies have not 
considered non-medical professionals autonomously managing 
undifferentiated major emergency patient presentations. Such a new role 
must compliment the extant multi-disciplinary workforce. Importantly, 
stakeholders, including patients, require reassurance that any extended role 
provides equal care to the traditional junior doctor model. Patient experience 
is a key quality indicator for healthcare provides as such understanding 
patient acceptability of this new role is important. 
 
 
Aims: 
 
To determine if adult major emergency patients receive equal quality of care 
from Advanced Clinical Practitioners compared to junior doctors, and to 
explore the patient acceptability of the role.  
 
 
Method: 
 
A mixed method study within two Emergency Departments using a post-
positivist philosophical paradigm. The study has a positivist epistemology, 
weighted towards quantitative data analysis methods, it has also utilised an 
interpretivist paradigm, with the use of qualitative data research methods. 
Quantitative data from retrospective case note reviews compared the clinical 
management of adult major emergency patients by Advanced Clinical 
Practitioners to junior doctors, in relation to: patient presentations (sepsis / 
fractured neck of femur / paracetamol overdose / Acute Coronary Syndrome 
/ Pain); and documentation standards. Patient groups were selected due to 
the high presentation frequency, mortality and morbidity risk. Clinical quality 
has been defined by nationally validated tools. 
 
 
The third objectives will use an inductive phenomenological approach with 
quantitative and qualitative data collection to determine the level of 
acceptability by patients using a questionnaire. Patient acceptability 
considers willingness to be seen, level of trust, and acceptability. Current 
evidence and national patient survey data themes were utilised to ensure 
relevance.  
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Sensitising interviews with healthcare professionals were used to aid data 
analysis for all objectives. University, Trust and Health Research Authority 
ethical approval processes have been followed, with methodology, consent, 
data collection, and storage processes reviewed to minimise research bias. 
 
 
Results: 
 
The retrospective case note review had a sample of 635 patients, 
representing each group Advanced Clinical Practitioner (n=205), foundation 
doctor (n=208) and middle-grade doctors (n=222). The six reviews and their 
sub-themes showed the Advanced Clinical Practitioners were no worse than 
foundation doctors, middle-grade doctors or the defined delta point in the 
study.  
 
 
The questionnaire from 186 patients showed patients have a high 
satisfaction level in relation to: effect of treatment, explanation, examination, 
patient involvement, respect, time, and care. With an overall “very satisfied” 
satisfaction level. The qualitative data provided support in relation to: care, 
professionalism, good advice, politeness, detailed explanation, 
communication, adequate time with the clinician, thoroughness, 
knowledgeability, good clinical skills including examination and treatment 
skills. Although minimal, comments implied confusion over Advanced Clinical 
Practitioner identity and negative infrastructural concerns. 
 
 
Sensitising interviews provided additional scrutiny of the results and further 
supported the quality and acceptability of the Advanced Clinical Practitioner 
in emergency care. 
 
 
Conclusion: 
 
The quality of care provided by Advanced Clinical Practitioners to adult major 
emergency patients is no worse than that provided by junior doctors, with 
several aspects showing a higher level of quality. The study establishes that 
patient acceptability exists, with patients having a high regard for the care 
received. Major emergency patients are willing to be seen by an Advanced 
Clinical Practitioner in emergency care.  
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Glossary 
 
 
Foundation doctors 
Foundation doctors consist of foundation level two doctors, general 
practitioner trainee doctors and junior clinical fellows. The years of 
experience since qualification in this group range between 1 to 3 years.  
 
 
Junior doctors 
Junior doctors comprise of foundation and middle-grade doctors at various 
stages of training. Junior doctors exclude those doctors who have completed 
their certificate of completion of training (CCT), which gives them the status 
of “consultant”.  
 
 
Major Patients 
In emergency care patients are prioritised in relation to the severity of their 
injury or illness. Patients can be sent to the following areas: minors which 
can also be referred to as the Urgent Care Centre, majors or Resuscitation 
area. For the purpose of this study “major patients” refer to all patients in 
either the majors or resuscitation area. 
 
 
Middle-grade doctors 
Middle-grade doctors included specialist trainee doctor level three to six, 
senior clinical fellows and speciality and associated specialist. In this group, 
the years of experience since qualification was between three and ten plus 
years. 
 
 
Triage 
Triage is a form of prioritising a group of patients in relation to the criticality of 
their given complaint. In emergency care the tool of Manchester Triage is 
utilised which gives a nationally recognised framework for undertaking the 
triage process in emergency care. 
 
 
Undifferentiated  
Patients who present to emergency care often come with a given complaint, 
for example Chest Pain, or Shortness or breath, these patients have an 
“undifferentiated” diagnosis, as they don’t have a formal diagnosis initially, 
until the assessment and intervention are complete to define the given 
diagnosis. 
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Chapter 1 Introduction 
 

 
1.1 Chapter orientation 
 

This study focuses on emergency Advanced Clinical Practitioners (hereafter 
ACPs) and the quality of care that they provide to undifferentiated major and 
resuscitation stream patients, in comparison to the traditional medical model 
of junior doctors. In addition, the study explores patient acceptability of being 
seen by a non-medical practitioner for their major emergency presentation.  
This will be considered within the context of the ACP role as defined within 
the Royal College of Emergency Medicine (RCEM) emergency ACP 
curriculum (RCEM, 2015) and will acknowledge how the role links with the 
Multi-professional Framework for Advanced Clinical Practice as a national 
definition of a level of practice (NHS-England, Health-Education-England and 
NHS-Improvement, 2017). However, the clear focus is on the ACP role and 
how it fits into the operating model for the emergency department; it is not 
the intention to consider RCEM credentialed ACPs an outcome of the study. 
This chapter will address the background, statement of the problem, 
purpose, and significance of the study. 
 
 
1.2 Background 
 

Advanced practice roles have developed due to several factors. Arguably, 
the most significant is the increased and increasing demand on healthcare 
services, compounded by an insufficient supply of doctors, which has 
resulted in non-medical practitioners undertaking healthcare practices 
traditionally delivered by medical professionals (NHS England et al., 2014). 
The European Commission developed working time regulations (93/104/EC 
and 2000/34/EC), which when enacted into United Kingdom (UK) law, 
compounded this supply challenge constraint by delimiting the working hours 
of NHS employees (Greer, 2016; European Commission, 2018). This legally 
dictates that doctors cannot work more than an average forty-eight-hour 
week, unless they formally opt out (Pickersgill, 2001; European Parliament 
and Council of the EU, 2003), which was most recently outlined in the 
Department of Health (hereafter, DoH) guidance (DoH, 2014). Along with the 
twenty-four hour consultant led service need (Jaques, 2011) a decreased 
supply of doctors into some specialties, notably in emergency care, has 
emerged. This shortfall has led to high temporary medical staff usage and an 
escalation of agency costs (NHS Trust, 2014). Society itself, with its ageing 
population, and general desire for quick answers, has added to this pressure 
(Keogh, 2013). The political agenda with the requirement for increased 
service delivery targets, exemplified by the four-hour waiting time for full 
treatment target and emergency quality indicators, has required increased 
efficiencies (DoH, 2001, 2011, 2012). Health care has also seen a shift to a 
multi-disciplinary approach to providing care (Manly, Hills and Marriott, 2011; 
NHS England et al., 2014). These new approaches to health care are 
reflected in the recent NHS Long term plan (NHS, 2019). 
 



17 
 

 
Advanced practice by non-medical practitioners has developed 
internationally in both primary and secondary care in recent years (Pulcini et 
al., 2010; NHS Trust, 2014). However, job titles, levels of autonomy and 
responsibility are markedly varied.  Job titles can include: Nurse Practitioner 
(NP), Advanced Practitioner, Advanced Nurse Practitioner (ANP) or ACP 
(McConnell, Slevin and McIlfatrick, 2013). A recent study found no apparent 
relationship between job titles and complexity of work in the UK, with almost 
six hundred titles in common use (Leary et al., 2017).  The scope of practice 
within these can be equally diverse. Indeed, it could be argued some roles 
are not truly “advanced practice” as they are task orientated and do not 
require complex independent decision making. Leary et al. (2017) study 
identified in excess of three hundred roles using such titles that were not on 
a professional register such as the Nursing and Midwifery Council (NMC). 
The Royal College of Emergency Medicine (hereafter, RCEM) formally 
defined the emergency ACP role and curriculum in 2015 (RCEM, 2015), 
updated in 2017 (RCEM, 2017a). However, for this study, the original 
framework will be used due to this being applicable during the study period. 
Until this time the scope of such roles in emergency care was equally 
diverse, ranging between: seeing any patient within the Emergency 
Department (ED); limited to adults; limited to minor injury or illness; to simply 
advanced assessment, and all such categories demonstrated varied 
autonomy and scope of practice. Although a position statement on advanced 
level nursing was developed (DoH, 2010), England only published an 
Advanced Clinical Practice Framework in 2017 (NHS-England, Health-
Education-England and NHS-Improvement, 2017), sometime after both 
Scotland (Scottish Government, (2008, reviewed March 2013)) and Wales 
(National Leadership and Innovation Agency for Healthcare (NHS Wales), 
2010). This lack of clarity posed a challenge to patients and healthcare 
professionals in terms of understanding but also to researchers when 
analysing studies for comparability (Gray, 2013; McConnell, Slevin and 
McIlfatrick, 2013; Royal-College-of-Nursing, 2014).  
 
 
ACPs in emergency care constitute a new healthcare role that combines 
aspects of the traditional professional jurisdictions of medicine and nursing. 
The majority of ACPs in emergency care are nurses or paramedics, although 
some areas have other allied health care professionals (AHPs) (RCEM, 
2015).The emergency ACP will autonomously clinically manage any patient 
presenting to the ED, just as junior doctors do within this clinical setting, 
within the multi-disciplinary context. The RCEM emergency ACP role also 
aligns to the four pillars of advanced practice (clinical, education, research, 
management) within the National Multi-professional Framework for 
Advanced Clinical Practice (NHS-England, Health-Education-England and 
NHS-Improvement, 2017).  Advanced clinical practice for the purpose of this 
research will therefore be interpreted in this way. As outlined in section 2.3 
below the alignment to these four pillars of advanced clinical practice is a 
commonality to a range of other roles such as the ANP roles, as nursing has 
reflected these pillars for many additional years as outlined in the DoH 
(2010) advanced nursing statement. 
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The RCEM recognised these varied approaches and, along with Health 
Education England (HEE), formed an ACP curriculum (RCEM, 2015). This 
document provides standardisation of the title, clinical skills, education, 
assessment and therefore scope of practice that those fulfilling the role are 
capable and competent to undertake. The curriculum is reflective of the 
emergency medicine junior doctor training, given that ACPs will manage the 
same patient groups. This is of great value to patients and clinical teams, as 
there is a common understanding accompanied with the job title and scope 
of the role. The development process includes both academic and clinical 
practice. Academically, masters level modules in: non-medical prescribing, 
physical assessment, diagnostics and complex decision making need to be 
achieved. Clinically, over one hundred clinical competencies need to be 
successfully completed to evidence competency against the curriculum. This 
is presented in an e-portfolio along with multi-source-feedback, reflection and 
continuous training evidence. Once the portfolio of evidence is gathered and 
approved by the ACP’s Consultant educational supervisor, the ACP may 
undergo the RCEM credentialing process for qualification endorsement, 
which is published in the RCEM national register (RCEM, 2016a; Crouch and 
Brown, 2018). It is noted this process has been in pilot stage from 2016 until 
early 2018, and up until Sept 2018 only nine people have been through the 
process in the UK (Crouch and Brown, 2018). No ACPs within this study 
have completed the credentialing part of the process, however, like many 
other Trusts the study sites adopts a similar internal process (Health 
Education England, 2018).  
 
 
Many supportive factors have influenced the ACP role development. 
However, some have argued it risks reducing the junior doctor experience 
during specialist training, considering the ACP are included in: consultant 
supervision time, medical teaching, and generally take medical lines on the 
rota, thus diversifying the team and potentially reducing the medical numbers 
(Santry, 2010). The workforce planning stage can also have obstacles in 
relation to resistance towards diversifying the workforce with the potential 
need to utilise medical budget to cater for these different roles. This is 
perhaps a potential source of future medical resistance to change (Parkin, 
2010). A further challenge for the employing organisation is the need to 
integrate the ACP in training, as it is extremely unlikely to be able to employ 
a fully RCEM curriculum trained individual. The need to invest to save, in 
relation to training time and course costs, in the current financially stressed 
NHS, is equally a challenge in practice. However, it is evident that there are 
insufficient doctors to meet current and future demand. As such, it has been 
said that the clinical workforce must change into a more diverse multi-
disciplinary team to deliver service need (RCEM. et al., 2017).  
 
 
The requirement for NHS England’s workforce to develop to address societal 
demands is recognised nationally, with advanced clinical practice roles 
forming a key part of the future workforce approach. The next steps on the 
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NHS five year forward view (NHS, 2017) outlines the need for the ACP role, 
acknowledging these roles sometimes offer better alternatives to medical 
locum and unstable hospital rotas.  The NHS Long term plan further supports 
this providing a commitment to creating credentialing for ACPs across 
specialities (NHS, 2019).  
 
 
1.3 Problem Statement 
 
A wealth of literature exists focused on non-medical professionals performing 
advanced practice roles for patients with a given diagnosis or long-term 
condition in a range of specialities (Courtney and Carey, 2008; McDonnell et 
al., 2015; Royal College General Practitioners, 2015). In emergency care, 
extensive literature supports the Emergency Nurse Practitioners (ENPs) role. 
This is generally understood to be experienced nurses who focus on minor 
injury and/or illness. The literature indicates that these non-medical 
practitioners are permitted to diagnose, request and review x-rays, treat 
these conditions, and are effective in this care delivery (Lloyd-Rees, 2015; 
McDonnell et al., 2015). What is different regarding the ACP role, is that their 
scope of practice will include autonomously assessing, diagnosing, treating, 
referring or discharging major and resuscitation emergency patients in 
addition to minor patients. That is, managing the whole emergency patient 
journey for any patient. Prior to the ACP role these major and resuscitation 
area patients would have been managed by doctors. Accordingly, there is 
limited research into this form of emergency healthcare provision. It is for this 
reason the research will look at major and resuscitation patients, collectively 
termed as major patients in this study.   
 
  
Some emergency settings have introduced advanced practice roles in a 
similar way to the outlined RCEM curriculum but little primary research exists 
(Griffin and Melby, 2006; Norris and Melby, 2006; Thrasher and Purc-
Stephenson, 2008; Thompson and Meskell, 2012; Bryson, 2016).  For 
example, Thompson and Meskell (2012) looked at non-complex patient and 
demonstrated outcomes that were equal if not better than those for doctors. 
Similarly, Griffin and Melby (2006), Norris and Melby (2006), and Bryson 
(2016), found positive health professional attitudes to such roles; albeit 
clearly supported by an educational need. Thrasher and Purc-Stephenson 
(2008) found patient satisfaction existed with Canadian nurse practitioners.  
Additional research within the acute settings (other than emergency care) 
related to advanced non-medical roles, supporting good quality of care 
(Williamson et al., 2012), and demonstrate health professional views in 
support of such roles  (Griffin and Melby, 2006; Norris and Melby, 2006; 
Williamson et al., 2012; Dalton, 2013; O'Keeffe, Corry and Moser, 2015; 
Cowley, 2016; Hayes et al., 2017).    
 
 
Existing research into advanced practice will be explored in detail in chapter 
2. Nonetheless, it is readily evident that gaps in knowledge exist. 
Considering the recent developments in advanced practice in emergency 
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care evidence is needed to review such changes. The issue of whether 
patients with a major presentation will be as accepting of non-medical 
practitioners seeing them remains unanswered. Although gaps exist in 
relation to organisation impact and health professional acceptability, these 
are outside the feasibility and scope of this project. Given this, this study will 
focus on providing empirical data to address the gap in the literature related 
to the quality of care provided by ACPs to major and resuscitation stream 
emergency patients and explore patient acceptability of the role.  
 
 
1.4  Research Overview 
 
1.4.1 First Purpose 
 
The first purpose of the research is to analyse if ACPs provide equal quality 
of care to adult major emergency patients when compared to the traditional 
medical model. Deductive analysis will form the core focus on the data 
collected, with the application of inductive sensitising interviews to further 
support the overall analysis process. This will be achieved using a 
retrospective case note review in relation to patient presentations (sepsis / 
fractured neck of femur (NOF) / paracetamol overdose / Acute Coronary 
Syndrome (ACS) / Pain) and documentation standards.  
 
 
The five patient groups have been chosen due to the high occurrence within 
major emergency presentations, along with mortality and morbidity risk if not 
treated appropriately. Sepsis is the largest cause of death in the UK, with a 
thirty five percent mortality rate (The Sepsis Trust and RCEM, 2014). Kumar 
(2006) found with every hour lost patients had an eight percent increased 
risk of mortality. Fractured NOF also has high mortality and morbidity rates in 
the over sixty-five age group, but if treatment and surgical intervention is 
timely then mortality risk is reduced (British Orthopaedic Association, 2007; 
NICE, 2011; Radcliffe, 2014). Paracetamol overdose requires both medical 
and mental health assessment. Mental health assessment being equally 
important especially due to the increase in mental health emergency 
presentations (Keogh, 2013). ACS accounts for one percent of all 
presentations to the study site attendances, which is reflective of other ED 
settings, with heart disease being the largest cause of death in the UK 
(Townsend et al., 2012; NICE, 2016a). Pain is a presentation that a large 
majority of patient present with in the ED, it is widely recognised that pain 
should be managed effectively and can directly impact on the patients 
experience and recovery (Manchester Triage Group, 2013).  
 
 
The ACP curriculum (RCEM, 2015) is highly reflective of the Acute Care 
Common Stem (ACCS) training (Intercollegiate Committee for Acute Care 
Common Stem Training (ICACCST), 2018) that emergency medicine trainee 
doctors complete prior to higher training. Considering this, comparisons will 
be made with junior doctors at different stages of development prior to the 
award of their certificate of completion of training (CCT). Higher training 
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supports this award, which is linked with the status of “consultant”. Hence, for 
this reason, emergency medicine consultants are excluded from the study.  
 
 
Quality is a term often used in healthcare, however multiple interpretations 
exist of its meaning. The Kings Fund (2017) suggests that quality can be 
defined in three parts: clinical effectiveness, safety and patient experience. 
The World Health Organisation (WHO, 2006) asserts that quality in 
healthcare is focused on outcomes and is highly influenced by the system as 
a whole. For the purposes of this study, quality will be defined as the 
adherence to the national validated standards in relation to the clinical 
presentation being studied (NICE, 2011; General Medical Council, 2013; 
NMC, 2015; NICE, 2016a, b; RCEM, 2016b). Therefore, this study will focus 
on the clinical effectiveness of treatment in terms of quality for this first 
purpose, and patient experience in terms of acceptability will be addressed 
within the second purpose of the study.  
 
 
1.4.2 Second Purpose 
 
The research will inductively study patient acceptability of the role using data 
collected by questionnaires. Deductive analysis of the data will also be 
applied to further support the overall analysis process. Acceptability in 
healthcare has no clear definition. Acceptability can be related to: adherence 
and satisfaction (Blenkinsopp and Hassey, 2005; Andrews et al., 2010); 
compliance and satisfaction (Kulier et al., 2004; Kaltenthaler et al., 2008; 
Brooke-Sumner et al., 2015); experience (Muftin and Thompson, 2013; El-
Den, O’Reilly and Chen, 2015); time of treatment (Kedge, 2009); attitudes, 
perception and experience (Sekhon, Cartwright  and Francis, 2017); or any 
combination of these concepts. It is clear acceptability is multifaceted as a 
concept. However, it is also a personal perception, and thus what 
acceptability means for each individual may differ. As such this second 
purpose will utilise a range of concepts to evidence acceptability: 
explanation, treatment, care, participation in decisions, respect, time and 
satisfaction. These concepts represent the operational, emotion and 
experiential aspects of acceptability which reflect many of the theoretical 
framework components of acceptability of health (Sekhon, Cartwright  and 
Francis, 2017). The validated Short Assessment of Patient Satisfaction 
(SAPS) questionnaire will be utilised to achieve this (Hawthorne, 2006). 
 
 
1.5  Research Question, Aims and Objectives 
 

1.5.1 Research Question 
 

Do adult major emergency patients receive equal quality of care by ACPs 
compared to junior doctors, and what is the patient acceptability of the role? 
A mixed method study. 
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1.5.2 Aims 
 

To determine if adult major emergency patients receive equal quality of care 
from ACPs compared to junior doctors, and to explore the patient 
acceptability of the role. 
 
1.5.3 Objectives 
 

The first two objectives relate to the first purpose of the study, and the third 
relates to the second purpose. 
 

1. A retrospective case note review looking at quality of care compinace 
of adult major emergency patients by ACPs compared to junior 
doctors, in relation to the following patient presentations: 

a. Sepsis  
b. Fractured neck of femur (NOF) 
c. Paracetamol overdose 
d. Pain 
e. Acute coronary syndrome (ACS) 

 
2. A retrospective case note review looking at documentation standards 

for adult major emergency patients by ACPs compared to junior 
doctors. 
 

3. To explore patient perceptions in relation to acceptability of the ACP 
role. 

 
1.6   Study Significance 
 

As the emergency ACP role is new, this study will provide empirical data for 
both service evaluation on the study site and new research outcomes for 
other EDs considering introducing such an initiative. The study will examine 
some of the key areas of healthcare delivery, augmented by analysis of role 
acceptability by patients and other ED employees. 
 
 
Dissemination will be via a range of internal and external sources. A fully 
written report and summary document will be developed to support these. 
Internally to the study site, outcomes will be presented at ED governance 
group, Divisional Governance group and Trust conference days. Externally, 
outcomes will be shared with the local emergency nursing forum, Royal 
College of Nursing Advanced Practice group, Health Education England 
advanced clinical practice groups, and journal publication. Publication in 
appropriate nursing, healthcare and management journals will also occur to 
enable wider sharing of empirical outcomes. 
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1.7  Organisation of Thesis  
 

The thesis is set out in the following chapters. Chapter 2 will explore the 
literature which influenced the development of the question. Research 
methodology will be addressed in chapter 3. The results, discussion and 
conclusion chapters (4 to 6) are structured in line with the studies three 
objectives. The conclusion chapter providing an answer to the research 
question and chapter 7 will provide the recommendations from the study. 
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Chapter 2  Literature Review 
 

 
2.1 Introduction 
 

The literature review is focused on advanced clinical practice within 
emergency or acute care settings in relation to major patient presentations. 
The objectives of the review were to analyse the current knowledge base to 
support the research design in relation to the quality and acceptability of 
advanced clinical practice in emergency care. In this chapter the review 
strategy will be defined, followed by an overview of relevant studies. The 
themes that emerged from the review will each then be explored. 
 
 
2.2 Literature Review: Strategy 
 

The overarching approach is that of a systematic review of the evidence. The 
systematic principles of PRISMA (Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses) were applied as outlined in Figure 2.1 (Moher 
et al., 2015). Stakeholder needs were considered in relation to major and 
resuscitation patients cared for by emergency ACPs, which informed the 
focus on quality and acceptability (Appendix 2.1).  This further developed 
with the use of the PICO (Patient, problem, or population; intervention; 
comparison, control or comparator; outcome) model (Stone, 2002) and a 
general examination of existing primary research on PubMed and Web of 
Science databases. This revealed limited primary research on emergency 
advanced clinical practice in relation to the current ACP role. Therefore, the 
criteria were expanded to include acute care, and year of publication was 
extended to broaden the scope of the search. A search strategy was defined 
and applied as outlined in Appendix 2.2. In February 2018, PubMed, Web of 
Science and Embase databases were searched using the following criteria: 
“(emergency advanced practitioner) OR (emergency AND advanced clinical 
practic*)” between 2005 to 2018. The search yielded 5327 records, after 
removal of duplications and application of exclusion criteria, eighteen studies 
required detailed analysis (Appendix 2.2).  
 
 
Of these eighteen studies, a further seven were excluded. Three related to 
the ENP role only, (Melby, Gillespie and Martin, 2011; McConnell, Slevin and 
McIlfatrick, 2013; Lloyd-Rees, 2015). Of the other four studies, one only had 
an abstract available (Adkins, Trivedy and Stanhope, 2014); one was primary 
care focussed (Davis, Titler and Friese, 2017 ); one was not primary 
research (Sujan et al., 2017); and one was only related to triage assessment 
(Prescott and Stackhouse, 2017). The remaining eleven were included as 
they focused on advanced practice for major patient presentations in 
emergency (Griffin and Melby, 2006; Norris and Melby, 2006; Thrasher and 
Purc-Stephenson, 2008; Thompson and Meskell, 2012; Bryson, 2016) or 
acute settings (Williamson et al., 2012; Dalton, 2013; McDonnell et al., 2015; 
O'Keeffe, Corry and Moser, 2015; Cowley, 2016; Hayes et al., 2017). These 
had the most appropriate alignment to the research area.  
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Figure 2:1 PRISMA Search outcomes: Showing Search Outcomes, Exclusions and Final Inclusion 

 
 
 
2.3 Relevant Literature  
 

The eleven studies in the review had four clear themes: (i) clinical quality 
(Thompson and Meskell, 2012; Williamson et al., 2012; Bryson, 2016); (ii) 
patient satisfaction (Thrasher and Purc-Stephenson, 2008; Williamson et al., 
2012); (iii) health professionals’ views (Griffin and Melby, 2006; Norris and 
Melby, 2006; Williamson et al., 2012; Dalton, 2013; O'Keeffe, Corry and 
Moser, 2015; Cowley, 2016; Hayes et al., 2017); and (iv) organisational 
impact (Williamson et al., 2012; McDonnell et al., 2015; Bryson, 2016). 
Appendix 2.3 provides the critical analysis of these studies, which utilised 
concepts of the Critical Appraisal Skills Programme analysis tools (Critical 
Appraisals Skills Programme, 2016). The first three themes are directly 
related to the aims of this study, although organisational impact is outside the 
scope of this study as outlined earlier, these concepts will be considered 
where appropriate. The theme of quality and acceptability will now be 
analysed further in section 2.4 and 2.5, followed by a review of the 
philosophical theories that underpin this area of research (section 2.6). 
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A number of these studies relate to the ANP role as appose to the ACP role. 
The utilisation of A“C”P, has been introduced in more recent years whereby 
clinical areas are using a range of professionals to undertake the same role. 
For example, the emergency ACP role where a nurse or AHP can undertake 
the same role (RCEM, 2015). As such very limited research exists in this 
area. The RCEM ACP role present itself as a junior doctor replacement 
option (RCEM. et al., 2017), which is further supported in national documents 
where its encouraged to consider the conversion of medical posts to fill long 
term vacant medical posts (NHS, 2017). Although the ACP role is considered 
to be more than just a junior doctor substitute (Williamson et al., 2012; 
Bryson, 2016), it is acknowledged that the learning from other ANP/ACP 
roles, which have previously been provided by doctors, can align itself to this 
RCEM emergency ACP role, and, as such, this research. The terminology of 
role within this chapter will utilise the role terminology within the source 
study, although comparability is made to the emergency ACP function.  
 
 
2.4 Literature Review Theme: Quality 
 

Clinical quality is of great importance to patients and professionals alike. 
Indeed, significant emphasis is placed on the need for quality as exemplified 
by Commissioning for Quality and Innovation’s (CQUIN) national goals (DoH, 
2012) and other aligned quality indicators (DoH, 2001, 2011). Despite this 
only three studies focus on this area. The methodology they adopt are a 
mixture of quantitative (Thompson and Meskell, 2012) and qualitative data 
collection approaches (Williamson et al., 2012; Bryson, 2016). 
 
ANPs have been shown to effectively recognise the need for analgesia, 
diagnose using x-ray images, and decrease waiting times (Thompson and 
Meskell, 2012). Indeed, evidence exists to suggest that ANPs have 
equivalent, if not better, skills in radiological interpretation than emergency 
doctors of all grades: senior house officers, registrars, and consultants 
(Thompson and Meskell, 2012). The study had a clear aim, transparent 
methodology, good sample size, and detailed data analysis. However, it did 
not outline philosophical stance, or note any ethical considerations, which 
Gray (2013) would agree provides concern over the research process. The 
research was in a UK ED so provides transferability. It addressed minor 
injury and illness presentations during day time hours over a two-month 
period, only making limited transferability to the RCEM emergency ACP role 
who see all ED patient presentations. Overall, the study supports a stance 
that the quality of care provided by ACPs was comparable to that delivered 
by doctors. However, it has a very limited focus on only radiological images, 
pain management and waiting time. These are three relative small areas of 
advanced practice and the study pre-dates the formalised RCEM ACP 
Curriculum (RCEM, 2015) so greater understanding of quality of care is still 
needed.  
 
 



27 
 

Acute medical ward ANPs have been shown to provide quality of care in 
relation to clinical practice and effective communication (Williamson et al., 
2012). Furthermore, the ANP has been identified as the lynchpin for the 
facilitation of patient care within this setting, utilising knowledge and 
enhanced communication as components to provide holistic quality patient 
care (Williamson et al., 2012). In addition, being a role model for the whole 
multi-disciplinary team has been acknowledged. Accordingly, the ANP role is 
considered to be more than merely a junior doctor substitute (Williamson et 
al., 2012). This qualitative study had over eighty hours of ANP observation 
with informal interviews with a wide range of multidisciplinary team members 
during this time, together with formal interviews with five patients, five ANPs 
and fourteen ward nurses (Williamson et al., 2012). The study was published 
in 2012, although conducted in 2009, therefore prior to both the English 
framework for multi-professional advanced clinical practice (NHS-England, 
Health-Education-England and NHS-Improvement, 2017) and the RCEM 
ACP curriculum (RCEM, 2015). Although conclusions on being a role model 
for the whole team are made, perhaps formal interviews with the wider 
multidisciplinary team such as doctors and therapist would have enhanced 
this conclusion. 
 
 
Emergency teams have outlined that ACPs are effective care providers, 
which has been supported by the highest medical grade of the emergency 
consultants (Bryson, 2016). This perception from senior level consultants 
that lead emergency care is reassuring; after all, it is the ED consultant that 
has the overall responsibility for the care of patients within the ED. The ED 
consultant also provides senior clinical expertise to the junior clinical 
workforce (junior doctors and ACPs), so have the experience to enable this 
conclusion. The study was relatively small, as only one charge nurse, four 
medical consultants and six ANPs were interviewed within a Scottish ED 
(Bryson, 2016). However the perception of quality is supported by other 
studies (Williamson et al., 2012).  
 
 
Empirical evidence is limited to one study from this review that looked at 
three clinical aspects: radiological reviews, analgesia and time (Thompson 
and Meskell, 2012). This study being the only study in relation to quality that 
utilised quantitative data. It is considered, therefore, that further empirical 
evidence into this area of quality is required to enhance our understanding of 
the impact of the ACP role. 
 
 
The term quality in healthcare itself can have many meanings and 
interpretations. Prior to being able to assess quality, a clear definition is 
needed, otherwise analysis of outcomes to inform strategic healthcare 
decisions are rendered too subjective (World Health Organisation, 2006; 
Kings Fund, 2017). Internationally, quality in healthcare systems has been 
presented as a six dimensional construct, whereby patient centred care is 
effective, efficient, accessible, acceptable, equitable, and safe (World Health 
Organisation, 2006). Nationally, the Department of Health and Social Care 
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(DoHSC) has defined five areas of quality: leadership and accountability; 
safe and effective care; accessible, flexible and responsive services; 
promoting, protecting and improving health; and effective communication and 
information(DoHSC, 2018). The evidence from the literature review focuses 
on the quality concepts of safety (Thompson and Meskell, 2012), effective 
care (Thompson and Meskell, 2012; Williamson et al., 2012; Bryson, 2016) 
and communication and information (Williamson et al., 2012). Considering 
this, it is clear for this study the concept of quality must be aligned to these 
international and national definitions of quality. 
 
 
2.5 Literature Review Theme: Acceptability 
 

2.5.1 Patient Acceptability 
 

Patients have been shown to be satisfied with care received by nurse 
practitioners (NP) in emergency care and had a moderate understanding of 
the advanced role, with no significant relationship to patient gender, age, 
education or health status (Thrasher and Purc-Stephenson, 2008). The study 
used quantitative data from across six Canadian EDs using a psychometric 
survey. It had a clear methodology, ethics, robust data analysis and clearly 
identified limitations, although failed to define philosophical approach, which 
may slightly weaken the research process (Gray, 2013). The sample was 
small with only one hundred and thirteen responses across the six study 
sites. Additionally the scope and education of the NP across the EDs differed 
so as recognised generalisability may be limited (Thrasher and Purc-
Stephenson, 2008). Furthermore, the study did not focus on major 
emergency patients, and no conclusions for this group of patients could be 
made. Therefore, direct comparability to the RCEM ACP role (RCEM, 2015) 
or English Advanced Practice Framework (NHS-England, Health-Education-
England and NHS-Improvement, 2017) cannot be made. However, these 
positive satisfaction findings align themselves with other studies in this 
review (Thompson and Meskell, 2012; Williamson et al., 2012) providing 
support that patient acceptability exists, although further evidence in this 
area is needed. 
 
 
Advanced practitioners have been shown to positively impact waiting time 
(Thompson and Meskell, 2012), and patients were satisfied with ANP care 
within the medical setting (Williamson et al., 2012). The general findings of 
high patient satisfaction within this review is reflective of other research in 
other specialist fields of health care where non-medical professionals are 
utilised (Lindley-Jones and Finlayson, 2000; Milutinovic, Brestovacki and 
Martinov-Cvejin, 2009; Kelly et al., 2012; FitzGerald et al., 2015). However, 
in both these studies, patient acceptability was a small part of the study and 
while finding suggest acceptability exists, empirical evidence is needed in 
this area (Thompson and Meskell, 2012; Williamson et al., 2012). 
Furthermore, none of the studies in the review relate to non-medical 
healthcare professionals clinically managing major emergency patients, so 
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additional research into this area is needed (Thrasher and Purc-Stephenson, 
2008; Thompson and Meskell, 2012; Williamson et al., 2012). 
 
 
Advanced practice in acute settings has been evidenced to have a positive 
impact on patient outcomes, experience and safety (McDonnell et al., 2015). 
In addition, it is considered the role has a positive impact on other team 
members and on department targets, which have been similar findings in 
other studies (Williamson et al., 2012; McDonnell et al., 2015; Bryson, 2016). 
The UK based study utilised qualitative data in the form of interviews and 
observations, and whilst the author did not outline philosophical stance, it did 
have a robust methodology, clear ethics, transparent limitations, and clear 
data analysis (McDonnell et al., 2015). This evidence supports the presence 
of a range of concepts: it links with patient acceptability evidence as 
discussed in this section in relation to positive outcomes, experience and 
safety, but it also highlights the impact on healthcare teams, which will be 
explored further in the next section.  
 
 
2.5.2 Healthcare Professional Acceptability 
 

Emergency doctors have been found to be supportive of advanced clinical 
practice (Griffin and Melby, 2006; Norris and Melby, 2006; Bryson, 2016). 
Interestingly, the two earlier studies had a degree of medical reservation of 
the role: notably, the reluctance for nurses to undertake some advanced 
skills (Norris and Melby, 2006; Griffin and Melby, 2006). In contrast, General 
Practitioners working in ED were marginally less accepting of the ACP 
compared to emergency doctors, with a small percentage stating diagnosis is 
a doctor only role (Griffin and Melby, 2006). A decade on, acceptability 
seems to have heightened, though some resistance from individual doctors 
still exists (Bryson, 2016). Interestingly, the same study also showed some 
professional resistance from senior nursing colleagues, with a reluctance to 
take on nursing tasks delegated by an ANP, stating for example: “why can’t 
you do it” (Bryson, 2016). Understandably the evidence supports the need 
for clear education and role definition.  
 
 
The majority of ACPs in emergency care are nurses or paramedics by 
profession, who are undertaking a previously solely medical role. As such, it 
is not surprising that qualitative data is highlighting that professional identity 
challenges exist (Bryson, 2016). The pull between medicine and nursing 
duties influences this and, as such, the ACP can find it a challenge to define 
where they sit. Indeed, a suggestion is that an ACP is not a doctor or a nurse 
but an ACP role (Norris and Melby, 2006; Bryson, 2016), supporting the 
notion of the defined ACP role in its own right. The notion to move towards 
generic ACP credentialing mapped to the Multi-professional Framework of 
Advanced Clinical Practice as outlined in the NHS Long Term Plan may 
support this (NHS, 2019). These studies utilised a range of research and 
theoretical approaches, including quantitative questionnaires (Norris and 
Melby, 2006; Griffin and Melby, 2006), qualitative interviews (Bryson, 2016) 



30 
 

and a mixed method approach (Norris and Melby, 2006). The studies all 
have a clear aim, method, data and results, but each lacked defining 
philosophical stance, which does make the research potentially less aligned 
in its research process (Gray, 2013). The evidence suggests acceptance of 
the role from the ED healthcare professional perceptive, although some 
resistance from individuals still exists.  
 
 
The general acceptability of advanced practice by healthcare professionals is 
also evident within the acute care setting. ANPs have been shown to have 
high job satisfaction, and enthusiasm for the role and understanding of where 
the role fits into the wider team (Williamson et al., 2012; Dalton, 2013; 
O'Keeffe, Corry and Moser, 2015). Similarly, nurses are supportive of the 
role, stating the advanced practitioner is a senior nursing resource and a 
lynch pin in the coordination of patient care (Williamson et al., 2012; Dalton, 
2013). Doctors expressed that the ANP role was beneficial on the wards. 
However, confusion existed regarding where the ANP role ended and the 
doctors started (Dalton, 2013). In addition, frustration existed within some 
areas of enabling advanced practice, for example barriers towards 
requesting radiological imaging, which may attribute to some resistance to 
change (O'Keeffe, Corry and Moser, 2015). Overall, the consensus was that 
the ANP role is needed as part of the multi-professional team (Dalton, 2013). 
The reluctance from medical colleagues to enable nurses to take on 
advanced tasks is evidenced in a review of end of life care across an 
American state, with wide variations within the same clinical setting (Hayes 
et al., 2017). Hence, the overall medical perception of the need for advanced 
practitioners, along with acceptance of the role in the acute setting, is a 
supportive one (Williamson et al., 2012; Dalton, 2013; O'Keeffe, Corry and 
Moser, 2015) and reflective of the findings within emergency care (Griffin and 
Melby, 2006; Norris and Melby, 2006; Bryson, 2016).  
 
 
The need for clear role definitions for the advanced practice, to enable the 
teams to understand the scope of practice and how the role integrates with 
the wider multi-professional team, is evident in both emergency care (Norris 
and Melby, 2006; Thrasher and Purc-Stephenson, 2008; Bryson, 2016) and 
acute settings (Griffin and Melby, 2006; Dalton, 2013; Cowley, 2016). As 
outlined in section 1.2, a recent study supports these findings in relation to 
no apparent relationship between job titles and scope of practice with over 
six hundred advanced practice titles in common use (Leary et al., 2017). The 
concept of acceptability by healthcare professionals requires the individual to 
at least understand the role, its scope and how it fits into the context of care. 
This is an important aspect for this study, although with a national RCEM 
ACP definition and curriculum, it is anticipated this variable will be limited 
within this study (RCEM, 2015). 
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2.5.3 Acceptability Concept  
 

The literature examined within this review asserts that the concept of 
“acceptability” in healthcare has no clear definition (Sekhon, Cartwright  and 
Francis, 2017). Accordingly, the findings from this review presents only the 
discrete components of acceptability: satisfaction (Thrasher and Purc-
Stephenson, 2008; Williamson et al., 2012; Dalton, 2013; O'Keeffe, Corry 
and Moser, 2015); time (Thompson and Meskell, 2012); experience and 
perception (Williamson et al., 2012; Dalton, 2013; Bryson, 2016). 
Nonetheless, a wider analysis of “acceptability” can be related to a range of 
concepts: adherence and satisfaction (Blenkinsopp and Hassey, 2005; 
Andrews et al., 2010); compliance and satisfaction (Kulier et al., 2004; 
Kaltenthaler et al., 2008; Brooke-Sumner et al., 2015); experience (Muftin 
and Thompson, 2013; El-Den, O’Reilly and Chen, 2015); time of treatment 
(Kedge, 2009); attitudes, perception and experience (Sekhon, Cartwright  
and Francis, 2017); or any combination of these concepts. 
 
 
The theoretical framework of acceptability of health (Sekhon, Cartwright  and 
Francis, 2017), which defines the operational, emotions and experiential 
factors that influence an individual’s perception of acceptability in healthcare, 
has seven pillars of influence. These pillars will be used to determine 
acceptability within this study. The pillars represent: affective attitude - in that 
how an individual feels; burden – the perceived amount of effect that is 
required; ethicality – how the intervention fits with personal values; 
intervention coherence – the extent of understanding; opportunity costs – the 
extent to which benefits or values much be given up to engage in the 
intervention; perceived effectiveness – the extent the intervention is likely to 
achieve its purpose; and self-efficacy – the individuals confidence that they 
can participate in the given intervention (Sekhon, Cartwright  and Francis, 
2017). Although each aspect will have a different relevance for each patient, 
it is also acknowledged that all these aspects are highly interlinked and 
influence one another, which will also be considered in the analysis.  
 

2.6 Emerging Philosophical Theory 

The NHS was founded on July 5th 1948. Over the ensuing seventy years, 

noting the fundamental change posed by devolution (Greer, 2016), it has 

predominantly functioned in a top down hierarchical manner. However, in 

NHS England, in more recent years this has changed. The aim to reduce the 

distance from board to ward, and to increase engagement throughout the 

workforce at all levels, has been key to the drive to deliver patient centred 

care (NHS England et al., 2014). It is therefore of little surprise that the 

introduction of a new role that undertakes what, traditionally, only medical 

doctors were permitted to perform, is a marked conceptual and practical 

change.  
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Theory often helps us understand why and how such complex multifaceted 

situations evolve. The literature that addresses the quality aspect within this 

review (Thompson and Meskell, 2012; Williamson et al., 2012; Bryson, 

2016), considers the concept of professionalisation of the workforce 

(Freidson, 1984, 2001; Watson, 2012), while noting the impact of the theory 

of change itself within established workforce teams which can support or 

impede the development of the role (Parkin, 2010; National Health Service 

Improving Quality, 2013). The clinical skill and professionalism of the 

practitioner can impact on both patients and healthcare professionals’ views 

of a given role, affecting the acceptability (Sekhon, Cartwright  and Francis, 

2017). Professionalisation of the workforce concepts are therefore equally 

evident within the studies that had both patient (Thrasher and Purc-

Stephenson, 2008), and health professionals’ views (Griffin and Melby, 2006; 

Norris and Melby, 2006; Williamson et al., 2012; Dalton, 2013; O'Keeffe, 

Corry and Moser, 2015; Cowley, 2016; Hayes et al., 2017). Furthermore, in 

relation to healthcare professional views, it is evident that the culture of the 

organisation, its values and the beliefs of the individuals and teams within 

that organisation, can equally impact individual acceptability (Dalton, 2013; 

Hayes et al., 2017). However this can extend to teams or indeed whole 

organisational views on acceptability of a given topic (Dalton, 2013; Hayes et 

al., 2017). 

 

 

The key theoretical concepts that come from the review of the literature are 

the theory of change itself, professionalisation of the workforce, the impact of 

society or in this case the organisation and the political agenda (Parkin, 

2010; Watson, 2012; National Health Service Improving Quality, 2013).  

All these factors and those that influence them influence developments in 

healthcare. Theorists have studied this phenomenon as institutional theory, 

to aid understanding of these concepts, to explore their influence on one 

another and to make recommendations for healthcare systems. As such 

institutional theory will be the theoretical basis for this study. The current 

evidence on institutional theory will now be explored. 

 

 

Institutions are social structures that have great resilience, considering the 

complexity of both internal and external challenges. According to Scott 

(2008), institutional theory recognises the cultural-cognitive, normative and 

regulative elements which form the institutions that shape society; where 

society itself may influence each component, with an emphasis on 

legitimacy, imitation and isomorphism (Scott, 2008). Many highlight the 

significance of imitation to achieve the “normative” notion of belonging or 

complying, reflective of organisational peers (Marquis and Tilcskil, 2016). 

This concept is highly evident in healthcare, where shared practice is 

encouraged, considering the notion of one “national” healthcare system. This 

is also desired by the workforce society itself. A new role such as the ACP 
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may experience a heightened desire to consider how other Trusts are 

implementing the emergency ACP role, to inform how they could fit into their 

own organisation, given the apprehension of introducing such a change in 

practice. 

 

 

Battilana (2011) in their work into institutional theory makes note of perceived 

“risks” associated with healthcare service change. While such concerns may 

be genuine, these need to be explored and mitigated. However, some may 

choose to theorize these risks to use as barriers to change itself, and 

possibly to support maintenance of their own professional hierarchy. Currie 

et al. (2012) note this approach has been used to maintain models of 

medical professionalism and hierarchy. This notion of elite professionals 

maintaining their privileged position and power dynamics is a key 

acknowledgement in institutional theory. The work of Lawrence, Suddaby 

and Leca (2009) emphasises this, outlining that power dynamics in 

organisations can influence change itself, noting the need for coercive 

approaches. What is clear is we must understand the sociology of 

professionals (Freidson, 1984; Abbott, 1988; Freidson, 2001), to understand 

how the people within organisations can support change as enablers (Scott, 

2008).  

 

 

Organisational work in which the people, professionals and managers 

engage is affected by the individuals position in a given field, directly linked 

with their control of resources and any effect on their own situation which 

may occur (Lawrence, Suddaby and Leca, 2009). The notion of people 

dynamics and power from both within the organisation and those who 

infiltrate organisations can be highly influential (Lawrence, Suddaby and 

Leca, 2011). Contradictions are likely when approaching change, with 

different views, and inconsistencies which may generate tension among 

teams (Seo and Creed, 2002). Currie et al. (2012) recognised this in their 

model: theorizing, defining, educating, policing, constructing normative 

networks, and embedding; where educating and policing are key aspects to 

ensure inconsistencies do not occur. Macfarlane et al. (2013) work would 

also support the use of storytelling and using existing data to demonstrate 

reassurance for these differing views, which as discussed often have risk 

concerns.  

 

 

External organisations such as clinical commissioning groups (CCGs), NHS 

Improvement, and independent assessors all influence the change direction 

of the organisation itself, linked with the regulative aspect of institutional 

theory (Scott, 2008). According to Kraft and Furlong (2007), institutional 

theory is policy making that emphasizes the formal and legal aspects of 

government structure. It is well acknowledged that the NHS is progressing at 
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pace with its policy driven workforce developments (Martin, Currie and Finn, 

2009). Advanced clinical practice is a clear example of this, where in recent 

years policy developments and recommendations have developed, most 

recently appearing in the NHS long term plan (NHS, 2019). Scott (2008) 

would identify this as part of the regulative aspect of institutional theory, 

which for emergency ACPs is further supported by the RCEM supporting the 

future workforce national recommendations (RCEM. et al., 2017). 

 

 

Maintenance and embedding change are key components which 
organisations should actively drive to enable change to be sustained 
(Zbaracki, 1998; Ansari, Fiss and Zajac, 2010; Fiss, Kennedy and Davis, 
2012). Reay et al. (2013) work would support this as the concept of 
embedding change into a new habit within practice. The phase between 
development of an organisational level idea or policy to micro-level practices 
is recognised as a core phase within this sociological theory (Berger and 
Luckmann, 1967). Varied attention has been applied in the literature 
regarding this phase, but what is clear from recent evidence is that this 
aspect is pivotal (Berger and Luckmann, 1967; Tolbert and Zucker, 1996).  
Habitualization involves repetition that becomes ingrained, it is the cognitive 
element of a given practice (Berger and Luckmann, 1967). Much focus has 
been placed on the physical and behavioural element of practice, but 
cognition also plays its part; after all, peoples’ thoughts feelings and beliefs 
have a direct impact on a given practice. It is this aspect that directly 
influences habitualization which others describe as the key bridging element 
from policy to practice (Reay et al., 2013). Barley (1986) study that looked at 
institutional theory showed how the adoption of the same approach in two 
similar organisations had two very different outcomes in practice, which 
further supports this concept. Organisational level and micro-level practice is 
an essential component of change (Reay et al., 2013), even small wins and 
microprocess achievements are considered important in supporting 
legitimising a new role, such as the emergency ACP (Reay, Golden-Biddle 
and Germann, 2006). 
 
 
Cognition is key to habitualization, which in practice is the tight relationship 
between practice and meaning construction, which in turn is enacted through 
our behaviours. As behaviours become normal they become embedded as 
routines in practice (Berger and Luckmann, 1967). While this occurs on an 
individual level this meaning-making can differ at a collective level (Love and 
Cebon, 2008). This diversity of views is the reality of the complexity of 
change, however some feel this richness enables transparency, which in turn 
enables barriers to be explored (Weick, 2007). Collective meaning can then 
occur over time with on-going interaction and shared experience, which is a 
fundamental aspect of achieving institutional change or development (Berger 
and Luckmann, 1967). Macfarlane et al. (2013) also support this, noting the 
utilisation of “soft” measures such as use of language and storytelling to 
break down barriers to change. It is no surprise that theorists have evidenced 
the correlation between behaviour and meaning (Weick, 1995; Zilber, 2002). 
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Munir (2005) and Zilber (2006) both support this and further outline the need 
for continued meaning-making as critical for the establishment of new 
approaches in practice.   
 
 
The other concept within institutional theory is “re-habitualization” (Reay et 
al., 2013).  In general, members of a team have already engaged into 
habitualized practice, and as such if a new approach is to develop from an 
organisational idea into a working practice, then old approaches much be de-
habitualized, before the new concept has a chance to become the new norm.  
This process can be a challenge as once practice is engrained there is a 
tendency to persist with current well established approaches as opposed to 
embracing new ways (Berger and Luckmann, 1967; Scott, 2008). It is well 
recognised this process of re-habitualization can be more difficult than 
initially thought and requires persistence, particularly in professionalised 
settings such as healthcare (Scott, 2008). 
 
 
Professionals themselves have a high influence on a given approach and in 
professional settings such as healthcare, experts within the organisation at 
ground roots have a say in organisational direction (Scott, 2008). This means 
that professionals themselves define the rational for change, resulting in a 
bottom-up process of change at the front line, albeit with the organisational 
concepts of the new practice (Reay et al., 2013). It would be permissible to 
consider this may assist in the process, but in practice the organisational 
ideas progressing to micro-level of practice is not a linear approach but one 
which may have a multitude of directions. Reay et al. (2013) would also 
support that the process of de-habitualization and re-habitualization is of 
significant need within these professional settings.  A recent study into this 
area has evidenced the need for managerial action to enabled organisational 
ideas to transform into daily practice, through a continual process of de-
habitualization and re-habitualization; within the use of three distinct phases 
of: micro-level theorizing, encouraging trying the new practice and facilitating 
collective meaning-making (Reay et al., 2013).  
 
 
The focus of this study is on a new role in emergency care, and one that 
does many aspects previously only completed by the medical professional. 
As outlined from the review of the literature it is understandable that 
exploration of the professionalisation of the workforce theory has emerged. 
Many theorists have explored this area in relation to: the external influences 
on professionalization (Abbott, 1988), the historical development of 
professionalisation (Freidson, 1984; Abbott, 1988; Freidson, 2001) and the 
internal challenges faced by professionals (Croft, Currie and Lockett, 2015). 
Freidson (1984, 2001) and Abbott (1988) work in this area shows how the 
development of society and societies views along with the political influences 
have directly impacted on professionalisation of role, which is ever evident 
within healthcare and advanced clinical practice. Croft, Currie and Locket 
(2015) study explored social identify and its influence on a professional 
taking on a new role, this concept has been clearly identified within the 
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literature by considering is an ACP a nurse, a doctor or indeed an ACP 
(Williamson et al., 2012; Dalton, 2013).  
 
 
The concepts that have emerged from the literature clearly fit with the 
philosophical theory of institutional theory as we have explored here (Berger 
and Luckmann, 1967), with an emphasis on the theoretical concepts of 
professionalisation of the workforce (Freidson, 1984; Abbott, 1988; Freidson, 
2001). As such these will form the theoretical basis of this study and will 
support the analysis of the research which will be explored further in chapter 
5.  
 
 
2.7 Gaps in the literature 
 

The review has evidenced that quality exists in emergency care, although the 
quantitative data evidence is limited to ANP undertaking radiology 
diagnostics, pain management and waiting time impact (Thompson and 
Meskell, 2012). Qualitative data evidence suggests that healthcare 
professionals perceive that quality of care and effective communication 
exists from the ACP (Williamson et al., 2012; Bryson, 2016).  There is a clear 
gap in the literature in terms of evidence in relation to the effective treatment 
and clinical quality a non-medical practitioner provides to emergency major 
undifferentiated patients. This is not surprising considering the recentness of 
the RCEM emergency ACP role (RCEM, 2015) and the national Multi-
professional framework (NHS-England, Health-Education-England and NHS-
Improvement, 2017). 
 
 
The literature indicates acceptability by patients being treated by advanced 
practitioners (Thrasher and Purc-Stephenson, 2008; Williamson et al., 2012), 
and suggests a positive impact on patient experience (McDonnell et al., 
2015). Only one of these studies are based in an emergency setting 
(Thrasher and Purc-Stephenson, 2008), and it did not focus on major patient 
presentations. A gap therefore exists in relation to patient acceptability of 
being seen by an emergency ACP for a major acute presentation as 
opposed to an emergency doctor. 
  
 
The evidence suggests that acceptability of the ACP role from nurses and 
doctors exists, while noting this is slightly lower from doctors who 
demonstrate some reservations in nurses undertaking advanced skills  
(Griffin and Melby, 2006; Norris and Melby, 2006; Williamson et al., 2012; 
Dalton, 2013; McDonnell et al., 2015; O'Keeffe, Corry and Moser, 2015; 
Bryson, 2016; Cowley, 2016; Hayes et al., 2017). Much larger evidence 
exists for healthcare professional acceptability of advanced practice than for 
patient acceptability. However, there is still a gap in the literature as findings 
do not account for the recent type of advanced role now introduced in the 
ED, and the question of the level of current health professional acceptability 
of the new emergency ACP role.  
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The research supports the need for a clear role definition and education for 
advanced roles (Norris and Melby, 2006; Dalton, 2013) . While it has been 
defined for emergency care (RCEM, 2015) a gap exists for other clinical 
areas. This is something NHS England has acknowledged with the 
publication of the Multi-professional framework for advanced clinical practice 
(NHS-England, Health-Education-England and NHS-Improvement, 2017).  
 
 
2.8 Reaching the Research Question  
 

The studies in this review focus on nurses, whereas the RCEM are including 
any registered non-medical health professionals to undertake the ED ACP 
role.  Advanced practice roles have existed in emergency and acute care; 
and what is evident is the minimal primary data on clinical quality, patient and 
healthcare professional views. It could be argued this is surprising when the 
NHS is so focussed on patient centred care, quality and effectiveness 
(Manly, Hills and Marriott, 2011; NHS England et al., 2014). More research 
exists on healthcare professionals’ acceptability of the role, which appears to 
have changed with time, and is currently positive to such roles.  
 

 

Although health professional acceptability are key areas identified, like 
organisational impact, these are outside the scope of this study. Health 
professional acceptability is also the area with most current literature so 
would provide the least addition to the current knowledge of evidence. 
Similarly, it is not feasible to research every major or resuscitation 
presentation to review clinical quality, so focussed areas will be developed 
within the objectives. 
 
 
The DoH (2010) have had a statement for advanced nursing since 2010. 
However, only in the last couple of years have clinical areas published 
standards, exemplified by the RCEM ACP curriculum (RCEM, 2015): a year 
prior to the conduct of this study in 2016/17. It is only after this that a national 
framework was defined (NHS-England, Health-Education-England and NHS-
Improvement, 2017). This literature review chapter provides knowledge of 
the current evidence for advanced clinical practice within emergency and 
acute care. Furthermore, it provides the platform for developing this study; 
anticipating that that this study will contribute to the future knowledge of 
evidence for advanced clinical practice. This knowledge is imperative for 
reviewing a new approach to care for both healthcare professionals, 
managers and importantly patients. 
 
 
The focus area of ACPs in emergency care and the literature analysis as 
outlined in this chapter were applied to the PICO model to support 
development of the research question as outlined in section 1.5 (Appendix 
2.4).  
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The philosophical concepts outlined in Section 2.6, had an influence on the 
study design. Institutional theory (Scott, 2008), notes the emergent 
philosophical areas of professionalisation of the workforce (Freidson, 1984, 
2001; Watson, 2012), change management (National Health Service 
Improving Quality, 2013), society and organisational influence (Parkin, 2010; 
Watson, 2012). The methodology of this study was also influenced by the 
practical feasibility for the delivery of the study. Practically the method 
needed to be deliverable within the current systems of practice, given that 
there was not a dedicated research team. As such any approach requiring a 
large workforce was not feasible, ruling out an observational or large multi-
centre study. This accompanied with the limitations of a retrospective case 
note reviews, supported the qualitative element and the overall mixed 
method approach. Many Institutional theorists would recognise this, such as 
Berger and Luckman (1967) who note the essential phase between policy 
and micro-level practice, which requires cognitive processes to influence 
practice, further supporting the need for the qualitative elements. Application 
of the mixed method study therefore enabled the researcher to combine 
some investigation into micro-level practice and how this has been 
influenced by cognitive process by looking at the detail recorded in patient 
notes, with a broader discussion on policy, change management and 
workforce professionalisation through interviews, and cognition and societal 
influence through patient questionnaires.  
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Chapter 3   Methodology 
 

 
3.1 Introduction 
 

The methodology chapter will outline the research process, including 
philosophical approach, design and study population details. Within this 
chapter the detailed method of inclusions and exclusion criteria, procedure 
for enrolment, data collection and data analysis will be defined. Ethical 
considerations, assumptions, limitations and scope will also be addressed. 
 
 
3.2 Philosophical Approach 
 

The research has a mixed method approach using a post-positivist 
philosophical paradigm. While the study has a positivist epistemology, 
weighted towards quantitative data analysis methods, it has also utilised an 
interpretivist paradigm, with the use of qualitative data research methods. 
The post-positivism concept therefore is the most appropriate, as the 
research approach is one that employs a mixture of approaches to capture 
breadth and depth in terms of knowledge. The mixed methods approach 
enables the research question to be answered using both quantitative and 
qualitative data research methods. This multiple concept process is 
considered by many to be a comprehensive approach. The different data 
sources are also acknowledged to generally compliment the results of each 
other, often enabling correlations, which some argue provides a greater 
accuracy to research (Gray, 2013). Additionally, it is acknowledged that the 
research is participatory as the author and those supporting the study are 
working within the study sites.  
 
 
The influencing theories identified through the literature review included the 
concepts of professionalisation of the non-medical workforce, sociological 
influences of the workforce and organisational change (Burke and Litwin, 
1992; Parkin, 2010; Watson, 2012; National Health Service Improving 
Quality, 2013). As defined in chapter 2, institutional theory looks at how 
these factors along with other aspects that contribute to the organisation can 
influence a given direction. The philosophy believes that policy and process 
alone will not deliver change, as sociological and organisational factors 
within the institution will have their influences. These include regulative, 
normative and cultural-cognitive factors that act as the “elastic fibres” which 
influence and shape change, with the thought that only when all are pulling in 
a given direction will change be embedded (Scott, 2008). Institutional theory 
has other concepts which focus on habitualization, which is particularly 
prominent in healthcare (Reay et al., 2013). Processes are often embedded 
in practice to benefit patients. When a change is encountered the movement 
from organisational level concepts to micro-level practice is a complex 
journey which often requires a process of de-habitualization and re-
habitualization (Reay et al., 2013). It is further acknowledged that changing 
engrained behaviour requires managerial action in the form of: micro-level 
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theorizing, to enable conceptual understanding; encouragement to try it, to 
apply the new practices; and facilitating collective meaning-making, which 
helps embed the new practice (Reay et al., 2013). Institutional theory puts 
the people at the heart of the organisation at the forefront of the ability to 
embed change. As such an understanding of the individual professionals and 
the professionalisation of the workforce is also key (Freidson, 2001; Watson, 
2012).  The introduction of a new role, such as the emergency ACP is 
complex, and needs a philosophical theory that considers the varied 
influencing factors. Therefore, institutional theory will be considered in the 
context of this research. 
 
 
Institutional theory has many concepts. If we consider the model of pillars 
that shape a given institution, we can start to review these factors in context 
(Scott, 2008). The “regulative” perspective presents the need for a national 
standard of care to ensure equal quality (DoH, 2001; RCEM, 2014b). The 
ACP role has been defined and a standard dictated  (RCEM, 2015), the need 
for ACPs in emergency care has further been defined in national policy (NHS 
England et al., 2014; RCEM. et al., 2017). The “cultural-cognitive” factors 
which exist as is apparent from the review of the literature (chapter 2), is that 
if people within an organisation and particularly those individuals within the 
given clinical area can have a direct influence on the level of support for new 
roles, this in turn can shape the integration and scope of practice of such 
roles as the ACP (Griffin and Melby, 2006; Norris and Melby, 2006; Bryson, 
2016). However, what is suggested from the current body of evidence within 
more recent studies is that this cognitive and sociological view of people 
within the clinical areas is changing to a more supportive approach (Bryson, 
2016). The “normative” factors in the context of the ACP role would be where 
this role has become standard practice and an essential part of the wider 
emergency care team. Whilst a curriculum (RCEM, 2015) and definition in 
national papers that ACPs should be part of emergency workforce planning 
exists  (RCEM. et al., 2017), it is evident that this is still to be achieved. After 
all, not all EDs have ACPs and differences of opinions towards their worth 
still exist within the current national workforces.  
 
 
3.3 Methodology Overview 
 
3.3.1 Design 
 
The research is a mixed method study using a non-inferiority approach to 
examine clinical quality of care for major emergency patients and explores 
patient acceptability. This is achieved through the retrospective case note 
reviews to deductively analyse data, which aligns to objective one and two of 
this study. An inductive quantitative and qualitative data method using a 
patient questionnaire is used to address objectives three, patient 
acceptability. Qualitative data from sensitizing one-to-one interviews then 
enabled further analysis and understanding of the results. The study will 
focus on the ACP role as defined within the RCEM Emergency ACP 
curriculum (RCEM, 2015), however acknowledgement will be made with the 
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Multi-professional Framework for Advanced Clinical Practice as a national 
definition of a level of practice (NHS-England, Health-Education-England and 
NHS-Improvement, 2017). The results of the data analysis will be used to 
consider the role of the ACP, and its acceptability to patients within the 
context of the emergency department operational workforce model. The ACP 
role will be considered in the context of the definition within the RCEM 
Emergency ACP curriculum (RCEM, 2015), but the study will not consider 
the RCEM credentialing process as such. 
 
3.3.2 Study Population  
 

The study location was a London National Health Service (NHS) Trust, with 
two hospital sites, each with an ED which collectively see 239,000 patients a 
year in equal proportions. This is considered to be representative of many 
EDs in the UK (Winter, 2016). Hospital sites are named site A and B for 
confidentiality purposes. Across the EDs there are 12 ACPs, 64 junior 
doctors (40 foundation doctors and 24 middle-grade doctors) and 16 
consultants. The ACP group consists of two experience paramedics and ten 
acute or emergency nurses during the study period. The average number of 
years of professional experience on commencing the ACP role equates to 
fourteen years, although the average time the ACP group have practiced in 
such as role is just under two years (Table 3.1). 
 
 
Table 3:1 ACP Years’ Experience 

ACP Profession Clinical 
Experience  

Experience 
as ACP 

1  Nurse 17 years 2 ½ years 

2  Nurse 26 years 2 ½ years 

3  Nurse 9 years 2 ½ years 

4  Nurse 15 years 2 ½ years 

5  Paramedic / Nurse 10 years 2 ½ years 

6  Paramedic 15 years 2 ½ years 

7  Nurse 10 years 1 ½ years 

8  Nurse 11 years 1 ½ years 

9  Nurse 9 years 1 ½ years 

10  Nurse 5 years 6 months 

11  Nurse 26 years 6 months 

12 Nurse 15 years 6 months 

Average years’ 
experience  

14 years 1 ¾ years 

 
 
The retrospective case note review population consisted of ACPs, foundation 
doctors and middle-grade doctors. It is noted during the time frame of the 
data from the retrospective case note review, there were only 9 ACPs.  
Foundation doctors consist of foundation level two doctors, general 
practitioner trainee doctors and junior clinical fellows. The years of 
experience since qualification in this group range between 1 to 3 years. 
Middle-grade doctors included specialist trainee doctor level three to six, 
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senior clinical fellows and speciality and associated specialist doctors. In this 
group, the years of experience since qualification was between three and ten 
plus years. 
 
 
The questionnaire population were patients seen by ACPs with their 
presentations during this data collection phase, as outline in Section 3.4.3. 
The healthcare professional team, comprising ACPs, doctors, nurses, and 
managers contributed to the sensitising interviews as outlined in Section 3.7. 
3.4 Objective 1: Quality - Clinical Presentations 
 
3.4.1 Inclusion and Exclusion Criteria 
 

The patient groups included sepsis, fractured NOF, paracetamol overdose, 
and ACS; with 876, 61, 1838, 711 presentations respectively per site 
annually. The annual figure of 1838 covers all overdoses, which largely 
involve paracetamol. The study period was between September 2016 and 
August 2017. Fugard & Potts (2015) thematic sample size method with a 
ninety percent confidence interval informed the minimum sample decision, 
summarised in the table below (Table 3.2), with full details provided in 
Appendix 3.1.  
 
 
Table 3:2 Case Note Review: Anticipated Sample Size 

Case Review ACP Foundation 
Doctors 

Middle-grade 
Doctors 

Total 

Sepsis 23 23 23 69 

Fractured NOF 20 20 20 60 

ACS 10 10 10 30 

Pain 36 36 36 108 

Paracetamol Overdose 14 14 14 42 

Documentation 30 30 30 90 

Total Case note reviews: 399 

 
 
Fractured NOF low occurrence and high sample size recommendation 
(Appendix 3.1), means the sample comprised of all patients seen by ACPs 
between September 2016 and August 2017. The two junior doctor 
comparison groups then had an equal sample size, reached using a 
systematic random sampling method, as outlined in Section 3.4.2.  
 
 
A preliminary data report with diagnosis coding produced low numbers for 
sepsis, ACS and paracetamol overdose. This variance in coding is not 
surprising as an NHS report acknowledges coding approaches can often 
pose these challenges when reviewing data (Capita, 2014). Therefore, a 
year’s report between September 2016 and August 2017 of diagnostic 
specific tests was utilised, which was blood cultures for sepsis, troponin for 
ACS and paracetamol and salicylate levels for paracetamol overdose. The 
investigation reports were sorted systematically as outlined in Appendix 3.1. 
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Summaries of the reports obtained by this method for eight of the twelve 
months in the study period informed these sampling decisions as outlined in 
Appendix 3.2. 
 
 
Pain is acknowledged as a factor for the majority of patients presenting to 
emergency care, which are represented by patients given a Manchester 
triage category of 2, 3 or 4. Category five is excluded as this classification 
requires the patient to have no pain, and category 1 is excluded as these are 
immediate life threatened patients or cardiac arrest patients (Manchester 
Triage Group, 2013).  The actual proportional split between these categories 
in the study sites is: 7% triage 2, 33% triage 3, 54% triage 4; with >1% triage 
1 and 4% triage 5 (Appendix 3.2). The sample was weighted to represent 
this spread. 
 
 
3.4.2 Procedure for Enrolment 
 
3.4.2.1 Fractured NOF  
 
All patients with this diagnosis and seen by an ACP in the year were 
reviewed. This quantity then represented the sample size for the junior 
doctor and middle-grade doctor groups, reached using a systematic random 
sampling method. The table below shows the total patients seen by each 
comparison group in the study period, which informed the systematic random 
sample for each group (Table 3.3). All the ACP group was included in the 
sample. Site A sampling method was every third on the list for foundation 
doctors on the list and every other on the list for middle-grade doctors. Site B 
sampling method was all in the ACP group then every twentieth of the 
foundation doctor list and every other of the middle-grade doctor group to 
reach the sample. 
 
 
Table 3:3 Number of patients seen with fractured NOF (Sept 16 to Aug 17) 

Patients seen with Fractured NOF (Sept 16 to Aug 17) 

Site Total Seen in 
ED 

ACP Foundation 
Doctor 

Middle-grade 
Doctor 

A 122 12 49 29 

B 185 7 163 14 

TOTAL 307 19 212 43 

 
 
3.4.2.2 Sepsis, ACS and paracetamol overdose 
 
The blood investigation report was used as outlined and the sample size of 
23 cases for sepsis, 10 for ACS and 14 for paracetamol overdose for the 
ACP, foundation doctor and middle-grade doctor groups as defined by 
thematic methodology (Fugard and Potts, 2015) (Appendix 3.1 and 3.2).  
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The table below shows the total sepsis patients seen by each comparison 
group in the study period, which informed the systematic random sample 
method (Table 3.4). For site A, ACP group the sample method was to not 
include every fifth patient on the list; the foundation doctor group was to 
include every third patient on the list and the middle-grade doctor group was 
to include every sixth patient. 
 
 
 
Table 3:4 Number of patients seen with Sepsis (Sept 16 to Aug 17) 

Patients seen with Sepsis (Sept 16 to Aug 17) 

Site Total Seen in 
ED 

ACP Foundation 
Doctor 

Middle-grade 
Doctor 

A 412 28 84 151 

B 466 32 200 34 

TOTAL 878 60 284 185 

 
 
The table below for ACS shows the total patients seen by each comparison 
group in the study period, which informed the systematic random sample 
method (Table 3.5). The ACPs on both sites adopted every other patient in 
the list. Site A for junior doctors and middle-grade doctors was every third on 
the list and for site B every twelve for foundation doctors and the fifth and 
tenth were not included in the middle-grade sample selection. 
 
 
Table 3:5 Number of patients seen with ACS (Sept 16 to Aug 17) 

Patients seen with ACS (Sept 16 to Aug 17) 

Site Total Seen in 
ED 

ACP Foundation 
Doctor 

Middle-grade 
Doctor 

A 88 14 35 39 

B 140 8 120 12 

TOTAL 228 22 155 51 

 
 
The table below for paracetamol overdose shows the total patients seen by 
each comparison group in the study period, which informed the systematic 
random sample method (Table 3.6).  All the sample was used for the ACP 
groups. For site A every other patient in the foundation doctor group and 
every patient was used in the middle-grade doctor group. For site B, every 
third patient was used for the foundation group and every other for the 
middle-grade doctor group to reach the sample. 
 
 
Table 3:6 Number of patients seen with Paracetamol Overdose (Sept 16 to Aug 17) 

Patients seen with Paracetamol Overdose (Sept 16 to Aug 17) 

Site Total Seen in 
ED 

ACP Foundation 
Doctor 

Middle-grade 
Doctor 

A 167 13 31 14 

B 198 14 48 31 

TOTAL 365 27 79 45 
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3.4.2.3 Pain  
 
A report was obtained for all patients seen with a triage category of 2, 3 or 4. 
Given that in a third of the year this equated to 735 patients seen by ACPs 
(342 site A and 393 site B), only a third of the year was utilised to represent 
this sample. January to April 2017 was used as it represents both the busy 
winter months and slightly less demanding spring months, which is 
considered more representative considering external demands that may 
influence quality of care. The report was split into those seen by an ACP, 
foundation doctor and middle-grade doctor and the sample size of 36 for 
each was reached by taking a representative weighting of data for triage 
category 2, 3 and 4, utilising a systematic random sampling method for each 
group (Fugard and Potts, 2015) (Appendix 3.1 and 3.2). 
 
 
The full data set was used, removing Urgent Care Centre and paediatric 
stream patients, the triage category two represented 22%, triage category 
three was 54% and triage category four was 22%. The remaining 2% 
accounts for the excluded triage categories 1 and 5. As such the following 
numbers of notes were included in the sample: 11 for triage 2, 28 for triage 3, 
and 11 for triage 4. It is noted a larger sample was selected to ensure the 
minimum number was reached. 
 
 
3.4.3 Data Collection  
 
Data collection tools were developed. The criteria from the national RCEM 
clinical quality standard audit tools were utilised. Those measurables which 
focused on the quality of care were added to the data collection tool. (RCEM, 
2016b) Then national clinical guidelines were reviewed for any further quality 
data collection criteria (NICE, 2011; General Medical Council, 2013; NICE, 
2014; NMC, 2015; NICE, 2016a, b)  (Appendix 3.3). These tools were further 
validated by subject matter experts, namely senior nursing, medical and 
research specialists. The first ten case reviews acted as a pilot of the tool to 
enable tool adaption to aid data collection. Each case note review sample 
was given additional cases to ensure the minimum sample size was reached 
(Table 3.2). This was in anticipation of unavailable data. While site A had a 
few inaccessible notes, this was a particular challenge on site B, which was 
largely due to patient data being paper archived at an offsite location, 
whereas on site A paper records are scanned into an electronic database. 
However, all minimum sample sizes were met as summarised in Table 3.7. 
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Table 3:7 Case note Review: Actual, Unavailable and Final Sample Size 

Case Note 
Review 

Sepsis Fractured 
NOF 

ACS Pain Paracetamol 
Overdose 

Documentation 

ACP 

Minimum 
Sample 

23 20 10 36 14 30 

Actual 
Sample 

55 21 27 54 27 54 

Unavailable 18 1* 0 8 3 3 

Final 
Sample 

37 20 * 27 46 24 51 

Foundation Doctors 

Minimum 
Sample 

23 20 10 36 14 30 

Actual 
Sample 

57 25 28 54 28 54 

Unavailable 16 1* 0 18 1 2 

Final 
Sample 

41 24 * 28 36 27 52 

Middle-grade Doctors 

Minimum 
Sample 

23 20 10 36 14 30 

Actual 
Sample 

61 25 29 54 27 54 

Unavailable 26 1* 0 1 0 0 

Final 
Sample 

35 24 * 29 53 27 54 

TOTALS 

Minimum 
Sample 

69 60 30 108 42 90 

Actual 
Sample 

173 162 84 162 82 162 

Unavailable 60 3* 0 27 4 5 

Final 
Sample 

113 68 * 84 135 78 157 

*Fractured NOF:  the total sample size for each professional group is noted. 
However, seventeen of these only had electronic data which related to x-ray 
requesting and admission time, and no paper records. The seventeen was 
for four ACPs, four Foundation doctor and nine middle-grade doctor groups.  
 
 
3.5 Objective 2: Quality - Documentation 
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3.5.1 Inclusion and Exclusion Criteria 
 
A computer report per study site outlining all patients seen by an ACP, 
foundation doctor and middle-grade doctor, within the study year (Sept 2016 
to August 2017) with a triage category of 1, 2 or 3 was generated. These 
categories were chosen as they represent major emergency presentations 
(Manchester Triage Group, 2013).  
3.5.2 Procedure for Enrolment 
 
The representative weight of each triage category was calculated as, triage 
1: 1%, triage 2: 22%, and triage 3: 54%. Considering that for each site within 
a third of the year this equated to over ten thousand notes (Appendix 3.2), 
the period of January to April 2017 only was used, as this period represents 
both the busy winter time and normal working months. For triage category 2 
and 3 patients, the same patient cohort as those used for the pain case note 
view (section 3.4.2.3) were reviewed. Two additional patients for each 
sample group were randomly selected to represent the 1% weighting needed 
within this sample. As outlined in Section 3.4.2, the sample in addition to the 
two notes representing triage category 1, included 11 notes for triage 
category 2 and 28 notes for triage category 3. This sample method gives 
more than the minimal sample as outlined above. The weighting toward 
triage categories was applied to the sample to ensure representation 
between each triage group was reached. Each study group (ACP, 
foundation-doctor and middle-grade doctor) had a minimum sample size of 
thirty (Appendix 3.1). A systematic random sampling method was applied to 
reach this representative sample for each category. Appendix 3.2 provides 
the detailed data sampling procedure for enrolment. 
 
 
3.5.3 Data Collection 
 

An analysis tool was developed reflective of existing Trust documentation 
tools and national clinical standards (General Medical Council, 2013; NMC, 
2015) (Appendix 3.3). The tool was further validated by subject matter 
experts, namely the two lead emergency consultants for Audit and research, 
and the authors’ University Supervisors. As outlined in Section 3.4.3. the 
challenge of data access also applied to this objective. The actual sample 
was increased to anticipate for this inaccessible data to ensure the minimum 
sample was reached (Table 3.7).  
 
 
3.6 Objective 3: Patient Acceptability 
 
3.6.1 Inclusion and Exclusion Criteria 
 
All patients seen by an ACP with mental capacity during data collection 
period, 5 February 2018 to 30 May 2018, had the option to participate in the 
questionnaire. Patients unable to read or write had the option of a relative or 
research assistant to support completion. Patients with learning disabilities 
could participate if they had mental capacity with the support of a carer if 
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required. Patients who lacked mental capacity were excluded. If completion 
of the questionnaire was considered inappropriate for patient care they were 
excluded, for example in imminent end of life care, or patients undergoing a 
critical transfer where this may impede their treatment.  
 
 
3.6.2 Procedure for Enrolment 
 
At the end of the emergency treatment, defined as either the point of referral 
for specialist admission or on discharge, the attending nurse asked patients if 
they were willing to complete the paper questionnaire. These patients were 
provided with a brief verbal overview of the study, and if they agreed to 
participate they completed: a written consent form, the questionnaire and 
participation information sheet (Appendix 3.5, 3.6 and 3.7). Patient refusal 
was duly respected. 
 
 
3.6.3 Data Collection 
 
A review of the literature and National Patient Survey data informed the 
development of the paper-based questionnaire (Appendix 3.4). The tool 
consists of eight questions, the first seven being the Short Assessment of 
Patient Satisfaction (SAPS) validated patient satisfaction tool, which is 
anticipated to take one minute to complete (Hawthorne, 2006). The eighth 
question asks if the patient would they be willing to be seen by an ACP if 
they had to attend ED again. There is a final box which provides the 
qualitative open question for any additional comments. Patient demographics 
were also collected.  The SAPS questions assess core aspects of 
acceptability including: treatment satisfaction, explanation of results, clinician 
care, participation in decision making, respect by clinician, time with clinician 
and overall satisfaction. The tool uses a five-point Likert scale, with each 
question having a rating score to provide an overall satisfaction level 
(Hawthorne, 2006). Others would acknowledge the benefits of this levelled 
approach (Care Quality Commission, 2014; Denscombe, 2014). The 
questionnaire was provided to patients with an envelope to further support 
confidentiality and minimise bias. A total of 186 questionnaires were 
collected between February and May 2018. 
 
 
3.7 Sensitising Interviews 
 
3.7.1 Inclusion and Exclusion Criteria 
 
To enable further analysis, sensitising one-to-one interviews with healthcare 
professionals and clinical managers occurred to further understand the data. 
Sixteen participants were actively selected to provide a cross representation 
of ACPs, doctors, nurses and clinical managers. Focused questions to 
further understand the case note reviews and questionnaire data were 
developed. The interview schedule along with consent and information sheet 
are in Appendix 3.8, 3.9, 3.10.  
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3.7.2 Procedure for Enrolment 
 
A cross representative range of healthcare professionals and managers were 
considered to benefit the overall analysis of the retrospective case note 
review and patient questionnaire data. This was defined as four ACPs, four 
nurses, four doctors and four managers. All participants worked within the 
Trust or local CCG. All senior ED staff were informed interviews on the 
research outcomes would occur and invited to offer an expression of interest 
to participate. Despite this due to operational demands on the service, the 
procedure for how each individual was selected was a convenience sampling 
approach. A standard approach was not achieved as it was often dependant 
on personnel and room availability. Once verbal agreement was given prior 
to starting the interview each participant had: the research and interview 
procedure explained, was provided with an interview participant written 
document (Appendix 3.8) and signed a consent form (Appendix 3.9). At the 
start of the interview an outline of the interview was reaffirmed, and verbal 
consent was also obtained. All participants were advised that should they 
wish to stop their participation or wish to decline to answer any questions 
then this would be respected. 
 
 
3.7.3 Data Collection 
 
The interview questions were open questions, which focus on the quality 
data findings from the retrospective case note reviews and the patients views 
from the patient questionnaires. This approach aimed to enhance the 
analysis of the data by enabling an unbiased representation of the multi-
professional team’s views. The standard and ethically approved questions 
were utilised (Appendix 3.10). Interviews were conducted in a private office 
or room, with only the interviewee and interviewer present. The interviewer 
provided the interviewee with an overview of the results, which included the 
results for all the subthemes of each of the six reviews, the sample sizes for 
each sub theme and the data compliance to the delta point. The results for 
the questionnaires were also provided as outlined in Chapter 4. The 
interviewee was given time to review and process these results and when 
the interviewee agreed, the interview commenced. All interviews were 
recorded, and later transcribed for ease of analysis. The interviewer also 
made some notes. Data collection occurred between mid-August to mid-
October 2018.  
 
 
3.8 Data Analysis  
 
3.8.1 Data Analysis: Case Note Review 
 
The case note review outcomes were analysed using descriptive statistics 
(Denscombe, 2014). The use of inferential statistics was considered given 
the large data size and subject experts were consulted, namely the 
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University of Bath Mathematical Statistics drop in service and an 
independent statistic company. While it was considered possible, a three-
arm inferential statistics analysis approach would have been a superiority 
study approach and therefore did not link with this study design of adopting a 
non-inferiority approach. As such this analysis was not applied.  
 
The non-inferiority aspect of study which aims to establish if the quality of 
care provided by ACPs is no worse than doctors occurred with comparability 
of ACPs to foundation doctor and middle grade doctors. This is also provided 
within the data triangulation to the national RCEM audits outcomes or Trust 
wide data were national data is unavailable. In addition, each sub-theme for 
each major case note review had the non-inferiority margin pre-defined. 
While it may be logical to justify the defined non-inferiority margin, i.e. the 
delta “∆” point, which generally uses clinical or statistical validations; it is 
acknowledged this can be difficult. Furthermore many studies do not clearly 
justify the defined non-inferiority margins (Rehal et al., 2016). Similar studies 
for this area of practice do not exist, so application of comparable 
parameters cannot be made. In the sections below the development of the 
delta points for each of the six case-note reviews subthemes will be defined.  
 
 
3.8.1.1 Sepsis 
 
The table below (Table 3.8) outlines the non-inferiority margins and delta ∆ 
point for each of the fourteen standards. Thirteen of these have been defined 
using the upper, median and lower quartiles of the RCEM sepsis audit of 
13,129 patient cases in 196 EDs in the UK (RCEM, 2017b). The non-
inferiority margin for proforma use has been informed by the local Trust audit 
on this standard (NHS Trust, 2015a). 
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Table 3:8 Sepsis: Non-inferiority Margins and Delta Points 

 
 
 
3.8.1.2 Fractured Neck of Femur 
 
The table below (Table 3.9) outlines the non-inferiority margins and defined 
delta “∆” point for each of the standards. All but two of these have used the 
upper, median and lower quartiles of the RCEM Fractured NOF audit of 
7,964 patient cases from 171 EDs in the UK (RCEM, 2013a). The proforma 
use, had the same parameter expectation as the sepsis proforma use (NHS 
Trust, 2015a). The “all patients receiving analgesia standard” had the same 
parameters applied as the analgesia within 60 minutes applied (RCEM, 
2013a).  
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% % % Note

NICE (2016) Recommendation:

Proforma Use 14 20 26 NHS Trust (2015)

RCEM Fundamental Standards

Standard 1All obs completed 50 69 91 RCEM (2017)

Standard 6bIV fluids in ED 59 78 89 RCEM (2017)

Standard 7bAntibiotics in ED 70 83 91 RCEM (2017)

RCEM Developmental Standards

Standard 2Reviewed by senior Dr 52 65 76 RCEM (2017)

Standard 3bO2 for sats > 94% 11 39 68 RCEM (2017)

Standard 4bSerum lactate in ED 60 77 89 RCEM (2017)

Standard 5bBlood cultures in ED 36 59 79 RCEM (2017)

Standard 6aFluids within 1 hour 25 43 57 RCEM (2017)

Standard 7aAntibiotics in 1 hour 28 44 58 RCEM (2017)

Standard 8Urine in ED 6 18 38 RCEM (2017)

RCEM Aspirational Standards

Standard 3aO2 within 1 hour 10 30 59 RCEM (2017)

Standard 4aLactate in 1 hour 37 60 72 RCEM (2017)

Standard 5aBlood cultures in 1 hour 25 45 62 RCEM (2017)

Non-Inferiority 

Margin

Sepsis
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Table 3:9 Fractured NOF: Non-inferiority Margins and Delta Points 

 
 
3.8.1.3 Overdose 
 
The table below (Table 3.10) outlines the non-inferiority margins and defined 
delta “∆” point for each of the standards. Many of the standards utilised the 
lower quartile, median and upper quartile from the RCEM Paracetamol 
overdose audit, which nationally reviewed 8,219 patient cases from 178 EDs 
(RCEM, 2014c). Six of the standards had the principles applied from this 
audit to define the given standards where it was felt the clinical expectation 
of undertaking an assessment or treatment should be similar in practice 
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Proforma

Proforma used 14 20 26 NHS Trust (2015)

Pain score

Pain score documented 50 72 84 RCEM (2013)

Analgesia administered

All patients receiving analgesia 32 40 51
Same as 60 mins RCEM (2013) 

parameter

in 20 minutes (cumulative) 8 12 20 RCEM (2013)

in 30 minutes (cumulative) 14 20 28 RCEM (2013)

in 60 minutes (cumulative) 32 40 51 RCEM (2013)

Pain relief administered for patients in severe pain

in 20 minutes (cumulative) 7 15 29 RCEM (2013)

in 30 minutes (cumulative) 17 29 43 RCEM (2013)

in 60 minutes (cumulative) 43 56 71 RCEM (2013)

Pain relief administered for patients in moderate pain

in 20 minutes (cumulative) 4 13 21 RCEM (2013)

in 30 minutes (cumulative) 11 22 33 RCEM (2013)

in 60 minutes (cumulative) 30 43 60 RCEM (2013)

Pain relief administered in accordance with need

Moderate pain 52 64 76 RCEM (2013)

Severe pain 21 30 42 RCEM (2013)

Pain score reassessed

anytime 50 32 84 RCEM (2013)

Time to imaging

X-ray within 60 minutes 29 44 58 RCEM (2013)

Admission time

Admitted within 4 hours 73 60 92 RCEM (2013)

Fractured NOF

Non-Inferiority 

Margin
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(RCEM, 2014c). Local audit outcomes were used to inform the expected 
margins for the remainder (NHS Trust, 2013, 2015a). 
 
  
Table 3:10 Overdose: Non-inferiority Margins and Delta Points 

 

 
 
3.8.1.4 Pain 
 
The table below (Table 3.11) outlines the non-inferiority margins and defined 
delta “∆” point for each of the standards. Parameters were defined by 
utilising the pain aspects of the fractured NOF audit results (RCEM, 2013a), 
in addition these results were cross referenced with the Pain audit for 
children (RCEM, 2012), which had similar parameters for pain management 
and assessment. 
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% % % Note

Paracetamol overdose (section only)

Proforma used 14 20 26 NHS Trust (2015)

Dose ingested recorded 84 89 92 RCEM (2014)

Time of ingestion recorded 84 89 92 Applied same as dose recorded 

for paracetamol (RCEM 2014)Blood timing appropriate 80 92 96 RCEM (2014)

NAC treatment appropriate 68 76 84 RCEM (2014)

Other drug overdose (section only)

Toxbase consulted 14 20 26 NHS Trust (2015)

Dose ingested recorded 84 89 92 Applied same as dose recorded 
Time of ingestion recorded 84 89 92 Applied same as dose recorded 

for paracetamol (RCEM 2014)Blood timing appropriate 80 92 96 Applied same as blood timing 

All Overdose patients

Asssessment by PLN (Mental Health) 40 45 50 NHS Trust (2013)

Risk Assessment completed 23 28 33 NHS Trust (2013)

Joint results for all cases:

Dose ingested recorded 84 89 92 RCEM (2014)

Time of ingestion recorded 84 89 92 Applied same as dose recorded 
Blood timing appropriate 80 92 96 Applied same as blood timing 

for paracetamol (RCEM 2014)

Overdose

Non-Inferiority 

Margin
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Table 3:11 Pain: Non-inferiority Margins and Delta Points 

 
 
 
 
3.8.1.5 Acute Coronary Syndrome 
 
The table below (Table 3.12) outlines the non-inferiority margins and defined 
delta “∆” point for each of the standards. There is no national RCEM or local 
audit into the emergency clinical management of ACS within ED. It was 
therefore discussed with the consultant lead for research and supervisory 
team, and an arbitrary margin was defined, based on expert knowledge.  
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% % % Note

Pain assessment

Level documented 50 72 84 Reflective of Fractured NOF RCEM (2013)

Appropriate analgesia

Appropriate? (n/a for none) 21 30 42 Reflective of Fractured NOF RCEM (2013)

Time prescribed from arrival? (mins) n/a n/a n/a n/a

Time given from arrival? (mins) n/a n/a n/a n/a

Moderate / Severe Pain Analgesia

Within 20 minutes? 4 13 21 Reflective of Fractured NOF RCEM (2013)

Re-assessment of pain

Severe pain within 20 minutes 4 13 21 Reflective of Fractured NOF RCEM (2013)

Moderate pain within 30 minutes 4 13 21 Reflective of Fractured NOF RCEM (2013)

Non-Inferiority 

Margin

Pain
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Table 3:12 ACS: Non-inferiority Margins and Delta Points 

 
 
 
 
3.8.1.6 Documentation 
 
The table below (Table 3.13) outlines the non-inferiority margins and defined 
delta “∆” point for each of the standards. The Trust documentation audit 
results both in relation to the Acute and Emergency Medicines report and the 
overall report were used to develop the margins as outlined below (NHS 
Trust, 2018). 
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% % % Note

History clearly documented 95 97 99 Based on expert views

Risk factors documented 95 97 99 Based on expert views

ECG done 95 97 99 Based on expert views

ECG commented on 95 97 99 Based on expert views

Percentage assigned a HEART score 60 70 80 Based on expert views

Percentage with a HEART score 0-3: admitted to CDU 60 70 80 Based on expert views

Percentage with a HEART score 0-3: Troponin repeated 60 70 80 Based on expert views

Percentage with a HEART score 0-3: ECG repeated 60 70 80 Based on expert views

Percentage with a HEART score 4-5: admitted to CDU 60 70 80 Based on expert views

Percentage with a HEART score 4-5: Troponin repeated 60 70 80 Based on expert views

Percentage with a HEART score 4-5: ECG repeated 60 70 80 Based on expert views

Percentage with a HEART score 4-5: aspirin given 60 70 80 Based on expert views

Percentage with a HEART score 6-7: aspirin given 60 70 80 Based on expert views

Percentage with a HEART score 6-7: clopidogrel given 60 70 80 Based on expert views

Percentage with a HEART score 6-7: referred to medics 60 70 80 Based on expert views

Percentage with a HEART score 8-10: aspirin given 60 70 80 Based on expert views

Percentage with a HEART score 8-10: clopidogrel given 60 70 80 Based on expert views

Percentage with a HEART score 8-10: received funaparinux 60 70 80 Based on expert views

Percentage with a HEART score 8-10: referred to medics 60 70 80 Based on expert views

Percentage with no HEART score: aspirin given 60 70 80 Based on expert views

Percentage with no HEART score: who received clopidogrel 60 70 80 Based on expert views

Percentage with no HEART score: who received funaparinux 60 70 80 Based on expert views

Percentage with no HEART score: referred to medics 60 70 80 Based on expert views

Percentage for all patients who receiving aspirin 85 90 95 Based on expert views

Percentage for all patients who received clopidogrel 50 60 70 Based on expert views

Percentage for all patients referred to medics 85 90 95 Based on expert views

ACS

Non-Inferiority 

Margin
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Table 3:13 Documentation: Non-inferiority Margins and Delta Points 

 
 

 
3.8.2 Data Analysis: Patient Questionnaire 
 
The paper-based patient questionnaires had all data entered onto a 
spreadsheet to enable analysis of overall acceptability and give an overall 
rating score for each sub-section (Appendix 3.11). Descriptive statistics in 
the form of percentages and quartiles were applied to the closed questions. 
The Gioia inductive research methodology (Gioia, Corley and Hamilton, 
2012) was used to analyse the qualitative data within the questionnaire to 
produce themes for further analysis. This approach was adopted as it 
provides a rigorous systematic conceptual and analytical approach, whereby 
the qualitative data develop into first concepts, and constructs to secondary 
concepts which lead to aggregated dimensions that directly link with theory 
(Gioia, Corley and Hamilton, 2012). The approach does require the 
researcher to construct elaborations from the data, but this rigorous 
approach is thought to have methodological benefits using an interpretivist 
grounded theory (Gioia, Corley and Hamilton, 2012). These themes were 
further reviewed by an ACP and the lead consultant for audit and research to 
minimise any researcher bias. 
 
 
3.8.3 Data Analysis: Sensitising Interviews 
 
The overall results were analysed further in conjunction with the findings 
from the sensitising interviews. The qualitative data from these sixteen 
interviews utilised the Gioia inductive research methodology to analyse the 
qualitative data from the interviews transcripts and interview notes (Gioia, 
Corley and Hamilton, 2012). Applying this approach will yield a summary of 
key statements from the interviews. These will inform first and second 
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% % % Note

Documentation Fundamentals

Signed 50 60 70 Trust and ED Documentation Audit (2017)

Name printed 74 84 94 Trust and ED Documentation Audit (2017)

Designation 33 43 53 Trust and ED Documentation Audit (2017)

Dated 65 75 85 Trust and ED Documentation Audit (2017)

Time 40 50 60 Trust and ED Documentation Audit (2017)

Documentation Content:

Clear 77 87 97 Trust and ED Documentation Audit (2017)

Abbreviation used 85 90 95 Trust and ED Documentation Audit (2017)

Abbreviation: non approved 0 5 10 Trust and ED Documentation Audit (2017)

Subjective 82 90 98 Trust and ED Documentation Audit (2017)

Consent or shared decision documented 15 20 25 Trust and ED Documentation Audit (2017)

Documentation

Non-Inferiority 

Margin
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concept analysis, which in turn will develop aggregate dimensions. Once 
these themes, concepts and dimensions are developed to compliment the 
authors analysis, these will be further reviewed by an ACP, the lead 
consultant for research and University supervisor to minimise researcher 
bias. 
 
 
3.9 Ethical Considerations 
 

The general ethical considerations and specific process for obtaining ethical 
approval will be discussed in this section, supported by the health research 
decision tool, Health Research Authority (HRA) documents and University 
ethics forms (Appendix 3.12, 3.13, 3.14).  
 
 
3.9.1 Approval process: 
 

Formal approval prior to commencing the research was obtained from the 
HRA, the Trust and University ethics process. The HRA decision tool was 
used which confirmed the study as “research” (Appendix 3.12) (Health 
Research Authority, 2017). In the tool two of the three questions were easily 
answered. The third question regarding generalisability of findings was a 
challenge. Initially both the author and subject experts, namely the Trust 
research and development team and university supervisors, considered this 
to be “no”. On detailed examination, the research and development manager 
felt the outcomes may be generalisable and due to patient participation 
would be considered as “research”, thus requiring HRA ethical approval 
(Appendix 3.12). What is evident from this process, and even supported by 
the HRA guidance (Health Research Authority, 2017), is that this decision 
can be subjective.   
 
 
HRA ethics approval was obtained by completing the Integrated Research 
Application System (IRAS) electronic application (Appendix 3.13), which 
required a range of additional documentation as outlined in Appendix 3.12. 
The author completed the IRAS online learning and consulted subject 
experts to aid completion, which supported a compliant application. The 
IRAS application was submitted on 25 August 2017 and a validated 
confirmation letter was received on 31 August 2017. The process required 
formal attendance at a Research Ethics Committee (REC), which occurred 
on 11 October 2017. Subsequent HRA approval was issued on 13 November 
2017 (Health Research Authority, 2016), as outlined in Table 3.14.  
 
 
Trust approval was gained from several sources. The research and 
development team and clinical effectiveness team reviewed the protocol to 
confirm it as “research” as defined by the HRA (Health Research Authority, 
2017). Support from both ED senior management teams were gained to aid 
consultation and local agreement, which was achieved on 26 April 2017 at 
site A and on 28 June 2017 at site B. All were presented with a verbal 
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overview along with the poster presentation and full proposal documents. 
This process ensured key people were engaged with the study.  
 
 
The University Research Ethics Advisory Committee for Health (REACH) 
was the final stage in the approval process once HRA confirmation was 
achieved. The three required university forms along with all the IRAS 
documents were submitted on 13 November 2017 and approval was 
provided on 20 November 2017 (REACH, 2017) (Appendix 3.14).  
 
 
The final Trust confirmation was received once the HRA and University of 
Bath REACH committees provided ethical approval. This occurred on 29 
November 2017 when the “confirmation of capacity and capability” letter was 
issued (Appendix 3.23). Data collection only commenced after this date. 
 
 
Table 3:14 Ethical Approval Process: Key Stages 

Ethical Approval Process Key stages and Documents 

Date: Comment: Documents: 

25 August 2017 IRAS submission Appendix 3.13 
 

29 August 2017 IRAS confirmation email 
regarding submission – some 
points required clarification – 
updates provided on the day 

Appendix 3.15 
 

31 August 2017 HRA confirmation of valid 
application and to go to 
proportionate review sub-
committee on 15 September 
2017  

Appendix 3.16 
 

18 September 
2017 

Proportionate Review sub-
committee outcome: no 
outcome, ethical issues. 
Transfer to full REC 

Appendix 3.17 
 

25 September 
2017 

HRA letter received and shared 
with Trust Research and 
Development department, 
regarding confirmation of valid 
application but requires REC 
meeting attendance in person 

Appendix 3.18 
 

28 September 
2017 

Meeting with Supervisor 
regarding content above letter 

n/a 

11 October 2017 Attendance at REC meeting n/a 

24 October 2017 REC provisional opinion – minor 
changes to documents. 
Changes made and re-
submitted. 

Appendix 3.19 
 

6 November 2017 REC favourable opinion letter Appendix 3.20 
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10 November 
2017 

Letter (9 November 17) 
received HRA letter of approval 
on 10 November 17 

Appendix 3.21 
 

13 November 
2017 

All NHS ethics documents 
shared with University of Bath 
REACH for University ethics 
approval 

n/a 

20 November 
2017 

University of Bath: REACH 
confirmation by chairs action 
received by email 

Appendix 3.22 
 

29 November 
2017 

Confirmation of capacity and 
capability from Trust Research 
and development, email 
received, confirming research 
may commence 

Appendix 3.23 
 

 
 
3.9.2 Research Methodology 
 
An unbiased approach has been considered within the research 
methodology. An awareness of the potential impact on publishable data on 
completion is also acknowledged regarding the sensitivity of using a model 
comparing standards of two professional groups. Despite this, stakeholders 
want assurances that the care being provided by the ACP is equal to that 
which has been the only model of care for major emergency patients until 
now, this being the doctor. It is therefore felt important to keep this 
comparison. Should the results identify poor practice, the ED senior 
management team will be consulted so an appropriate plan can be agreed. 
 
 
The study is a participatory study as the author works as an ACP within the 
study site. As such the emic (insider) and etic (outsider) perspectives were 
both acknowledged and influenced the study design. The emic perspective 
acknowledges the socially constructed, subjective meaning attached to and 
used to analyse the reality behind the details (Merriam, 2009). Conversely 
the etic perspective is externally constructed around observable phenomena, 
whereby the researcher is independent of the data and maintains an 
objective stance, enabling broad comparisons between populations (Pike, 
1971). Some argue the benefits of an emic approaches as the researcher 
themselves provides a lens of meaning, so in this case the authors nursing 
and advanced clinical practice background enables detailed associations of 
outcomes with the reality of practice. This approach is thought to brings 
benefits to research studies as the preunderstanding of organisational 
dynamics supports data analysis (Brannick and Coghlan, 2007). Although an 
emic approach also holds the risk of researcher unconscious bias, which has 
been acknowledged in this study design. Finlay (2002) recognises this as the 
challenge of reflexivity in research practice. In this study these aspects were 
acknowledged and influenced, the mixed methods approach and data 
analysis methodology. For example, sensitising interviews were applied to 
enable a wider group to review and contribute to the analysis of the data. 
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The inductive research method of Gioia et al (2012) to develop concepts and 
constructs from both the patient questionnaire qualitative data and 
healthcare professional interview data was done with the lead consultant for 
audit and research, with the aim to minimise emic researcher bias. Finlay 
(2002) would support these aspects as a good approach as self- awareness 
of one’s own influence along with the utilisation of mutual collaboration are 
considered key approaches to minimise the challenges of reflexivity in 
research practice.  The impact of the studies emic approach will be further 
explored in the study limitations section 5.6.2. 
 
 
3.9.3 Consent 
 
Consent was obtained from all participants. All participants were provided 
with written and verbal information, to support informed written consent, as 
outlined in Section 3.6 (Appendix 3.5, 3.7, 3.9, 3.10). Only patients able to 
provide informed consent participated in the questionnaire.  
Healthcare professionals participating in interviews were provided with 
research information and a consent form to complete (Appendix 3.9, 3.10). 
These forms outlined the option to decline participation at any point and the 
actions required if unsafe practice is disclosed during the process, as 
outlined in Section 3.7.  
 
 
3.9.4 Data Management 
 
Data collection occurred on Trust property with no removal of notes, as per 
Trust Policy (NHS Trust, 2015b). Only employees who had a disclosure-
barring-service (DBS) assessment and information governance training 
completed case note reviews. Data management was as outlined in the plan 
in Appendix 3.24. This included no collection of patient identifiable data, 
storage on encrypted USB sticks or on the secure Trust shared drive, to 
ensure confidentiality. Paper questionnaires were transferred to a 
spreadsheet; interviews were transcribed and stored electronically. Data 
collection methods were analysed by subject matter experts, which included 
both Trust and non-Trust personnel. The Trust Policy (NHS Trust, 2015b) 
and research ethics code of good practice will be adhered in order to support 
an unbiased and legal approach (Denscombe, 2014). 
 
 
3.10 Project Plan 
 

The project had a clearly defined plan which utilised a Gantt chart to support 
management of the various elements. The overall project had three stages: 
preparation, data collection and analysis. Preparation consisted of 
methodology tool formation which included consultation and approval, 
occurring between September 2016 and September 2017, and ethical 
submission and approval from September 2017 to November 2017. The data 
collection phase had a range of sub-phases which occurred between 
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December 2017 and October 2018; and analysis and write-up occurred 
between July 2018 and April 2019. 
 
 
3.11 Assumptions and Limitations 
 

Assumptions exist within this study, in that it is assumed all participants will 
answer questions truthfully and accurately to the best of their ability. In 
addition, the emergency ACP role and curriculum was only published in July 
2015 (RCEM, 2015), and in this time only nine candidates have gone 
through the RCEM credentialing pilot (Crouch and Brown, 2018). While the 
study site has adhered to the curriculum requirements, it is acknowledged 
the study site ACPs have not been credentialed. It is therefore assumed the 
ACP curriculum has been correctly interpreted and applied. It is noted the 
Lead ACP and lead consultants on both sites have gone through RCEM 
supervisor training, so confidence exists that this is the case. 
 
 
Several limitations exist in relation to the study’s method. In relation to the 
case note review, these include scope and breadth of the research to five 
clinical presentations and one professional area of practice to address the 
quality aspect of the study, data completeness, impact on sample size and 
availability of national position comparators. There are many additional 
aspects that contribute to quality, however it would not be feasible to study 
all clinical presentations, hence why these selected areas have been chosen. 
The scope of the patient questionnaire will be limited to the SAPS patient 
satisfaction questions, with a few additional questions to ensure feasibility of 
patients being able to complete prior to transfer or discharge. The study will 
be conducted in a London Trust, with two hospital sites. A full exploration of 
study limitations will be addressed in chapter five.  
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Chapter 4  Results 
 

 
4.1 Introduction 
 
The study results will be presented within this chapter.  The case note 
reviews for objective one will be presented in relation to the five clinical 
presentations. Each will cover the patient demographics and related clinical 
subthemes, which will be presented in Section 4.2. Results for the 
documentation review related to objective two will cover demographics and 
the documentation subthemes in Section 4.3. The acceptability objective 
results will be presented in Section 4.4 and will address the demographics 
and subthemes of the questionnaire. Sensitising interview results to further 
analyse the results will be addressed in Section 4.5.  
 
 
4.2 Objective 1: Quality - Clinical Presentations 
 
4.2.1 Sepsis  
 
The case note review results for sepsis will be presented in relation to the 
data demographics and nine subthemes. Eight of these subthemes will be 
triangulated to both the national standard (RCEM, 2014b, 2016b), and the 
median RCEM national results for the corresponding standards, where 
applicable (RCEM, 2017b). The national results were published from a 
combination of ED audit submissions and comprise of a total of 13,129 
patient case review (RCEM, 2017b).  
 
 
4.2.1.1 Demographics 
 
A total of 113 case notes were reviewed, divided into: 37 ACP, 41 
foundation-doctor and 35 middle-grade doctor patients. Each group had a 
similar patient sample in relation to: patient age, patient gender, triage 
category distribution, diagnosis range and discharge or admitted status 
(Table 4.1). Each subtheme was equally represented except for oxygen 
provision within an hour, therefore caution should be made when reviewing 
this area (Table 4.2). 
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Table 4:1 Sepsis: Sample Demographics 

 ACP Foundation 
Doctor 

Middle-Grade 
Doctor 

Age 

Age Range (years) 22 - 94 25 - 93 21 - 98 

Mean age 67 68 69 

Gender 

Male 54% 54% 51% 

Female 46% 46% 49% 

Patient Acuity 

Triage Category 1 0% 0% 3% 

Triage Category 2 43% 58% 60% 

Triage Category 3 43% 37% 26% 

Triage Category 4 14% 5% 11% 

Majors patient stream 49% 39% 37% 

Resuscitation stream 51% 61% 63% 

Admission / Discharge Status 

Admitted 94% 100% 91% 

Transferred other Hospital  3% 0% 0% 

Discharged 3% 0% 6% 

Died in Department 0% 0% 3% 
 

Table 4:2 Sepsis: Subtheme Sample Size 
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n= n= n=

NICE (2016) Recommendation:

Proforma Use 37 41 35

RCEM Fundamental Standards

Standard 1 All obs completed 37 41 35

Standard 6b IV fluids in ED 37 41 35

Standard 7b Antibiotics in ED 37 41 35

RCEM Developmental Standards

Standard 2 Reviewed by senior Dr 37 41 35

Standard 3b O2 for sats > 94% 37 41 35

Standard 4b Serum lactate in ED 37 41 35

Standard 5b Blood cultures in ED 37 41 35

Standard 6a Fluids within 1 hour 32 37 29

Standard 7a Antibiotics in 1 hour 32 40 31

Standard 8 Urine Assessment in ED 37 41 35

RCEM Aspirational Standards

Standard 3a O2 within 1 hour 4 4 13

Standard 4a Lactate in 1 hour 30 29 30

Standard 5a Blood cultures in 1 hour 33 35 32

Sample Size

Sepsis
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4.2.1.2 Proforma Use 
 
The utilisation of the sepsis proforma within the study showed the ACP group 
are no worse than the foundation or the middle-grade doctor groups (Figure 
4.1). Although NICE (2016b), recommends sepsis proforma use, it does not 
form part of the RCEM sepsis standard (RCEM, 2014b, 2016b), so no 
national triangulation of these results can be made. 
 
 
Figure 4:1 Sepsis: Use of Sepsis Proforma 

 
 
 
4.2.1.3 Observations 
 

Patient observations have shown that ACPs were slightly worse than medical 
foundation or middle-grade doctors, however no worse than the RCEM 
national audit results (RCEM, 2017b) (Figure 4.2 and 4.3).  
 
 
 
Figure 4:2 Sepsis: Mean Observation Compliance with RCEM National Results 
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Figure 4:3 Sepsis: Patient Observation Completion 

 
 
 
4.2.1.4 Senior Review 
 

The analysis of the senior review identified the ACP group to be no worse 
than the foundation or middle-grade doctors, as outlined in Figure 4.4. While 
the RCEM standard is 100% compliance with this subtheme (RCEM, 2014b, 
2016b), the RCEM national audit result of 65%, which the ACP group just 
meets (RCEM, 2017b). 
 
 
Figure 4:4 Sepsis: Senior Review 

 
 
 

0

10

20

30

40

50

60

70

80

90

100

Temp Pulse Respiratory
Rate

BP AVPU or GCS Blood glucose NEWs score

Sepsis: Patient Observation Completion by Clinician 
Group (%)

ACPs Foundation Drs Middle-grade Drs

0

10

20

30

40

50

60

70

80

90

100

RCEM National
Standard

RCEM National
Results

ACPs Foundation Drs Middle-grade Drs

Sepsis: Senior Review (%) 



66 
 

4.2.1.5 Oxygen Therapy 
 
The ACP group have been shown to be no worse than the doctor groups in 
relation to the RCEM national audit results (RCEM, 2017b) (Figure 4.5). The 
results for oxygen therapy within an hour need to be taken with caution, due 
to the small sample size for this subtheme as identified in Table 4.2. 
Furthermore, within each comparison group the time for this treatment had a 
great sample range: 0-330 minutes ACP, 0-40 minutes foundation doctors 
and 1-104 minutes middle-grade doctors, which may have influenced the 
results. 
 
 
Figure 4:5 Sepsis: Oxygen Administration 

 
 
 
4.2.1.6 Serum Lactate Assessment 
 

The ACP group is shown to be no worse than the foundation or middle-grade 
doctors for serum lactate assessment, with the results for all groups being 
higher than the national median of 77% (RCEM, 2017b) (Figure 4.6). All 
were above both RCEM national standard of 50% and national data findings 
of 60% (RCEM, 2014b, 2016b). The documentation of the time of 
assessment was high, with a mean of 86%, 71%, 86% for the ACP, 
foundation and middle-grade doctor groups respectively. The assessment 
within the hour results are therefore considered to be representative.  
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Figure 4:6 Sepsis: Serum Lactate Assessment 

 
 
 
4.2.1.7 Blood Culture 
 

The ACP group were identified to be no worse than the foundation or middle-
grade doctor group in relation to blood cultures (Figure 4.7). All are below the 
RCEM standard of 100% (RCEM, 2014b, 2016b) but above the RCEM 
national results for this criteria of 59% (RCEM, 2017b). All groups were 
above the RCEM standard of 50% for blood culture assessment within the 
hour (RCEM, 2014b, 2016b) and well above the national position of 45% 
(RCEM, 2017b). Each group had a high compliance of documenting the time: 
91% middle-grade doctors, 89% ACP, and 85% foundation-doctors, further 
supporting these results.  
 

 
Figure 4:7 Sepsis: Blood Culture Assessment 
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4.2.1.8 Intravenous Fluid Infusion 
 

The ACP group are no worse than the foundation or middle-grade doctor 
groups for administration of intravenous (IV) fluids See Figure 4.8. It is noted 
the ACP group did not achieve the highest compliance but remained above 
the national position of 43% (RCEM, 2017b). All were below the standard for 
infusion within an hour (RCEM, 2014b, 2016b). Documentation of time of 
infusion was high with 90% of foundation-doctor, 86% ACP and 83% middle-
grade doctors evidencing this, further supporting these results. 
 

 
Figure 4:8 Sepsis: Intravenous Fluid Administration 

 
 
 
4.2.1.9 Antibiotic Administration 
 

ACPs were no worse in the clinical practice of antibiotic administration than 
the foundation and middle-grade doctors. All met the RCEM audit national 
standard  (RCEM, 2017b). Only the middle-grade doctor group reached the 
RCEM standard of 50% administering this within the hour (RCEM, 2017b). 
Documentation of the administration time was high: 98% of foundation-doctor 
patients, 91% middle-grade doctors and 86% of ACP patients, further 
supporting these findings. (Figure 4.9). 
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Figure 4:9 Sepsis: Antibiotic Administration 

  
 

 
4.2.1.10  Urine Assessment 
 

The ACPs were identified as no worse than the foundation or middle-grade 
doctors (Figure 4.10). Although both the foundation-doctor (24%) and ACP 
group (22%) were low, both were higher than the national results of 18% 
compliance (RCEM, 2017b), and all significantly lower than the RCEM 
standard of 100% (RCEM, 2014b, 2016b). 
 

 
Figure 4:10 Sepsis: Urine Output Measurement before leaving ED 
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4.2.1.11  Summary  
 

The sepsis case note review has reviewed the data to explore nine 
subthemes, looking at a total of fourteen parameters, of which eight have 
been triangulated with the RCEM national audit results for sepsis 
management in emergency care (RCEM, 2017b) (Table 4.3). The evidence 
shows that ACPs are no worse at managing the major sepsis patient 
presentation than foundation or middle-grade doctors, which supports the 
quality aspect of the research question.  
 
 
Institutional theory is important to acknowledge, as whilst the change in 
healthcare in recent decades has resulted in many assessment and 
treatment aspects of sepsis management being undertaken by a nurse as 
opposed to a doctor, the development of an ACP role can be argued to 
further challenge the norm. The professionalisation of nursing, for example 
undertaking independent medicines administration under patient group 
directions (PGDs), to administer oxygen and fluids – a recognised step in the 
treatment protocols for sepsis - has developed and influenced this step 
change. Freidson (1984) would recognise this as the development of 
professional autonomy, and re-stratification of role. The administration of 
intravenous antibiotics and full caseload management is the aspect of this 
presentation which challenges the traditional norms, which in turn could 
potentially challenge the hierarchy between roles. The data along with the 
emic perspective does not suggest any challenge given the positive 
outcomes, however the professionalization of nursing could be argued to 
have enabled and supported this change. Currie, Finn and Martin (2008) 
would support this notion within their study that identified professional 
hierarchy and power aspects directly influence the ability for less powerful 
professional groups to enact boundary spanning roles, such is considered 
here . The objective data presented below clearly supports the quality of care 
provided by ACPs for septic patients, which will be further explored in the 
discussion chapter.  
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Table 4:3 Sepsis: Summary of Results 
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NICE (2016) Recommendation:

Proforma Use 14 43 15 18

RCEM Fundamental Standards

Standard 1All obs completed 50 42 46 45

Standard 6bIV fluids in ED 59 41 36 30

Standard 7bAntibiotics in ED 70 30 30 21

RCEM Developmental Standards

Standard 2Reviewed by senior Dr 52 13 -25 -26

Standard 3bO2 for sats > 94% 11 30 33 49

Standard 4bSerum lactate in ED 60 32 28 29

Standard 5bBlood cultures in ED 36 56 57 55

Standard 6aFluids within 1 hour 25 24 42 46

Standard 7aAntibiotics in 1 hour 28 21 18 31

Standard 8Urine Assessment in ED 6 16 18 45

RCEM Aspirational Standards

Standard 3aO2 within 1 hour 10 43 40 66

Standard 4aLactate in 1 hour 37 28 24 47

Standard 5aBlood cultures in 1 hour 25 49 54 41

Sepsis

Study results variance                    

to Delta Point ∆
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4.2.2 Fractured Neck of Femur  
 
The case note review will consist of the review of six subthemes, which focus 
on quality. After demographics the data for these subthemes will be 
presented in relation to: proforma use, pain documentation, analgesia 
provision, pain re-assessment, time to imaging and admission time. The 
latter five will be triangulated with the RCEM national audit report which is a 
summary of fractured NOF ED audits with a total of 7,964 case reviews 
(RCEM, 2013a). 
 
 
4.2.2.1 Demographics 
 
The fractured NOF case note review sample size was 68, with each 
comparison group comprising of: 20 (ACP), 24 (foundation-doctor) and 24 
(middle-grade doctor). As outlined in chapter 3, it is noted that for four of 
these subthemes a sample of only 51 (16 ACP, 20 foundation-doctor and 15 
middle-grade doctor) was utilised due to unavailable clinical notes. 
Incomplete documentation also resulted in a reduced sample for some sub-
themes, namely time to analgesia for moderate and severe pain, and 
appropriate analgesia (Table 4.4). The demographics of the full sample are 
summarised in Table 4.5, which evidences a comparable patient 
representation.  
 
 
Table 4:4 Fractured NOF: Demographics 

 ACP Foundation 
Doctor 

Middle-Grade 
Doctor 

Age 

Age Range (years) 48 – 92 30 – 97 50 – 93 

Mean age 79 79 81 

Gender 

Male 40% 29% 25% 

Female 60% 71% 75% 

Patient Acuity 

Triage Category 1 0% 0% 0% 

Triage Category 2  25% 33% 33% 

Triage Category 3 75% 63% 46% 

Triage Category 4 0% 4% 21% 

 
 



73 
 

 
Table 4:5 Fractured NOF: Subtheme sample size 

 
 
 
4.2.2.2 Proforma Use 
 
ACPs are no worse than foundation and middle-grade doctors for the 
utilisation of proforma to support these patient outcomes (Figure 4.11).  
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n= n= n=

Proforma

Proforma used 16 20 15

Pain score

Pain score documented 16 20 15

Analgesia administered

All patients receiving analgesia 16 20 15

in 20 minutes (cumulative) 10 16 14

in 30 minutes (cumulative) 10 16 14

in 60 minutes (cumulative) 10 16 14

Pain relief administered for patients in severe pain

in 20 minutes (cumulative) 3 4 3

in 30 minutes (cumulative) 3 4 3

in 60 minutes (cumulative) 3 4 3

Pain relief administered for patients in moderate pain

in 20 minutes (cumulative) 4 4 6

in 30 minutes (cumulative) 4 4 6

in 60 minutes (cumulative) 4 4 6

Pain relief administered in accordance with need

Moderate pain 3 3 3

Severe pain 3 5 6

Pain score reassessed

Anytime 16 20 15

Time to imaging

X-ray within 60 minutes 20 24 24

Admission time

Admitted within 4 hours 20 24 24

Sample Size

Fractured NOF
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Figure 4:11 Fractured NOF: Proforma Use 

 
 
 
4.2.2.3 Pain Documented 
 
ACPs have been evidenced to be no worse than middle-grade doctors for 
pain documentation. Although not as strong as the foundation doctor group, 
ACPs are no worse than the RCEM national audit findings (RCEM, 2013a) 
Figure 4.12. 
 

 
Figure 4:12 Fractured NOF: Pain Documentation 

 
 
 
4.2.2.4 Analgesia Provision 
 
ACPs have been evidenced to be no worse than foundation or middle-grade 
doctors for analgesia administration within 20,30 and 60 minutes. Although 
total pain relief was given, the ACPs are worse than both the doctor groups 
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on time taken for administration (Figure 4.13). The graph below further 
outlined analgesia provision for severe and moderate pain for all groups. 
However, caution is needed with these results due to the very small sample 
size as outlined in Table 4.5.  When compared to the national audit data 
(RCEM, 2013a), the ACP group exceed the national trend for total pain relief 
given.  
 
 
Figure 4:13 Fractured NOF: Analgesia Administration by: Total, Severe and Moderate Pain 

 
 
 
4.2.2.5 Pain Re-assessment 
 
ACPs have been evidenced to be no worse than foundation or middle-grade 
doctors. All groups are above the national audit position (RCEM, 2013a) 
Figure 4.14. 
 
 
Figure 4:14 Fractured NOF: Pain Score Reassessment
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4.2.2.6 Time to Imaging 
 
The evidence suggests that ACPs are no worse at achieving radiological 
imaging within sixty minutes of arrival than foundation doctors and the 
national audit position (RCEM, 2013a), see Figure 4.15. 
 

 
Figure 4:15 Fractured NOF: Time to Imaging: Percentage within 60 Minutes 

 
 
 
4.2.2.7 Admission Time 
 
The evidence suggests that ACPs are worse than foundation doctors and 
middle-grade doctors, as well as the national position. However, all groups 
were worse than the RCEM national audit position (RCEM, 2013a), perhaps 
suggesting the influence of other operational demands resulting in this delay 
(Figure 4.16).   
 
 
Figure 4:16 Fractured NOF: Admitted within 4 hours 
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4.2.2.8 Summary 
 
The fractured NOF case note review explored six subthemes, which looked 
at seventeen parameters, which have been triangulated to sixteen national 
results and seven national standards (RCEM, 2013a). The results are 
summarised in the table below (Table 4.6). The results show the ACPs are 
no worse than foundation and middle-grade doctors in all but two subthemes. 
However, caution is needed with admission time, as none of the comparison 
groups achieved the minimum standard. These results provide the evidence 
that ACPs provide no worse quality of care to emergency fractured NOF 
patients. 
 
The authors emic perspective acknowledges that within the study site a 
nurse led pathway for fractured neck of femur patients did exist in part for 
many years. This is important to note as many of these subtheme aspects 
have been carried out by the nursing workforce for many years including 
requesting radiological imaging and analgesia management. However, the 
image interpretation and onward referral and management has been the 
traditional jurisdiction of doctors. It is important to acknowledge this as the 
institutionalised practice, and as such the ACP role is challenging this norm. 
In additional to Freidson (1984, 2001) work in relation to professionalisation 
of the healthcare workforce, Kyratsis et al (2017) work in relation to 
professional identity within health systems in transition notes the need for 
professionals to re-establish their professional identity to enable a shift in 
professional logic within the given area of practice. While the data suggests 
no worse care overall, when you link this with the themes from the interviews 
in relation to the resistance encountered with referrals to medical specialists, 
and the emic perspective on how this may influence some delays, which are 
highlighted in the data for fractured neck of femur.  Freidson (1984, 2001) 
work suggested that with expertise comes a mask for privilege and power, 
which could be a factor here. These concepts will be explored more in the 
chapter five. 
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Table 4:6 Fractured NOF: Summary of Results 
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Proforma

Proforma used 14 15 6 3

Pain score

Pain score documented 50 25 30 6

Analgesia administered

All patients receiving analgesia 32 43 48 56

in 20 minutes (cumulative) 8 12 5 6

in 30 minutes (cumulative) 14 26 -2 0

in 60 minutes (cumulative) 32 38 12 -11

Pain relief administered for patients in severe pain

in 20 minutes (cumulative) 7 -7 13 93

in 30 minutes (cumulative) 17 8 3 83

in 60 minutes (cumulative) 43 7 -3 57

Pain relief administered for patients in moderate pain

in 20 minutes (cumulative) 4 21 21 -4

in 30 minutes (cumulative) 11 39 14 -11

in 60 minutes (cumulative) 30 45 -5 -10

Pain relief administered in accordance with need

Moderate pain 52 15 -24 15

Severe pain 21 46 -4 46

Pain score reassessed

anytime 50 0 -5 -10

Time to imaging

X-ray within 60 minutes 29 16 4 21

Admission time

Admitted within 4 hours 73 -28 -27 -2

Fractured NOF

Study results variance                    

to Delta Point ∆



79 
 

4.2.3 Overdose 
 
4.2.3.1 Demographics  
 
A total of 78 case notes were reviewed, divided into 24 ACP, 27 foundation-
doctor and 27 middle-grade doctor patients. Each group had a similar patient 
sample in relation to: patient age, patient gender, triage category distribution 
and discharge or admitted status. The varied overdose types within the 
groups is acknowledged (Table 4.7 and 4.8), however many of the review 
concepts are comparable, but this needs to be considered in the analysis of 
these results. The distribution of sample size in some subthemes also vary 
so this context needs consideration when analysing the results (Table 4.9). 
 
 
Table 4:7 Overdose: Data Demographics 

 ACP Foundation 
Doctor 

Middle-Grade 
Doctor 

Age 

Age Range (years) 17 – 58 16 – 67 17 – 49 

Mean age 34 32 29 

Gender 

Male 46% 41% 30% 

Female 54% 59% 70% 

Patient Acuity 

Triage Category 1 0% 0% 0% 

Triage Category 2 42% 22% 22% 

Triage Category 3 54% 74% 67% 

Triage Category 4 4% 4% 11% 

Overdose Type 

Paracetamol only 20% 77% 48% 

Paracetamol and other drugs 9% 19% 19% 

Other drugs 71% 4% 33% 

 
 

 
Table 4:8 Overdose: Demographics: Admitted and Discharged 

 

ED: Clinical 

Decision Unit

Medical 

admission

ITU/HDU 

admission

Psychiatry 

admission

Discharged 

with PLN 

input

Discharged 

without PLN 

input

Self 

discharged 

without PLN 

input

Self 

discharged 

with PLN 

input

Number 3 1 1 1 13 1 3 0

Percentage 13 4 4 4 57 4 13 0

Number 7 7 0 0 6 0 4 0

Percentage 29 29 0 0 25 0 17 0

Number 6 3 0 3 9 1 0 1

Percentage 26 13 0 13 39 4 0 4

ACP

Foundation-Doctor

Middle-grade Doctor

Self-DischargedDischargedAdmitted
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Table 4:9 Overdose: Subtheme Sample Size 

 
 
 
4.2.3.2 Dose Ingested recorded 
 

The results suggest the ACP group are no worse at recording the dose 
ingested compared to the foundation and middle-grade doctors, as outlined 
in Figure 4.17. The RCEM national results of 8,219 cases evidenced a 
median compliance of 89%, which all groups in this study are above (RCEM, 
2014c). 
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Paracetamol overdose (section only)

Proforma used 5 26 18

Dose ingested recorded 5 26 18

Time of ingestion recorded 5 26 18

Blood timing appropriate 5 26 18

NAC treatment appropriate 5 26 18

Other drug overdose (section only)

Toxbase consulted 20 6 14
Dose ingested recorded 20 6 14

Time of ingestion recorded 20 6 14

Blood timing appropriate 20 6 14

All Overdose patients

Seen by PLN 24 27 27

Risk Assessment completed 24 27 27

Joint results for all cases:

Dose ingested recorded 24 27 27
Time of ingestion recorded 24 27 27

Blood timing appropriate 24 27 27

Overdose

Sample Size
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Figure 4:17 Overdose: Dose Ingested Recorded 

 
 

 
4.2.3.3 Time Ingested recorded 
 

The ACP group are worse than both doctor groups for recording the time for 
all (combined) overdoses, Figure 4.18. These results need cautious 
consideration as the small sample size for this parameter could influence 
these outcomes. 
 
 
Figure 4:18 Overdose: Time Ingested Recorded 

 
 
 
4.2.3.4 Blood timing appropriate 
 

The ACP group are evidenced to be worse than the two comparison doctor 
groups (Figure 4.19). However, the ACP group are no worse than the 
national position for paracetamol overdose on this criterion (RCEM, 2014c). 
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The small sample size of these parameters may influence the results, so 
caution is needed (Table 4.9). 
 
 
Figure 4:19 Overdose: Blood Timing Appropriateness 

 
 
 

4.2.3.5 Mental Health Risk Assessment 
 

The ACP group are no worse than both doctor groups for mental health risk 
assessments (Figure 4.20). Triangulation of the results with the study site 
prior audit (NHS Trust, 2013), which outlines a median level of 28%, 
indicates all groups are below this quality standard for the quality of mental 
health risk assessment.  
 
 
Figure 4:20 Overdose: Mental Health Risk Assessment Completion 
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4.2.3.6 Proforma Use (Paracetamol Overdose Only) 
 
ACPs have been shown to be worse at utilising a paracetamol proforma 
compared to both doctor groups (Figure 4.21). It is noted this subtheme 
sample size is not comparable in each group and as such, this may influence 
these results (Table 4.9), caution is needed therefore during analysis. 
 
  
Figure 4:21 Paracetamol Overdose: Proforma use and Treatment 

 
 
 

4.2.3.7 NAC treatment (Paracetamol Overdose only) 

 

The treatment for paracetamol overdose is N-acetylcysteine (NAC). The 
dosing regime is dependent on the patient’s  level of ingestion, time from 
ingestion and / or blood results (RCEM, 2014c). The ACP group is worse 
than the foundation and middle-grade doctor groups (Figure 4.21). All groups 
are above the national compliance for the appropriate NAC treatment 
(RCEM, 2014c).  The sample is very small for the ACP group with only five 
patients, so caution is needed with interpretation.  
 
 

4.2.3.8 Toxbase consulted (Other Overdose Only) 

 

The consultation of expert clinical advice for overdoses is provided by the 
national internet-based system of Toxbase, which is a national resource for 
clinical areas (Toxbase, 2018). The study shows the ACP group are no 
worse than the foundation or middle-grade doctor group (Figure 4.22). 
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Figure 4:22 Overdose (other): Toxbase Consulted 

 
 
 

4.2.3.9 Mental Health Review 
 

The ACP group appears to be no worse at facilitation of a mental health 
review (Seen by Psychiatric Liaison Nurse (PLN)) when compared to 
foundation doctors and worse than the middle-grade doctors (Figure 4.23). 
 

 
Figure 4:23 Overdose: Mental Health Review 

 
 
 
4.2.3.10 Summary 
 
The overdose case note review has considered eight subthemes, looking at 
a total of fourteen areas of practice, of which four have been triangulated 
with RCEM national audit results for overdose management in emergency 
care (RCEM, 2014c). The results from this are summarised in Table 4.10, 
which suggest overall the ACPs are no worse than the foundation doctor 
group. It is noted that three of the outcomes were within one percent of each 
other between the ACP and junior doctor group. In addition all groups were 
above the national position where applicable (NHS Trust, 2013; RCEM, 
2014c). As outlined above some caution is needed with this interpretation as 
some outcomes may have been influenced by small sample sizes in one or 
more category. However, these results do imply ACPs provide a good quality 
of care to overdose patients. 
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Considering institutional theory while acknowledging the emic perspective, 
the traditional approach to the care and management needs of overdose 
patients has traditionally been delivered only in part by nurses (specifically in 
relation to assessment). The aspect of treatment and onward referral has 
been in the traditional jurisdiction of doctors. This shift in institutionalised 
practice can challenge both the hierarchy and power dynamics of the team 
and individual professional groups when new organisational approaches are 
being formed (Currie, Finn and Martin, 2008). The development of new roles 
such as the ACP role results in the clinician going through an identity change 
process, which may result in confusion of who is doing what, so for example 
in this case who is recording the time of ingestion the nurse or the ACP when 
working in a team. Institutional theory would support this as the challenges 
faced within teams, which requires interactive identity work to minimise any 
adverse effects (Sartirana, Currie and Noordegradaf, 2019). Croft, Currie and 
Locket (2015) further supports the notion of identity challenge and notes the 
emotional attachments to their professional group posing identity conflict, 
which is noted both from the emic perspective along with some themes from 
the sensitising interviews. These aspects will be explored further in the 
discussion.     
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Table 4:10 Overdose: Summary of Results 
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Paracetamol overdose (section only)

Proforma used 14 26 36 57

Dose ingested recorded 84 16 8 16

Time of ingestion recorded 84 -4 4 16

Blood timing appropriate 80 0 12 20

NAC treatment appropriate 68 12 20 26

Other drug overdose (section only)

Toxbase consulted 14 26 19 0

Dose ingested recorded 84 6 16 9

Time of ingestion recorded 84 6 -1 9

Blood timing appropriate 80 15 20 20

All overdose patients

Asssessment by PLN (Mental Health) 40 36 18 40

Risk Assessment completed 23 -9 -15 -11

Joint results for all cases:

Dose ingested recorded 84 8 9 12

Time of ingestion recorded 84 4 5 12

Blood timing appropriate 80 12 13 20

Overdose

Study results variance                    

to Delta Point ∆
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4.2.4 Acute Coronary Syndrome 
 

ACS case note review results will be presented in this section. In addition to 
the demographics, the six sub themes will be addressed in four groups: 
documentation, electrocardiogram (ECG), HEART score (history, ECG, age, 
risk factors, troponin) and treatment criteria. 
 
 
4.2.4.1 Demographics 
 

The ACS case note review consisted of a sample of 84 (27 ACPs, 28 
foundation doctor and 29 middle-grade doctor patients). The age, gender 
and patient acuity for each group is comparable (Table 4.11), However the 
sample size for some subthemes are small due to poor data, particularly 
related to HEART score level, therefore interpretation in these areas requires 
caution, as outlined in Table 4.12. 
 
 
Table 4:11 ACS: Demographics 

 ACP Foundation 
Doctor 

Middle-Grade 
Doctor 

Age 

Age Range (years) 33-92 31-93 39-100 

Mean age 68 68 69 

Gender 

Male 82% 57% 59% 

Female 18% 43% 41% 

Patient Acuity 

Triage Category 1 0% 0% 0% 

Triage Category 2 44% 43% 41% 

Triage Category 3 44% 50% 48% 

Triage Category 4 12% 7% 11% 

 



88 
 

Table 4:12 ACS: Study Sample Size 

 
 
 
4.2.4.2 Documentation 
 
The ACP group are evidenced to be no worse than the foundation and 
middle-grade doctors for both ACS history taking and documentation of risk 
factor. The ACP and foundation group each had a 96% compliance for risk 
factor documentation, although the middle-grade doctors reached 100% for 
this (Figure 4.24). 
 

A
C

P
s

Fo
u

n
d

at
io

n
 D

rs

M
id

d
le

-g
ra

d
e 

D
rs

n= n= n=

27 28 29

27 28 29

27 28 29

27 28 29

27 28 29

0 3 0

0 3 0

0 3 0

2 2 1

2 2 1

2 2 1

2 2 1

8 7 3

8 7 3

8 7 3

3 1 0

3 1 0

3 1 0

3 1 0

14 18 25

14 18 25

14 18 25

14 18 25

27 28 29

25 26 28

25 26 28

Sample Size

ACS

Percentage with a HEART score 4-5: ECG repeated

Percentage with a HEART score 4-5: aspirin given

Percentage with a HEART score 6-7: aspirin given

Percentage with a HEART score 6-7: clopidogrel given

Percentage with a HEART score 6-7: referred to medics

Percentage with a HEART score 0-3: admitted to CDU

Percentage with a HEART score 0-3: Troponin repeated

Percentage with a HEART score 0-3: ECG repeated

Percentage with a HEART score 4-5: admitted to CDU

Percentage with a HEART score 4-5: Troponin repeated

History clearly documented

Risk factors documented

ECG done

ECG commented on

Percentage assigned a HEART score

Percentage with no HEART score: referred to medics

Percentage for all patients who receiving aspirin
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Figure 4:24 ACS: Documentation History and Risk Factors 

 
 
 
4.2.4.3 ECG 
 
The ACP group are evidenced to be no worse than the foundation and 
middle-grade doctor groups for ECG assessment. For the documentation of 
the ECG Analysis on the ECG the ACP group was no worse than the 
foundation doctors although were slightly worse than the middle-grade 
doctors (Figure 4.25). 
 
 
Figure 4:25 ACS: ECG Assessment and Analysis 

 
 
 

4.2.4.4 HEART Score 

 

The ACP group have been shown to be no worse than the foundation or 
middle-grade doctors for the calculation of the HEART risk assessment score 
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3. 4-5, 6-7 and 8-10; have not been formally analysed due to the small 
sample size as outlined in Table 4.12.  
 
 
Figure 4:26 ACS: HEART Score Risk Assessment Calculated 

 
 
 

4.2.4.5 Treatment 
 
The ACP group were no worse with the administration of core treatment 
criteria and referral to medics (Figure 4.27).  
 
 
Figure 4:27 ACS: Percentage of all patients who received treatment 
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4.2.4.6 Summary 
 

The results overall suggest the ACP group are no worse in the assessment 
and management of emergency ACS patients than foundation or middle-
grade doctors, and as such provide quality of care in this area. The table 
below provides this summary (Table 4.13). 
 
 
Several of the areas explored within the ACS case note review are practices 
that have been within the traditional jurisdiction of doctors. This is unlike the 
other clinical presentations where several subthemes have traditionally had 
nurses undertaking aspects of the case management. Institutional theorists 
would acknowledge the challenge this poses, as a greater boundary span 
exists for this presentation between the role of nurse to ACP, which may 
pose greater resistance from hierarchy professionals imposing power on 
practice (Currie et al., 2012). Kyratsis et al (2017) would further argue the 
establishment of this professional change requires a greater shift to enable 
professional identify development. Despite this the data evidences quality of 
care is being provided to these patients. These areas will be explored further 
in the discussion. 
 

 

 
Table 4:13 ACS: Summary of Results 
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History clearly documented 95 5 5 5

Risk factors documented 95 1 1 5

ECG done 95 5 1 5

ECG commented on 95 1 -16 5

Percentage assigned a HEART score 60 -12 -24 -46

Percentage for all patients who receiving aspirin 85 3 -27 -23

Percentage for all patients who received clopidogrel 50 7 -4 5

Percentage for all patients referred to medics 85 6 -25 -21

ACS

Study results variance                    

to delta point
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4.2.5 Pain 
 
In this section the pain case note review results will be presented covering, 
demographics and the four sub themes of: pain assessment, appropriate 
analgesia, moderate/severe analgesia within twenty minutes and 
reassessment of pain.  
 
 
4.2.5.1  Demographics 
 
A total of 135 case notes were reviewed, 46 ACP, 36 foundation doctor and 
53 middle-grade doctor patients. Each group had a similar patient sample in 
relation to: patient age, patient gender, and triage category distribution 
(Table 4.14).  A small sample size existed for the ACP group in some of the 
sub themes due to data completeness, which needs consideration when 
analysing the results (Table 4.15). 
 
 
Table 4:14 Pain: Demographics Summary 

 ACP Foundation 
Doctor 

Middle-Grade 
Doctor 

Age 

Age Range (years) 18-87 18-99 20-95 

Mean age 59 56 50 

Gender 

Male 41% 47% 40% 

Female 59% 53% 60% 

Patient Acuity 

Triage Category 1 0% 6% 3% 

Triage Category 2 30% 22% 21% 

Triage Category 3 50% 47% 55% 

Triage Category 4 20% 25% 21% 
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Table 4:15 Pain: Study Sample Size by Subthemes 

 
 
 
4.2.5.2 Pain Assessment  
 
The results suggest the ACPs are worse than foundation doctors, but no 
worse than middle-grade doctors (Figure 4.28).  
 
 
Figure 4:28 Pain: Assessment Level Documented 
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4.2.5.3 Appropriate Analgesia 
 
The results suggest the ACPs are worse than foundation and middle-grade 
doctors for the appropriateness of analgesia (Figure 4.29). The results also 
suggest the ACP group takes the longest time to prescribe and administer 
said analgesia (Figure 4.30). However, it is acknowledged the sample size 
for these parameters are small. 
 
 
Figure 4:29 Pain: Appropriate Analgesia 

 
 
 
Figure 4:29 Pain: Analgesia mean time to prescription and administration 
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Figure 4:31 Pain: Moderate Pain Re-assessment 
of Pain 

4.2.5.4 Moderate or Severe Pain: Analgesia within 20 minutes 
 
The ACP group for moderate and severe pain patients receiving analgesia 
within 20 minutes is no worse than both medical comparison groups (Figure 
4.31). Although a larger sample existed in both doctor groups, none of their 
patients received analgesia within this timeframe.  
 
Figure 4:30 Pain: Moderate/Severe Pain Analgesia within 20 minutes 

 
 
 
4.2.5.5 Reassessment of Pain 
 
The ACP group in this study appear to be no worse with the re-assessment 
of pain compared to both comparison groups and the defined delta points 
(Figure 4.32 and 4.33). Although both doctor groups had a larger sample in 
these categories, only a small proportion reached reassessment within 
twenty minutes. Caution is needed due to the small sample size for this 
subtheme as defined earlier (Table 4.15). 
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4.2.5.6 Summary 
 
The case note review for pain with its four subthemes, overall show the 
ACPs to be no worse than the foundation doctor and middle-grade doctor 
group. It is noted the pain level documented and appropriateness of 
analgesia does suggest the ACP group are slightly worse than both medical 
groups. This is surprising considering the fractured NOF evidenced ACPs 
favourably (Section 4.2.2). The table below provides this summary which 
evidences that the quality of care in relation to pain management provided by 
ACPs overall is no worse than foundation or middle-grade doctors (Table 
4.16). 
 

 

Institutionalised practice determines that nurses traditionally provide this 

care. As such, institutional theory would argue the resistance to change in 

the ACP leading this care aspect may be less (Currie et al., 2012). However, 

the emic perspective acknowledges the results do pose some unpredicted 

outcomes, which is further supported from the statements within the 

sensitising interviews, in relation to the expectation that pain assessment by 

the ACP group would have been more compliant, given this is a fundamental 

aspect of nursing and paramedic practice.  Kyratsis et al (2017) would note 

that as a professional goes through a process of re-establishing a different 

identity some previous professional standards may slightly change. 

Institutional theory also acknowledges the internal challenges faced by 

professions in role transition (Croft, Currie and Lockett, 2015) and it would 

appear logical that standard practice such as pain documentation may be not 

at the forefront of the ACPs minds when considering the new skills they are 

developing. The emic perspective would also support this concept. What is 

clear is embedding change is one which requires constant reflection, to 

enable the micro level aspects of change to ensure macro level change 

occurs in practice (Reay et al., 2013).  These perspectives will be explored 

further in the discussion. 
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Table 4:16: Pain: Summary of Results 
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Pain assessment

Level documented 50 -30 -11 -42

Appropriate analgesia

Appropriate? 21 -1 31 7

Moderate / severe pain analgesia

Within 20 minutes? 4 46 -4 -4

Re-assessment of pain

Severe pain within 20 minutes 4 36 9 -4

Moderate pain within 30 minutes 4 21 -4 -4

Pain

Study results variance                    

to Delta Point ∆
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4.3 Objective 2: Quality - Documentation  
 
4.3.1 Demographics 
 
The documentation case note review consisted of 157 case notes (51 ACP, 
52 foundation doctor patients and 54 middle-grade doctor patients). The age, 
gender and patient acuity for each group is comparable (Table 4.17). 
Similarly, the sub theme sample size is comparable (Table 4.18). 
 
 
Table 4:17 Documentation: Demographics 

 ACP Junior 
Doctor 

Middle-Grade 
Doctor 

Age 

Age Range (years) 18 – 87 18 – 99 20 – 95 

Mean age 57 53 50 

 

Male 41% 44% 39% 

Female 59% 56% 61% 

 

Triage Category 1 0% 4% 4% 

Triage Category 2 25% 23% 22% 

Triage Category 3 59% 52% 52% 

Triage Category 4 16% 21% 22% 

 
 
Table 4:18 Documentation: Study Sample Size 
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Documentation fundamentals

Signed 44 52 54

Name printed 51 52 54

Designation 51 52 54

Dated 51 52 54

Time 51 52 54

Documentation content

Clear 51 52 54

Abbreviation used 51 52 54

Abbreviation: non approved 51 52 54

Subjective 51 52 54

Consent or shared decision documented 51 52 54

Documentation

Sample Size
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4.3.2 Documentation Fundamentals  
 

The ACP group have been shown to be no worse than both medical groups 
in relation to documentation fundamentals of signed documentation, printed 
name, designation, date and time (Figure 4.34). 
 
 
Figure 4:33  Documentation: Compliance with Fundamentals 

 
 
 
4.3.3 Documentation Content  
 

The ACP group have been shown to be no worse than the medical 
comparison groups in relation to the content of documentation, with 
reference to clarity, use of non-approved abbreviations, subjectivity and 
consent documentation (Figure 4.35). 
 
Figure 4:34 Documentation: Content 
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4.3.4  Summary 
 
The results overall suggest the ACP group are no worse than foundation or 
middle-grade doctors for documentation skills. Quality of care is provided by 
ACPs in this area of practice, as summarised in the table below (Table 4.19). 
 
 
Clinical clerking has been traditionally an institutionalised practice of 
medicine. However the professionalisation of nursing, and other allied-
healthcare professional roles, has seen a great emphasis on effective 
documentation (Jefferies, Johnson and Griffiths, 2010). Accompanied with 
the concept of role transition which incorporates the desire to do well (Currie, 
Finn and Martin, 2015), the outcome of the existence of documentation 
quality for the ACP group may not be surprising. Role transition is 
acknowledged to have many contributing factors, one being the desire to 
represent your origin profession positively, which has been acknowledged 
within the development of the ACP role (Moran and Nairn, 2018). 
Documentation could be considered one of the key areas to evidence patient 
care, which would support the high perception of the importance of this 
professional practice.  Adhering and achieving quality is a key component of 
a new workforce to authenticate, reframe and culturally reposition one’s self 
(Kyratsis et al, 2017). These concepts will be further explored within the 
discussion chapter. 
 
 
Table 4:19 Documentation: Summary of Results 
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Documentation fundamentals

Signed 50 20 0 -4

Name printed 74 2 -5 -26

Designation 33 45 34 -7

Dated 65 -14 -21 -26

Time 40 9 8 -3

Documentation content

Clear 77 19 19 4

Abbreviation used 85 7 9 8

Abbreviation: non approved 0 6 0 4

Subjective 82 18 18 18

Consent or shared decision documented 15 3 0 -15

Study results variance                    

to Delta Point ∆

Documentation
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4.4 Objective 3: Patient Acceptability 
 
4.4.1 Demographics 
 

A total of 186 patients completed a patient questionnaire, which were 
collected between 5 February and 30 May 2018. The split between sites was 
109 for site A and 77 on site B. The clinical area split was 176 for major 
patients and 10 resuscitation area patients, with a mean patient age of 53 
years and age range of 17 to 104. 
 
 
4.4.2 Satisfaction 
 

The Short Assessment of Patient Satisfaction (SAPS) validated tool was 
represented by the first seven of the eight questions (Hawthorne, 2006). 
Each of the seven components (effect of treatment, explanation, 
examination, patient involvement, respect, time, and care) were also 
analysed to give a mean outcome, which is summarised in Figure 4.36. 
Table 4.20 provides the quartiles of the data for each question. These tables 
both clearly evidence a weighting toward level 3-satisfied and level 4-very-
satisfied. Figure 4.37 presents the overall satisfaction results, where it is 
further noted all 186 patients had an overall satisfaction or either “satisfied” 
or “very satisfied”.  
 
 
Figure 4:35 Patient Satisfaction Questionnaire: Mean Scores 
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Satisfaction with effect of treatment

Satisfaction with explanation

Careful to check everything when examining

Patient involvement in decisions

How respected did you feel

Adequate time with ACP

Are you satisfied with care reveived in ED

Patient Satisfaction Questionnaire: Mean Scores

(4=Very satisfied, 3=satisfied, 2= Neither satisfied or dissatisfied 
1 = Dissatisfied 0 = Very dissatisfied)
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Table 4:20 Patient Questionnaire: Defined Satisfaction Criteria - Data Quartiles  

 

 
(4=Very satisfied, 3=satisfied, 2= Neither satisfied or dissatisfied 1 = Dissatisfied 0 = Very dissatisfied) 

 
 
 
Figure 4:36 Patient Questionnaire: Overall Satisfaction Level for Full Data  

 

 
 
 
4.4.3 Acceptability to be seen by ACP 
 

The patient questionnaire asked if the patient had to attend the ED again 
would they be willing to be seen by an ACP? One hundred percent of the 
186 patients stated that they would be happy to be seen by an ACP again. 
 
 
 
 

Satisfaction 

with Effect of 

treatment

Satisfaction 

with 

explanation

Careful to 

check 

everything 

when 

examining

Patient 

involvement 

in decisions

How 

respected 

did you 

feel

Adequate 

Time with 

ACP 

Are you 

satisfied 

with care 

reveiwed in 

ED

Minimum 2 3 2 3 3 0 2

Quartile 1 4 4 4 4 4 3 4

Quartile 2 4 4 4 4 4 4 4

Quartile 3 4 4 4 4 4 4 4

Quartile 4 4 4 4 4 4 4 4
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4.4.4 Qualitative Data Feedback 
 

Qualitative data feedback from patients was provided in the comments box 
on 66% of the questionnaires (123 of 186). The Gioia inductive methodology 
of qualitative data analysis was applied (Gioia, Corley and Hamilton, 2012), 
which produced a range of first and second concepts which developed into 
aggregated dimensions and theory as outlined in the summary Figure 4.38. 
Table 4.21 provides a selection of comments made by patients. The full 
qualitative data is presented in Appendix 4.1. What is evident from patients is 
they feel happy with the care they have received by the ACP, stating that the 
ACP is professional, caring, efficient, skilled and knowledgeable, with an 
effective communication approach. Comments such as “felt the ACP was 
higher than a junior doctor”, “a lot better than usual A&E doctors”, “amazing 
service”, “very thorough”, “highly skilled”, “examination was more thorough 
than my GP” are all supporting the quantitative data findings of patient 
acceptability.  Four negative comments were made, which are highlighted in 
orange in Table 4.21. However, these are all related to ED capacity and 
waiting time, which is presumed would have been the case irrespective of 
the clinician seeing the patient. Two of the 123 comments wrote as if the 
ACP was in fact a doctor, which suggests clarity of ACP identity may not 
exist. 
 
 

The questionnaire results draw into question patients’ understanding of the 

ACP role. The emic perspective (augmented by the sensitising interview data 

outlined in the next section) support the notion that several patients remain 

with the traditional institutionalised understanding of healthcare limited to 

“doctors and nurses”. The ACP role has aspects of boundary spanning 

jurisdiction of both nursing and medicine to form a new organisational norm. 

Currie et al (2012) would support this notion and further acknowledge that 

the power and status of elite professionals can be barriers to the creation of 

new roles. Nigam (2019) would further support that the process of 

professional emergence takes time and indeed requires a significant amount 

of identity work in relation to authenticating, reframing and cultural 

repositioning to contribute to establishing professional change of a 

professional identity (Kyratsis et al 2017). These aspects will be further 

explored in the discussion chapter.   
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Figure 4:37 Patient Questionnaire: Qualitative Data Analysis Concepts, Aggregated Dimensions and Theories 
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Explanation: Effective and detailed explanation provision Communication Practice

Listening: Active and effective listening in practice ▪ Evidence of complex communication skills

Probing: Exploration and probing communication to 
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▪ Application of these skills within a range of 

clinical presentations

Politeness: Communication and exploration of sensitive 

information in a polite and professional 

manner

▪ Delivery in a polite and professional 

manner

Examination: Evidence of detailed advanced clinical 

examination of patients
Advanced Clinical Skill

Investigations: All appropriate investigations completed and 

explained

▪ Demonstration of knowledge and clinical 

skills for patient presentations

Treatment: Patient perception is that they received 

appropriate treatment 

▪ Evidence of detailed clinical examination 

with synthesis of findings to inform 

investigation and treatment plans

Skill: Skillful application of assessment and 

treatment

Quality

Knowledge: Patient perception is one of an extensive 

evidence of knowledge and application of 

clinical knowledge

▪ Positive patient perception of professional 
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evidenced, with attention to detail evident

▪ Throughness and professional approach
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▪ Patient satisfaction with professional 

approach, demonstrating a trust in the 

clinician
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▪ Timely treatment 

Organisational Factors

ACP role: Patient happy to be seen by ACPs should 
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▪ Time impact on the patient pathway Organisational service 
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Organisation: A positive role, which should help the extra 
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Time: Prompt treatment, with a perception that the 
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Table 4:21 Patient Questionnaire: Qualitative Selection of Patient Quotes 

Professional / Advice / Caring Explanation / Communication / 

Politeness

Happy / Time / Thorough Treatment / Examination / Skill / 

Knowledge

Other

The ACP was very professional at all times and 

the care was outstanding. 

Very informative at all times making you feel 

you’re his priority, there needs to be more of  

ACP 

My dad was looked after by a lovely nurse called 

XXX who was fantastic and very caring. We 

were looked after very very well. All our thanks

They are clearly highly skilled and excellent 

communicators

He was very good and put me at ease, not his 

fault but it did take 8 1/2 hours to be seen by 

someone other than a nurse. More advanced 

practitioners!

Everyone was amazing and the care was top 

notch. ACP X was lovely as was as professional. 

The NHS should be proud to have people like 

this

The ACP has simliar skills to a registrar and was 

execeptionaly helpful, If important position 

relieves some of the weight on the Dr's, then 

please get more. They are clearly highly skilled 

and excellent communicators

Takes less time and serves same purpose as 

initial diagnosis by a doctor. Very dilligent and 

helpful

Very thorough, I have had I feel a more 

extensive examination by ACP than the doctors 

I have been seen by previously. 

screen in waiting room telling you time to wait. 

She gave me advice. I felt happy when I left. 

Thank you you are a kind lady

He was very good and put me at ease, not his 

fault but it did take 8 1/2 hours to be seen by 

someone other than a nurse. More advanced 

practitioners!

very understanding and I felt like she had time 

for me, some doctors rush you and don’t listen 

well. 

Sorted out my pain relief as a priority. I felt her 

examination was so much more thorough than 

my GP. That I had been seeing previously I left 

feeling  reassured and felt that I had been 

listenedd to plus on the way to feeling much 

more pain free. she did a really good job.

If felt the ACP was above a junior doctor I felt 

confident in their care. I think that the idea of 

the ACP with the NHS is a very good idea and 

will help with the overly stretched NHS. Thanks 

again!

Very nice people, thank you for your amazing 

service

Very friendly person, took time to explain my 

mothers issues and problems. Drs are usually 

rushed and pressured. This made a very 

welcome change

I had one of my better experiences with the 

ACP, he was kind, informed me and took such 

time with me. He treated me very holisticly, as 

well for my specific problem. I felt listened to 

and treated more than almost any other 

medical appointment 

I appreciate being treated holistically and feel 

that the outcome today has been superior to 

the treatment on other occasions. I feel that 

the ACP had time to reflect on my ailments and 

provide excellent feedback to me 

All staff that I came in contact with were 

professional caring and considerate. I felt very 

confident in the way they were dealing with me. 

The care was very good and would be willing to 

be seen by a clinical practitioner again. Thank 

you 

Absolutely great to see an ACP. I would be 

happy always to have them if I was unwell. As 

they explain so well what is happening and 

what action they will take, I was very impressed.

ACP X was very efficient and thorough and 

explained everything in laymans terms. Can't 

praise his services enough

The ACP has simliar skills to a registrar and was 

very helpful, releiving some of the pressure on 

Dr's. Highly skilled and excellent communicators

There weren't enough stretchers available 

because of which I had to be moved to a 

wheelchair from a stretcher in a very weak state

The ACP who attened to me was knowledgable, 

courteous and reassuring, so I felt I was being 

cared for and had confidence in him

The doctor was very good. Nothing was rushed 

and she explained everything and answered my 

question. I am sure she will go far. Her bedside 

manner is excellent. I did not once feel as if I 

was a burden as some in A&E make you feel. I 

wish her well. 

An asset to the ED The ACP who attened to me was knowledgable, 

courteous and reassuring, so I felt I was being 

cared for and had confidence in him

The waiting time needs to be reduced.

A lot better than the usual A&E doctors ACP X was very efficient and thorough and 

explained everything in laymans terms. Can't 

praise his services enough

sort out waiting times 7 and 9 hours too long 

it took some time to see the first doctor but 

after that it was worth waiting
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4.5 Sensitising Interviews 
 
The sensitising interview provided a wealth of qualitative data in relation to 
the analysis of the retrospective case note reviews and patient 
questionnaires. In this section we will explore these results in relation to the 
study objectives, covering the interview demographics, quality, acceptability 
and organisational factors that the data yielded. The interview data is 
presented in Appendix 4.1, and the concepts and aggregated dimension 
qualitative data analysis is provided in Figure 4.39. A range of extracts from 
the interviews is provided in Appendix 4.1. 
 
 
4.5.1 Demographics 
 
Sixteen interviews were conducted between 15 August 2018 and 17 October 
2018. The interviews provided the represented views of a range of ACPs, 
doctors, nurses and managers, as outline in the Table below (Table 4.22).  
 
 
Table 4:22 Sensitising Interviews: Interviewee Overview 

Interviewee Job Role 

ACP Emergency ACP - Three years’ emergency ACP experience 

ACP Emergency ACP - Three years’ emergency ACP experience 

ACP Emergency ACP - Two years’ emergency ACP experience 

ACP Emergency ACP - One years’ emergency ACP experience 

Doctor Emergency Consultant - Advanced Practice Lead 

Doctor Emergency Consultant - Clinical Director  

Doctor Emergency Consultant - Research and Audit Lead 

Doctor Emergency Middle-Grade, Registrar 

Nurse Emergency Department, Practice Development Nurse 

Nurse Emergency Department, Band 7 Nurse 

Nurse Emergency Department, Band 6 Nurse 

Nurse Emergency Department, Band 5 Nurse 

Manager Emergency Department, Matron 

Manager Head of Nursing Workforce and Education, Corporate 
Nursing  

Manager Emergency Department, Service Manager 

Manager Deputy Director of Quality, CCG 

 
 
4.5.2 Quality 
 
The interviews provided data from each interviewee group supporting the 
concept that ACPs provide quality of care to their emergency patients. 
Furthermore, they were not surprised that data showed the ACPs to be no 
worse than both foundation and middle-grade doctors. A range of comments 
were made supporting this as outlined in Appendix 4.1 (Figure 4.39). When 
interviewees were asked if they felt ACPs provided quality of care in practice 
all stated they felt they did, which was expressed with positive body 
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language, exemplified by leaning forward, smiling and an open arm posture 
with good eye contact (Gray, 2013). The CCG Deputy Director could not 
answer this as they do not directly work with ACPs in practice but reinforced 
that the results evidence quality of care. The manager group also noted that 
this provides empirical data to support the project, which is vital when the 
ACPs workforce is so new and when the Trust is considering widening the 
areas where ACPs are deployed. The quality concept also outlined the 
additional benefits towards quality as a whole in relation to both direct clinical 
care skills, supporting nursing practice and education of the nursing and 
junior doctor workforce, which in turn impacts on overall quality provision.  
 
 
Those interviewed supported the concept of quality provision by ACPs, 
however it was noted that for some outcomes they expected the ACP group 
to present a higher compliance, in particular in the area of pain management. 
It was also noted that there was no surprise that the ACPs were no worse 
than junior doctors. There was an expectation that the middle-grade doctors 
would have had a stronger position, although it was acknowledged that they 
are often managing an area of the ED or the most senior doctor in the ED, so 
can be multitasking. It is considered the documentation of care may be given 
less of a priority; which is also reflected in the results of this study (Section 
4.6). Several comments were made stating the ACPs were “more than 
holding their own” and the results suggest the ACPs provide a higher quality 
of care.  
 
 
The provision of advanced clinical skills by the ACPs was also an aspect 
discussed in the interviews. In particular, communication skills, holistic 
approach to care, skills, experience and documentation, were highlighted. 
Communication was considered to be highly effective towards both patients 
and the clinical team, stating that patients are often well-informed, negating 
the need for the patient’s nurse to reinforce clinical details. The service 
manager and nursing team also noted early communication of plans, which 
directly impact positive patient flow. This directly correlates with the data 
from the patient questionnaires in Section 4.4. It was noted that as the role is 
such a new role there was a tendency for the ACPs to be risk adverse, as 
such writing very detailed clear documentation, and taking holistic patient 
assessments. 
 
 
4.5.3 Acceptability 
 

The data from the interviews supports the outcomes from the patient 
questionnaire in relation to patient acceptability of ACPs. The general feeling 
was that patients in practice were accepting of being seen by ACPs, with no 
one stating that they had either had, been involved with or heard of a patient 
refusing to be seen by an ACP in the ED.  This was considered to be due to 
the robust interpersonal skills and communication skills the ACPs 
demonstrated. Some comments made were regarding the experience of 
complex patients and situations the ACPs have had in their prior practice, 
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meaning their approach to patients is born from this previous experience. 
Other comments noted that ACPs were spending longer explaining aspects 
of care to patients, this had mixed views from those interviewed. The nursing 
groups suggesting the positives aspect of this due to patient understanding, 
and preventing them having to undertake this task, while the medical leads 
were concerned it may be affecting time per patient. 
 
 
The acceptability by the healthcare team was also voiced. Although this is 
not a direct aspect of this study, it is acknowledged that how a role is 
accepted within a team can also have an impact on its functionality. The 
nursing workforce provided comments supporting the ACP role, noting how 
the ACPs often carried out some nursing tasks when busy, or when a delay 
may occur for them getting to a given treatment. This is clearly a supporting 
factor towards quality of care provision for the given patient. The nurses and 
managers noted how the ACPs also support in practice learning, which has 
an impact on developing the wider nursing and junior medical workforce. 
This in turn has a positive impact on quality. The other concepts that 
emerged was that nurses feel they can approach the ACPs, perhaps as they 
are generally from the same profession, to explain care and clinical 
management, which has an impact on overall team development. All these 
aspects are considered to be wider aspects of quality, albeit, indirectly. 
 
 
A concept that emerged was the resistance to the ACPs from some medical 
professionals. It was noted this may be due to a lack of knowledge, defined 
particularly in the early stages of the ACP introduction, exemplified by 
specialists being reluctant to take referrals. This was acknowledged to be 
minimal now and has seen a general reduction over time. It was also noted 
that some longer serving consultants were not as supportive as some of their 
colleagues. Although this to was considered to have reduced over time, even 
in the short time that this research been running. How a given role is 
supported by the team, impacts ultimately on the development of that role 
and in turn on the quality of care provided to a given patient group. 
 
 
4.5.4 Organisational Factors 
 

Several concepts that relate to organisational factors and efficiency emerged 
from the sensitising interviews. As discussed, these ranged from: the ACP 
being a resource for nursing and medicine; being an expert in the area; and 
offering permanency, which bring a range of benefits such as knowledge of 
local customs and practices. These can all benefit quality and timeliness of 
care. It is clearly beneficial for service need and filling long term rota 
vacancies. This in itself gives a degree of quality, as it facilitates a fully 
staffed workforce per shift. Other factors also support this concept as it is 
evidently beneficial for recruitment and provides an additional clinical career 
path for the nursing profession at a senior level.  
 
 



109 
 

Concepts that had mixed feedback were that of ACP identity and time 
efficiency. The identity of the ACP is considered unclear, which re-affirms the 
results from the patient questionnaire. However, this is considered to be 
wider issue, as it is a challenge within the team, given that the ACP wears a 
specialist nursing uniform yet fits into a medical rota. The majority of those 
interviewed felt they needed their own uniform to support identification in 
practice, while still respecting their given professional background. The other 
mixed feedback aspect was time. Comments were made in relation to that 
ACPs may take longer per patients than doctors on average. However, 
additional comments were made around: quick decision making, holistic 
detailed assessment, detailed explanation of treatment to patients, robust 
detailed documentation, ACPs supporting junior staff development in practice 
and ACPs completing some aspects of nursing tasks to benefit timely 
treatment for patients. It is clear additional research into this area is needed, 
although these aspects suggest a wider contribution to quality of emergency 
care is evident.  
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Figure 4:38 Sensitising Interviews: Concept and Aggregate Dimensions 

 
 

 

 

 

2nd Concepts Aggregate Dimensions

Communication They are able to explain things in patient 

terms, as they have had to do this in the past, 

to ensure patient understanding. They also 

communciate well with all the team.

Advanced Clinical Skill

Holistic 

Approach

Clinical assessment, as well as detailed social 

and prior history review.

▪ Throughness and professional approach

Risk Avoidance New role, fear of missing something, still new 

so don’t cut corners.  Thorough.

▪ Expert communication with patients and 

the team

Skills and 

Experience

Competent in practice but also bring their 

prior expertise, such as trauma (paramedics), 

ventiliation (outreach)

▪ Documentation: detailed and may become 

more focussed with greater experience

Documentation Document everything, not just bullet points, 

linking with risk avoidance

▪ Experience has an impact into conduct in 

role

Clinical Care Clinical care good, trusting of presentations. Quality

Agree with clinical plans ▪ The results are reassuring

Education Provide senior nursing / paramedic expertise, 

in both informal education in the department 

and on formal teaching days

▪ Expected the results to be like this, as they 

are thorough with their patients

Quality Reassuring but expected these outcomes

Resistance Some older consultants were very resistant to 

role, less so now; but this is thought to be a 

generation aspect, as junior consultants and 

juniors are generally accepting.

Satisfaction and Acceptability

Society Perception:    

Acceptability of         

Professional Identity

Some initial nursing staff resistance towards 

nurses taking on this role; but is now well 

accepted

▪ Some resistance initially, less so now. Still 

some senior consultants with mixed 

approach to the ACPs

Patients Acceptance levels are not surprising. No 

patients have declined care from an ACP.

▪ Patient questionnaire outcomes, expected 

these from what is seen in practice

Nurses A clear plan of when ACP sees my patients, 

and can easily ask questions, they also help 

with nursing tasks when busy

▪ Support nursing practice

A resource: Nurse and junior doctor education Organisational Factors

Often do nursing tasks, which help us.

Identity Need for their own identity, to benefit the 

clinical team, and patients. While respecting 

own professional groups. 

▪ A resource for education, nursing practice 

and department governance aspects

Patient information about the role is still 

needed nationally

▪ Permanent member of team, which brings 

many advantages. 

Approachable Nurses more likely to ask ACP for explanation 

or view of care

Permanent Constant workforce, invest in them, and see 

the benefits. A degree of knowing how to 

follow organisational processes.

▪ Rota and cost benefits

Costs / Rota Although same cost as doctor posts, they are 

providing a cost avoidance as they are filling 

medical rota vacancies. They have also 

supported nursing tasks when short staffed.

▪ Recruitment and retention: new staff to 

Trust, and new career pathway for non-

medical professionals

Career Path Provides a clinical career path other than 

management or education at senior nurse 

level.

▪ Service benefits

Service Need Medical shortages, need to diversify team. 

Couldn’t manage without them now. 

Invaluable during doctor strike.

Nursing expertise Provide this to the wider team, have been able 

to support new ED sisters informally during 

first set of nights for example

Recruitment Attracted new senior staff

Time: Timeliness in asking for senior input is prompt Efficiency

Timeliness to escalate process or infrastructure 

issues

▪ Timely escalation and decision making

Timeliness to communicate patient plan with 

nurse in charge

▪ Time per patient thought to be longer

ACPs often do some of the nursing tasks, to 

ensure patient gets timely treatment

Time per patient possibly longer than doctors

Organisational service 

delivery, development and 

redesign

1st Concepts

Quality:                                      

Clinical Effectiveness

Advanced Clinical Practice: 

Competency in Practice
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4.6 Results summary 
 

The outcomes from the case note review for objective one and two, which 
had the aim to address the quality aspect of this study, clearly identify that 
the quality of care provided by ACPs to undifferentiated major emergency 
patient presentations is no worse than either comparison group (foundation 
doctor and middle-grade doctors), as well as the RCEM national audits 
where applicable (RCEM, 2016b). The table below shows each case note 
review, with the defined number of sub-theme parameters and the 
compliance number to the defined delta point for each group. The table also 
shows the proportion ease represent for the overall case note review (Table 
4.23). 
 
 
Table 4:23 Case Note Review: Summary Table of Parameter compliance 

 Parameter Compliance (n=) 

Case Note 
Review 

Parameter 
(n=) 

Overall 
Data %  

ACP Foundation 
Doctors 

Middle-
grade Dr  

Objective 1: Clinical Presentations 

Sepsis 14 18% 14 13 13 

Fractured NOF 17 11% 15 10 11 

Overdose 14 12% 12 12 13 

ACS 26 13% 21 19 18 

Pain 5 21% 3 2 1 

Total 76 75% 65 56 56 

Percentage 88% 75% 86% 74% 74% 

Objective 2: Documentation 

Documentation 10 25% 9 8 4 

Percentage 12% 25% 90% 80% 40% 

Objective 1 and 2: 

TOTAL  86 100% 74 64 50 

Percentage 100% 100% 86% 74% 58% 

 
 
The results for some of the subthemes had very small samples for the given 
parameter, mainly due to data completeness. Consequently, the table below 
demonstrates the compliance summary with exclusion of subtheme 
parameters with very small disproportionate samples between each group 
(Table 4.24). What is clear from comparing this Table 4.24 below with the 
Table 4.23 above, is that the quality of care provided by ACPs for these 
major emergency presentations is no worse than that provided by the 
foundation doctor or middle-grade doctor groups. 
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Table 4:24 Case Note Review: Adjusted Summary Table of Sub-theme Compliance 

 Parameter Compliance (n=) 

Case Note 
Review 

Parameter 
excluding 
(small 
samples) 

Overall 
Data % 

ACP Foundation 
Dr 

Middle-
grade Dr  

Objective 1: Clinical Presentations 

Sepsis 13 27% 13 12 12 

Fractured NOF 9 19% 8 6 6 

Overdose 5 10% 4 4 4 

ACS 8 17% 7 3 5 

Pain 3 6% 1 1 1 

Total 38 79% 33 26 28 

Percentage 79% 79% 87% 68% 74% 

Objective 2: Documentation 

Documentation 10 21% 9 8 4 

Percentage 21% 21% 90% 80% 40% 

Objective 1 and 2: 

TOTAL  48 100% 42 34 32 

Percentage 100% 100% 88% 71% 67% 

 
 
The patient questionnaire aimed to address the research question of patient 
acceptability to be seen by an ACP. What the results provide is an 
impression of high patient satisfaction both overall and in relation to the 
seven subthemes explored: effect of treatment, explanation, examination, 
patient involvement, respect, time, and care. These quantitative data 
outcomes are further supported by the qualitative data provided by a high 
proportion of the patient sample. Considering these aspects along with one-
hundred-percent of patients willing to be seen by an ACP should they return 
to ED, provides a strong impression of patient acceptability, although it is 
noted more patient awareness of the role is needed considering two patients 
thought the ACP was a doctor. 
 
 
The sensitising interviews provided additional data and quantified the results 
from the retrospective case note review and patient questionnaire, in terms 
of quality and acceptability. Additional themes relating to organisation impact 
were also noted. In relation to quality, all acknowledged the high quality of 
care provided by ACPs, supporting the case note review results. Although 
some expected higher delivery by ACPs in some areas such as pain 
management, given their prior experience. All interviewees outlined patients 
were accepting in practice of ACPs, supporting the outcomes form the 
questionnaire.  The organisation themes that emerged included: 
approachable resource for junior nurses and doctors; workforce solution with 
supporting filling the medical rota; provision of senior nursing expertise 
above the nursing establishment and timely decision making. All these points 
are considered to have a direct impact on quality of care the ED provides for 
its patients. Other organisational factors such as medical locum cost 
avoidance, recruitment tool and career path development for senior health 
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care professionals was also noted. Challenges were identified in relation to 
role identity and timeliness of practice. 
 
 
The healthcare practice within these clinical and professional presentations 
sees the ACP step into what was for many aspects was traditional provided 
by doctors. It is important to consider how the team dynamics and that of the 
workforce influence practice. While in recent decades many of the 
parameters studied have evolved towards delivery by both nurses and 
doctors, many aspects prior to the ACP role have been provided only by 
doctors. This raises the questions do ACP pose a jurisdictional threat? If we 
look at institutional theory, it is acknowledged that this may be the case, 
noting the impact of hierarchy and power of elite professional groups on the 
development and professionalisation of new roles, such as the ACP role in 
this case (Croft, Currie and Lockett, 2015).  
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Chapter 5  Discussion 

 
5.1 Introduction 
 
 

The study seeks to determine if adult major emergency patients receive 
equal quality of care from ACPs compared to junior doctors, and to explore 
the patient acceptability of the role. Some EDs have introduced advanced 
practice roles prior to but similar to the RCEM curriculum (RCEM, 2015) but 
little primary research exists as evidenced in chapter 2.  
 
 
The study contributes to our understanding and appreciation of the emergent 
ED ACP role. First, this study empirically demonstrates that ACPs provide 
equal, and in some areas enhanced, quality of care to major emergency 
patients. Moreover, such care is accepted by patients and healthcare 
professional staff, though, for the latter, some resistance was discerned. 
Second, as outlined in the literature review, no prior study of this workforce 
(whether in an emergency or acute care setting) has been conducted in the 
same manner as this study. It therefore sets out a research design that 
contributes methodologically to future studies in emergency care, and other 
specialisms where the ACP workforce is being introduced. Third, 
conceptually, in adopting the lens of institutional theory, this study further 
illuminates the emergence of a new professional role within the extant 
healthcare professional hierarchy and its gradual acceptance as part of 
normative practice amidst the wider healthcare team. Finally, this study 
therefore demonstrates the importance of the ED ACP role for future 
healthcare practice. Although NHS policy outlines the development of this 
workforce (NHS, 2019), this study provides further support for workforce 
planning at both a local and national level.   
 
 
This chapter will seek to answer the research aims by addressing the results 
presented in chapter four. For each objective an analysis will be provided on 
the major findings from the study, exploring any relationship to the existing 
body of knowledge, utilising institutional theory to further understand and 
consider meaning in relation to practice (Berger and Luckmann, 1967; Scott, 
2008; Reay et al., 2013). 
 
 
 
5.2 Objective 1: Quality - Clinical Presentations 
 

5.2.1 Sepsis 
 

5.2.1.1 Introduction 
 
The study results show ACPs provide no worse quality of care to the septic 
patient when compared to foundation doctors and middle-grade doctors, and 
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to the RCEM national results (RCEM, 2014b, 2016b, 2017b). The ACP group 
achieved all fourteen subtheme parameters above the defined delta point, 
which was the highest amongst the three groups (Section 4.6). The sepsis 
case note review accounted for 18% (n=113) of the overall sample. Each 
comparison group had a comparable demographic mix of age, gender, 
acuity, and major or resuscitation area stream (Section 4.2.1).   
 
 
Sepsis is the largest cause of death in the UK, with a thirty five per-cent 
mortality rate, which is five times higher than for ST-elevation-myocardial 
infarction (STEMI) and stroke (The Sepsis Trust and RCEM, 2014). In the 
UK alone approximately 37,000 deaths and 100,000 hospital admissions are 
due to this condition, thus providing a significant workload on emergency 
services (Daniels, 2011). In 2007 deaths from sepsis were found to account 
for twelve percent of early inpatient deaths after emergency admission (Nafsi 
et al., 2007). However, Nafsi et. al. (2007) study outlined that this was more 
likely to be closer to thirty-eight percent as twenty-six percent of patients in 
the study were coded as having a respiratory cause of death, many of which 
were likely to be septic. This is further supported by other studies which 
show sepsis related hospital admissions in both Europe and the USA have 
more than doubled in ten years (Vincent et al., 2006; Hall et al., 2011).  
 
 
The sepsis care bundle, which this study’s case note review subthemes 
represent, was developed to address the assessment and treatment needs 
for these time critical patients within the first hour of admission (The Sepsis 
Trust and RCEM, 2014). Kumar et. al. (2006) found with every hour lost in 
starting treatment, patients had an eight percent increased risk of mortality, 
highlighting the time-critical need for these patients to receive prompt care. 
The sepsis bundle has been shown to directly influence improved patient 
outcomes. A large prospective observational study suggested this alone 
showed the number-needed-to-treat (NNT) to prevent one death was 4.67 
patients. This  is notable considering a NNT of 42 for Aspirin in major heart 
attack and a NNT of  45-90 for Percutaneous Coronary Intervention (PCI) in 
STEMI (Daniels et al., 2011; The Sepsis Trust and RCEM, 2014). 
 
 
The review of the current body of evidence reinforces: the high emergency 
occurrence of sepsis (Nafsi et al., 2007; Daniels, 2011); the high mortality 
risk associated if prompt assessment and management is not optimised (The 
Sepsis Trust and RCEM, 2014); and the need to provide the right emergency 
treatment in the patients first few hours of clinical care (Daniels et al., 2011).  
This highlights the significant importance of ACPs providing no worse care 
than the traditional medical model, given the potentially fatal outcomes for 
patients should optimum care not be achieved. The discussion will now 
explore assessment criteria (proforma use, observations, senior review, 
lactate, blood culture and urine measurement) and treatment criteria (oxygen 
therapy, intravenous fluids and antibiotics) in relation to the quality of care 
provided. 
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5.2.1.2 Analysis: Assessment Criteria 
 
The sepsis assessment criteria of proforma use, observations, senior review, 
serum lactate, blood cultures and urine measurements, all show that ACPs 
provide no worse quality of care when benchmarked against the comparison 
groups in this study (foundation and middle-grade doctors) and the national 
position (RCEM, 2017b). These results link with findings from previous 
studies in relation to non-medical professions provision of quality of 
assessment for both the minor injury and illness emergency patients (Melby, 
Gillespie and Martin, 2011; McConnell, Slevin and McIlfatrick, 2013; Lloyd-
Rees, 2015) and long-term condition patient care (Courtney and Carey, 
2008; McDonnell et al., 2015; Royal College General Practitioners, 2015). 
Nurses have also been undertaking the lead on pre-operative elective 
surgery patient assessment for many years with positive success (Bramhall, 
2002; Sau-Man Conny and Wan-Yim, 2016). As such these outcomes in this 
study align themselves to the current body of knowledge in other clinical 
areas. Furthermore, it could be argued the institutionalised practice of the 
aspects explored in this section do not stray significantly from the 
jurisdictions of the nursing role, and as such the power and hierarchy 
influences for these aspects may be slightly less. It has been evidenced that 
the greater the threat to the power and status of elite professionals the 
greater the challenge new roles may face in establishing their role as the 
norm within teams (Currie et al 2012) which in turn may influence the ACPs 
approach to the assessment or result in a lack of support from other 
workforce groups who consider their status under threat. Comments from the 
interviews with ACPs support this notion, for example; “some older 
consultants were resistant to the role initially”, whereas “junior consultants 
are generally accepting”.  
 
 
Clinical pathway proformas support clinicians in providing patients with 
evidence based care and many would argue they support the provision of 
good quality of care (Open Clinical, 2004; Audimoolam et al., 2005; Kinsman 
et al., 2010; Rotter et al., 2010). The NICE (2016b) sepsis guidelines 
advocate the use of a sepsis proforma for this reason. The majority of ED 
ACPs come from a nursing or paramedic background. Prior training and 
experience needs consideration in relation to the adherence to this quality 
subtheme. The other component to consider is that of clinical judgement. 
This is an essential aspect along with clinical knowledge and experience, 
which influence the ability for effective decision making (Djulbegovic et al., 
2012). Djulbegovic et al (2012) suggests a processing theory exists for 
decision making which includes all these aspects. A core aspect of nursing 
practice focuses on the defined care plan. Similarly, paramedic practice 
adheres to core protocols. A proforma provides similar guidance for the 
clinical management of the patient pathway, reflective of the ethos of nursing 
care planning or paramedic practice protocols. Voogdt-Pruis et. al. (2011) 
large randomised control study found that practice nurses adhered better to 
formal guidelines than general practitioners. In addition, work is underway to 
explore protocol driven processes for paramedics to administer antibiotics to 
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sepsis patients (Moore et al., 2018). Considering these aspects, it is not 
surprising this subtheme evidences ACPs as being no worse than the 
medical practitioners. 
 
 
Assessment criteria of observations, lactate, and blood culture assessment 
all had a close adherence to the defined margin (Section 4.2.1). For urine 
assessment ACPs were no worse than foundation doctors or the national 
picture (RCEM, 2017b), but were worse than middle-grade doctors. 
Observations, blood sampling and urine assessment are generally 
completed by the patient’s nurse as opposed to the clinician, which supports 
the comparability of results. However, the variation for urine measurement is 
surprising. One possible explanation may be that the middle-grade sample 
was slightly weighted to the higher acuity patient (triage category 2 and 
resuscitation area patients), although this slight increase in acuity is not 
considered to explain this enhanced outcome. It would be permissible to 
have considered that the ACP group should have a high compliance in this 
area as it would have been a fundamental part of their emergency or acute 
care experience prior to undertaking the ACP role. However, healthcare is 
not one dimensional, teams are influenced by many internal and external 
factors. Institutional theory would support this as the cognitive-cultural 
influence on practice (Scott, 2008). Reduced urine output, which indicates 
organ failure (Tortora and Grabowski, 2002), takes time to manifest. Hence, 
while it is an essential tool for early detection, in reality reduced urine output 
is not seen in the ED but during later care. This inevitable delay could explain 
the low compliance observed in this study. Institutional theory would suggest 
this is an example whereby regulative policy alone will not influence a given 
practice (Scott, 2008), and furthermore this example illustrates that there is a 
significant connection between action and meaning before habitualized 
practice occurs (Reay et al., 2013). In this case as there is no benefit, 
“meaning”, for emergency practice, this is influencing how the practitioner 
prioritises the delivery of this clinical requirement for urine output 
measurement.  
 
 
Observations provide an indication of patient haemodynamic stability. 
Lactate gives an indication of cell metabolism: the more acutely unwell the 
patient the higher the lactate (American Association Clinical Chemistry, 
2014). As this is a bed side test it directly aids decision making.  Blood 
cultures enable detection of the specific bacteria, enabling the clinician to 
select an appropriate antibiotic. Although this has little effect on emergency 
care, due to the delay in processing microbiology samples, it is recognised to 
have an important impact on clinical management (American Association 
Clinical Chemistry, 2015). A clinician’s personal perception of the importance 
of a given assessment has been shown to have an influence on the applied 
importance and subsequent adherence (Zilber, 2002). Institutional theory 
would support this as it is considered that a practice needs to be habitualized 
to embed into routine. This requires those within the team to perceive and 
accept the importance of a given approach (Berger and Luckmann, 1967; 
Scott, 2008), thus providing a rationale for the adherence in this study. The 
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sensitising interviews support this as the nurses, ACPs and doctor groups all 
noted the benefits of the ACPs background and prior practice experience, 
suggesting it aids patient acuity recognition, further supporting this outcome.  
 
 
The senior consultant review aspect of the study shows ACPs are no worse 
at adhering to this requirement than both medical groups in this study and 
the national findings (RCEM, 2017b).  The ACP group were the only group to 
meet the national finding (RCEM, 2017b). This subtheme is surprising, 
considering both foundation-doctor and ACPs are expected to present their 
most severe or complex cases to a senior registrar or consultant. The ACP 
role is relatively new and the importance of senior reviews in general is 
something that has been highlighted. The role transition within institutions 
needs consideration as it is acknowledged that when a profession steps into 
what was another professions arena there is a desire to achieve, and a fear 
of failure (Currie, Finn and Martin, 2015), which could explain this higher 
compliance. The theory of professionalisation of the workforce would also 
support this notion of a heightened desire to achieve (Freidson, 1984, 2001; 
Watson, 2012). This was highlighted in the sensitising interviews where 
acknowledgment was made of the benefits of the ACP team being 
permanent members of the team (Section 4.5). The sensitising interviews 
from the ACP group acknowledged a fear of missing something, and as the 
role is so new a desire to achieve exists. Role transition is recognised as a 
challenge which can pose conflict, especially for ACPs where they are often 
going from being the most senior of their group to the most junior. In practice 
theorists have evidenced that if role identity is actively worked on this can 
support the transition for these situations (Croft, Currie and Lockett, 2015). In 
this study institutional theorists would further question if habitualization of the 
role has been reached (Reay et al., 2013).  
 
 
The ACPs, being continuous members of the team, bring benefits such as 
the enhanced knowledge of processes and specific patient pathways for the 
given clinical area. In comparison, the doctor group are generally transient 
every four (foundation-doctors) or six months (middle-grade doctors). 
Furthermore, for foundation-doctors, this could be the first time they have 
worked in this clinical area, which may mean limited or no prior knowledge of 
every patient pathway or standard. This supports the proposition that the 
ACPs may have a heightened awareness of the quality standards for this 
patient group. Institutional theory would acknowledge this on the basis that 
these more transient junior doctors within the system may not have 
developed localised habitualized practices which directly impacts on 
compliance (Reay et al., 2013). The alternative explanation is the lack of 
documentation of this aspect, although it is acknowledged that unless it is 
written down it is considered not done (General Medical Council, 2013; NMC, 
2015). Further research may be needed to explore these concepts. The ACP 
role is still in its infancy so further multi-centre research may also be 
beneficial, when habitualization has either been reached or is further 
developed. 
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5.2.1.3 Treatment Criteria 
 

The treatment criteria fluid therapy, antibiotics and oxygen therapy showed 
the ACP were no worse than the national standard (RCEM, 2017b). This 
builds on the existing knowledge base of advanced practice providing 
effective treatment for patients in urgent care settings (Melby, Gillespie and 
Martin, 2011; McConnell, Slevin and McIlfatrick, 2013; Lloyd-Rees, 2015), 
primary care (Courtney and Carey, 2008; McDonnell et al., 2015; Royal 
College General Practitioners, 2015) and acute care environments 
(McDonnell et al., 2015). ACPs were worse with achieving IV fluids within an 
hour and oxygen therapy within an hour than both foundation and middle-
grade doctors, and worse than antibiotics administration within an hour to the 
middle-grade doctor group. The possible reasons for this will now be 
explored. However, it should be acknowledged that, unlike assessment 
criteria, the treatment aspects are roles traditionally done by doctors, 
meaning the aspect of change is greater and with this potentially greater 
identity challenge and impact on hierarchy and power dynamics as the new 
ACP role gets established (Currie et al 2012). Kyratsis et al (2017) would 
further support this as the impact of status loss and social identity, which are 
areas of threat. Currie et al (2012) work noted how elite professionals can 
co-opt other professionals to maintain existing arrangements. While there is 
no clear evidence of this within this study, the interviews did note some 
feelings of threat towards other professional roles from the nursing teams, so 
it poses the question whether this affected the action of nurses to deliver 
treatment orders such as antibiotics for example. Within the interviews with 
nursing managers it was commented that “some initial nursing resistance” 
existed, although it was felt this was no longer the case. Bryson (2016) work 
also noted the professional identity threat from nurses taking on such role, 
which would support this notion. 
 
 
Oxygen therapy is a drug which requires prescribing however in practice it is 
widely acknowledged that it is often under prescribed and not documented, 
which may provide some explanation for these findings (Boyle and Wong, 
2006). This is further supported from the sensitising interviews, which 
demonstrate this to be the case in practice. Viewed through the lens of 
institutional theory, this finding may be explained by the act of prescribing 
oxygen not being an established norm of clinical practice (Scott, 2008). 
Nurse prescribing has enabled prescribing of medication on a par with 
doctors and for the septic patient this includes oxygen, fluids and antibiotics. 
The legislation has not incorporated paramedics until recently and was not in 
place during the study period (Royal Pharmaceutical Society, 2016; HCPC, 
2018). As a proportion of the ACP group are paramedics this may account 
for the slightly longer time for these medications to be administered. 
Paramedics work under patient group directions (PGDs), which enables 
“administration” of said drug, requiring them to not only document the drug, 
but also draw up and administer. On this study site PGDs were available for 
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all the ACPs who do not prescribe which included intravenous fluids but not 
intravenous antibiotics. This would require the ACP to present the patient to 
a senior doctor prior to a prescription being made, which may account for the 
non-adherence to the within the hour quality indicators. This may also 
support the higher compliance for senior review. The other consideration is 
that the ACP is slower in processing a given patient. However, Thompson 
and Meskell’s (2012) study of ENPs managing minor injury and illness 
demonstrated time efficiency. A review of the literature on the efficiency that 
non-medical prescribing has brought, strongly supports the benefits to 
patients in relation to quality and patient safety (Carey and Stenner, 2011) 
The sensitising interviews suggest the ACPs may see less patients per shift 
than doctors, although they do suggest that decision making for each patient 
and escalation if needed may be more timely. The interviews suggest a 
longer time spent on documentation. Although further research into these 
benefits on timely treatment in relation to the emergency ACP role would be 
beneficial.  
  
 
5.2.1.4 Sepsis: Summary 
 
This study shows that ACPs provide no worse care than the junior doctors 
against the sepsis RCEM standards (NICE, 2016b; RCEM, 2017b). It is 
noted the ACP group were no worse than the median result from the national 
audit outcome of 13,129 patients (RCEM, 2017b), further supporting that 
ACPs provide quality clinical management for sepsis presentations.  
 
 
The assessment and management of sepsis is important and the use of a 
sepsis care bundle within a clear protocol proforma has been seen to directly 
increase compliance. What this means for practice is sepsis proformas 
should be advocated and as the NHS moves to electronic patient records 
incorporation electronically is essential. In a large thirty centre international 
prospective study compliance rose from ten to twenty one percent due to 
proforma use (Rivers et al., 2001). The other essential meaning for practice 
is that the ACP workforce should be supported to complete non-medical 
prescribing and or have sepsis PGDs to aid timely sepsis antibiotic 
treatment. Evidence is also clear that sepsis remains poorly recognised and 
treated (The Sepsis Trust and RCEM, 2014). In the UK the RCEM also 
identified this international finding reflected the UK position with a national 
average of 32% in 2013 rising to 44% in a 2017 national review for antibiotic 
administration within an hour (The Sepsis Trust and RCEM, 2014; RCEM, 
2017b). As such training and education regarding sepsis should exist for all 
clinicians.  
 
 
The concepts of institutional theory could aid understanding of this analysis, 
which has identified philosophical influences of professionalisation of the 
workforce, organisation factors and the change process itself. Institutional 
theory considers that policy and process alone will not deliver a given plan 
(Scott, 2008). This is evident in this case, as we have clear national policies 
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and processes for the septic patient (The Sepsis Trust and RCEM, 2014). 
However, while the results showed adherence to the national position, they 
were not at the level of the national target (RCEM, 2017b). Although clinical 
skill and knowledge play an essential part, sociology of the workforce and 
organisational factors have an influence on a given process. Institutional 
theory argues that regulative, normative and cultural-cognitive pillars act as 
elastic fibres  that pull in a given direction, on both a macro organisational 
scale of normal practices for example or on micro scales such as personal 
decisions (Scott, 2008). While personal decision may be considered micro 
level to a macro change it is evidenced that these small achievements are 
essential for progressing toward to goal of embedding the new practice 
(Reay, Golden-Biddle and Germann, 2006).These aspects interrelate with 
one another, potentially having a knock-on effect. If all are pulling in the 
same direction achievement has the potential to be reached more efficiently 
(Scott, 2008). A good example of this from this study is the decision not to 
document oxygen as a prescribed medicine. The “regulative” policy clearly 
states the need to prescribe but this is not engrained into normal practice, 
which institutional theorists would claim as the practice not being 
habitualized (Berger and Luckmann, 1967; Scott, 2008; Reay et al., 2013). 
Institutional theory therefore helps explain the complexities of the many 
influencing factors that could affect the care and management of the septic 
patient, as is evident in this study (Macfarlane et al., 2013). 
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5.2.2 Fractured Neck of Femur 
 
5.2.2.1 Introduction 
 
The case note review for fractured NOF shows that ACPs provide no worse 
quality of care compared to foundation doctors or middle-grade doctors, 
except for achieving: analgesia for severe pain patients within twenty 
minutes, and admission within four hours. It is noted no group achieved 
admission within four hours when triangulated to the RCEM national position 
(RCEM, 2013a), although all groups were above the compliance level from 
the National Hip Fracture report of 40% (Boulton et al., 2017). The fractured 
NOF case note review accounted for 11% (n=68) of the overall sample. Each 
comparison group had a comparable demographic mix of: age, gender, and 
acuity. The analgesia provision for severe and moderate pain is a very small 
sub-sample of this part of the review, which requires consideration when 
analysing outcomes. (Section 4.2.2).  
 
  
Hip fractures account for the highest proportion of serious injuries in elderly 
admissions. In 2016, 65,000 patients over sixty-years old presented to UK 
hospitals (Boulton et al., 2017). These patients also have a high mortality 
and morbidity risk, although effective treatment and prompt surgical 
intervention can reduce this (British Orthopaedic Association, 2007; NICE, 
2011; Radcliffe, 2014). It is therefore essential that the care these patients 
receive in those initial stages of treatment is optimised. This ensures the best 
possible outcome, irrespective of the clinician seeing the patient, as 
evidenced by the results of this study.    
 
  
5.2.2.2 Proforma 
 
The outcomes of the sepsis case note review of proforma use are reflected 
here in the fractured NOF outcomes, with the ACPs evidencing a high 
compliance of utilisation of the clinical proforma. Interestingly the compliance 
for this part of the study is much lower for the ACPs group compared to the 
outcomes of the sepsis case note review (Section 4.2.1.2 and 4.2.2.2). 
Considering the practice context, sepsis has a high occurrence, with an 
equally high publicity both from a professional and public perspective (The 
Sepsis Trust and RCEM, 2014). This has resulted in the sepsis proforma 
being an integral part of the ED patient documentation booklet on the study 
sites, whereas the fractured NOF proforma is a separate document. However 
its use is no less important, with a national study of hip fracture data 
supporting the use of care proformas evidencing the reduction in hospital 
admission days (Lau, Fang and Leung, 2013). The fractured NOF proforma 
is a complete care pathway document, which is quite large and so often does 
not get scanned into the ED notes, which may account for this variance. 
These aspects have been highlighted in the sensitising interviews, where 
acknowledgement of the accessibility of this proforma in practice underlines 
the need to progress to an electronic form. Further research into this may be 
needed, with a recommendation for fully integrated computerised proformas.  
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Institutional theory would recognise this as the processes, policies and 
normal practices having an impact on adherence to a given quality agenda 
(Scott, 2008). The benefits have been clear for integrated patient pathways, 
and recent studies have shown these are enhanced with the use of 
computerised systems to aid communication especially when care expands 
over a number of clinical areas (Gonzalez-Ferrer et al., 2017). 
 
 
5.2.2.3 Analgesia 
 
Analgesia management is an essential component of nursing, paramedic 
and medical practice. It is therefore reassuring that ACPs in the main provide 
no worse care. The data suggests that ACPs take slightly longer, as ACPs 
were worse at achieving analgesia within twenty minutes for the severe level 
of pain. A significant limitation on this result is the low sample size, due to the 
low proportion of severe pain patients and poor documentation of analgesia 
time (Section 4.2.2). In practice it is a challenge to achieve this, considering 
within the twenty minutes, the patient requires an initial triage assessment, 
pain assessment, intravenous access, which will also involve taking blood, 
the analgesia decision, and the process of drawing and administering the 
medication. Linked with the practice requirements, if the ACP is utilising 
PGDs as outlined above, this is extremely challenging to achieve if a team 
approach is not adhered to. A recommendation for practice is initial 
assessment occurring in the resuscitation area, where a higher nurse-patient 
ratio exists to enable this enhanced team approach should be considered, 
followed by a further review.  
 
 
The sensitising interviews also highlighted from the ACP group that on 
occasions there was the need to deliver the “nursing” tasks in addition to the 
“clinician” tasks (Section 4.5). This could be analysed in several ways, in 
that, perhaps, there is an aspect of non-acceptance from the nursing team, 
as a result of not wanting to take orders from nurses, which is acknowledged 
in other research (Bryson, 2016). However, this was not supported by the 
sensitising interviews with the nursing group. The nursing group 
acknowledged that the ACPs would help with nursing tasks. The alternative 
is the ACPs themselves feel compelled to deliver these aspects of care as 
opposed to delegating to the nurse, which was acknowledged by the ACP 
group within the sensitising interviews. This outlined a need in some 
incidences when the ED was particularly busy, to ensure their patient 
received the required assessments or treatments. This could have both a 
positive impact on treatments such as analgesia, as the ACP themselves 
may have administered the drug, but could have equally been a delaying 
factor if they are inserting the cannula, when this is normally done by the 
patient’s nurse. Institutional theory would support this as a confrontation 
around professional identity, which is acknowledged to pose a challenge to 
nurses when undertaking a new role that differs from their original identity 
(Currie, Finn and Martin, 2015). Moran and Nairn (2018), supports this theory 
in their study that looked at role transition of generic ACP roles, noting 
experience of change as a key factor for this process. Bryson’s (2016) study 
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into emergency ACPs also evidenced this role identity challenge and 
summed up as: “a nurse, a doctor, no an ACP”. Although as outlined in the 
sensitising interviews, this was something the ACP group found a challenge, 
but all recognised they were still a nurse or paramedic, reflective of their 
underlying registrant profession.  
 
 
The process could be argued to be compounded for a proportion of ACPs, 
legally unable to prescribe until 2018 (Royal Pharmaceutical Society, 2016; 
HCPC, 2018). Institutional theory would acknowledge this as the theory of 
role jurisdictions that can impede the workforce. This is the case with the 
practice of PGDs as opposed to prescribing and the until recently legal 
restriction that paramedics cannot prescribe (Berger and Luckmann, 1967; 
Scott, 2008; Reay et al., 2013). Professionalisation of the workforce also 
recognises the challenges of moving into a role that was previously only 
provided by the medical professional, which also has an influence here 
(Currie et al., 2012; Currie, Finn and Martin, 2015). In the last decade there 
has been an expansion of prescribing rights to a wider range of non-medical 
professionals, paramedics being the most recent (Royal Pharmaceutical 
Society, 2016; HCPC, 2018). This has been supported by the evidence of 
paramedic practice, which has included the high compliance of analgesia 
management for hip fractures (Pfrunder, Falk and Lindstrom, 2017), which 
directly links with this aspect of the study. It could be argued that generic 
nursing practice should encompass focussed prescribing rights such as 
analgesia for pain management, which could be a consideration for future 
pre-registration practice. This has been recognised in part with the 2018 pre-
registration nursing standards which require nurses to be prescriber ready 
and now dictates a year’s post-registration experience as opposed to the 
previous three years prior to being eligible for non-medical prescriber training 
(Duncan and Johnstone, 2018). 
 
 
5.2.2.4 Time to x-ray 
 
The quicker a diagnosis for the fractured NOF patient occurs then the 
quicker the referral to speciality and onward surgical intervention can take 
place. This has been identified as the essential criteria to reduce morbidity 
and mortality for this patient group (Boulton et al., 2017). The radiological 
image is therefore essential. In this study reassuringly the ACP group did no 
worse than the foundation and middle-grade doctors, as well as being no 
worse than the national position (RCEM, 2013a). Radiological imaging is 
now an accepted skill for non-medical practitioners, which is supported by 
the evidence within the literature review (Thompson and Meskell, 2012) 
(Section 4.2.2.6). Institutional theory would recognise this as a process of 
change having occurred, due to embedded practice. Theorists would 
describe this as achievement of habitualization, as the practice of non-
medical practitioners requesting radiological imaging has become accepted 
as the norm (Reay et al., 2013). 
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5.2.2.5 Admission time 
 
The ACP group were worse than the RCEM national position (RCEM, 
2013a), although both doctor groups were also worse. All three groups were 
no worse than the UK national hip fracture database report on this 
measurable in 2017 (Boulton et al., 2017). Admission time is included as a 
quality standard as it has a direct link with the time to surgery, which in turn 
correlated with reduced morbidity risk (Boulton et al., 2017). However, in 
practice many organisational factors contribute to this standard. Considering 
this it seems incorrect to directly correlate the given performance of any 
professional group, which is further supported with the change in 
performance from the 2013 to 2017 reports (RCEM, 2013a; Boulton et al., 
2017). Organisational factors such as time of day, time of week, time of year, 
bed occupancy, operational demand, hospital discharge ability, as well as 
staffing, all contribute to the ability to move patients out of the ED (NHS 
Confederation, 2016). This has got more difficult in recent years with the 
increased demands on acute services (Keogh, 2013). Neo-institutional 
theory acknowledges macro level factors that influence achievement, such 
as the material-resource factors, which are in this case affecting care 
delivery (Macfarlane et al., 2013).  
 
 
5.2.2.6 Fractured Neck of Femur: Summary  
 
ACPs have been evidenced to provide no worse quality of care for fractured 
NOF patients presenting to the ED. Many of the parameters within this 
section have external staffing and organisational factors that could have 
influenced the given outcomes, which may not have been directly related to 
the given ACP or doctor’s performance toward quality. Institutional theory 
would support this as often health care and particularly acute care such as 
this is provided by a team of individuals as well as the organisation (Berger 
and Luckmann, 1967; Scott, 2008; Reay et al., 2013). These patients have a 
wide range of teams that influence their emergency care including 
radiologists, bed management team, nurses as well as the actual clinician 
(ACP or doctor) seeing the patient. The importance of analgesia or x-ray 
requesting may be delivered by the patient’s nurse prior to the clinician 
arriving, so slight caution is needed with the interpretation of these results. 
However, this is the same process that is applied within the UK national audit 
of 7,964 patients (RCEM, 2013a), which when triangulated provided 
comparisons between this study site and the national picture.  
 
 
This study clearly evidences the benefit of a proforma, especially for 
integrated pathways such as the fractured NOF proforma, which was also 
supported within the sepsis analysis. As such it is recommended that these 
form part of future electronic patient records. The study also evidences the 
added-value the ACP plays to the team approach to care, as shown in 
relation to analgesia management, which also brings resilience and flexibility 
within the workforce.   
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The review of the UK national hip fracture database report shows seventy 
percent of patients achieve having surgery within two days of the injury. In 
the same report only 42% of those who didn’t achieve this was due to theatre 
space or where lists overrun (Boulton et al., 2017). The next largest reason 
was awaiting review and /or investigations which accounted for a further 32% 
(Boulton et al., 2017). It is logical that if all the initial assessment and 
treatment criteria can be achieved in the ED then this could be reduced. This 
study also supports this suggestion as the study suggests a higher quality 
within the ACP group as they achieved the highest compliance of standards 
(Section 4.2.2.8). 
 
  
Several aspects of treatment for fractured neck of femur have been 
traditionally done by the nursing workforce, including requesting radiological 
imaging and analgesia management. However, the image interpretation and 
onward referral and management has been the jurisdictions traditionally of 
the doctors. It is important to acknowledge this as the institutionalised 
practice and as such the ACP role is challenging this norm. Kyratsis et al 
(2017) work in relation to professional identity within health systems in 
transition notes the need for professionals to re-establish their professional 
identity to enable a shift in professional logic within the given area of 
practice. Furthermore, during this process professional groups that hold 
greater institutional power, such as medicine, can mean less powerful groups 
such as the ACPs, can find it difficult to span the professional boundaries to 
establish new norms (Currie et al 2012). The sociology of professionals 
suggests that expertise can become a mask for privilege and power 
(Freidson, 1984; Abbott, 1988; Freidson, 2001). While the data suggests no 
worse care overall, with consideration of the data from health professional 
interviews, some resistance with referrals to medical specialist occurred, and 
the emic perspective notes how this may influence some delays, which is 
highlighted in the data for fractured neck of femur presentations. Equally the 
interviews evidence other elite professionals that are extremely supportive, 
which institutional theory would note as how people within organisations can 
support change as enablers (Scott, 2008). It is clear that the healthcare 
team, their individual professional values and believes, are all factors that 
can heavily impact on the introduction of new roles such as this.  
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5.2.3 Paracetamol Overdose 
 
5.2.3.1 Introduction 
 
The paracetamol overdose data collected showed that the ACP group were 
worse than the foundation and middle-grade doctor groups, as the ACP 
group achieved four of the five subthemes (Section 4.2.3). Due to the 
selection process of using the paracetamol and salicylate blood 
investigations for identification of the sample, this resulted in inclusion of 
overdose patients who did not take paracetamol, but the investigation was 
added as part of the screening and assessment process. This limitation will 
be explored further in Section 5.6 below. As a result, paracetamol overdose 
represented only seven percent of the overall case note review.  
 
 
The results for other drug overdoses, the ACP group were evidenced to be 
no worse than the foundation or middle-grade doctor groups, achieving all 
four of the subthemes. Both samples had a disproportionate sample for 
paracetamol overdose and other drug overdoses, the first having a small 
ACP sample (n=5) and the latter having a small foundation sample (n=6). As 
such these aspects need consideration during analysis. 
 
 
The parameters which applied to both paracetamol and other overdoses, had 
a representative sample between each group, and evidenced that ACPs 
were no worse than both foundation and middle-grade doctors or the national 
data (RCEM, 2014c), with all groups achieving four of the five subthemes 
(Section 4.2.3.10). The combined paracetamol and other overdose sample 
equated to twelve percent of the overall case note review. These combined 
results correlate with the other case note review findings within this study. 
 
 
5.2.3.2 Assessment  
 
The proforma use for paracetamol overdose for ACPs, whilst above the delta 
point, was worse than both the medical groups, unlike the proforma use in 
sepsis and fractured NOF (Sections 4.2.1.2, 4.2.2.2 and 4.2.3.6). Proforma 
use was discussed in Section 5.2.1 and 5.2.2 and explored the current body 
of evidence which supports the strong adherence to a given protocol, noting 
the influence of prior clinical experience of care planning (Open Clinical, 
2004; Audimoolam et al., 2005; Kinsman et al., 2010; Rotter et al., 2010). It 
may be permissible to consider this theory is weakened due to the opposite 
outcome here. However, considering the sample size of 5, 26, and 18, for 
ACP, foundation doctor and middle-grade doctor groups respectively (Table 
4.9) this clearly indicates a potential sampling influence of these outcomes. 
As such, a firm conclusion is not possible from this part of the case note 
review, as the evidence contradicts the other comparable aspects within the 
study and the current body of evidence in this area. This is further supported 
by the sensitising interviews, where the consultant body also feel this is 
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surprising, as the ACPs generally adhere to the given emergency patient 
pathways. Further research into this area is needed. 
 
 
Documentation of ingestion time for paracetamol overdose also shows ACPs 
were worse than both the comparison groups. However, as already 
discussed, this could be influenced by a low ACP sample compared to the 
other groups. This is further supported by the combined paracetamol and 
other overdose results for this subtheme which shows ACPs as being no 
worse than both medical groups, which had a more representative sample. 
The documentation of dose ingested, and the risk assessment equally 
showed ACPs as no worse than the medical groups. The current body of 
knowledge would support these findings as they evidenced that nurses 
provided effective assessment and risk assessment to patients. An example 
of this in pre-operative pre-assessment care where clinical assessment is 
combined with risk assessment tools to aid overall clinical judgement and 
planning care (Bramhall, 2002; Sau-Man Conny and Wan-Yim, 2016). The 
GMC set clear standards for practice which includes documentation 
standards (General Medical Council, 2013), which the NMC and HCPC 
(NMC, 2015; HCPC, 2018) also define, therefore these findings which 
evidence the quality of care provided by ACPs to this patient group is also 
supported by professional standards of practice.  
 
 
Overdose patients are heavily weighted toward emergency care as a clinical 
presentation specialism. As such the differing prior experiences of the ACP 
and medical workforce needs consideration. ACPs have a minimum of five 
years prior experience, generally within emergency care. In this study the 
average years prior experience is fourteen years (Table 3.1). Whereas 
doctors are a transient part of the workforce, for foundation doctors they may 
be on their first ED job. Therefore, it is argued ACPs have a greater 
exposure to such presentations, a clear benefit for this patient group. 
Institutional theory would support this as greater second nature practice is 
occurring, as such a practice can be said to be habitualized, and engrained 
in practice (Reay et al., 2013). Evidencing the benefits of ACPs being a 
permanent member of the workforce. Institutional practice for emergency 
nurses as such has a greater alliance with overdose presentations and in 
deed the assessment component. Some would note the jurisdiction gap is 
less and as such the ACP role development does not have to span such a 
professional jurisdiction gap, something Currie, Finn and Martin (2008) would 
support. 
 
 
5.2.3.3 Treatment  
 
The treatment criteria within this case note review included blood timing, 
NAC treatment and being seen by the mental health team. The study shows 
ACPs as being no worse than both the medical comparison groups as well 
as the defined non-inferiority margins (RCEM, 2014c) (Section 4.2.3.4, 
4.2.3.7 and 4.2.3.9). Generally emergency ACPs come from an ED or pre-
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hospital background, which along with the increasing occurrence of overdose 
presentations (McManus et al., 2009; McManus et al., 2016), means prior 
experience and clinical exposure to such presentations. This results in a 
foundation to build clinical practice upon. Benner (1982) novice to expert 
theory would recognise the development of skill through experiences which 
are essential to becoming an expert. Institutional theory would support this 
as being pattern recognition and the institutions “norm” or “habitualized” 
practice as defined by the treatment standards (Berger and Luckmann, 1967; 
Scott, 2008; Reay et al., 2013). Considering these aspects, it is not 
surprising that the ACPs have shown to provide no worse quality of care to 
these patients. 
 
 
Paracetamol is one of the most widely accessible over the counter medicines 
used for analgesic and antipyretic purposes world-wide (Bunchorntavakul 
and Reddy, 2013). Although the drug has minimal risks when taken within its 
therapeutic regime, an overdose can cause fatal or nonfatal hepatic necrosis 
(Davidson and Eastham, 1966; Clark et al., 2012). As such it is the 
commonest cause of drug induced liver injury (Clark et al., 2012; 
Bunchorntavakul and Reddy, 2013). If early detection is made then mortality 
risk is extremely low, however once acute liver failure develops, mortality risk 
is 28% and nearly a third require a liver transplant (Blieden et al., 2014). All 
of these have a significant impact on the patient as well as the health 
economy, which supports the need for effective assessment and treatment at 
the time of initial presentation.  
 
 
Paracetamol overdose can be accidental however, an underlying mental 
health cause must be explored. Paracetamol is found in several products. 
People both underestimate its toxicity but also fail to realise its presentation 
in numerous over the counter substances (Wolf, 2012; Herndon and 
Dankenbring, 2014). Mental health problems are an on-going challenge for 
many people, with one in four people in the UK experiencing such problems 
each year (McManus et al., 2009). One in six report common mental health 
problems such as anxiety or depression in any given week (McManus et al., 
2016). While the overall mental health problems are not thought to have 
changed significantly the ability for people to cope is deteriorating, resulting 
in an increased number of people who self-harm and have suicidal thoughts 
(McManus et al., 2016). A recent survey in England showed 20.6% of people 
have suicidal thoughts, 6.7% have attempted suicide and 7.3% self-harm 
(McManus et al., 2016). These figures are considered to be largely 
underestimated as the study did not include the homeless, or those in 
hospital, sheltered accommodation or prison for example. As such this 
demonstrates the high demand on emergency services to assess and treat 
mental health presentations, such as overdose. It also supports the need to 
not only treat the patient medically but also psychologically, with referral to 
specialist mental health teams, an approach also reflected in the RCEM 
mental health tool kit for improving care in EDs (RCEM, 2013b). 
 
 



130 
 

5.2.3.4 Overdose: Summary 
 
The management of the overdose patient requires the essential information 
of what drugs, what dose and at what time, irrespective of the drug, to enable 
effective management plans to be delivered (RCEM, 2014c). It is therefore 
reassuring that the ACP and doctor groups adhered to this documentation 
requirement. This is particularly important considering paracetamol overdose 
patients often require their care to be handed between clinicians, as blood 
tests are often required a set time after ingestion, and NAC treatment can 
have up to twenty-four hours of treatment regime (RCEM, 2014c). As such, 
clear documentation can aid effective treatment and influence prompt 
reassessment for this patient group.  
 
 
Although the ACP group were no worse than both medical groups for mental 
health risk assessment none of the groups met the defined non-inferiority 
margin. This could mean the study site is generally poor at completing formal 
risk assessments, or there is a poor compliance with documenting risk 
assessments. The latter is suggested from the sensitising interview 
(Appendix 4.1).  Also expressed in the sensitising interviews by both the ACP 
and doctor groups, was that although risk assessments exist they are tools to 
aid treatment. In addition, these are paper based tools which are not co-
located with the core documentation. It was also highlighted that in other 
Trusts a more joint working mental health proforma is used to capture all 
these details which has an integrated mental health risk assessment (RCEM, 
2013b). Institutional theory would acknowledge that if you have a skilled and 
professionalised workforce the underlying organisational policy and 
processes also need to be in place to support a given area such as this 
(Scott, 2008). Kyratsis et al (2017) would further expand on this and suggest 
that during a process of health system transition professional identity threats 
can influence how a team act, driving reframing and cultural repositioning to 
enable establishment of a new professional identity to occur. In practice this 
requires small incremental steps to enable reassurance from elite 
professionals to support this. Reay et al. (2013) would note this as micro-
level perspectives that need to change to enable interdisciplinary teamwork. 
 
 
Although this case note review cannot deliver any firm conclusions for 
paracetamol overdose, the generic assessment and management of 
overdose presentations show that the ACPs provide no worse quality of care 
to this group of patients, when compared to foundation and middle-grade 
doctors. The evidence from the study also suggests the benefits of the prior 
clinical experience the ACP workforce brings to patient care, particularly 
when related to emergency presentations such as this. 
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5.2.4 Acute Coronary Syndrome 
 
5.2.4.1 Introduction 
 
The ACS case note review has evidenced that ACPs provide no worse care 
overall than both foundation and middle-grade doctors (Section 4.2.4), 
achieving the highest of 21 of the 26 parameters. This section accounts for 
thirteen percent of the overall case note review. Cardiac presentations such 
as ACS, are one of the highest causes of mortality and morbidity in the UK 
(British Heart Foundation, 2018) and chest pain forms a significant proportion 
of emergency presentations. Aroesty, Simons and Breall (2018) systematic 
review of the evidence supports the benefits of prompt assessment and 
treatment to enable the optimum outcomes for these patients. The ED also 
benefits as decision making and patient flow can be achieved earlier, having 
a positive impact on both other patients and the four-hour target for example, 
as clinicians and physical space are available for the next patient (Keogh, 
2013). In this section the assessment and treatment aspects will be 
reviewed. 
  
 
5.2.4.2 Assessment 
 
History taking, risk factor assessment, ECG completion and analysis in this 
study evidences that ACPs are no worse than the foundation-doctor or 
middle-grade doctor (Section 4.2.4.2 and 4.2.4.3). Identification of a cardiac 
sounding chest pain presentation is an essential skill for the clinician, and is 
directly related to the history and risk factor assessment  (Aroesty, Simons 
and Breall, 2018). The ECG completion and analysis of the ECG (ECG 
commented on), progresses the assessment to ensure other life-threatening 
presentation such as STEMI, or electrolyte imbalances or cardiac 
arrhythmias can be noted. ACS is an overarching term for either unstable 
angina or non-ST-elevation myocardial infarction (NSTEMI). Determining 
which of these presentations is evident in a particular patient can take some 
time to reach as repeated blood troponin measurements and ECGs are 
needed, as such until this can be determined the term “ACS" is used 
(Aroesty, Simons and Breall, 2018). The ECG is therefore an essential 
component of the assessment, as minor changes may be evident which 
could make a NSTEMI more likely or indeed a patient who presents with an 
ACS presentation may evolve into a STEMI (NICE, 2014, 2016a). In 
emergency care generally, the ECG itself is performed by the patient’s nurse 
and not the ACP or doctor. As such this subtheme is questionable regarding 
how much it reflects the quality of treatment provided by the ACP or doctor. 
However, the “ECG commented on” subtheme does directly link with the 
given ACP or doctor, as on the study site nurses do not formally interpret and 
sign-off ECGs, making this documentation of the ECG interpretation 
reflective of the quality provided directly by the ACP or doctor. The 
interpretation phase is when the identification of significant ECG changes 
may occur, for example ST elevation indicating an STEMI, which in turn 
influences a different treatment need, along with the referral and transfer to a 
Cardiac Catheterization Centre requirements (Garcia, 2015). 
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Clinical assessment and management of cardiac patients is one where 
clinical nurse specialists have long developed and embedded advanced 
clinical practice into services. Heart failure nurse led services are present in 
many Trusts, and have shown improved patient outcomes, in particular 
aiding pharmacological, interventional and holistic care (Brennan, 2018).  
Nurse specialists working in coronary care have also been shown to benefit 
STEMI patient pathways and ACS pathways alike  (Tierney et al., 2013). 
Indeed, many acute Trusts in the UK have an ACS nurse specialist role in 
place, although how this works in practice varies from in reaching into the ED 
to running nurse led follow up clinics (Cross, How and Goodacre, 2007). 
What is clear is nurse specialists have been working in this field for many 
years, successfully assessing and interpreting essential investigations such 
as blood results and ECGs (Cross, How and Goodacre, 2007; Tierney et al., 
2013; Brennan, 2018). Although clinical nurse specialists are considered 
differently to ACPs (NHS-England, Health-Education-England and NHS-
Improvement, 2017) comparisons to autonomy can be made. Considering 
this it is not surprising that the quality of care provided to patients evidenced 
in this study has been found to be no worse than both doctor groups. 
 
 
Professionalisation of the workforce can be considered here. A core aspect 
of emergency nursing and paramedic practice is the clinical assessment and 
management of the cardiac presentation, which often include ECG 
recognition and initial medical management. The recent development in pre-
registration nursing to introduce full systems assessment into pre-registration 
training as appose to post-registration development further supports this 
concept of professionalisation of the workforce (Duncan and Johnstone, 
2018). Institutional theorist’s would support that this demonstrates how 
developing organisational policy influence service developments, considering 
regulative aspects (Scott, 2008). This further enables advancement of 
professionalisation of a given profession (Moran and Nairn, 2018). 
 
 
5.2.4.3 Treatment 
 
The HEART score is one which has been evidenced to support emergency 
clinicians to risk assess a given patients cardiac sounding chest pain. It also 
provides guidance for the treatment and referral process advocated for these 
patients (Six, Backus and Kelder, 2008). It is relatively new in its introduction, 
having only been developed in 2008 and introduced in the study sites in the 
study year. Backus et. al. (2013) study evidenced it as a supportive tool for 
emergency clinicians in understanding assessment and treatment decisions, 
as such it is a beneficial tool for quality of patient care. An argument could be 
that a scoring system alone does not influence treatment and a combination 
of experience, skill and clinical judgement is needed to instigate the 
treatment criteria (Lockwood, 2011). However, this large observational study 
that looked at the HEART, TIMI (Thrombosis in Myocardial Infarction) and 

GRACE (Global Registry of Acute Coronary Events) scores, identified the 
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HEART score to be the optimum tool to enable quick reliable outcome 
predictions, and as such was the recommended tool for this clinical area 
(Backus et al., 2013).  
 
 
Unlike the outcomes for sepsis, fractured NOF and paracetamol overdose, 
none of the groups met the minimum delta point for HEART score completion 
(Sections 4.2.1, 4.2.2 and 4.2.3). The sensitising interviews outcomes 
considered this to be due to the tool only recently being introduced into 
practice during the study period. In addition, as cardiac chest pain was a 
routine presentation, some ACPs stated they did consider aspects but 
acknowledged that they had not documented in practice. The consultant 
group also supported this, stating they felt that the key aspects are 
considered but are unlikely to be formally documented on the proforma. If we 
consider institutional theory here, it would suggest that the use of such a 
score has not been embedded into practice and become the “norm” (Scott, 
2008). 
 
 
The limited documentation of HEART scores in each group of the study 
resulted in very small sample groups for the individual score parameters 
(Section 4.2.4.1). This prevented the assessment of quality for the treatment 
criteria for each HEART score parameter, which will be explored in the 
limitation Section 5.6. However, the compliance with administration of aspirin 
and clopidogrel showed the ACP group to be no worse than the foundation 
or middle-grade doctor group. This is supported by the current body of 
evidence which demonstrates that nurses expedite treatment for patients 
presenting with ACS (Tierney et al., 2013). A large prospective random 
control trial looked at coronary care nurses in reaching into the ED for ACS 
patient presentations and showed they expedited treatment and appropriate 
additions to coronary care (Kucia, Taylor and Horowitz, 2001). As such the 
outcomes from this study align with this existing body of evidence. 
 
 
As outlined earlier the term ACS is a holding terminology until a diagnosis of 
unstable angina or NSTEMI can be reached. As such, these patients need 
onward care beyond that of the ED, exemplified by referral to the on-call 
medical team. For referral to the medical on-call teams, ACPs were no worse 
than the doctor groups (Section 4.2.4.5). The Trust HEART score proforma 
indicates for low risk patients that they may be admitted to the clinical 
decision unit (CDU). This unit forms part of the ED and is managed by the 
ED clinicians. Hence, a section of patients in this study may have met these 
criteria, making a fully compliant outcome not possible, although this is 
thought to be a small proportion of patients. The ACP group had a 91% rate 
of referral to on-call teams, which is essential for the on-going care beyond 
that of emergency medicine that these patients need (Kucia, Taylor and 
Horowitz, 2001). This is considered safe practice, although further research 
to explore the CDU criteria patients may be beneficial. 
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5.2.4.4 ACS: Summary 
 
ACPs have been evidenced to provide no worse quality of care than doctors 
for ACS emergency presentations. This is reassuring for both patients and 
healthcare managers, given the high mortality and morbidity risk these 
patients present (British Heart Foundation, 2018). It is difficult to imagine, 
even ten years ago, a patient presenting with cardiac chest pain to be seen 
by a non-medical professional instead of a doctor. When we consider the 
enablement of this change, it is clear this has been done in segmental steps. 
Non-medical professionals have taken on gradually more autonomy and 
scope of practice. Reviews of this for small defined areas have been 
amended, much like the ACS nurse specialists (Kucia, Taylor and Horowitz, 
2001), which have been shown to be able to influence patient care safely 
and promptly. This in turn has enabled a stepping stone approach to expand 
into emergency undifferentiated diagnosed chest pain patients. As such this 
study supports the advancement of clinical practice and could influence other 
specialisms where the ACP role has not been realised to consider this 
workforce.  
 
 
Professionalisation of the workforce is highly evident here. Non-medical 
professions managing major ED patients would have been unheard of up 
until recently. It is believed the work in other specialities, such as the 
cardiology nurse specialists (Tierney et al., 2013), have enabled other areas 
to see how such a change could work, supporting the imitation concept of 
institutional theory, where professionals look at peers for sharing practice 
and approaches (Marquis and Tilcskil, 2016). This learning from others could 
be part of the coercive approach that is recommended in institutional theory 
to support change (Lawrence, Suddaby and Leca, 2009). Institutional theory 
would suggest practice from other areas such as this support the progression 
towards the stage of “give it a go” as a defined step to habitualization (Reay 
et al., 2013). New roles often threaten the power and status of elite 
professionals, with associated concerns around risk (Battilana, 2011). The 
first step to enable a new role has often been to allow defined delegated 
skills to be completed by others, which has often been associated with low 
“risk association” to prevent change and maintain medical professionalism 
(Currie et al., 2012). If we consider this, the work of clinical nurse specialists 
in defined areas such as cardiology, have provided the proof of no increased 
risk, which has directly enabled advances in Advanced Clinical Practice and 
enabled further professionalisation of non-medical roles, such as the ED 
ACP (NHS-England, Health-Education-England and NHS-Improvement, 
2017). 
 
 
Change theory also plays a part. Nurses, for many years, have been taking 
on advanced roles in cardiology practice, and evidence provision of a quality 
service (Kucia, Taylor and Horowitz, 2001; Backus et al., 2013; Tierney et 
al., 2013). Although many clinical areas have had ACS clinical nurse 
specialists not all have seen the patients direct from the ED. It would be 
permissible to ask why, but the theory of change states that for a change to 
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occur it needs to be proven, accepted and become the norm, as supported 
by institutional theory (Scott, 2008). Institutional theorists would also 
acknowledge that the professionals within the system who traditionally 
provided this care, in this case doctors, may see the emergence of a new 
ACP role as a potential threat, and posing conflicting professional values, 
status loss and social identity conflict; all of which are driven by hierarchy 
and power (Currie et al 2012, Kyratsis et al 2017). The emergency of new 
role identity is generally one which takes time (Goodwick and Reay, 2010), 
due to the varied enables and barriers that are within the complex healthcare 
environment (Chreim, Williams and Hinings, 2007). The external drivers for 
the introduction of the ACP role in the ED have been almost imposed, due to 
increased demand on services and relative reduction in doctors in 
emergency care, as such mixed views by members of the health care team 
still exists. As the sensitizing interviews support, the essence of what 
patients require is safe quality of care, and ACPs, nurses and medical 
colleagues alike all agree that generally as long as the patient receive this, it 
does not matter what professional group they happen to belong to. The 
patient questionnaire outcomes (Section 4.5) also seem to support this 
theory, which will be explored latter. 
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5.2.5 Pain 
 
5.2.5.1 Introduction 
 
Assessment and management of pain overall has shown the ACPs to be no 
worse than either foundation or middle-grade doctors. The ACP group 
achieved the highest compliance with three of the five subthemes, (Section 
4.2.5). Pain accounted for twenty one percent of the overall case note 
review. Pain is often accompanied with emergency attendance to the ED. 
Pandharipande and McGrane (2018) systematic review of pain control in the 
critically ill determined that many patients experience pain from their 
underlying illness or injury. It is also a RCEM quality standard, which aims to 
establish pain recognition and alleviation as a priority in emergency care, 
with an aim to provide analgesia within twenty minutes for moderate and 
severe pain (RCEM, 2014a). Furthermore, it is reflected in the standards for 
initial emergency patient assessment (Manchester Triage Group, 2013). It is 
clear from this that effective assessment and management of pain for 
emergency patients is a key area of emergency practice. 
 
 
5.2.5.2 Assessment 
 
Pain assessment and re-assessment is a key component of nursing practice, 
which is evidenced by many pre-registration curriculum programmes which 
have this as a core component. Pain management also features highly in 
post-registration training, such as the foundation of emergency care 
programmes and emergency nursing university modules (Davies, 2018). 
Pain assessment also forms a fundamental aspect of paramedic practice 
(Joint Royal Colleges Ambulance Liaison Committee, 2017). While pain 
management is also part of medical training, it would be fair to say the 
continuous assessment is a fundamental aspect of nursing and paramedic 
practice. Considering this it is surprising that the ACP group are worse than 
the foundation doctor group at pain assessment, although not worse than the 
middle-grade doctor group; with an even spread sample size for this 
subtheme. An explanation is that it was done but not documented, which was 
the thought process from the both the ACP and doctor groups from the 
sensitising interview. Brown et. al. (2003) would also support this explanation 
as their study found that often pain assessment or re-assessment was done 
but not documented. Equally it is thought that pain is often under-recognised, 
under-treated and delays in treatment occur (Todd et al., 2002; Brown et al., 
2003), which is reflected in the outcomes within this study. 
 
 
The fractured NOF pain assessment documented criteria had a much higher 
compliance and did show the ACPs as no worse than the national findings 
(Section 4.2.2).  A possible explanation for this variance in finding between 
the two parts of the study is that there is a better compliance with 
documenting pain for the more severely unwell patients, which forms the 
focus of the fractured NOF case review. However, when a cross 
representation of Manchester triage categories is explored as was the case 
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here, the compliance is less. The evidence is clear that poor pain 
assessment directly correlates with poor pain control (Anderson et al., 2000), 
as such this suggestion of the link between level of pain perception by the 
clinician and effective pain management may need further research. A 
review of the evidence supports this theory, as it acknowledged the 
influences of a range of factors including sub-conscious bias, ethical and 
cultural influences, and expectations (Motov and Khan, 2008). 
 
 
The re-assessment of pain, although low in compliance the study shows the 
ACPs as providing no worse care than both foundation or middle-grade 
doctor groups. Both subthemes had a small ACP sample compared to the 
other two groups, so caution is needed as one positive would have had 
greater influence on the percentage of compliance. Other evidence also 
exists which suggests pain re-assessment is generally poorly documented 
(Todd et al., 2002; Brown et al., 2003). This is further supported by the views 
of the sensitising interviews, whereby pain is considered to be assessed but 
poorly documented.  
 
 
It could be argued the perception generally by the healthcare team is that 
documentation of pain has a low priority. Although the sensitising interviews 
and current body of evidence support in practice that this is likely to have 
occurred but not documented (Todd et al., 2002; Brown et al., 2003). 
Institutional theory would support that to have a policy alone does not 
routinely equate to compliance, as the individual teams and individual 
practices themselves influence this, which is often influenced by the 
perceived priority applied to the given task (Reay et al., 2013). 
 
 
5.2.5.3 Treatment 
 
Appropriate analgesia provision for patients in this study has shown that 
ACPs provide worse care than both foundation and middle-grade doctors. In 
addition, for the ACP group this was just outside the defined non-inferiority 
margin for this subtheme. It is noted the sample size between each group 
was comparable (Section 4.2.5.6). The administration of appropriate 
analgesia for patients is a key component of their overall emergency 
treatment, as such this is an important aspect of quality of care provision 
(RCEM, 2014a). Analgesia for moderate and severe pain as a subtheme 
showed the ACP group as being no worse than both foundation and middle-
grade doctors. This outcome also links with the outcome of the fractured 
NOF case review, which also found this although based on a small sample 
(Section 4.2.2.8). When considered together with the outcomes from the pain 
case note review, it could be suggested that perhaps a greater emphasis is 
put towards managing moderate and severe pain Section 5.2.3, however 
additional research into this area is needed. 
 
The time to prescribe and administer analgesia showed the ACPs took 
longer than both the foundation and junior doctor groups. Caution is needed 
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with this subtheme as data completeness for this aspect was limited to a 
small sample. The fact that some of the ACPs are restricted to using PGDs, 
which as explained earlier requires the professional to both draw up and 
administer the relevant medication, may account for some of this delay 
considering they may be carrying out the initial patient assessment at the 
same time. This concept is also supported by the ACPs in the sensitising 
interviews, where it was acknowledged that during the study time a number 
were utilising PGDs. In contrast the doctors will generally prescribe, and then 
simultaneously continue with the patient assessment whilst the nurse draws 
up the prescribed analgesia, creating time efficiency. Further research into a 
cohort of ACPs who all can prescribe would help to expand this aspect of 
understanding. 
 
 
These low compliance levels for pain management while they could be 
defined as sub-optimal, are reflective of what other studies have evidenced 
(Todd et al., 2002; Motov and Khan, 2008). This remains worrying 
considering pain often accompanies many emergency presentations and can 
have a direct impact on patient satisfaction (Stahmer et al., 1998; Glowacki, 
2015; Eti Aslan et al., 2018). This is completely understandable; after all no 
one likes to be in pain. As we can see from these studies, this trend does not 
appear to be changing either, as further supported by the outcomes of this 
study. The sensitising interviews provided some context to this in relation to 
poor reassessment, and poor documentation, but did not provide as much 
explanation for the treatment of pain. One aspect was multiple mediums of 
documenting this aspect, being the observation chart, the triage notes, the 
clinical paper notes, or the electronic patient record. Many arguments could 
be applied to assist with this: unconscious-bias, such as the influence of the 
clinicians prior experiences of pain both themselves and from their patients; 
fear of prescribing opiates; training and experience of pain management as 
well as ED culture (Motov and Khan, 2008). Institutional theory could support 
this analysis in several ways, from an organisational level. It could be in 
relation to organisational material resources not being in place (Macfarlane 
et al., 2013), such as the ability to prescribe due to local and national factors. 
Personal experiences and practices directly relate to the concept of 
individual meaning-making of the task in hand, which is individual to each 
practitioner, which in itself can contribute to the variation seen here (Zilber, 
2002). 
 
 
Institutional theory acknowledges that the sociology of individuals within an 
organisation also affects the collective view of the team, which in turn is 
affected by norms despite policy (Berger and Luckmann, 1967).  Bryson 
(2016) study evidenced that emergency nurses themselves showed an 
element of resentment to taking an instruction from an ACP who previously 
would have been in a comparable role to them. While minimal, the 
sensitising interviews did note a degree of this. The patient’s named nurse 
being reluctant to take instructions from the ACPs could add a delay to the 
administration of analgesia and may be one explanation for the poorer 
timings for pain management. Institutional theory defines this as being the 
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power dynamics within teams, and in this case within the same professional 
Croft, Currie and Locket (2015) would support this in relation to 
institutionalised practice by recognising that  identity threats exist towards 
status and social identity loss; all of which need identity work to enact a 
professional logic shift, including within  the nursing workforce group albeit in 
differing roles (Lawrence, Suddaby and Leca, 2009). In practice this can 
create tensions within teams (Seo and Creed, 2002) and more importantly 
could result in delayed treatment and affect quality of care. 
 
 
5.2.5.4 Pain: Summary 
 
The case note review for pain assessment and management has had mixed 
results, however overall the ACPs have been shown to be no worse at pain 
management than both foundation and middle-grade doctors. The 
subthemes that have been mentioned where this is not the case have either 
been due to limitations of sample size, restricted parameters of practice or 
well evidenced poor compliance to documentation of treatment for pain 
generally across all professions. The study supports the notion that the 
interpretation of pain is subjective, furthermore ACPs and doctors alike seem 
to manage severe pain presentations more effectively. For practice all 
clinicians need to endeavour to practice in an unbiased approach.  
 
 
Pain management is an important aspect of care for many emergency 
patients, which has also been evidenced to have a direct impact on both 
physical health (Glowacki, 2015) and general satisfaction with care received 
(Glowacki, 2015; Glauser, 2016; Eti Aslan et al., 2018).  A systematic review 
of the literature for post-operative pain management showed a direct link 
between effective pain management and patient satisfaction (Eti Aslan et al., 
2018). Other studies both acknowledge the complexities of balancing 
analgesia need with side effects, as well as a relatively recent section of 
society that have become frequent attenders to EDs seeking opioids for 
addiction, which is a global challenge (Glowacki, 2015; Glauser, 2016). This 
further supports Motov and Khan’s (2008) work that acknowledged the 
influence of personal beliefs on the treatment decisions for pain 
management.  
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5.2.6 Summary Objective 1 
 

The five clinical presentations within this part of the case note review account 
for 75% of the 615 case note reviews (Section 4.6). Some subthemes have 
evidenced the ACP group to be worse than the traditional medical model: 
such as administration of antibiotics within an hour, intravenous fluids within 
an hour, blood cultures within an hour, pain score and analgesia for fractured 
NOF. However, overall the ACPs have shown to be no worse than the 
foundation or middle-grade doctor groups achieving 86% compliance against 
the non-inferiority margin (Section 4.6). Considering the foundation doctors 
achieved 74% and middle-grade doctors achieved 58%, the study shows the 
ACPs provided the highest quality of care in relation to the reviewed quality 
indicators. This means that clinicians, managers, commissioners and 
importantly patients can feel reassured that the quality of emergency clinical 
care is to a high standard. As such this study will further support ACP 
development in other areas of practice such as acute and high-risk patient 
management areas.  
 
 
The study outcome is not surprising given the current body of evidence in 
relation to the quality of care provided by non-medical professionals in a 
range of other settings. Non-medical professionals have been shown to 
provide high quality of care when undertaking autonomous practice for a 
wide range of emergency minor injury and illness patients (Thompson and 
Meskell, 2012; Williamson et al., 2012; Bryson, 2016). While the current body 
of evidence is weighted towards nurses, other non-medical professionals are 
also branching into advanced practice roles (NHS-England, Health-
Education-England and NHS-Improvement, 2017). Evidence also exists for 
long term condition management. A systematic review of eighteen random 
control trials into the impact of nurses substituting primary care doctors 
showed, for on-going complaints, urgent presentations and chronic condition 
management that nurses generally provide equal or possibly better quality of 
care than primary care doctors, with an impression that better health 
outcome may be achieved (Laurant et al., 2018).  
 
 
It is reassuring that patients presenting with major conditions receive no 
worse quality of care. Some may question how this is possible, given the 
ACPs have not undergone formal medical training. Institutional theory would 
support the concept that professionalisation of the workforce plays a key part 
here. Nursing and paramedic practice are now a degree entry profession 
requiring a high level of theory to accompany the practical elements of care. 
A great deal of both initial training and continuous development is focussed 
on clinical decision making, and evidence based practice, making these 
previous subservient professions of “do as the doctors instructs” ensure they 
know the evidence and theory behind the practice (NMC, 2018). 
Consequently, these non-medical professional roles developed into a 
recognised “profession”, meaning individual accountability for their own 
actions. It could be said that with this came a developed recognition of the 
“professional” by the wider health care team, which has enabled non-medical 
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professionals to gradually undertake previously solely medical roles. As such 
professionalisation of the workforce has enabled this development of non-
medical roles (Freidson, 2001; Watson, 2012).  
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5.3 Objective 2: Quality - Documentation 
 
5.3.1 Introduction 
 
Documentation standards for ACP clinicians is no worse than foundation or 
middle-grade doctors (Section 4.3). The documentation part accounts for 
twenty-five percent of the overall case note review. Documentation is 
important in practice and is recognised by governing bodies to be an 
essential clinical skill (General Medical Council, 2013; NMC, 2015). 
Documentation enables accurate record keeping, which can have a positive 
impact on the communication of care, providing detailed records to evidence 
the progress or deterioration of a patient. As such it is a key component to 
advanced clinical practice (NHS-England, Health-Education-England and 
NHS-Improvement, 2017). This section will explore the fundamental 
principles and content of documentation for this study, making correlations to 
the current body of knowledge and considering the meaning of these 
outcomes. 
 
 
5.3.2 Documentation Fundamentals  
 
The documentation of fundamentals such as date, time, name, designation 
and signature compliance by the ACP group is evidenced to be no worse 
than the foundation or middle-grade doctor groups. However, against the 
non-inferiority margin, no groups met the required level for documentation of 
the date. It is difficult to provide an explanation for this, as the time aspect 
was achieved, and in practice these two parameters normally go together. 
The overall date and time compliance in the Trust audit showed a higher 
level of compliance for these aspects (NHS Trust, 2018). Other clinical areas 
within the Trust moved to electronic records prior to the ED, which could 
account for this variation. In the sample period of this study a mixture of both 
ED paper and electronic records were included, also building in variability in 
the approach to documentation in this study. This may provide some 
explanation to the lower compliance to the Trust wide results for these 
parameters. Further research into this area is needed. 
 
 
5.3.3 Documentation Content 
 
The review of documentation content shows the ACP group to be no worse 
than both medical groups. The content is the aspect that provides the detail 
of the patient history, examination and the plan of care, which is generally 
essential in the effective continuation of patient care. There are limitations to 
this part of the study as it is acknowledged that the analysis of this may be 
subjective, however two members of the team conducted this analysis to 
minimise bias during data collection. It is also noted that a proportion of the 
notes were electronic, and a proportion were hand written. However, the sub 
themes of being clear and subjective are applicable for patient care 
irrespective of mode of documentation.  
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Nursing and paramedic practice have a significant focus on medical-legal 
aspects of care, with documentation standards forming a key component of 
both initial and on-going training (College of Paramedics, 2013; NMC, 2018). 
Professionalisation of the workforce is a key theory in action here. If we look 
at the evolution of non-medical roles such as these, we have seen a 
continued and sustained development and enhancement of the roles, which 
have over the years become a recognised profession (Freidson, 2001). In 
recent years a greater use of expert witnesses has occurred with non-
medical professionals further supporting this notion of professionalisation of 
the workforce (Phillips and Stark, 2013). 
 
 
5.3.4 Documentation: Summary 
 
This study provides reassurance that ACP documentation is at an acceptable 
standard. Nurse practitioners who provide autonomous practice for minor 
injury and illness patients have been shown to provide adequate clinical 
documentation for their patients (Neary, 2014). In addition, the ACS 
subtheme for history and risk factor documentation (Section 4.2.4), further 
supports this. Documentation is often the medium that defines the 
performance of nursing practice (Jefferies, Johnson and Griffiths, 2010). 
Documentation supports the whole process, aiding communication within the 
multi-professional context, whilst acknowledging the medium of 
documentation, paper versus electronic, can have a direct impact on 
efficiencies of this as is surmised here (Papathanasiou, Kotrotsiou and 
Bletsa, 2007). It is clear therefore that documentation is a key component of 
professional practice. If we consider the current body of evidence, the 
outcomes from this study link with what others have found in relation to 
nursing effectively applying documentation practices (Vafaei et al., 2018).  
 
 
The sensitising interviews provided additional content as the ACP group had 
a fear of missing something, with a great awareness of their own scope of 
practice and accountability as per the NMC, HCPC as an independent 
practitioner. Institutional work would identify this as a key component of a 
new workforce to authenticate, reframe and culturally reposition one’s self, to 
establish health system transformation, which role development is a key part 
of (Kyratsis et al 2017). The doctor group also acknowledged that the ACPs 
appear to take longer over writing their notes. The ACP comments seem to 
support this with a desire to ensure they capture the whole patient care 
episode. Other comments from those interviews stated prompt initial decision 
making. However, the concept of time per patient needs further exploration 
as an adverse impact on time per patient while providing good quality for that 
patient may have an adverse impact on the whole patient population. The 
theory of novice to expert (Benner, 1982) needs consideration here as it is a 
recognised stage between competency and proficiency, the latter whereby 
the practitioner can almost work with minimal thinking, and high proficiency. 
This theory also links with institutional theory in relation to the concept of 
habitualization when the given practice is engrained and reaches the norm 
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(Berger and Luckmann, 1967; Reay et al., 2013). It is acknowledged 
however further research into time and motion is needed. 
 
 
The theory of workload impact on quality may also need consideration. The 
ACP in practice, similarly to the foundation doctor group, have their small 
handful of patients they manage at a given time. However, the middle-grade 
doctors are often seeing their patients, while also managing a given area and 
providing expert advice and clinical planning guidance to the junior 
workforce, i.e. the foundation doctors, ACPs and ENPs. It is logical as the 
leader that they apply multi-tasking to both “do” and “lead” which can have 
an impact on quality. As such the individual prioritises and may in this case 
for example leave the dating, timing and documenting designation and focus 
on documenting the clinical plan, which would be supported by the evidence 
from this study, however more research into this area is needed.  
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5.4 Objective 3: Patient Acceptability 
 
5.4.1 Introduction 
 
Acceptability is an individualised view or feeling, and as such is a 
multifaceted concept influenced by an equally diverse range of factors. The 
outcome of this study indicates a high satisfaction level from patients seen by 
ACPs. This is reflected by a high level of acceptance of being seen by an 
ACP for major presentations, and a range of positive qualitative comments, 
with only infrastructure related negative comments (Section 4.4). Patient 
experience and their views are key concepts for health services to review to 
ensure they are meeting the needs of the local population. As such patient 
surveys, questionnaires, patient forums and representations at key board or 
policy development processes, has been one that has greatly evolved in 
recent years (House of Commons Health Committee, 2007). Indeed many 
aspects of quality analysis looks at patient engagement and views as a key 
quality indicator (NHS, 2018). As such this outcome is highly important for 
reviewing services, to influence any future needs. The results in relation to 
satisfaction, acceptability and qualitative comments will now be explored.  
 
 
5.4.2 Satisfaction 
 
Patient satisfaction levels in this study were measured in relation to: effect of 
treatment, explanation, examination, patient involvement, respect, time, and 
care. All were evidenced with a high level of satisfaction and an overall level 
of “very satisfied” (Section 4.4.2). These findings are in line with other 
studies, in both emergency and acute care settings (Thrasher and Purc-
Stephenson, 2008; Thompson and Meskell, 2012; Williamson et al., 2012). 
These studies in relation to nurse practitioners or ENPs have all found 
patients to have a degree of satisfaction and acceptance of a non-medical 
practitioner leading either part or whole care episodes. Equally studies 
outside emergency care, such as in outpatient clinics where clinical nurse 
specialists review and plan on-going care, have also demonstrated patient 
satisfaction with non-medical practitioners (Bramhall, 2002; Tierney et al., 
2013; Sau-Man Conny and Wan-Yim, 2016; Brennan, 2018). Laurant et al, 
(2018) systematic review of eighteen random-control trials that explored 
nurses as substitute doctors in primary care suggested that nurses probably 
achieve higher levels of patient satisfaction compared to primary care 
doctors, thus supporting this view; however the study also noted that their 
consultations may take longer, which is something that all groups noted in 
the sensitising interview. Further research into consultation time is needed.  
 
 
5.4.3 Acceptability to be seen by ACP 
 
Although satisfaction exists, the NHS Constitution (NHS, 2015) expects 
patients to have a choice. As such patients may still have a preference not to 
be seen by a non-medical practitioner for their major emergency 
presentation. This study shows that patients presenting with their major 
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presentation would be willing to be seen by an ACP should they need to 
attend emergency care again, with all patients stating they would see an 
ACP again (Section 4.4.3). This is further supported by both the satisfaction 
findings as outlined above and the sensitising interview, whereby the ACPs, 
nurses and doctor groups all stated they have either never had or never 
been involved in a patient refusing to be seen by the ACP. These outcomes 
link with other studies as outlined earlier (Bramhall, 2002; Tierney et al., 
2013; Sau-Man Conny and Wan-Yim, 2016; Brennan, 2018; Laurant et al., 
2018). In addition, a large retrospective cohort study showed positive 
outcomes from emergency nurses, directly linking existence of satisfaction to 
patients feeling cared for (Newcomb et al., 2017). It is logical that if patients 
receive good care, and patients feel satisfied with their treatment, then they 
will generally be willing to be seen by the given clinician again.  
 
 
5.4.4 Qualitative Data Feedback 
 
The findings of patient satisfaction and acceptability are further supported by 
the qualitative data from the study, where patients expressed positive views 
regarding: care, professionalism, good advice, politeness, detailed 
explanation and communication, adequate time with the clinician, 
thoroughness, knowledgeable, and good clinical skills including examination 
and treatment skills (Section 4.4.4). This body of knowledge is supported by 
existing research into patient satisfaction with non-medical professionals 
(Bramhall, 2002; Tierney et al., 2013; Sau-Man Conny and Wan-Yim, 2016; 
Brennan, 2018; Laurant et al., 2018). However, it is noted no prior qualitative 
patient feedback in relation to non-medical practitioners seeing emergency 
major patient presentations is currently known as available for comparability.  
 
 
Qualitative studies into this area evidence that healthcare professionals have 
seen the benefits of having non-medical advanced practitioners within a 
team (Bryson, 2016). Williamson et al. (2012) ethnographic study into the 
use of ACPs in acute care evidences the benefits to patients, defining the 
ANP as the lynchpin to care, having a direct enhancement on patient and 
clinical team communication. This study acknowledged that the ANP role 
substitute junior doctor tasks but outlined that it brought much more with the 
utilisation of the experience and nursing skills into the role. These outcomes 
within this study align with these concepts, as many comments state the 
benefits of being seen by the ACP, suggesting the care was enhanced with 
the communication element for example, with some comments such as “it felt 
as if the ACP was above a junior doctor”, which further support the concept 
of patient acceptability of the ACP. 
 
 
The study did evidence potential confusion of the role with two comments 
describing the ACP as a “doctor”. Patients have a right to openness and as 
such should know who they are being treated by (NHS, 2015). However, 
given the new nature of ACP roles, and the wide range of clinical roles both 
in nursing and medicine, it is not surprising that confusion may exist. This 
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supports the concept that patients don’t generally understand what an ACP 
is, and the dominance of an institutionalised understanding of the traditional 
role of a doctor and a nurse remain in the public psyche.  Bryson (2016) 
would support this as, suggesting that the ACP is not a doctor, is not a 
traditional nursing role, but is a role in its own right, indicating that 
communication with health teams and patients’ needs to be made clear. The 
study goes on to suggest that the ACP role should have its own identified 
uniform to aid recognition, which other studies either directly support or 
suggest (Norris and Melby, 2006; Bryson, 2016). This aspect was also a 
theme from the sensitising interviews, where ACPs, doctors and nurses, 
noted the challenges for patients and health care teams considering the 
ACPs on the study site wear a navy nurse specialist uniform. It was stated 
that as the emergency setting has a range of nurse specialists as well as 
ENPs, often the ACPs get mistaken for an ENP or nurse specialist. 
Interestingly considering the ACPs on the study site wear a nursing tunic, 
none of the patients referred to them as “nurse”. Given the prior body of 
knowledge, and the feedback from patients and healthcare professionals 
perhaps organisationally and nationally further work is needed on ACP 
identity.  
 
 
The study also produced four negative comments (3% of those who 
commented), (Section 4.4.4) however these were all related to infrastructure 
organisational issues, namely waiting time, waiting time communication 
mechanism and available stretchers in ED. While valued comments they are 
not directly related to the ACP as a profession and would be equally 
applicable to the medical and nursing team on the given day. However, these 
aspects can influence overall experience, and influence overall satisfaction 
(Muftin and Thompson, 2013; El-Den, O’Reilly and Chen, 2015; Newcomb et 
al., 2017). Peoples individual beliefs are shaped by their own attitudes, 
perceptions and prior experience, which may also influence their views 
(Sekhon, Cartwright  and Francis, 2017). Sensitising interviews with all 
groups have also supported this theory, with all the team feeling that these 
four comments related to the whole team and cannot be attributed to only the 
ACP group. 
 
 
5.4.5 Acceptability: Summary 
 
The study shows patients presenting with a major presentation are accepting 
of being seen by an ACP in emergency care. This is of great importance to 
patients, but equally to clinicians, managers and other key stakeholders. The 
results from this study will support other EDs and other specialisms when 
considering introducing an ACP workforce. However, the study has 
highlighted the need for greater public role awareness. Some Trusts have 
given the ACP workforce their own identity which may support this either at a 
local or national level.  
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These results of acceptability are aligned to existing bodies of evidence 
(Bramhall, 2002; Williamson et al., 2012; Tierney et al., 2013; Bryson, 2016; 
Sau-Man Conny and Wan-Yim, 2016; Brennan, 2018; Laurant et al., 2018). 
The theoretical framework of acceptability of health which defines the 
operational, emotions and experiential factors that influence an individual’s 
perception of acceptability in healthcare, has seven pillars of influence 
(Sekhon, Cartwright  and Francis, 2017). If we consider these pillars as 
outlined in section 2.5.3, a number have emerged from the study. Affective 
attitude, ethicality, opportunity, effectiveness and self-efficacy have been 
evidenced within these positive themes from the questionnaire. Although, the 
“intervention coherence” pillar that defines the extent of understanding of the 
ACP role is one which is evidenced to need further work around role identity. 
Additionally, the “burden” pillar for the perceived amount of effort that is 
required; from the interviews this study suggests that initial input is higher for 
developing ED ACPs.  
 
 
Acceptability is often something that changes over time. Institutional theory 
acknowledges the significant part policy and legislation play on developing 
change (Kraft and Furlong, 2007), which is highly evident in healthcare 
where change is often driven by policy. However, we must also consider 
what affects these aspects in the first place. Indeed, society itself influences 
the given political agenda. Scott’s (2008) institutional pillars - regulative, 
cognitive-cultural and normative - all have a part to play in this regard. As 
healthcare practices change, society’s views also develop, which in turn over 
time influence the policy makers direction at government level in an iterative 
manner. 
 
 
Acceptability is also influenced by the perception of expertise, which is 
developed through training and experience (Sekhon, Cartwright  and Francis, 
2017). The education and expertise of non-medical professionals has for a 
considerable amount of time been one that has evolved through academia, 
evidence-based practice and both nursing and paramedic practice being a 
profession in its own right (College of Paramedics, 2013; NMC, 2018). It may 
be permissible to ask: why are these roles only fully developing now? Theory 
would support the notion that professionalisation of roles takes time 
(Freidson, 2001; Watson, 2012). Institutional theory supports the notion that 
these significant organisational changes potentially could be perceived as 
redistributing power from the medical profession (Currie et al., 2012). 
Institutional theory  would state that a number of steps need to be taken: a 
process of theorising, trying a concept little by little, prior to enabling 
collective meaning-making, are all required for habitulization to occur, as in 
this case for the emergency ACP role (Reay et al., 2013). It is also noted that 
small micro-developments pave the way for future larger role developments 
(Reay, Golden-Biddle and Germann, 2006). The sensitising interviews 
suggest this has occurred here, as many noted the development of 
acceptability by the clinical team over the time ACPs have been in place. 
Furthermore, it was also considered that ENPs had paved the way for the 
emergence of the ACP role.  
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In the 1960s and 1970s it was clear in both British and American modern 
health systems that medical power was an ingrained aspect of the driver of 
care (Gabe, Calnan and Bury, 1991). Some sociology experts would even go 
as far as saying medicine was the single imperialistic controlling mechanism 
of the whole system, by medicalizing society and subordinating other 
healthcare roles (Zola 1972; Freidson, 1984). Society and healthcare have 
come a long way since then, with a much greater emphasis on the health 
care team working “with” the patient to deliver holistic patient centred care. It 
is difficult to consider that patients would be accepting to attend ED with their 
major presentation and be accepting of not being seen by a doctor in 
previous decades. As such one could argue it is only now that the health 
system looks at ability and quality of care as opposed to which badge a 
professional delivering a given aspect of care is working under. The right 
care by the right person for the given patient need is now the focus. As such 
it is argued that society itself has moved to a place that enables acceptability 
to exist, based on quality of care delivered by a professional, with the 
registered professional group they are a member of being less relevant. This 
is further supporting by the beliefs of the healthcare professionals from the 
sensitising interviews. A number stated it was their view that if patient receive 
good care and treatment, then “who” sees them is less relevant. Institutional 
theorists would support that to achieve institutionalisation of a new 
profession actions are needed (Nigam and Dokko, 2019) and indeed much 
focus around identity to enable this transition within the health systems 
workforce (Goodwick and Reay, 2010). Institutional theory could consider 
this as the new workforce as culturally reposition one’s self, to establish 
health system transformation (Kyratsis et al 2017). Further research into this 
aspect of acceptability and patient views would enhance this knowledge in 
this area. 
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5.5 Sensitising Interviews 
 

Sensitising interviews have provided a context to the study findings, which 
has both supported the findings and provided a contextual view on the ACP 
role. Many of the outcomes from these have been discussed above. 
Therefore, in this section the concepts that have emerged will be analysed in 
relation to quality, acceptability and organisational factors (Section 4.5).   
 
 
5.5.1 Quality 
 
Qualitative data from interviews have provided further insight into ACPs in 
practice directly relating to the first and second objectives of this study in 
relation to quality. All who felt they could comment, fifteen of the sixteen 
interviewed, outlined that they felt the ACP workforce provide quality of care 
to their patients, with a feeling of anticipation that the ACP outcomes would 
be to a high-quality standard. They were not surprised regarding the results 
that showed that the ACPs were no worse than the doctors. Some felt the 
care provided seemed to “exceed that of the doctors”. It was however 
acknowledged that the middle-grade doctors often provide the expert 
guidance and support for complex cases. Several advanced clinical skill 
concepts emerged in relation to detailed and holistic patient assessment, 
noting how their prior clinical experience directly influenced this.  
 
 
Communication was another quality area which the evidence illustrated how 
ACPs provide detailed explanation to patients in their own language, and 
effective communication to the nurse in charge or service manager, which 
was also felt to be reflective of their prior experience. In relation to 
documentation, a significant number of interviewees outlined how the ACPs 
completed detailed clinical notes; some even implied that this may streamline 
as the role becomes even more embedded. Additional research into this may 
be helpful in the future. It is suggested this may be due to the concept of risk 
avoidance which the ACP group also acknowledged as they did not want to 
miss anything. Clinical care was considered to be a high standard and 
additional benefits such as providing nursing expertise and education, which 
also contribute to the wider quality of knowledge and skills the service has 
were identified, which in turn ultimately benefits patients. These concepts 
could all contribute towards quality, whether that be towards the quality of 
individual patient care or the quality of the workings of the department. 
 
 
5.5.2 Acceptability 
 
The interviews also provided a context towards the third objective of the 
study in relation to patient acceptability. Interviewees seemed to anticipate 
the patient satisfaction outcomes of the patient questionnaire. All of those 
who worked with ACPs in practice, which constituted fifteen of the sixteen 
interviewed all outlined that they have not heard or been involved in a patient 
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refusing to be seen by an ACP. Furthermore, some managers and nurses 
said they would be happy to be seen by one of the ACPs if they themselves 
or their family needed emergency treatment. Healthcare professionals often 
have a distinct view of which clinician may be the most efficient, as such 
these statements in themselves support this concept of acceptability.  
 
 
The study supports the notion that the public will agree to be seen by an 
ACP within the emergency care team. Developments in a range of roles such 
as ENPs and specialist nurses for example, which are now well established 
have supported these developments of new non-medical roles, such as the 
emergency ACP (Reay, Golden-Biddle and Germann, 2006). The theme 
from the interviews indicates that as long as patients receive the correct care 
in a professional manner, “who” provides that care if less relevant as it may 
have been years ago. Institutional theory would support this as step by step 
development often being the process to legitimise a role (Reay, Golden-
Biddle and Germann, 2006). More recent work provides the suggestion of 
needing theorizing to occur prior to action, to then reach “giving it a go” prior 
to reaching habitualization (Reay et al., 2013). The importance of storytelling 
and using these other examples across clinical areas is acknowledged to 
support this process of theorising (Macfarlane et al., 2013). 
Professionalisation of the workforce is another theory that supports this 
acceptance by society, as the professionalisation of these once non-
professional roles, further enables fellow clinicians and the public to accept 
(Freidson, 2001; Watson, 2012). Despite the professionalisation of the 
nursing and paramedic workforce, change takes time, especially in the health 
service which was a medical hierarchical organisation (Greer, 2016). As such 
the comments in the interviews which suggested some generally older senior 
doctors having mixed views on the role, are understandable; although this 
could be a barrier to the development of the role.  
 
 
5.5.3 Organisational Factors 
 
Several organisational concepts emerged from the interviews. What is 
evident is the ACP workforce brings a number of additional added-value 
contributions to emergency care. The ACPs are considered as a valued 
resource. They are approachable, with the nursing workforce feeling on 
occasions more comfortable to ask them for advice than the medical 
workforce. The ACPs also provide nursing or paramedic expertise and 
education to the workforce. Education provision is also noted towards the 
junior medical workforce. The ACPs are a nursing or paramedic senior 
expert and as such provide support to the senior nursing team, building in 
more resilience in time of pressure. The nurse manager noted the ability to 
use the ACP to clear triaging ambulances when queuing in the corridor, or 
moving patients to the ward, when this was the main pressure on the 
department in winter months; although noted it was not normal to utilise them 
in this way. The ACP role is also perceived by managers, and medical 
groups to be a recruitment tool, as they have directly influenced covering 
long term medical vacancies, resulting in better rota fill rates and in turn 
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providing cost avoidance from agency spending. The nurses, managers and 
doctors all noted the benefits of permanency of this workforce, outlining how 
they know how things are done, and this is anticipated to further enhance as 
the workforce becomes more established over time.  Although these are 
organisational themes it is evident how these aspects directly impact on 
overall quality within the ED. 
 
 
Several organisational concepts emerged from the interviews. What is 
evident is the ACP workforce brings several additional added-value 
contributions. The ACPs are considered as a valued resource, particularly in 
relation to education, patient care and process management. They are 
approachable, with the nursing workforce feeling on occasions more 
comfortable to ask them for advice than the medical workforce. One nurse 
stated “the ACPs give greater feedback and explanation of the plan, more so 
than the doctors, which in turn helps with our learning”. A consultant stated: 
“the ACPs lead education and will support both junior nurses and doctors”. 
Institutional theorists would argue this is micro level influences where 
realisation of the benefits occurs which all support the embedding of new 
roles (Currie, Finn and Martin 2015). There would have been a time when 
only senior medical clinicians would be training medical workforce, if we 
consider institutional theory and the professionalisation of the workforce what 
is evident here is how society has developed, which Freidson (1984, 2001) 
and Abbott (1988) work would support as clear change in power with the 
professionalisation of role. 
 
 
The ACPs are nursing or paramedic senior experts and as such provide 
support to the senior nursing team, building in more resilience in time of 
pressure. The nurse manager noted the ability to use the ACP to undertake 
ambulance triage when queuing in the corridor, or moving patients to the 
ward, when this was the main pressure on the department in winter months; 
although noted it was not normal to utilise them in this way. One nurse 
manager stated: “they will often do some of the nursing tasks if really busy 
and have helped with ward transfers when this is the greater need”. 
Institutional theory would acknowledge this as a cultural change of role (Scott 
2008), however it also clearly evidences the wider added value benefits. It 
could be thought that these managers are evidencing reaching a stage of 
“meaning-making” (Raey et al, 2013), which institutional theorist would note 
is an important stage of enabling and accepting change.  
 
 
The ACP role is also perceived by managers and medical groups to be a 
recruitment tool, as they have directly influenced covering long term medical 
vacancies, resulting in better rota fill rates and in turn providing cost 
avoidance from agency spending. The nurses, managers and doctors all 
noted the benefits of permanency of this workforce, outlining how they know 
how things are done, and this is anticipated to further enhance as the 
workforce becomes more established over time.  One doctor stated “the 
ACPs are willing to develop, a positive group and a stable permanent 
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workforce, which brings its advantages, it is nice to be developing the 
workforce that remains, you see the benefits” A nurse manager stated, “they 
really know the system”. Institutional theorist would support this aspect that 
meaning-making is evident, and the benefits for the medical workforce in 
development the ACP team has clear benefits, again supporting the 
argument that habitualization is occurring (Reay et al., 2013). Furthermore, 
others would support this as the new workforce culturally reposition one’s 
self, to establish transformation (Kyratsis et al 2017). 
 
 
The added-value areas of education, patient care and process management 
are evident within this study. One ACP interviewed noted “we are more 
accepted by the consultant group on one site than another”. This further 
supports the sociology of the workforce aspect of change within institutional 
theory, as the individual professionals and their views directly influence 
change, which is further enhanced when in a position of power. Lawrence, 
Suddaby and Leca (2009) would support this as influence of people and 
power dynamics within a given organisation can itself influence change, and 
how people and team dynamics influence practice.  
 
 
An organisational factor considered to be an area of challenge from those 
interviewed was the ACP identity. It is felt patients understandably do not 
fully comprehend the role; while patient information has been developed, it is 
considered additional work in this area is needed (NHS-England, Health-
Education-England and NHS-Improvement, 2017). ACP identity was 
considered as a challenge within the team, which was a theme each 
interviewee group raised. They wear the same uniform as specialist nurses, 
of which a great number work or visit the ED and as such it can be confusing 
for staff. In addition, the ACPs are on the medical rota, partake in medical 
handover and participate in medical weekly teaching. The ACPs themselves 
felt they were still very much a nurse or a paramedic but working more in the 
medical side of the service. As other research has suggested perhaps the 
ACP workforce needs its own identity to both benefit patients and the multi-
professional team (Bryson, 2016). The thought that the ACP in practice, does 
not fully fit being a nurse, is not a doctor but is an ACP; is a concept that 
seems to fit and support having their own identity. 
 
 
Timeliness also emerged as a theme. It is considered that ACPs generally 
take longer per patient than doctors, which was highlighted by several 
groups interviewed including some ACPs. However, additional comments 
were made in relation to ACPs timeliness including detailed holistic patient 
assessment, quick decision making, quick to know when to escalate, detailed 
explanation of treatment to patients, robust documentation, support towards 
junior staff development in practice and the completion of some aspects of 
nursing tasks to benefit timely treatment for patients. It was not felt that the 
ACP patients were more likely to exceed the four hours in ED target. Further 
research into time efficiency is needed. Although these added-value aspects 
that are clearly being provided by ACPs to emergency patients need 
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consideration in any future studies in this area, these added-value 
contributions directly impact on quality and acceptability. 
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5.6  Study Limitations 
 
Study limitations, acknowledgements and assumptions will be defined in this 
section. Several limitations exist in this study, namely the access to and 
interpretation of current data, data collection and analysis. Extrinsic factors 
affecting the study will be made in relation to: no ACPs being credentialed, 
the fact that only five clinical and one professional standard areas were 
utilised to represent quality; question development; the potential bias timing 
of issuing the patient questionnaire, and the fact that the study is 
participatory research with the author working on the study site. Assumptions 
have been made in relation to: the professionals involved in the interviews 
being “knowledgeable”, the timing of the ethical process, and that the ACP or 
the doctor being reviewed in the case note review would not have provided 
all the care to the given patient. All these aspects will be explored further in 
this section. 
 
 
5.6.1 Limitations 
 
A challenge exists when reviewing the current body of evidence in relation to 
non-medical advanced clinical practice roles irrespective of specialist area. 
This is due to the vast range of terms used for such roles and an equally 
diverse range of scope of practice that accompany these given jobs. This is 
supported by a recent study that evidenced in excess of six hundred role 
titles with equally diverse scopes of practice, with nearly three hundred being 
non registered healthcare professionals (Leary et al., 2017).  In practice 
when reviewing the current literature, making alignments with advanced 
clinical practice as per the national definition (NHS-England, Health-
Education-England and NHS-Improvement, 2017) required a degree of 
interpretivism, so could have had a degree of subjectivism. The impact of this 
is considered to be minimal, as each study was explored in depth. However, 
it is considered important to acknowledge as the literature review directly 
influenced the research design. Clearly defined job titles are beneficial for 
patients and healthcare teams, but as outlined here also supports 
researchers when exploring the current evidence base. 
 
 
The data collection and analysis phases of the actual study itself had several 
limitations. Data coding, and method of collection had limiting factors. The 
method of utilising a cross referencing method from blood results, minimised 
diagnosis coding issues and in many ways minimised bias. It presented 
limitations to the paracetamol overdose data, as the blood levels are often 
done for other overdoses. On reflection this clinical presentation may have 
been better to explore overdoses management in general or exploration of 
an alternative approach to this data collection, and is a limitation related to 
the study methodology which is acknowledged.  
 
 
In relation to the case note review, data availability and completeness was a 
limitation. Data storage on site A was scanned patients’ records, while site B 
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stored these in paper form in an off-site archive. Both approaches posed 
challenges, some documents had not been scanned, and many of the 
sample within site B were just not available despite extensive requests and 
senior manager involvement. This resulted in the case note review having a 
representation from site A of 70%, and site B 30%. Although important to 
acknowledge, it is considered to have had a minimal impact as both sites are 
within the same Trust, with similar patient demographics, with the same Trust 
clinical policies and processes for these clinical cases. Data completeness of 
both paper and scanned documents was a limitation, which did make some 
subtheme samples very small, particularly for: oxygen therapy in sepsis, 
paracetamol overdose, and pain management in fractured NOF as well as 
the pain case note review. Data completeness also had the limitation where 
patient stickers had been stuck over clinical notes or times, and some 
scanned notes had a corner folded covering data for example. These 
occurrences where data was obstructed in these ways were in a minority of 
cases, so considered to have a minimal impact overall.  
 
 
The patient questionnaires had clear participant information that was 
provided both verbally and in written format which outlined no patient or 
person identifiable data would be collected (Appendix 3.5, 3.6). Despite this 
a few patients documented the ACPs name in the free text comments box. 
The impact of this was negligible, as the study methodology took this into 
account and names were anonymised when transcribed into the 
questionnaire database. The positive comments alone were then fed back to 
the named ACP. Considering all the comments were positive was a nice 
aspect for the named ACP. No patient identifiable data, date or timings were 
provided. One patient comment noted how nice the ACP was asking if they 
were married, in this incident when transcribed a discussion was had with the 
named ACP to confirm there was no safety or safeguarding concern, which 
was confirmed.  
 
 
Data analysis had its limitations in relation to the study design. The process 
of defining the non-inferiority margin was a challenge but was extremely 
helpful for the data analysis. A systematic review of the evidence reviewing 
non-inferiority studies suggest many studies do not define how or why a 
given margin is reached (Rehal et al., 2016). While the defined acceptance 
margins provide an area of tolerance, it is considered the approach adopted 
in this study has been transparent and informed wherever possible by 
existing bodies of knowledge. Rehal et al. (2016) would support this as a 
robust way to approach non-inferiority studies. As such Section 3.4.2 clearly 
defined the development of the non-inferiority margin, and many of these 
have utilised comparable national quality standards to define these margins. 
In addition, the definition of these margins was discussed with subject 
experts, to ensure minimisation of any bias. It is considered this approach 
has mitigated this limitation as much as reasonably possible. In fact, both the 
RCEM and Trust data that has been utilised as prior level of practice include 
all levels of doctors; as these include consultants within the sample, perhaps 
it could be argued increasing the benchmark standard. This would support 
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the study outcomes further as the non-inferiority margins have not been 
undervalued. 
 
5.6.2 Extrinsic Factors  
 
The RCEM credentialing process was available in April 2018 and prior to this 
was in pilot phase since 2016. In this time only nine ACPs have been 
credentialed in the UK (Crouch and Brown, 2018). It is acknowledged no 
ACPs on the study site have been through this process, although all adhere 
to the curriculum and scope of practice as per the Emergency ACP RCEM 
criteria (RCEM, 2015). In addition all ACPs on the study site meet the Multi-
professional Framework for Advanced Clinical Practice in England 
requirements (NHS-England, Health-Education-England and NHS-
Improvement, 2017). Consequently, this is thought to have minimal impact 
and to be reflective of the current practice for the clear majority of practicing 
ACPs in emergency care in the current health service. It is acknowledged 
that further research into credentialed ACPs will be needed in the future. 
 
 
The study design looks quantitatively at five clinical presentations and one 
professional standard to assess quality, with the support of qualitative data to 
enhance its explanation. Although undertaking a wider remit of clinical 
presentations and professional standards was outside the scope of this study 
it is acknowledged that these are only six aspects of advanced practice that 
align to major emergency presentations, and further studies looking at a 
different cohorts of patient presentations may be beneficial. It is also 
acknowledged that a direct observational study design into quality of care 
provision by ACPs may provide benefits and minimise data incompleteness, 
as has been experiences with this retrospective case note review, although 
this is often seen as a challenge in these study designs (Gray, 2013). The 
study design acknowledged this and chose six varied clinical and 
professional presentations to adopt in the study, furthermore it was designed 
that many of these would have the benefit of triangulation to national results 
to aid further analysis, which is considered as a positive aspect of the study 
design. 
 
 
Acknowledgement is also made in relation to the question development and 
design. Non-inferiority studies are generally utilised in medicine trials, to 
ensure a new drug is no worse than an existing one (Rehal et al., 2016).  
Although this study has a non-inferiority aspect within the retrospective case 
note review for quality, it also has an acceptability questionnaire, 
consequently this is in fact a mixed method study. The original design and 
title were developed to ensure a respectful approach to both ACP and the 
medical profession, so was labelled as a non-inferiority study. On reflection 
this should have been changed earlier in the process prior to the ethical 
applications utilising the term mixed-methods study as opposed to non-
inferiority study.   
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The timing of the questionnaire is also acknowledged as a potential limitation 
as a lot of debate exists about the optimum time to gain patients views. Too 
early and answers may be skewed towards a given positive aspect, if it is 
perceived this will enable the patient to go home for example (Gray, 2013). 
Too late and the risk is memory diminishes (Gray, 2013). The decision to 
issue the patient questionnaire immediately after emergency treatment was 
one of study feasibility, negating the complexities of participant recruitment 
as well as aligning with current patient experience practices. The latter 
example is the current issue of the Friends and Family questionnaire (NHS, 
2018), which is issued to patients in the same way, so provided a similar 
approach. This was a priority area of consideration in the research design 
phase, it was decided to provide an envelope to the patients to aid an 
unbiased confidential approach.  It is acknowledged that greater 
understanding into this area could be gained by utilising other qualitative 
data such as patient forums or patient interviews, however this was outside 
the feasibility of this study.  
 
 
Participatory research such as this has many advantages as the author has 
preunderstanding of the organisation dynamics (Brannick and Coghlan, 
2007) and can interpret data with the practice setting in mind (Reason and 
Bradbury, 2008). It is also acknowledged that this approach can result in a 
greater openness in staff interviews, as there is often a greater freedom of 
speech (Reason and Bradbury, 2008). Some argue a greater richness of 
data can emerge due to this heightened understanding and minimal 
individuals and organisational defences occur, which can occur with external 
researchers (Quattrone, 2006). However, biases can exist with this approach 
although the author has gone to great lengths to minimise this by utilising 
independent advice at various stages, such as design and data analysis. It is 
believed that undertaking sensitising interviews itself helps support this, as 
the feedback from these have directly supported the analysis of the data, 
which has been from a range of ACPs, doctors, nurses and managers. 
Furthermore, subject matter experts were consulted during the design and 
analysis phases to support minimising bias. 
 
 
The emic insider perspective needs consideration, as it brings both benefits 
and risks. As outlined in chapter 3, the author is an ACP in the study site. 
Participatory research such as this has many advantages as the author has 
preunderstanding of the organisation dynamics (Brannick and Coghlan, 
2007) and can interpret data with the practice setting in mind (Reason and 
Bradbury, 2008). It is also acknowledged that this approach can result in a 
greater openness in staff interviews, as there is often a greater freedom of 
speech (Reason and Bradbury, 2008). Some argue a greater richness of 
data can emerge due to this heightened understanding and minimal 
individuals and organisational defences occur, which can occur with external 
researchers (Quattrone, 2006). However, biases can exist with this approach 
such as favouring or indeed being too hard on their own professional group 
(Merriam, 2009). It is considered that the challenges of reflexivity in research 
has been acknowledged from the study design and analysis phase, it is 
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difficult to state all unconscious bias has or indeed can be eradicated. 
However, it is considered the author has gone to great lengths to minimise 
this within the study design. Utilising independent advice at various stages, 
such as design and data analysis, as proactively be sourced. It is believed 
that undertaking sensitising interviews directly contributed to data analysis 
thus minimising this factor, which has been from a range of ACPs, doctors, 
nurses and managers. Finlay (2002) would support these aspects as a good 
approach as self- awareness of one’s own influence along with the utilisation 
of mutual collaboration are considered key approaches to minimise the 
challenges of reflexivity in research practice. 
 
 
5.6.3 Assumptions 
 
The sensitising interviews within this study have assumed those participating 
are “knowledgeable”. Many such research designs do this in practice, but it is 
important to acknowledge this. All but one who participated worked within the 
environment either as an ACP or were healthcare professionals working with 
ACPs. The selection of those who participated was very much based on 
availability, with a convenience sampling approach, but the research design 
ensured a cross representation of ACPs, doctors, nurses and managers. 
Although most worked with ACPs, the level of knowledge and understanding 
of their training and scope may differ, but it is considered all would have a 
view on how the ACPs work in terms of quality and patient acceptability. 
While some studies exist regarding healthcare professional views (Griffin and 
Melby, 2006; Norris and Melby, 2006; Williamson et al., 2012; Dalton, 2013; 
O'Keeffe, Corry and Moser, 2015; Cowley, 2016; Hayes et al., 2017), it is 
clear from Chapter 2 and Section 4.5 that further research into this area of 
the emergency ACP may be beneficial in the future. 
 
 
In the research process, an assumption was made that the ethical process 
would take the minimal time, which was not the case in practice. While this 
did not have an impact on achieving the study time line, it is a key area of 
learning. For example, it was not thought that the study would need to be 
presented in person at a REC meeting, as such this resulted in a slight delay 
to starting data collection. This time was utilised on other aspects, so as not 
to impact the overall study plan, but it was an assumption that was made that 
could have had a greater impact. 
 
A large assumption in the study design was that the ACP or doctor seeing 
the patient delivers the whole care episode. In practice this is not the case. 
Many of the parameters could have been delivered by the patient’s nurse, 
ACP or doctor if several clinicians were involved in a patient care. This is 
more than feasible given the study focussed on major patient presentations 
and a number would have been resuscitation area patients meaning all 
patients would have had a named nurse as well as the ACP or doctor as a 
minimum. This assumption is a limitation mainly in relation to the 
retrospective case note review subthemes, although it is also acknowledged 
that other members of the team could have influenced overall satisfaction. 
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Undertaking an observational study would minimise this, as the ACP could 
be looked at individually, taking out the actions of others involved in the 
patients care. However, the retrospective case-note reviews which were 
largely reflective of the national RCEM audits would have also faced these 
assumptions, so alignment to these national findings and approaches can be 
made. Considering many of the non-inferiority margins were defined utilising 
these national results, it is considered this limitation has been minimised as 
much as feasibly possible. 
 
 
5.7 Summary 
 

The study has shown that ACPs provide major emergency patients no worse 
quality of care compared to junior doctors, and that patient acceptability 
exists for the role. Documentation practice and many clinical presentations 
have shown the ACPs to have the highest quality standard compliance level. 
Given that no prior emergency or acute care study of advanced clinical 
practice has been conducted with this approach the research design 
contributes methodologically to future studies for this workforce. 
Conceptually utilising the lens of institutional theory, the study shows the 
emergence of a new professional role within healthcare teams. Although 
NHS policy is supporting the development of this workforce (NHS, 2019), this 
study provides empirical evidence to support future workforce planning at 
both a local and national level.  
 
 
The patient questionnaire and interview outcomes support the added value 
provided by ACPs. While the driver for introducing emergency ACPs has 
been medical vacancies, it is clear the ACP is not a medical replacement. 
The role brings many benefits such as enhanced patient communication, 
nursing/ AHP expertise along with clinical management experience. An 
example provided within the interviews was that the ACPs supported a junior 
band-6 to be nurse-in-charge on a night shift when the band-7 sister was 
unwell, which is not a skill others in the team could have done. The current 
focus understandably is around clinical delivery, but healthcare leaders need 
to consider how they can capitalise on the other expertise of this workforce, 
such as service development projects on a given patient pathway. These 
professionals have had prior senior role experience, and generally have a 
range of clinical management expertise alongside their clinical expertise. 
This in turn will support the workforce resilience and retention strategy as an 
engaged workforce is generally a happy one, which are key aspects in the 
management of an organisational level advanced clinical practice strategy 
(McGee and Radford, 2009). 
 
 
Identity is another area that needs consideration. The emergency ACP 
curriculum does advocate a standard role title. However, this is not the case 
within the Multi-professional framework for advanced clinical practice (NHS-
England, Health-Education-England and NHS-Improvement, 2017).  ACP 
roles are rapidly developing in many clinical areas and considering the ED is 
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an area into which many other clinicians in-reach, it is logical to suggest 
standardising the role title at local Trust level, but ideally national level could 
be beneficial. This is supported by the patient questionnaire which evidences 
the notion that the public do not fully understand advanced clinical practice 
roles. Other strategies such as Trust adopting a standard uniform and 
communication strategy for this aspect of the workforce may further support 
this agenda. 
 
 
Workforce leads need to consider resilience and future needs of ACP teams. 
It is apparent that our workforce is aging and how individuals wish to have a 
work life balance is something that this generation is changing. Some argue 
that the NHS could face labour shortages within a decade due to the aging 
workforce (Weyman, Buckingham and Roy, 2016). Despite the change in 
retirement age, recent research suggests that a proportion of the NHS 
workforce are still taking early retirement, and then undertaking alternative 
work there after (Weyman, Buckingham and Roy, 2016). As such,  
ACP workforce plans need to consider career pathways, that will continue to 
deliver job satisfaction as the practitioner develops in clinical practice. Job 
satisfaction, team work and training have all been identified as factors in 
employee quality of working life, which in turn influences retention (Weyman 
et al., 2013). 
 
 
Workforce planning is essential for healthcare leaders as stated in the RCEM 
workforce vision and guidance for EDs, which clearly includes ACPs as well 
as other clinicians as part of the ED team (McGee and Radford, 2009; 
RCEM. et al., 2017). However, it is questionable how far this has been 
embedded in practice. The next steps from the Five Year Forward View 
document (NHS, 2017) states the need for more nurses to fill ANP roles and 
suggests the need to combine medical budgets to enable development of 
services which meet the needs of the patients. While this is logical it could be 
challenged that this should reference the full range of non-medical 
professionals. This also raised the aspect of identity, as is outlined in this 
study. Is an ANP the same as an ACP? It is considered given the multi-
professional framework (NHS-England, Health-Education-England and NHS-
Improvement, 2017), that we are going in a direction of various professions 
working together in the same role such as the emergency ACP role in ED. If 
the professional meets the national standards then they are undertaking the 
same role, so should they not have the same title? What is evident from the 
patient questionnaire and the sensitising interviews is the notion of “who” 
sees a patient is less important than the quality of care and treatment. This 
supports the suggestion that a standard title would aid both clinician and 
importantly patient understanding. 
 
 
The RCEM was the first college to develop an ACP curriculum and 
credentialing process for their specialism (Crouch and Brown, 2018), as such 
this focussed on nurses and paramedics only. Given the positive outcomes 
from this study, which also focuses on nurses and paramedics, and 
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considering the expanding direction of advanced clinical practice across 
other professions, such as pharmacy and physiotherapy, exploration of 
extending the scope of professionals may be needed in the future. 
Considering the direction to create a generic advanced clinical practice 
credentialing process across all specialities (NHS, 2019), further 
understanding will be needed in relation to how each credentialing process 
will complement or map to each other. Another area of workforce planning 
which is key is the creation of career paths for ACPs, both within and 
between speciality areas, which also needs to consider the support following 
initial qualification. This could bring many benefits, for example, if the ACP 
workforce was to work across emergency and community services this could 
aid minimising acute admissions, which would directly link with the NHS 
vision for greater emphasis on prevention and care in the community (NHS, 
2019).  
 
 
In the discussion the study outcomes have all been explored in relation to the 
study design, philosophical theory, meaning and contribution study provides 
for practice. In the next chapter, recommendations from the study will be 
defined.  
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Chapter 6  Recommendations 

 
Several recommendations have been mentioned in the discussion (chapter 
5), which have either been due to the limitations of the study, or directly from 
the study outcomes. These will now be explored in relation to 
recommendations for clinical practice and future study need.  
 
 
6.1 Clinical Practice 
 

The study has highlighted several areas of learning and recommendations 
for practice. The aspect that has been evident through several of the case 
note reviews, namely fractured NOF and overdose, is the recommendations 
for clinical pathway proformas to be integrated electronically. Gonzalez-
Ferrer et al. (2017) study would support the benefits of electronic proformas 
to aid communication and to streamline care. Proforma completion was a 
sub-theme of the sepsis case note review, and while no compliance concern 
was noted here, it acknowledged that the sepsis proforma was an integral 
part of the multi-professional emergency documentation booklet, which could 
be a significant factor aiding compliance. If a clinical area is predominantly 
using electronic patient records, which many clinical areas are now either 
doing or working towards, then it is logical to develop electronic proformas 
alongside this. The overdose case note review also suggested the potential 
benefits of a paracetamol overdose proforma, to also include the mental 
health assessment of risk components, to aid joined up thinking and working, 
to benefit patient care. Electronic patient records are currently a national 
focus as the new Secretary of State for Health and Social Care is an 
advocate of electronic records, complemented by the existence of a locally 
based scheme to share records; thus linking provider and commissioner 
benefits, acute and primary care and supporting the concept of system wide 
sustainability and transformation partnership (STP) working with the patient 
at the centre (DoHSC, 2018). 
 
 
A recommendation for clinical practice from the fractured NOF case note 
review is for areas to consider locating query fractured NOF patients in the 
resuscitation area or for those EDs who have an established Rapid 
Assessment and Treatment (RAT) area to ensure these patients go via these 
means (Emergency Care Intensive Support Team, 2012). Due to the higher 
initial patient to professional ratio in these areas, it is considered to enhanced 
assessment and achievement of key aspects such as early analgesia and 
radiological imaging. 
 
 
The ACS case note review highlighted poor compliance of HEART score 
(Six, Backus and Kelder, 2008) application and documentation. The 
sensitising interviews suggested clinicians may utilise this, but do not 
explicitly document its use. Emergency teams may need further education or 
the development of an integrated protocol, ideally electronic as outlined 
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above, to enhance this area in practice. New concepts or processes often 
need repeated education, which institutional theory would suggest is a 
necessary process to achieve embedding, to enable meaning-making, which 
in turn results in habitualization (Reay et al., 2013). 
 
 
Nursing and paramedic practice often utilise PGDs, which generally include 
analgesia for pain management. Given that pain is such a fundamental 
aspect of clinical presentations in many settings, it is clear how pre-
registration practice to include enablement of analgesia administration in the 
professionals’ own right could be a benefit to clinical practice. It is 
acknowledged that the new pre-registration nursing standards, which will be 
covering pharmacology aspects and prescribing ready components, with a 
reduction in recommended experience from three to one year post-
registration, is a step in the right direction (NMC, 2018). However, further 
advances are warranted. 
 
 
The outcomes from studies such as this and local audits, need to have 
robust feedback processes to enable wide team learning, as opposed to 
limited circulation to just the few involved in the audit or senior managers in 
governance meeting. This is acknowledged as a challenge in many areas, 
especially due to the continuous service need within emergency care. 
However, the evidence arising from this study in relation to poor pain 
documentation and management demonstrated the need for feedback 
across the whole clinical population. Pandharipande and McGrane (2018) 
would support this, as the recognition of pain is the first fundamental 
component toward reaching effective pain control for our patients. 
 
 
This study had a mixture of paper and electronic records evaluated for the 
documentation case note review. However, it has been acknowledged that 
data gaps extended across the retrospective case note review; much like 
pain management, documentation practice requires continuous review, to 
influence future practice. Electronic patient records have been introduced 
since the data sampling for this study, which should improve this compliance 
issue, although further analysis of data completeness with the new electronic 
system would be advisable.  
 
 
The identification of the ACP is an aspect organisations need to consider. 
This future recommendation is made from the outcomes from the patient 
questionnaire, the sensitising interviews, and the current body of evidence 
(Norris and Melby, 2006; Bryson, 2016). This study suggests this could 
benefit both patients, as is suggested in these other studies, but can also 
assist in role identity within the multi-professional team. This could also have 
a positive impact on satisfaction, which in turn can impact retention (Weyman 
et al., 2013). Consideration of applying a standard role title, uniform, and 
identification on name badges; could support a local and/or national 
communication strategy for patients. 
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6.2 Future studies 
 

Several perceived benefits are considered from having the ACPs as 
permanent members of staff as opposed to the junior doctor workforce which 
is generally transient. Additional research into this concept could be 
beneficial. Arguably this will correlate with the extent of ACP experience. As 
has been highlighted the ACPs within this study were not credentialed so 
perhaps exploring this concept as the workforce become more established 
nationally, perhaps in a multi-centre study would help to understand the 
impact.  
 
 
The ACP cohort on the study site had a mixture of nurses and paramedics, 
as such a section of the workforce during the study were utilising PGDs 
which did not include intravenous antibiotics. The study suggests that the 
need to use PGDs, which requires that person to also give said medication, 
may add a delay in treatment for some of these time critical aspects, such as 
discussed here for the sepsis outcomes. A further study to explore if this 
concept is in fact the case may be beneficial. It also supports the need for a 
time and motions study in relation to the productivity of the ACP workforce. 
 
 
The recommendations for clinical practice as outlined in Section 6.1 if 
instigated, would benefit from a review of their impact, for example the 
suggestion for clinical practice for the introduction of integrated electronic 
proformas. As such further research could deliver further understanding of 
what benefits this could bring. Another recommendation for the fractured 
NOF patient to have their initial assessment in the resuscitation or RAT area, 
where a higher nurse-patient ratio exists to enable this enhanced team 
approach should be considered, followed by a further review. 
 
 
The overdose case note review was not able to make firm conclusions from 
the utilisation of the overdose proforma, as these outcomes had a small 
influential sample size and did not correlate with other comparable aspects 
within this study. This was further supported within the sensitising interviews. 
As such further research into paracetamol overdose management and 
proforma use is needed.  
 
 
The pain case note review highlighted varied compliance with pain 
assessment and control, which was less compliant than the fractured NOF 
similar subthemes. This variable could be related to the proportion of ACPs 
utilising PGDs as outlined above or could be a subconscious bias that exists 
in relation to the full spectrum of pain levels. What is clear is the importance 
of this factor, as only if pain assessment is conducted adequately will the 
patient be likely to achieve adequate pain control (Anderson et al., 2000). 
Further research is needed in this area to make a firm conclusion. 
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The documentation case note review acknowledged that this study occurred 
during a time of mixed electronic and paper documentation. As such no 
definitive conclusions can be made regarding if all documentation on 
electronic patient records will improve documentation fundamental 
compliance, so additional research into this may be beneficial. Exploring the 
effectiveness of the documentation and the correct content for a given 
condition may also prove insightful. The other aspect that is evident from the 
sensitising interviews is the suggestion that the ACP takes longer writing 
their documentation. It was not within the parameters of this research, but a 
time and motion study of ACP productivity would be highly beneficial for this 
area of practice. It has been highlighted that the middle-grade doctor group 
also lead a given area, perhaps understanding these influences on the 
impact of documentation may also further support understanding.  
 
 
The analysis of the questionnaire results in Section 4.4 also highlighted the 
need for a time and motion or productivity study. The current body of 
evidence does support the outcomes from the sensitising interview, although 
the feeling was that ACPs may take slightly longer per patient that the junior 
doctors. Laurant et al, (2018) systematic review of eighteen random-control 
trials that explored nurses as substitute doctors in primary care suggested 
that nurses probably achieve higher levels of patient satisfaction compared 
to primary care doctors, but also noted that their consultations may take 
longer. Further research into consultation time is needed. The analysis of the 
questionnaire and sensitising interviews also highlighted that patients wanted 
quality of care above that of depicting which professional group sees them. 
Although this is highly suggestive from the study further research into this 
area would enhance the knowledge base.  
 
 
Conclusions from the study will be made in the next chapter, in line with the 
studies aims and objectives. 
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Chapter 7  Conclusion 
 
7.1 Study Overview:  
 

The study approach was that of a mixed method study using a post-
positivism philosophical paradigm. The study had a non-inferiority approach, 
although this model of study normally lends itself to drugs studies, its 
concept is one which enables establishment of whether a new practice is 
worse than the established normal (Rehal et al., 2016). In this case if the 
practice of ACPs is worse than that of junior doctors.  
 
 
The philosophical theory that has been used to underpin and aid analysis 
within the study has been institutional theory. Policy driven developments in 
NHS England, typically, involve the regulation of healthcare professionals 
and adjustment to their normative practices. However, the process of change 
itself, including new practice development and ensuing habitualization, is a 
complex journey. Embedding something into practice requires a number of 
essential steps to de-habitualize prior to embedding the new concept, 
through a process of micro-level theorizing, encouraging trying the new 
practice and facilitating meaning-making, before the new concept is 
habitualized (Reay et al., 2013). The aspect of educating, policing and 
constructing networks are also acknowledged as sets in the process (Currie, 
Finn and Martin, 2015). In addition to these process phases, it is 
acknowledged that people and society itself are at the health of an 
organisation, which is highly evident in the NHS. The notion of meaning-
making is both individual and collective, which occurs over time with on-
going interaction and shared experience, which is a fundamental aspect of 
achieving institutional change or development (Berger and Luckmann, 1967).  
The use of language and story-telling is a key aspect which can support this 
meaning-making aspect (Macfarlane et al., 2013). The theory as 
demonstrated in chapter five, has directly supported the analysis within this 
study. Healthcare and particularly emergency care, where parameters and 
requirements of practice are constantly changing and adapting to healthcare 
needs, is highly reflected in this theory. It is acknowledged that embedding 
change in a constantly adapting organisation can be a multifaceted challenge 
in practice (Reay et al., 2013).  
 
 
The study gained full ethical approval from a range of resources as outlined 
in chapter three. Formal approval prior to commencing the research was 
obtained from the HRA, the Trust and University ethics process. Ethical 
considerations were also considered from the conception of the study idea. 
For example, the non-inferiority approach, to ensure the focus is on the 
quality of care provided by ACPs as being no worse than the medical groups. 
While future studies could look at superiority models, it was considered 
appropriate to apply this model respectfully as it was likely to be the first 
empirical evidence for major emergency patients. In addition, for example, 
the approach for the questionnaire in relation to patients and minimising bias. 
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Several limitations have been explored in chapter five (Section 5.6), which 
must be considered when reaching the conclusions from this study. One of 
the main aspects of the study is the retrospective case note review, which 
brings many limitations in relation to data completeness.  Limitations have 
included: the access and interpretation of current data, data collection and 
analysis. The limitations that have been acknowledged are in relation to: no 
ACPs being credentialed, the fact that only five clinical and one professional 
standard area was utilised to represent quality; the potential sub optimal 
timing of issuing the patient questionnaire, and the fact that the study is 
participatory research with the author working on the study site. Limitations 
have also included several assumptions in relation to: the assumption that 
the professionals involved in the interviews are “knowledgeable”, the timing 
of the ethical process, and that the ACP or the doctor being reviewed in the 
case note review would not have provided all the care to the given patient.  
 
 
7.2 Objective 1: Clinical Quality 
 

The first objective of this study was to establish if the quality of care received 
by adult major emergency patients from ACPs is comparable to junior 
doctors, in relation to five patient presentations (Section 4.6). This aspect 
represented 75% of the total case note review. Although subthemes in all 
fractured NOF, overdose, and pain had aspects whereby the ACP group 
provided worse care than the defined non-inferiority level, the overall 
compliance for each of the five areas evidenced that the ACPs provide no 
worse care. When considering the overall compliance of the standards the 
ACPs achieved 86%, compared to 74% for both doctor groups; evidencing a 
higher quality standard. Section 4.6 evidences this to be the case when 
analysing all subthemes, showing the same outcomes when the small 
sample size subthemes were removed, should this have influenced the 
outcomes.  
 
 
Patients wish to receive good quality of care and this new evidence is 
reassuring to patients in several ways. Firstly, that the emergency care and 
management they receive will be no worse than if they had been seen by a 
medical practitioner. Secondly it is reassuring to the range of stakeholders 
that were considered at the very start of the scoping of this study (Appendix 
2.1), namely relatives, healthcare professionals, managers and 
commissioners. The latter was evidenced from the interview with a 
commissioner. Although this is a positive outcome for emergency ACPs, it is 
acknowledged that many other areas need further research to explore and 
consider as discussed in chapter 6. It is also acknowledged that although the 
results are supportive towards emergency ACPs, the care provision is often 
discussed with senior middle-grade and consultant level doctors, so this level 
of quality has a degree of attribution to their guidance for some aspects, 
although this cannot be quantified. Further research into this could help 
expand this understanding. 
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7.3 Objective 2: Professional Standard of Documentation 
 

The second objective of this study was to establish if the standard of 
documentation for adult major emergency patients by ACPs is equivalent to 
that of junior doctors (Section 4.3). This aspect represented 25% of the total 
case note review. The output from the study evidenced that the 
documentation completed by ACPs were equivalent and may suggest a 
higher quality, as this group achieved 90% of subthemes as opposed to 80% 
and 40% for foundation doctor and middle-grade doctor group respectively.  
 
 
Several aspects in relation to these outcomes for documentation have been 
explored in chapter five, including the concept of the conscious effort of the 
ACP group to ensure they conduct all aspects of assessment and treatment, 
due to the fear of missing something, which came from the sensitising 
interviews. If we consider the theory of novice to expert (Benner, 1982) this 
would support the concept of depicted stages between competency and 
proficiency, the latter whereby the practitioner can almost work with minimal 
thinking, and high proficiency. This links with institutional theory in relation to 
the concept of habitualization when the given practice is engrained and the 
norm (Berger and Luckmann, 1967; Scott, 2008; Reay et al., 2013). The 
other aspect the sensitising interviews highlighted was the concept of time, 
acknowledging that the ACP group generally take longer than the average 
medical colleague to write their notes, although were more prompt in initial 
decision making. This also poses the question of efficiency and number of 
patients seen, which would be recommended for further exploration. 
However this outcome for practice is reassuring for all stakeholders, 
especially considering documentation is an essential means to 
communication of care. 
 
 
7.4 Objective 3: Patient Acceptability 
 
The third objective of this study was to explore patient perceptions in relation 
to patient acceptability of the ACP role. Acceptability as a term has many 
interpretations, and components that link to an individual’s view (Sekhon, 
Cartwright  and Francis, 2017) as outlined in Section 2.5.3. Patient 
satisfaction levels in this study in relation to effect of treatment, explanation, 
examination, patient involvement, respect, time, and care have all be 
evidenced to have a high level of satisfaction and an overall level of “very 
satisfied” (Section 4.5). Furthermore, all patients who participated stated they 
would be happy to be seen by an ACP again should they present with a 
major presentation (Section 4.5.3). The qualitative aspects also support this 
as positive comments were noted regarding care, professionalism, good 
advice, politeness, detailed explanation and communication, adequate time 
with the clinician, thoroughness, knowledgeable, and good clinical skills 
including examination and treatment skills. This is further supported within 
the sensitising interviews, where the concept arose that the healthcare team 
were not surprised by this as it is believed patients want high quality care 
most importantly, with the question of which professional delivers the care 
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being less paramount. This is further supported by the outcomes from 
objective one and two, which show quality of care is provided by the ACP 
group. This is of great importance to patients as well as other stakeholders 
as such the study provides reassurance and support towards the ACP role.  
 
 
The theory of professionalisation of the workforce is evident here  (Freidson, 
2001; Watson, 2012). It is difficult to imagine ACPs being “allowed” a few 
decades ago, as the medical workforce is evidenced to be an elite 
professional group, who have had the professional dominance in practice 
(Currie et al., 2012). If we consider the advances in nursing practice, we 
acknowledge that nurses were empowered to expand clinical scope by the 
medical professional allowing them to take on skills. The impact of the 
medical workforce deficit (NHS England et al., 2014), has posed a need to 
further expand the scope of non-medical professional. This along with the 
evidence of effectivity of clinical nurse specialist roles, has directly supported 
these advancements (NHS-England, Health-Education-England and NHS-
Improvement, 2017). Institutional theory would recognise this as step by step 
trying and expanding of practice, and at each stage making meaning and 
influencing acceptability which enabled further de-habitualizing and re-
habitualization of new advancements in advanced practice (Berger and 
Luckmann, 1967; Scott, 2008; Reay et al., 2013). 
 
 
7.5 Sensitising Interview 
 

The sensitising interviews supported the analysis of the retrospective case 
note review and patient questionnaire outcomes. Several concepts emerged 
in relation to quality, advanced clinical skills, satisfaction and acceptability, 
organisational factors and efficiency. The retrospective case note review in 
this study has evidenced that ACPs provide no worse care than both 
foundation and middle-grade doctors. The sensitising interviews have 
reinforced this outcome with several supporting concepts including effective 
communication, holistic assessment, skilled, prior experience, detailed 
documentation, quality clinical care, provision of education and support to 
nursing and junior medical team. 
 
 
Patient acceptability was further supported from the interviews as no 
evidence of patient refusal for being seen by an ACP was noted. Additional 
concepts contributed to the acceptability aspect. Nurses noted other benefits 
of ACPs seeing their patient as the ACPs provide detailed explanation and 
often support nursing tasks. Medical acceptability also existed, although 
there was resistance from some areas of the more senior medical faculty. In 
addition, knowledge of the role from external specialist was varied.  
 
 
Organisational factors were also identified in relation to the ACP being an 
additional resource, covering service need related to medical vacancies. This 
in turn provides cost avoidance for locum agency spending, the provision of 
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additional nursing expertise, and benefits to recruitment. ACPs clearly 
provide added value to the service. ACP identity is an area that needs 
consideration for both patients and fellow healthcare professionals. Lastly 
timeliness was a concept that raised the need for further research. Although 
it was considered the ACPs take slightly longer per patient, it was also 
considered that the ACP conducted a more holistic assessment, made a 
quick initial decision, detailed documentation, provided effective explanation 
and communication. These aspects in themselves all take time and 
contribute to quality and further support this added value theory of the ACP.  
 
 
7.6 The Question 
 
The research question of: Do adult major emergency patients receive equal 
quality of care by ACPs compared to junior doctors, and what is the patient 
acceptability of the role? A mixed method study; has been explored utilising 
the two purposes of the study (Section 1.4). These two study purposes will 
be explored in relation to the contribution of knowledge this study gives to the 
field of advanced clinical practice. 
 
 
The first purpose focused on clinical quality. This study provides empirical 
evidence that ACPs provide no worse quality of care than both foundation 
and middle-grade doctors for a range of major emergency presentations and 
the professional standards of documentation (General Medical Council, 
2013; NMC, 2015). This new body of evidence should reassure a range of 
stakeholders: ACPs, fellow nursing and medical colleagues, healthcare 
managers, commissioners and most importantly patients and their relatives. 
The RCEM was the first medical college that formulated a curriculum and 
established a credentialing process for Emergency ACPs (Crouch and 
Brown, 2018). Considering this study had no credentialed emergency ACPs, 
it is fair to predict that the quality once credentialed will be as good as or 
better than these outcomes given the greater experience and assessments 
in practice. The knowledge from this study provides feedback to curriculum 
authors of the quality level the RCEM emergency ACP curriculum is 
providing for our ACPs but more importantly for our patients. This is further 
enhanced as the study has utilised many RCEM audit criteria and 
triangulation with national results. 
 
 
The second purpose focussed on patient acceptability. The empirical 
evidence provided by this study shows patients are satisfied with several 
defined areas: effect of treatment, explanation, examination, patient 
involvement, respect, time, and care. In addition, the study evidences an 
overall level of “very satisfied” and a high proportion of acceptability of being 
seen by an ACP for their major presentation (Section 4.4). The qualitative 
data, which had a high return rate with two thirds of patients adding written 
comments, commented positively regarding: care, professionalism, good 
advice, politeness, detailed explanation and communication, adequate time 
with the clinician, thoroughness, knowledgeable, and good clinical skills 
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including examination and treatment skills (Section 4.4.4). Other studies 
have evidenced acceptability in other clinical areas of practice including 
emergency ENP practice (Thrasher and Purc-Stephenson, 2008; Williamson 
et al., 2012). However, no evidence exists in relation to non-medical 
professionals autonomously managing undifferentiated major emergency 
patients. This study therefore provides empirical evidence of patient 
satisfaction for patients being seen by an emergency ACP. While this is of 
benefit for the field of emergency care, it also provides reassurance for other 
specialisms should they be considering non-medical professionals taking on 
more clinically complex aspects of patient care. Patient satisfaction is a key 
performance indicator, so these outcomes also provide reassurance to 
healthcare teams, clinical managers and most importantly patient 
representative groups; that fellow patients are accepting of being seen by an 
emergency ACP.  
 
 
The study shows that adult major emergency patient receives equal quality 

of care by ACPs compared to junior doctors, with several aspects showing a 

higher level of quality. The study also provides empirical evidence that 

patient acceptability of the role exists. It is clear from this study that 

advanced clinical practice has seen great developments in recent years. This 

is anticipated to continue to develop as advanced clinical practices become 

further embedded and established in workforce teams. It is evident that 

future studies will be needed to further develop understanding and evidence 

within the advanced clinical practice field of healthcare.  
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Appendix 2.1: Stakeholder Needs Analysis 

 
Research Question Ideas – In relation to Stakeholders  10 Dec 15 
 
Stakeholders: 

- Patients 
- Relatives 
- Advanced Clinical Practitioners (ACPs) 
- Nurses 
- Doctors 
- Tax payer 
- CCG 
- Board & managers (clinical governance) 
- Partner organisations (Ambulance Service / Intermediate care team etc) 

 

Stakeholder What problem would they want to know? Research Q/ Methodology Links 

Patient Equally “good quality” care to traditional medical 
model: in relation to: 

- Professionalism 
- Competency 
- Knowledge & skill 
- Correct Diagnosis 
- Safe treatment & management 
- Communication (documentation) 
- Complaints??? 
- Respect from other team members??? 

Focus in on as national model exists – 
clinical case audit: 

- Pain management 
- Sepsis 
- #NOF 

Review of complaints involving ACPs 
 
Documentation audit 
 
Patient/relative questionnaire or 
interview(qualitative) 

Relatives 
and in part to 
Healthcare 
professionals 
(HCPs) 
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Thoughts: What needs to be put in place 
to “trust” the ACP in this role? 
How deal with the concerns that may 
arise? 
Look at literature on “risk” “benefits” of 
advanced roles. 

Relatives As above and: 
- Risk adverse – does this differ to patients (e.g. 

relative of child or elderly patient). Acceptance 
of risk for others. 

Relatives above in reaction to: 
Last point above only… 

Link with 
Patient 

ACPs - Training and support appropriate for their 
development 

- Clinical confidence to diagnose / treat etc. 
- Respected as senior member of team – 

integrated role 
- Responsibility, litigation, boundaries & then what 

is in place to address this social process / trust 
element. 

Patient/relative questionnaire or 
interview(qualitative) 
 

Link with 
other HCPs 

Nurses - Integration new role to ED – seamless? 
- Career progressions – not such an issue as 

current research exists 
- Will ACPs do traditional nursing role? 
- Senior team: team work 

questionnaire or interview(qualitative) 
 

ACPs / 
Doctors 

Doctors - Knowledge and skill of ACPs 
- Correct diagnosis  
- Treatment & management safe 
- Communication / documentation 
- Team work 

questionnaire or interview(qualitative) 
 

Link to 
patient / ACP 
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- Professional rivalry   

Tax Payer Cost effectiveness 
- Salary cost 
- Productivity 
- Effectiveness & safe care 
- Opportunity that may arise with the use of any 

cost savings 

Audit – case review - comparison  Link CCG  

CCG As above 
- Consideration of any short versus long term 

savings 

Audit – case review - comparison  Link tax 
payer 

Board & 
Managers 

Cost effectiveness - as per tax payer/ CCG 
Quality – as per Patients / doctors 
And: 

- Complaints  
- Managerial control – ACPs versus doctors  
- Permanent members of staff and the team 

A little of each above. Tax payer 
CCG 
HCPs 

 

All of the above is not possible so: what am I interested in: 

- Patients 

- Relatives 

- ACPs 

- Nurses 

- Doctors 

 

Considering this: 

- Do ACPs have the necessary skills and knowledge to manage major emergency patient presentations? 
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o This is answered in part as the trainee ACP curriculum is the same as the ACCS emergency medicine curriculum to 

specialise in emergency care. 

- While all the above are relevant points, the CCG, taxpayer, board areas of what they would want to ask are important, the 

fundamental question of ACP quality and effectiveness is considered to be fundamental so:  

o How do ACPs compare to traditional medical model for the clinical management of major emergency patient 

presentations? 
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Appendix 2.2: Literature Search Strategy 

 
 
Area of interest: Advanced clinical practitioners in Emergency Care 
 
 
The development of the search strategy from this area of interest to a 
focused area with this clinical area was formed using the PICO model 
(Stone, 2002; Huang, Lin and Demner-Fushmann, 2006)  
 
PICO: 
 

Population: Adult Emergency Department or Acute care 
setting 

 
Intervention: Independent autonomous practice by non-

medical health care professionals  
 

Context /comparison:  
Advanced Clinical Practice / Advanced Clinical 
Practitioner / Advanced Nurse Practitioner / Nurse 
Practitioner / Emergency Nurse Practitioner 

 
 Outcome:  Effective patient and staff outcomes  
 
 
Inclusions & Exclusion Criteria: 
 
Inclusion: 

- 2005 + publication year 
- Autonomous practice 
- Adult emergency setting 
- Adult acute setting 
- Primary research from a peer reviewed journal 

 
Exclusion: 
Opposite of the above and: 

- Paediatric setting 
- Community / primary care clinical setting 

 
In February 2018 PubMed, Web of Science and Embase databases were 
searched using “(emergency advanced practitioner) OR (emergency AND 
advanced clinical practic*)” between 2005 to 2018. 
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Search outcomes: 
 
The latest systematic search was completed on 18 February 2018 using the 
search terms: 
 
(emergency advanced practitioner) OR (emergency AND advanced clinical 
practic*), 2005 - 2018 
 
The summary of the outcomes from this are outlined below: 
 

Database Total 

Embase  3800 

Web of Science 1369 

PubMed 157 

 5326 

Embase and web of science has Medline 
data within their searches therefore: 
 
Embase 3800 less embase alone 2133 
 
Gives 1667 from Medline as duplicates 

1667 

Less duplicates leaves a total of: 3659 

  
 
These figures are reflected in the PRISMA figure 2.1.  
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Appendix 2.3: Literature Review: Critical Analysis 

 

Author, Date, 

Journal & 

Country: 

Research 

question: 

Aims: Philosophy:  Research outcomes: 

TITLE: Evaluation of an Advanced Nurse Practitioner (Emergency Care) - An Irish Perspective 

 

Thompson. W   

and  

Meskell. P,  

 

2012 

 

The Journal 

for Nurse 

Practitioners  

 

Ireland 

 

 

ED focus 

 

 

Evaluation of an 

Advanced Nurse 

Practitioner 

(Emergency Care) - 

An Irish 

Perspective 

 

Analysis key 

points: 

Descriptive, 

comparing patient 

outcome data with 

a range of medical 

and ANP roles.  

However does not 

define the scope, 

the design and only 

half defined the 

sample. 

The purpose of this audit 

was to provide empirical 

evidence for the 

outcomes of care of 

ANPs within the ED.  

 

With 4 clear objectives 

 

Additionally, the audit 

permitted the 

comparison of ANPs with 

other medical 

counterparts (n=964 note 

review over 2 month 

period) 

 

Analysis key points: 

Not defined. 

Not defined quantitative or 

qualitative 

However: 

Quantitative retrospective 

audit 

 

No ethics noted 

 

Analysis key points: 

While the outline of the need 

for the research was 

defined, the philosophical 

stance was not noted. 

Positivist approach. 

 

This continued into the 

limitations where no 

recognition of researcher 

Criteria only included non-complex injury 

/ illness, day hours 0900-21:00 / peads 

and adults. 

 

Results show that ANPs have equal if not 

better radiology diagnostic skills and 

recognize the need for analgesia 

administration. Their patients wait 

considerably less time than their medical 

colleagues. 

 

Analysis key points: 

The audit provided an evaluation of the 

ANP role. However reading the 

outcomes, the analysis was weighted 

towards the ANP role, it is arguable if the 

medical roles had been analysed with the 

same level of scrutiny if the emphasis of 

these outcomes would be the same.  



198 
 

Clear aims, with clear 

methodology, to meet 

these aims. 

Audit permitted.... was 

this aim a second 

thought or was the 

research strategy clearly 

defined at the start? 

bias or ontological 

perspectives could impact 

on the analysis of the data 

This supports the limitation of 

philosophical approach to research not 

being defined are arguable not being 

considered in the research process. 

TITLE: Patient satisfaction with nurse practitioner care in emergency departments in Canada  
Thrasher C & 

Purc-

Stephenson 

R,  

 

 

2008 

 

American 

Academy of 

Nurse 

Practitioners 

 

 

Canada 

 

ED focus 

 

Patient satisfaction 

with nurse 

practitioner care in 

emergency 

departments in 

Canada 

 

 

 

 

Analysis key 

points: 

Explanatory, 

quantitative 

research 

questionnaire 

looking at 

satisfaction and 

To measure patient 

satisfaction with care 

delivered by nurse 

practitioners (NPs) in 

emergency departments 

(EDs) in Canada using a 

psychometrically 

valid survey. 

 

Analysis key points: 

Clear aims, with clear 

methodology, to meet 

these aims. 

 

Not defined 

Not defined quantitative or 

qualitative 

However: 

Quantitative prospective 

questionnaire 

 

Ethics noted 

 

Analysis key points: 

The researcher does make 

an attempt to address bias 

in relation to the 

methodology but does not 

define the philosophical 

stance they are taking as a 

researcher. 

Constructivism approach. 

Patients were satisfied with attentiveness 

and comprehensive care and had a 

moderate 

understanding of the role  

 

Participants with higher income levels 

reported higher levels of satisfaction with 

the attentiveness they 

received,  

 

Patients with previous experience with an 

NP reported higher levels of satisfaction 

with the comprehensive care they 

received.  

 

There was no appreciable increase in 

patient satisfaction with the NP based on 

age, gender, education, or health status. 
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 understanding 

(descriptive). 

Analysis then goes 

into mapping to 

social economic 

factors 

(explanatory). It is 

argued the latter is 

not defined within 

the research 

question. 

 

The question: the 

scope is defined, 

but the design is 

not while the 

sample group is 

clear from the 

question. 

 

Clear limitations defined, 

small sample n=113 across 

6 EDs; differences therefore 

of NP scope and education. 

Patient selection may have 

had researcher bias. 

 

Analysis key points: 

The researcher made some attempt to 

explain the satisfaction levels by mapping 

to social-economic backgrounds of the 

individual. However limited 

acknowledgement of the variety of patient 

presentation (degree of severity) was 

considered as a possible limitation. 

TITLE: An evaluation of the implementation of Advanced Nurse Practitioner (ANP) roles in an acute hospital setting 

McDonnell A 

et al  

 

2015 

 

JAN: Original 

Research: 

Research 

question: 

Evaluate impact of 

implementing ANP 

roles on patient, 

staff and 

organizational 

Aims: 

Evaluate impact of 

implementing ANP roles 

on patient, staff and 

organizational outcome 

in an acute hospital 

Philosophy:  

Mixed method case studies, 

defined, qualitative weighted 

Aim: exploration defined  

 

Full ethics approval – 

outlined 

Research outcomes: 

ANP positive impact on patient 

experience, outcomes and safety.  

“ANP improve staff knowledge, skills and 

competence and enhance quality of 

working life, team work” 
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Empirical 

Research – 

Mixed 

Methods 

 

England 

 

Acute hospital 

focus 

 

 

outcome in an 

acute hospital 

 

Exploration and 

Evaluative research 

 

District general hospital in 

north England interviews 

with strategic stakeholders 

(n=12) then collective case 

study in medicine, surgery 

and orthopaedics – 

interviews (n=32) & non-

participation observation 

Included health 

professionals, manager, 

patients 

Cross-case analysis 

undertaken 

Clearly outlined method 

“ANPs contribute to achievement of 

organisational priorities and targets and 

development of policy” 

 

Clearly defined limitations, honest: 

indicators only through interviews, with 

wide range of staff, so ? Representative 

of all. 

ANPs only 1 year into post. 

Single hospital, small groups in each 

clinical area. 

TITLE: Developing an advanced nurse practitioner service in emergency care: attitudes of nurses and doctors 

Griffin M & 

Melby V 

 

2006 

 

Nursing and 

Healthcare 

Management 

and policy 

 

Ireland 

Research 

question: 

To determine 

attitudes of nurses 

(n=25), ED 

doctors(n=13) and 

GPs (n=69) 

towards the 

development of an 

ANP service within 

an ED 

Aims: 

To determine attitudes of 

nurses (n=25), ED 

doctors(n=13) and GPs 

(n=69) towards the 

development of an ANP 

service within an ED 

 

29-likert scale 

questionnaire  on 

Philosophy:  

Not defined 

Not defined quantitative or 

qualitative 

However: 

Mixed method questionnaire 

Quantitative weighted 

 

 

Robust development of 

questionnaire, with previous 

Research outcomes: 

74.8% response rate. All positive towards 

development, GPs less positive 

Outcome: needs for MDT approach to 

introduction 

 

Analysis of data – statistics tools used to 

analyse data analysis; and experts on 

scale, some questions removed as came 

out non-viable. 

Honest. 
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ED focus 

 

Exploratory  

attitudes with 2 open 

questions (n=107) 

tool, pilot of tool, subject 

expert analysis of tool 

 

Ethics noted. 

 

Only 11% stated clear understanding of 

role, with 90% outlining  a clear definition 

is needed. 

Only 13% thought diagnosis was only a 

doctor role. 

94% thought would improve waiting time. 

84% of GPs agreed to refer minor cases 

to ANP. 

See article for full outcomes. 

 

TITLE: Measuring job satisfaction of advanced nurse practitioners and advanced midwife practitioners in the Republic of Ireland: 

A survey 

O’Keefe et al 

(2015) 

 

Journal of 

Nursing 

management 

 

Ireland 

Acute hospital 

focus 

 

Research 

question: 

To describe the 

level of job 

satisfaction of 

ANPs and AMPs in 

the Republic of 

Ireland. 

 

Descriptive 

(defined) and 

explanatory 

 

Aims: 

4 aims clearly outlined: 

-current level of 

satisfaction 

-identify high and low 

aspects 

-Predictors identified 

(age, years etc) 

-Reason for satisfaction 

 

Philosophy:  

Philosophy of research not 

defined, but did define 

quantitative data, with an 

aspect of qualitative in open 

question from questionnaire.  

 

67 ANPs / 1 AMP using 

Misener NP job satisfaction 

tool (80% response rate) 

 

Ethical approval sourced 

Research outcomes: 

 

High level of satisfaction throughout 

clinical practice, including: autonomy, 

accomplishment, challenge, status in 

organisation 

 

Lower levels in: amount of research 

(55%), extended hours (55%), amount of 

admin (44%) and quality of admin support 

(51%), no opportunity to link productivity 

to bonus (36%). 
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Limitations defined: commenced early on 

in ANP/AMP introduction. Qualitative only 

via open ended questions. Honest. 

TITLE: Perceptions of the advanced nurse practitioner role in a hospital setting 

Dalton M A 

(2013) 

 

British Journal 

of Nursing 

 

England 

 

Acute hospital 

focus 

 

 

 

Research 

question: 

“To explore 

perception of junior 

doctors, nurses, 

and ANP in relation 

to the role of the 

ANP” 

Aims: 

“To identify barriers to 

advanced practice by 

ascertaining the 

perception of junior 

doctors, nurses and ANP 

in relation to the role of 

the ANP during the day 

compared to the role of 

the ANP within the 

hospital at night” 

Philosophy:  

Philosophy and method 

approach clearly defined. 

 

“Qualitative cross-sectional 

design embedded in an 

interpretative philosophy. 

Mixture of phenomenology 

and grounded theory 

approaches were used to 

collect data.” 

 

6 junior doctors, 6 ward 

nurses, 6 ANPs 

 

Ethics approval noted 

Research outcomes: 

Four themes outlined:  

-range of ANP perceptions & definitions 

of roles between medical and surgical 

wards comparing day and night teams 

-role vagueness & ambiguity  

-communication and education needs 

-constraints and barriers 

 

Night ANP team, well embedded, day 

ANP team – usually not used as first 

escalation. Main issue not same bleep 

system day / night; and poor 

understanding of day team role 

Limitations- small study n=18 

 

TITLE:  The Acute Care Nurse Practitioner: challenging existing boundaries of emergency nurses in the United Kingdom 

Norris T & 

Melby V 

 

2006 

 

To explore opinions 

of nurses and 

doctors in the ED 

towards the 

introduction of 

acute care nurse 

Two aims from the 

question: 

-Ascertain RNs and Dr 

perceived boundaries to 

ACNP 

Not noted 

 

Mixed methods 

methodology adopted, with 

98 questionnaires and 6 

Need for qualifications linked to role. 

 

Three main themes: autonomy; inter-

professional conflict and the need for 

ACNP. 
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Journal of 

Clinical 

Nursing 

 

UK 

 

ED focus 

 

 

practitioner (ACNP) 

service in the UK 

 

Analysis key 

points: 

 

Exploratory 

The research 

question does not 

fully define what 

the study will 

actually do i.e. 

explore opinions 

and views. 

However, the 

objectives and aims 

clearly flow. 

-Opinions of RNs and Dr 

views on introducing 

ACNP role in the ED. 

 

Analysis key points: 

Very clearly defined aims 

from research question. 

semi-structured interviews 

across 7 EDs. 

 

Analysis key points: 

Limited analysis of 

limitations / bias of the 

research with no 

acknowledgement of their 

own ontological perspective 

and its potential influence of 

the research. 

Dr’s reluctant to allow RNs to undertake 

some skills. 

 

Blurred boundaries of roles noted 

 

Analysis key points: 

Clear systematic approach to analysis 

with clear outcomes from this exploratory 

study. 

TITLE: Experiences of the advanced nurse practitioner role in acute care 

 

Cowley A 

2016 

 

Nursing Older 

people 

 

UK 

 

Explore the 
multidisciplinary 
team’s (MDT) 
experiences and 
perception of the 
advanced  nurse 
practitioner (ANP) 
role on an acute 
health care of the 
older person ward 

Explore the following: 

n=8 physiotherapist, 

occupational therapist, 

senior foundation training 

doctor, staff nurse, 

senior staff nurse, ward 

sister, pharmacist and 

ward discharge co-

ordinator. 

Philosophical approach not 

noted 

Service evaluation – 

outlined ethical approval not 

required 

 

Themes noted: main one being “is it a 

nurse, is it a doctor, no its an ANP” 

Benefits noted as continuity, reduction in 

locum staff use 

 

Analysis of key points 

Systematic and clear analysis of data and 

themes.  

Although noted a small cohort study. 
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Analysis of key 
points 
 
Exploratory 
 

Perception of ANP role in 

research setting 

Focusing specifically on 
perceived effect and 
acceptability of the 
qualified ANP. 
 
Analysis of key points 
Clear aims 

TITLE: An ethnographic study exploring the role of ward-based Advanced Nurse Practitioners in an acute medical setting 

Williamson S, 

Twelvetree T, 

Thompson J, 

& Beaver, K 

2012 

UK 

Medical Ward 

ANPs 

To examine the 
role of ward-based 
Advanced Nurse 
Practitioners and 
their impact on 
patient care and 
nursing practice 
 
 
Analysis of key 
points 
exploratory 

examine the role of 
ward-based ANPs and 
how they impact on 
patient care and nursing 
practice. (n=5 in 2009 
data collected) 
 
qualitative ethnographic 
design was chosen using 
nonparticipant 
observation and semi-
structured interviews 
 

Clear aim defined and 

justified 

No philosophical approach 

noted 

Ethical approval noted via 

NHS ethics process. 

Consent from patients and 

staff where acknowledged 

Analysis 

Limited number of ANP, five 

in total, but methodology 

and process is clearly 

defined. 

Findings included: ANPs as a lunchpin, 

utilisation of expertise and knowledge. In 

addition enhanced communication, role 

model and pioneering the role. 

More than just junior doctor substitutes. 

Analysis 

It is noted the medical ANPs provided the 

link between junior doctors and nursing. It 

is not clear if they lead the care of a given 

cohort of patients. 

Outcomes on quality of care provision to 

patients and within the team and 

acceptability of role within  

TITLE: How emergency department staff perceive acute nurse practitioners 

Bryson C. 

2016 

UK 

to explore staff’s 

perceptions of the 

ANP role 

including the ANPs 
themselves, to identify 
challenges and benefits 

No philosophical approach 

noted 

The findings from this study outlined the 
following themes: 
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ED setting 

 

 

 

One ED study site 

in Dundee, 

Scotland 

12 participants 

so that improvements 
could be made to the 
service, and to inform 
other areas 
that are considering 

introducing the role. 

Qualitative study 

University Dundee ethics 

approval, no NHS ethics 

approval needed. 

Sample size = 12  
one senior charge nurse, 
one charge nurse, six ANPs, 
and four medical 
consultants, all of whom had 

experience of working as, or 

with, ANPs for at least 12 

months 

- Inter-professional relationships 
and attitudes 

- “Miss-mash of roles” (“A nurse / a 
doctor no an ANP”) 

- Managing risk and safety 
- Effect on patient care and services 
- Factors affecting role development 

 
Quality noted from qualitative data and  
Acceptability from the team 

TITLE: The Role of Advanced Practice Registered Nurses in the Completion of Physician Orders for Life-Sustaining Treatment 

Hayes S A, 

Zive D, Ferrell 

B,  and Tolle 

S W 

2017 

USA, 

palliative care 

ANP 

 

investigate the 
percentage of 
Oregon POLST 
forms signed by 
APRNs, and 
examine the 
obstacles 
faced by states 

attempting to allow 

APRNs to sign 

POLST forms. 

Large cross- sectional 

study: 226,101 Oregon 

POLST Registry forms 

from 2010 to 2015. 

No philosophical stance 

noted 

Ethical approval defined 

10% of orders are completed by ANPs, 

with some states (x3) not allowing ANPs 

to sign these orders 

 

No exploration of why or how it has 

impacted service etc. 
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Appendix 2.4: Research Question Development 

 
The review of the literature has enabled the development of the research 
question from the initial focus of quality of care provision by ACPs in 
emergency care. The PICO model (Stone, 2002; Huang, Lin and Demner-
Fushmann, 2006) has been used to develop and review the question as 
outlined below: 
 
 
PICO 
 
Population:   Adult “major” Emergency patients 
 
Intervention:  Advanced level of practice 
 
Context / Comparison:  Advanced Clinical Practitioners / junior doctors 
 
Outcome:   Clinical effective quality of care delivery 
 
It is also acknowledged that the study approach will be a non-inferiority study 
 
 
Research Question: 
 
Do adult major emergency patients receive equal quality of care by 
Advanced Clinical Practitioners compared to junior doctors, and what is the 
patient acceptability of the role? A mixed method study. 
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Appendix 3.1: Methodology: Sample Size 

 
Sample Size Consideration 
 
This document is linked with Fugard and Potts (2015) paper on themed 
sample size tool. To apply the tool the following are considered for each 
condition: 
 
Power: was selected as 90% as this gives the high significance level, this 
will be applied to all and therefore table 2 is being utilised. 
 
Population theme prevalence: this has been calculated by using prior 
study site case note reviews of each topic. Each theme percentage was 
averaged, and then an overall average was calculated for this data set, 
which is defined below.  
 
Desired number of themes: this was taken from the number of areas, 
“themes” being looked at for each condition. 
 
 
Sepsis: 

- 7 previous case note reviews (2014-2016) 
- 8 themes (Desired number of themes) 
- Average: 70% (population theme prevalence) 
Applying this to the table: 70% and 8 themes = 15 sample size 
 

Themes 5 8 10 

Prevalence 70% 9 15 18 

 
However, in this study there are an additional 5 themes which haven’t 
been assessed before. So if 70% prevalence is applied as the 
compliance level, then the sample size would be 23. 
 

Themes 10 13 20 

Prevalence 70% 18 23 33 

 
 

Fractured NOF: 
- 3 previous case note reviews (2014-2015) 
- 12 themes (Desired number of themes) 
- Average: 42% (population theme prevalence) 
Applying this to the table: 42% and 12 themes = 42 sample size 
 

Themes  10 12 15 

Prevalence 40% 33 44 61 

Prevalence 42% n/a 42 n/a  

Prevalence 45% 29 39 54 
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Paracetamol Overdose: 
- 2 previous case note reviews (2013) 
- 7 themes (Desired number of themes) 
- Average: 67% (population theme prevalence) 
Applying this to the table as outlined below equalled 14 sample size 
 

Themes 5 7 10 

Prevalence 65% 10 14 19 

Prevalence 67%  14   

Prevalence 70% 9 13 18 

 
Pain: 

- 3 previous case note reviews (2014-2015) 
- 4 themes (Desired number of themes) 
- Average: 18% (population theme prevalence) 
Applying this to the table as outlined below equalled 36 sample size 
 

Themes 4 

Prevalence 15% 43 

Prevalence 18% 36 

Prevalence 20% 32 

 
ACS: 

- 0 previous case note reviews 
- 6 themes (Desired number of themes) 
- Average – n/a (population theme prevalence) 

If 6 themes, five out of 6 would be expected for the patient to receive quality 
of care, so this equates to 83%; which if rounded to 80% and if applying the 
same methodology then the following would apply: = 9 sample size  
 

Themes 5 6 10 

Prevalence 80% 8 9 15 

 
 
Documentation:  

- 1 previous case note reviews (2016) 
- 19 themes (Desired number of themes) 
- Average: 75% (population theme prevalence) 
Applying this to the table would produce = 30 sample size 
 

Themes 10 19 20 

Prevalence 75% 16 30 31 
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(Fugard and Potts, 2015) 

 

 

 

Sample Size summary 

 

The below table is a summary of the case note review anticipated sample 

size given the above consideration along with the analysis of available data 

(Appendix 3.2): 

 

Case Note Review ACP Foundation 

Doctors 

Middle Grade 

Doctors 

Total 

Sepsis 23 23 23 69 

Fractured NOF 20 20 20 60 

ACS 10 10 10 30 

Pain 36 36 36 108 

Paracetamol Overdose 14 14 14 42 

Documentation 30 30 30 90 

   TOTAL: 399 
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Data Sampling Method: Retrospective Case note review 
 
Two FirstNet computer generated reports for each study site will be 
generated, one being the full data set of all patients in a given period, 
secondly all patients in said period who had investigations, namely blood 
cultures for sepsis, troponin for ACS and paracetamol and salicylate for 
paracetamol overdose. 
 
For sepsis, ACS and paracetamol overdose both reports will be used with 
the following method: 

- The study period will be September 2016 to August 2017 
- The investigation report will be filtered by clinician grade (ACP, 

foundation doctor, middle grade doctor, and consultant) and adult 
patients then, 

- each clinician sub report from this will have data extrapolated from the 
full electronic report data using Excel CONCATENATE and 
VLOOKUP functions. 

- the diagnosis related to the condition will be selected and filtered 
- Any Urgent Care Centre stream patients will be removed, leaving the 

major or resuscitation stream patients for the sample data. 
- The sample size will then be achieved by applying a systematic 

random sampling method. 
- Should data not be acceptable for any reason the next patient on the 

report will be used. 
 
For fractured NOF the following process for sampling will occur: 

- The study period will be September 2016 to August 2017 
- The full data set report will be used 
- Adult patients with a Fractured NOF diagnosis entry will be used to 

filter the report 
- This filter will then be further sorted by ACPs, foundation doctors and 

middle grade doctors to create the comparison groups. 
- All ACP entries will be the sample, and a systematic randomised 

sampling method will be used on the junior doctor sample to reflect 
the same quantity as the ACP group. 

- Should data not be acceptable for any reason the next patient on the 
report will be used. 

 
For Pain the following process for sampling will occur: 

- The study period will be January 2017 to April 2017 
- The full data report will be filtered to triage category 2, 3 and 4 adult 

patients. 
- Urgent-Care-Centre stream patients will be removed 
- The report will then be sorted to ACP, foundation doctor and middle 

grade doctors 
- The sample will be taken from this using a systematic random 

sampling method. 
- Should data not be acceptable for any reason the next patient on the 

report will be used.  
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For documentation the following sampling method will be used: 
- The full data report will be used 
- The report will be filtered into Manchester triage categories 1, 2, 3 and 

adult patients 
- Urgent-Care-Centre stream patients will be removed 
- The report will then be sorted to ACP, foundation doctor and middle 

grade doctors 
- The sample will be taken from this using a systematic random 

sampling method. 
- Should data not be acceptable for any reason the next patient on the 

report will be used.  
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Appendix 3.2: Methodology: Data Summary 

 
The data sampling method as outlined in Appendix A5 was applied to reach 

the retrospective case note review sample methodology. 

 

 
 

  

Data Analysis Overview to Inform Methodology 21-May-17

Site A: Site B: Cross-Site

Sept - Dec 16 Jan - Apr 17 Sept - Dec 16 Jan - Apr 17 Sept 16 to Dec 16

Notes N.o. % N.o. % N.o. % N.o. % TOTALs

Patients seen

Total Patients (Adult & Paedriatrics) 32817 39743 39632 29217 141409

Total Patients (Adult) 24145 29549 22954 22589 99237

Traige Category

no triage 782 3 609 2 333 1 336 1 2060

1 57 0 76 0 94 0 111 0 338

2 1235 5 1485 5 5393 23 5293 23 13406

3 9163 38 10702 36 16050 70 15663 69 51578

4 11770 49 15141 51 1080 5 1183 5 29174

5 1138 5 1536 5 4 0 3 0 2681

Total 24145 100 29549 100 22954 100 22589 100 99237

Total adult patients seen by diagnosis coding report (Seen by ACP)

Paraceamol overdose 1 2 5 2 3 12

Sepsis 2 13 7 10 10 40

Pneumonia 3 13 15 7 13 48

ACS 4 2 5 3 10 20

Chest Pain 5 10 13 2 16 41

Fractured NOF 6 2 5 2 3 12

Total seen by ACPs 374 458 248 399 1479

Blood Culture Investigation Report: total patients

Total 7 790 799 1158 1015 3762

Seen by ACP 55 51 37 80 223

Seen by Junior Doctor: Tier 1 409 391 983 847 2630

Seen by Junior Doctor: Tier 3 (Reg) 326 357 138 88 909

With sepsis diagnosis & s/b ACP 13 10 10 10 43

With sepsis diagnosis & s/b junior Dr 1 83 94 78 256

With sepsis diagnosis & s/b Reg 2 72 23 16 113

Troponin Report Investigation Report: Total patients

Total 7 1245 1128 2608 2810 7791

Seen by ACP 60 47 70 140 317

Seen by Junior Doctor: Tier 1 608 530 2076 2139 5353

Seen by Junior Doctor: Tier 3 (reg) 577 551 462 531 2121

With ACS diag & s/b ACP 5 4 3 10 22

with Chest pain diag & s/b ACP 8 11 1 16 36

With ACS diagnosis & s/b junior Dr 0 23 42 47 112

With chest pain diagnosis & s/b junior Dr 5 103 332 201 641

With chest pain diag/S/B Jn Dr / ex. UCC 2 36 332 201 571

With ACS diagnosis & s/b Reg 2 20 12 19 53

With Chest pain diagnosis & s/b Reg 14 147 57 103 321

With chest pain diag/s/bRef/ ex. UCC 7 40 103 103 253

Paracetamol & Salicylate Report: Total patients

Total 7 81 78 269 290 718

Seen by ACP 4 3 5 5 17

Seen by Junior Doctor: Tier 1 40 40 211 211 502

Seen by Junior Doctor: Tier 3 (reg) 37 35 53 74 199

Seen by Junior Doctor & Para OD diagnosis 2 7 20 19 48

Seen by Reg & Para OD diagnosis 0 2 1 2 5

Seen by Reg & OD diagnosis 0 11 14 14 39

Fractured Neck of Femur (NOF)

Total adult patients 8 26 48 30 67 171

Fractured NOF s/b ACP 2 5 2 3 12

Fractured NOF s/b Junior Dr 18 13 18 23 72

Fractured NOF s/b Reg 5 16 2 7 30

Fractured NOF s/b Consultant 1 8 0 0 9

Fractured NOF s/b unknown grade 0 6 7 34 47

Traige Category 2, 3, 4 seen by ACP (Pain Objective)

Triage 2, 3, 4 (Adult & Peads) 30590 37272 30059 28632 126553

Triage 2, 3, 4 (adults) 22168 27318 22523 22139 94148

Triage 2, 3, 4 (adults), S/B ACP 347 506 247 394 1494

Less UCC stream patients 264 342 247 393 1246
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Notes:

1 Intentional paracetamol overdose / Paracetamol overdose / OD - Overdose of drug / Overdose

2 Clinical sepsis / Sepsis / Sepsis (disorder) / Septic shock / suspected sepsis / neutropenic sepsis

3 Cap / Community acquired pneumonia / H/O: pneumonia / Pneumonia / achromobacter pneumonia / hospital aquaired pneumonia / lobar pneumonia

4 ACS - Acute coronary syndrome / Acute coronary syndrome

5 [D]Chest pain / Cardiac chest pain / Chest pain / Chest pain (finding) / Chest pain at rest / chest pain on exertion (finding)

6 Closed fractured of neck of femur / Fractured of neck of femur / NOF - Fractured of neck of femur

7 These numbers where from investigation report, clinicians names mapped to role, then sorted to find these numbers

8 These numbers were reached by running a diagnosis report from the total attendance list
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Appendix 3.3: Case Note Review Tools 

 

The retrospective case note review tools below have been 
informed by existing validated tools and or guidelines that relate 
to each topic, which is referenced within each section. It is noted 
the first ten reviews will act as a pilot at which point minor 
changes to the tool may be made to aid data capture. Case 
number would extend to the sample size required. 
 
 
Sepsis 
 
The tool below has been developed in relation to all RCEM 
Sepsis standards (RCEM, 2016b) the sepsis NICE guideline 
(NICE, 2016b) and that The Sepsis Trust (2014)that relate to 
emergency care. 
 

CASE Number 1 2 3 4 

Hospital Number     

Date     

Patient age in years     

Patient male / female     

Triage category     

Major/ Resus stream     

Diagnosis     

Sepsis cause     
Discharge from ED     

Proforma used         

Yes / no     
Sepsis Risk documented     
Sepsis Risk     
Observations on arrival         

Temp     
Pulse     
Respiratory Rate     
BP     
AVPU or GCS     
Blood glucose     
NEWs score     
Senior EM assessment of patient within 60 min arrival (Enter time in 
minutes or "No" for no senior review) 

Consultant assessment     
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High flow Oxygen via non-rebreathing mask initiated unless documented 
reason why 

Give oxygen to achieve a target saturation of 94−98% for adult 
patients   

Patient saturations <94%     
If yes, time (mins) started 
from arrival     
Route documented     
Flow rate documented     
Reason why no O2 
documented      
Serum lactate in the ED         

Yes / No     
Time from arrival 
(minutes)     
Time from risk rated 
(mins)     
Blood cultures in the 
ED         

Yes / No     
Prior to Antibiotics     
Time from arrival 
(minutes)     
Time from risk rated 
(mins)     
Fluid- first IV cystaloid fluid bolus (up to 20mls/Kg given) (75% within 2 
hours / 100% before leaving ED) 

IV cystaloid given Yes / 
No     
Time from arrival 
(minutes)     
Time from risk rated 
(mins)     
Antibiotics administered (50% within 1 hours arrival / 100% before leaving 
ED) (NICE 1.7: within 1 hour from diagnosis) 

Antibiotics administered     
Time from arrival 
(minutes)     
Time from risk rated 
(mins)     
Urine output measurement instituted before leaving 
the ED     

Catheterised yes/no     
Urine output measured 
(fluid chart)     
Time initiated from arrival     
Time from risk rated 
(mins)     
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Fractured Neck of Femur 
 
The tool below has been developed in line with the RCEM 
standards for fractured NOF (RCEM, 2014b), NICE guidelines 
(NICE, 2011) and British Orthopaedic Association in conjunction 
with others including the British Geriatric Association 
acknowledged the need for specific care needs for those with hip 
fractures (British Orthopaedic Association, 2007). 
 

CASE Number 1 2 3 4 

Hospital Number     
Date     
Patient Age in years     
Patient male or female     
Patient seen by     
Triage category     
Integrated pathway document 
used     
1. Pain managed as per RCEM 
standard         

Pain documented     
Pain Severity     
Time to analgesia from 
admission         

(Moderate/severe time to analgesia aim 75% within 30 mins 100% 
within 60 mins) 

Time in minutes or " none":     
Pain reassessed?         

Yes / No     
"No pain" within 60mins 
reassessed     
"Mild/Moderate pain" within 60 
mins     

"Severe pain" within 30 mins 
reassessed     

Appropriate use of analgesia 
for:         

Mild     
Moderate     
Severe     
X-ray within 60 minutes of arrival (aim 90% 
compliance)     

Time x-ray completed (minutes)     
Within 60 minutes of arrival?     

Confirmed #NOF "referred" within 120 minutes of arrival (Aim 
75% for compliance) 
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Time referred in minutes     
Within 120mins of arrival?     

Admitted within 4 hours of 
arrival?         

Yes / No     
 
 
Paracetamol Overdose 
 
The below has been developed in line with the RCEM standards 
for paracetamol overdose management in emergency care 
(RCEM, 2014b, 2016b). 
 

CASE Number 1 2 3 4 

Hospital Number     
Date     
Patient Age in years     
Male or female     
Patient seen by     
Triage category     
DSH         

Type     
If other define:     
Paracetamol OD (section only)         

Proforma used     
Dose ingested recorded     
Time of ingestion recorded     
Blood timing appropriate     
NAC treatment given 
appropriately     
Other drug overdose (section 
only)         

Toxbase consulted     
Dose ingested recorded     
Time of ingestion recorded     
Blood timing appropriate     
All DSH         

Seen by PLN     
SAD score     
Discharged     
If self discharged: capacity 
assessment      
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Pain 
 
The tool below has been informed by the RCEM standards of pain 
management in the ED (RCEM, 2014b, 2016b). 
 

CASE Number 1 2 3 4 

Hospital Number     
Date     
Patient Age in years     
Male or female     
Patient seen by     
Triage category     
Pt Presentation     
If other define:     
Pain Assessment         

Level documented     
Pain level     
Appropriate analgesia (see guidance document from SOP)     

Appropriate? (n/a for none)     
Time prescribed from arrival? (mins)     
Time given from arrival? (mins)     
Moderate / Severe Pain Analgesia: Patients in moderate to severe pain 
should receive appropriate analgesia within 20 minutes of arrival:   

Within 20 minutes?     
Re-assessment of pain         

Severe pain within 20 minutes     
Moderate pain within 30 minutes     

 
 
Acute Coronary Syndrome 
 
This tool has been developed reflective of the RCEM standards 
(RCEM, 2014b, 2016b), NICE chest pain guidelines (NICE, 
2016a) and the HEART score requirements for the effective 
management of these patients (Backus et al., 2013). 
 

CASE Number 1 2 3 4 

Hospital Number     
Date     
Patient Age in years     
Male or female     
Patient seen by     
Triage category     
Discharge     
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Assessment         

History clearly documented     
Risk factors documented     
ECG done     
ECG commented on     
HEART score calculated     
HEART score (0-10)     
Treatment: HEART Score 0-3         

Admitted to CDU      
Troponin repeated     
ECG repeated     
Treatment: HEART Score 4-5         

Admitted to CDU      
Troponin repeated     
ECG repeated     
Aspirin 300mg administered     
Treatment: HEART Score 6-7         

Aspirin 300mg administered     
Clopidogrel 300mg      
Referral to medics     
Treatment: HEART Score 8-
10         

Aspirin 300mg administered     
Clopidogrel 600mg      
Funaparinux 2.5mg     
Referral to medics     
Referral to cardiology specialist      

 
 
Documentation 
 
The tool below has been developed from the Trust tool which is 
reflective of the GMC and NMC record keeping guidelines 
(General Medical Council, 2013; NMC, 2015). 
 

CASE Number 1 2 3 4 

Hospital Number     
Date     
Patient Age in years     
Male or female     
Patient seen by     
Triage category     
Discharge     
Documentation         
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Signed     
Name printed     
Designation     
Dated     
Time      
Documentation 
content:         

Clear     
Abbreviation used     
Abbreviation: non 
approved     
Subjective     
Documentation of 
consent or shared 
decision making     
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Appendix 3.4: Patient Questionnaire Development 

 
The review of the literature has yielded a range of validated patient 
satisfaction questionnaires and surveys, in this paper the options will be 
explored and considered for the patient questionnaire development for this 
study.  
 
Method: 
A number of databases were utilised namely: PubMed and Web of Science. 
The search criteria of: “patient Satisfaction”, “patient questionnaire”, “patient 
satisfaction surveys”, “quality improvement”, “patient feedback”, “hospitals 
and patient satisfaction measurement”. Inclusion and exclusion criteria 
included: validated tools and tools which were on-line only were excluded – 
as this approach is not within the scope of this study. 
 
Findings: 
Barnett et al (2013) and Shirley et al (2016) support the utilisation of existing 
validated tools due to the timely process to generate a workable tool, despite 
the cost savings that may occur from developing a questionnaire from 
scratch. Therefore, identified validated tools will each be reviewed for their 
benefits and challenges for this research study. 
 

Tool Overview Benefits Challenges 

Consumer Assessment of Healthcare Providers and Systems 
(CAHPS) 

Measure patient experience 
within a hospital / 
department Generic tool 
Four-point scale  
Usually posted 
Created by government 
agencies 

Different ones 
available 
Gain detailed 
feedback 
Four point – no 
middle ground 

Length – many items 
Completion 
compliance 

Patient Satisfaction Questionnaires (PSQ) 

Generic tools 
Created by private 
organisations 
43 items covering 6 
subsections of care (access, 
availability, interpersonal 
care, technical quality, 
interpersonal care, 
communication, finance) 

Different areas 
covered 

Often require a 
payment to use 
43 items – length of 
time to complete 
Not all subsections 
needed 

Client Satisfaction Questionnaires (CSQ 3 – 18) 

Available in 3 to 18 question 
surveys 
Generic tool covering  a 
range of subsections: 
environment, general 

Questionnaire to 
suit question 
number 
Rates each 
question answer to 

Often require 
payment to use 
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satisfaction, communication, 
technical aspect of care 

give overall rating of 
satisfaction 

Short Assessment of Patient Satisfaction (SAPS) 

Newer validated generic tool 
7 items focus on satisfaction 

Short – can be 
done in 1 Minute  
No payment for use 
– just permission 
via email needed 
Rates each 
question answer to 
give overall rating of 
satisfaction 

Only one focus area 
– doesn’t go into 
detail 

Consultation Satisfaction Questionnaire (ConsultSQ) 

Generic tool 
18 items assessing the 
consultation 
 
 

Focused on the 
consultation 

Length – completion 
feasibility 

Patient Satisfaction Index (PSI) 

Generic tool 
23 items – medical care 
satisfaction 

 Length – completion 
feasibility 

 
 
The study in question is an unfunded study, which excludes tools with a 
purchase cost and excludes the ability to utilise postal surveys. The study will 
therefore require a paper-based model that are collected after the patient’s 
emergency treatment prior to discharge or transfer to the ward. This 
therefore excluded all electronic only tools. While some individual studies in 
relation to nurse practitioners have developed their own tools, these are 
generally limited to only one focussed study and therefore one could argue 
are less valid a tool than those tried and tested extensively such as these. 
 
The Short Assessment of Patient Satisfaction (SAPS) appears to provide a 
validated tool, which rates each question to give an overall satisfaction level, 
which requires written permission to utilise with no cost (Hawthorne, 2006). It 
is further noted the questions are focused on the care provided by the 
clinician, so in this case could focus on the Advanced Clinical Practitioner. 
Given these factors it is considered this tool will best fit the needs of the 
research question to gain an understanding if patients accept being seen by 
an ACP. 
 

 
 

 SAPS Question Question for this study 

1  How satisfied are you with the 
effect of your (treatment/care)? 

How satisfied are you with the 
effect of your emergency 
treatment? 

2  How satisfied are you with the 
explanations the (doctor/other 

 How satisfied are you with the 
explanations the advanced-
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health professional) has given you 
about the results of your 
(treatment/care)? 

clinical-practitioner has given you 
about the results of your 
emergency treatment? 

3  The (doctor/other health 
professional) was very careful to 
check everything when examining 
you. 

 The advanced-clinical-practitioner 
was very careful to check 
everything when examining you. 

4  How satisfied were you with the 
choices you had in decisions 
affecting your health care? 

How satisfied were you with the 
involvement you had in decisions 
affecting your health care? 

5 How much of the time did you feel 
respected by the (doctor/other 
health professional)? 

How much of the time did you feel 
respected by the advanced-
clinical-practitioner? 

6 The time you had with the 
(doctor/other health professional) 
was too short. 

The time you had with the 
advanced-clinical-practitioner was 
too short. 

7 Are you satisfied with the care you 
received in the (hospital/clinic)? 

Are you satisfied with the care you 
received in the emergency 
department? 

 
It is noted question 4, the word “choice” has been changed to involvement. In 
emergency care often the treatment option to often limited to a few treatment 
choices or do nothing. Therefore, this has been changed to involved in, as 
patients should be involved in decisions as this gives patient choice, it is 
therefore felt this does not significantly change the question but makes it 
more applicable to the clinical setting. 
 
 
Additional questions to consider adding: 

- You were seen by an Advanced Clinical Practitioner today would you 
have preferred to have been seen by an Emergency doctor? Yes / no. 

- Any comments about your care from the Advanced Clinical 
Practitioner? (Open question) 

- Demographics to include age, sex, and area of the department seen. 
 
 
This analysis lead to development of the patient questionnaire. 
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Appendix 3.5: Patient Questionnaire Consent form 

 
 

 
 

Emergency Advanced Clinical Practitioners: Quality and Acceptability 
 

Patient Questionnaire: Consent form 
 

Do adult major emergency patients receive equal quality of care by Advanced Clinical 

Practitioners compared to junior doctors, and what is the patient acceptability of the role; a 

non-inferiority study. (IRAS project ID: 230605) 

I, the undersigned, confirm that (please tick box as appropriate): 
 

1. I have read and understood the information about the project, as provided in 
the participant Information Sheet dated 26 October 2017 (Version 2).  
 

 

2. I have been given the opportunity to ask questions about the project and my 
participation. 
 

 

3. I voluntarily agree to participate in the project. 
 

 

4. I understand I can withdraw or decline to answer questions at any time 
without giving reasons and that I will not be penalised for withdrawing nor 
will I be questioned on why I have withdrawn. 
 

 

5. The procedures regarding confidentiality have been clearly explained (e.g. 
use of names, pseudonyms, anonymisation of data, etc.) to me. 
 

 

6. The use of the data in research, publications, sharing and archiving has been 
explained to me. 
 

 

7. I understand that other researchers will have access to this data only if they 
agree to preserve the confidentiality of the data and if they agree to the 
terms I have specified in this form. 
 

 

8. I understand that what I have said or written as part of this study will be 
used in reports, publications and other research outputs however any 
comments will not be identifiable to me as an individual; as the data will be 
anonymised.  

 

 

9. I, along with the Researcher, agree to sign and date this informed consent 
form.  
 

 

Participant:    
________________________ ___________________________ _______________ 
Name of Participant  Signature    Date 
Researcher: 
________________________ ___________________________ _______________ 
Name of Researcher  Signature    Date 

Version 2 – 8 Nov 17  
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Appendix 3.6: Patient Questionnaire 

 

 
Emergency Advanced Clinical Practitioner: Patient Questionnaire 

 

You have been seen today by an Advanced-Clinical-Practitioner and we would like 
your feedback. This will form part of a research study into this new role.  
 

The questionnaire is entirely anonymous and confidential. The Advanced-Clinical-
Practitioner will not see the questionnaire but will see the overall results. The 
Advanced-Clinical-Practitioner will not be penalised for your answers. 
 

Take a few moments to consider the Advanced-Clinical-Practitioner that saw you. 
Please read each statement carefully as possible answers vary. Please rate each 
one by ticking one answer for each 
 

What area of the Emergency Department were you seen in:  

         □ Urgent Care Centre       □  Majors        □  Resuscitation Area 
 

Age in years: ……………................  Are you:  □ Male      □ Female 
  

 

1. How satisfied are you with the effect of your emergency 
treatment? 

□  Very satisfied 

□  Satisfied 

□  Neither satisfied nor dissatisfied 

□  Dissatisfied 

□  Very dissatisfied 
 

2. How satisfied are you with the explanations the advanced-
clinical-practitioner has given you about the results of your 
emergency treatment? 

□  Very satisfied 

□  Satisfied 

□  Neither satisfied nor dissatisfied 

□  Dissatisfied 

□  Very dissatisfied 
 

3.  The advanced-clinical-practitioner was very careful to check 
everything when examining you. 

□  Strongly agree 

□  Agree 

□  Not sure 

□  Disagree 

□  Strongly disagree 
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4. How satisfied were you with the involvement you had in 
decisions affecting your health care? 

□  Very satisfied 

□  Satisfied 

□  Neither satisfied nor dissatisfied 

□  Dissatisfied 

□  Very dissatisfied                                                     

5. How much of the time did you feel respected by the advanced-
clinical-practitioner? 

□  All of the time 

□  Most of the time 

□  About half the time 

□  Some of the time 

□  None of the time 
 

6. The time you had with the advanced-clinical-practitioner was too 
short. 

□  Strongly agree 

□  Agree 

□  Not sure  

□  Disagree 

□  Strongly disagree 
 

7. Are you satisfied with the care you received in the emergency 
department? 

□  Very satisfied 

□  Satisfied 

□  Neither satisfied nor dissatisfied 

□  Dissatisfied 

□  Very dissatisfied 
 

8. If you had to attend the emergency department again would you 
be willing to be seen by an Advanced-Clinical-Practitioner? 

□  Yes    □  No 

          Comments: 
 
 
 

If you have any additional comments, please provide it here: 
 
 
  
 

Many thanks for taking the time to complete this questionnaire.  
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Appendix 3.7 Participant Information Sheet (Patient 

Questionnaire) 

 
 
 
 

 

Participant Information Sheet (Patient Questionnaire) 
 

Do adult major emergency patients receive equal quality of care by Advanced Clinical 
Practitioners compared to junior doctors, and what is the patient acceptability of the role; a 

non-inferiority study. (IRAS project ID: 230605) 
 

Introduction 
This participant information form is for patients seen by an Advanced Clinical Practitioner (ACP) 
in the Emergency Department (ED).  The ACP role is a new and extended role for experienced 
nurses and paramedics. You are being invited to participate in the completion of a questionnaire 
as part of this study. The purpose of this document is to provide you with the necessary 
information to enable you to decide if you are willing to take part. 
 

The study "Emergency Advanced Clinical Practitioners: Quality and Acceptability” has three parts: 
1. Does the quality of care provided by ACPs compare equally to junior doctors? 
2. Does the quality of documentation completed by ACPs compare equally to junior 

doctors? 
3. To what degree is treatment by the ACP acceptable to patients? 

This questionnaire is seeking your views for the third part of this study only. 
 

The principal investigator is Sarah Davies (Head of Nursing Development, Emergency 
Department), the study will be conducted within the Emergency Departments of Lewisham and 
Greenwich NHS Trust. The study is sponsored by Lewisham and Greenwich NHS Trust and forms 
part of a doctorate programme of study within the University of Bath.  
 

The Role of Participants 
Participation in this study involves the completion of a patient questionnaire. It aims to discuss 
your views on the clinical management and care you have received from the ACP. This 
questionnaire should take no longer than two minutes to complete. 
 

Invitation to participate in this study 
I would like to invite you to take part in this research study. Before you decide we would like you 
to understand why the research is being done and what it would involve for you. One of the team 
will go through the information sheet with you and answer any questions you may have.   

Part 1 tells you the purpose of this study and what will happen if you take part. 
Part 2 gives you more detailed information about the conduct of the study. 

 

Part 1: Purpose and Study information 

What is the purpose of the study? 
The Royal College of Emergency Medicine developed the Emergency ACP role in response to the 
widely published increasing demand on emergency care within the NHS in England, and the 
limited supply of junior doctors. ACPs are therefore a new role nationally and there is currently 
limited research into this role. This questionnaire aims to explore the acceptability of the ACP 
role to patients treated in ED, by determining how patients rate: treatment, explanation of 
results, clinician care, participation in decision making, respect by clinician, time with clinician 
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and overall satisfaction. 
 

Type of Research Intervention 
If you choose to participate you will be asked to complete a paper questionnaire, with eight 
multiple choice questions and one question for any comments.  
 

Participant Selection You have been invited to take part in this research as you have been seen 
by an ACP within either the major or resuscitation area of the emergency department. We are 
interested in your views on your satisfaction and acceptability of the ACP clinical management 
and care during this episode of care.  
 

Voluntary Participation  
Your participation in this research is entirely voluntary. It is your choice whether to participate or 
not. If you choose not to participate this will not affect the care and treatment you receive within 
the Trust.  
 

Procedures  
If you agree to take part the questionnaire will be provided and collected by one of the Emergency 
Department health professionals; prior to your departure from the Emergency Department. You 
may complete the questionnaire yourself, or it can be read to you and the answers you provide 
will be written down. If you do not wish to answer any of the questions, you may skip them and 
move on to the next question. The information recorded is confidential and your personal details 
will not be required.  
 

Duration   
The questionnaire is anticipated to take two minutes to complete.  
 

Risks  
No risk is anticipated to you in completing the questionnaire. Completion is entirely voluntary. 
You do not have to answer any question if you do not wish to. You do not need to give any reason 
for not responding or taking part. Deciding not to take part, will in no way affect your care and 
treatment. 
 

Benefits  
There will be no direct benefit to you, but your participation will help us understand patient’s 
views on being seen by an Advanced Clinical Practitioner.  
 

Reimbursements 
You will not be provided with any incentive to take part in the research, apart from our gratitude 
for sharing your views. 
 

Part II: Study Conduct 
Confidentiality  
No patient or healthcare professional identifiable data will be collected on the questionnaire. It 
is therefore completely anonymous, and no comments will be identifiable to you. 
 

What will happen to the results of the study 
The results of the study will be collated and shared to benefit both the Lewisham and Greenwich 
Emergency Departments and other departments who have or who are going to be introducing 
the ACP role. Anonymised summary results will be shared via publication and presentations.  
 

Who has reviewed the study  
The study has been reviewed by subject experts and the questions tested extensively. The study 
has been reviewed by the Trust, Health Research Authority and University of Bath, to ensure it 
meets ethical standards. 
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Consent 
All participants will be provided with written information. If you have any other questions a 
member of the team will be happy to help you. Your consent to participate will be collected at 
the start of the questionnaire. The London-Dulwich Research Ethics Committee has approved the 
study. 
 

Research Team and Contact Details 
Chief Investigator:  Sarah Davies BSc(Hons), MA, PGCE HE; Head of Nursing 
Development ED. 
Contact: Emergency Department, Lewisham Hospital, Lewisham High Street, 

London, SE13 6LH. Tel: 0208 333 3000 
Patient Advice and Liaison Service (PALS): Telephone 020 8333 3355 Email: 

pals.lewisham@nhs.net                                                   Version 3 – 8 
Nov 17 

  

mailto:pals.lewisham@nhs.net
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Appendix 3.8: Participant Information Sheet 

(Interviews) 

Participant Information Sheet (Interviews) 
 
Introduction: 
This participant information form is for healthcare professionals working within the study site 
Emergency Department, who are invited to participate in a short focused semi-structured 
interview. These interviews will support the "Emergency Advanced Clinical Practitioners: Quality 
and Acceptability” study and will focus on the output from the retrospective case note reviews 
(Objective 1 and 2) and patient questionnaires (objective 3); outlined below. The aim of the 
interviews is to gain further insight and understanding to the quantitative output from initial data 
collection. 
 
The study has three objectives, with this patient questionnaire addressing the third objective: 

1. To determine using a retrospective case note review, whether the quality of care of 
adult major emergency patients by ACPs is comparable to junior doctors, in relation to 
the following patient presentations: sepsis, fractured hip, paracetamol overdose, 
acute coronary syndrome and pain. 

2. To determine using a retrospective case note review whether the standard of 
documentation for adult major emergency patients by ACPs is equivalent to that of 
junior doctors and the national standard for clinical documentation.  

3. To determine the level of patient acceptability of the ACP role, through the use of a 
patient questionnaire. 

 
The principle investigator is Sarah Davies (Head of Nursing Development, Emergency 
Department), the study will be conducted within the Emergency Departments of Lewisham and 
Greenwich NHS Trust, sponsored by the University of Bath. 
 
The Role of Participants 
Participation in this study involves the completion of a one-to-one focused semi-structured 
interview. It is anticipated to take at least thirty minutes but no more than sixty minutes to 
complete. It aims to discuss your views on the ACP role. 
 
Invitation to participate in this study 
I would like to invite you to take part in this research study. Before you decide I would like to 
explain why the research is being done and what it would involve for you. One of the team will 
go through the information sheet with you and answer any questions you may have.   

 
Part 1 tells you the purpose of this study and what will happen to you if you take part. 
Part 2 gives you more detailed information about the conduct of the study. 

 
Part 1: Purpose and Study information 
 
What is the purpose of the study? 
The Royal College of Emergency Medicine (RCEM) developed the Emergency ACP role and 
training requirements for experienced non-medical practitioners (mainly nurses and 
paramedics) to autonomously manage any patient presenting to the Emergency Department to 
address the deficit of junior doctors. The emergency ACP role is therefore a new role nationally 
and limited primary research regarding the quality and acceptability of such a role 
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autonomously managing un-diagnosed major or resuscitation area patients exists. Therefore 
this will form the focus of the interview. 
 
Type of Research Intervention 
If you choose to participate it will involve you completing a one to one interview.  
 
Participant Selection  
You have been invited to take part in this research as you are an emergency doctor, emergency 
nurse, or ACP working on the study site which has a team of ACPs. We are interested in your views 
on the ACP role.  
 
Voluntary Participation  
Your participation in this research is entirely voluntary. It is your choice whether to participate or 
not. If you choose not to participate no consequences will occur from this. Your identity will be 
kept anonymous. If you do participate, you may refuse to answer any questions or end the 
interview at any time.  
 
Procedures  
We are asking you to help us understand the ACP role. If you accept you will have the study 
explained and be asked to complete a participation consent form. Once this is done and once you 
are comfortable in a dedicated interview room the interview will begin. The interview will involve 
yourself and the interviewer, who will be one of the research team. Four questions will be asked. 
You can refuse to answer any questions, and the interviewer will move on to the next. The 
interview will be audio recorded to enable an interview transcript to be produced. There will be 
no need to identify you on the recording. The interview transcript will have an anonymous 
reference to you as the participant and should any individual identifiable information be discussed 
on tape this will be anonymised. The audio transcript will be deleted once a written transcript is 
complete. 
 
Duration  
The questionnaire is anticipated to take thirty minutes, but no longer than sixty minutes to 
complete.  
 
Risks  
No risk is anticipated to you in completing the interview. While the interviews will be treated 
confidentially, if poor or unsafe practice is identified, then further discussion with senior Clinicians 
in the Emergency Department may be needed, to safeguard patient care, as per Trust policy. 
Completion of the interview is completely voluntary. You do not have to answer any question if 
you do not wish to, which will have no detriment to you. You do not need to give any reason for 
not responding or refusing to take part.  
 
Benefits  
While there will be no direct benefit to you, your participation is likely to help understand the 
quality and acceptability of those patient’s being seen by an Advanced Clinical Practitioner.  
 
Reimbursements 
You will not be provided with any incentive to take part in the research, apart from our gratitude 
for sharing your views. 
  
 
Part II: Study Conduct 
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Confidentiality  
No patient or healthcare professional identifiable data will be collected in the interview. If 
personal identifiable aspects are discussed these will be anonymised in any transcripts or 
quotations. The ACP group will see overall results and they will not see any comments that could 
be identified to you. 
 
What will happen to the results of the study 
The results of the study will be collated and shared to benefit both the Lewisham and Greenwich 
Emergency Departments, and other departments who have or who are going to be introducing 
such a role. Information will be shared via publication and presentations. It is noted no patient or 
health professional identifiable data will be used. 
 
Who has reviewed the study 
The study has been reviewed by subject experts. The whole study has also been through Trust, 
Health Research Authority and University of Bath ethics review processes, to ensure an ethical 
research approach. 
 
Consent 
All participants will be provided with this written information and a member of the team will be 
happy to answer any other questions. Your consent to participate will be collected on a separate 
document. 
 
Research Team and Contact Details 

Chief Investigator:  Sarah Davies BSc(Hons), MA, PGCE HE;  
Head of Nursing Development ED. 

Contact: Emergency Department, Lewisham Hospital, Lewisham High Street, 
London, SE13 6LH. Tel: 0208 333 3000 
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Appendix 3.9: Healthcare Professional Interview 

Consent Form 

Emergency Advanced Clinical Practitioners: Quality and Acceptability 
Healthcare Professional Interview Consent form 

 
I, the undersigned, confirm that (please tick box as appropriate): 

1. I have read and understood the information about the project, as 
provided in the participant Information Sheet dated 
________________. 
 

 

2. I have been given the opportunity to ask questions about the 
project and my participation. 
 

 

3. I voluntarily agree to participate in the project. 
 

 

4. I understand I can withdraw or decline to answer questions at any 
time without giving reasons and that I will not be penalised for 
withdrawing nor will I be questioned on why I have withdrawn. 
 

 

5. The procedures regarding confidentiality have been clearly 
explained (e.g. use of names, pseudonyms, anonymisation of 
data, etc.) to me. 
 

 

6. I consent to the interview being audio recorded and understand 
this will be deleted once a written transcript with anonymised 
references has been developed. 
 

 

7. The use of the data in research, publications, sharing and 
archiving has been explained to me. 
 

 

8. I understand that other researchers will have access to this data 
only if they agree to preserve the confidentiality of the data and if 
they agree to the terms I have specified in this form. 
 

 

9. I understand that what I have said or written as part of this study 
will be used in reports, publications and other research outputs 
however any comments will not be identifiable to me as an 
individual; as the data will be anonymised.  

 

 

10. I, along with the Researcher, agree to sign and date this informed 
consent form.  
 

 

11 My role within the department is:   
.................................................... and my grade is 
............................................. 

 

Participant:    
____________________ __________________________ ____________ 
Name of Participant  Signature    Date 
Researcher: 
____________________ __________________________ ___________ 
Name of Researcher Signature    Date 
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Appendix 3.10: Healthcare Professional Sensitising 

Interview Schedule (Draft) 

It is anticipated that each of the ten one to one interview will take thirty 

minutes, but no more than sixty minutes. The data analysis from the 

retrospective case note reviews (Objective 1 and 2) and patient 

questionnaire (Objective 3) will inform the finalisation of these focussed 

health professional interviews. Any significant differences between the ACP 

and junior doctor (foundation doctors and middle-grade doctors) will be 

explored along with any themes from the patient questionnaire. The outline 

below is therefore a draft interview schedule. 

 

Introduction:  
- Introduction, overview of interview 
- Anonymous interview – so the participant will be referred to as Nurse A / 

Doctor B / ACP C for example. 
- Ask not to use any names, but if this accidentally occurs then transcripts 

will be anonymised.  
- Consent to continue 

Question: We have found differences in the data outcomes in relation to sepsis / 
fractured neck of femur / paracetamol overdose / pain / ACS / documentation, 
between the ACP and junior doctor groups; what are your views on this? 
Probing options: 

- Would you have expected this difference? Why? 
- What is your professional view on the reasons behind these differences? 

Question: What are your views of the ACP role? 
Probing options: 

- Why do you think this?  
- Do you feel there are barriers for the role? If so what? 
- What are the positive / negative aspects of the role? 
- Do you feel the role is valuable to the Emergency Team? 

Question: What are your views on the quality of care ACPs provide to 
emergency patients? 
Probing options: 

- In what way? Why? 
- Is this to all patients or limited to specific patient group? 
- Do you feel the ACPs provide quality care to the emergency patients? 

Question: From your experience how accepting do you feel patients are for being 
seen by an ACP for their major presentation as appose to being seen by a 
doctor? 
Probing options: 

- Can you explain why this is your opinion? 
- What barriers exist? 
- Do you feel overall patient do or do not accept being seen by ACPs? 

Summary and thank you: 
Is there anything else you would like to share about your views on the ACP role. 
Thank you for participating in this short interview 
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Appendix 3.11: Patient Questionnaire Data Collection 

Tool  

 

 
 Scoring for each answer is outlined below, please note question 6 has reverse scoring: 
  
1. How satisfied are you with the effect of your emergency treatment? 

□  Very satisfied                                            4 

□  Satisfied                                                     3 

□  Neither satisfied nor dissatisfied           2 

□  Dissatisfied                                                1 

□  Very dissatisfied                                       0 

  
2. How satisfied are you with the explanations the advanced-clinical-practitioner has given you 
about the results of your emergency treatment? 

□  Very satisfied                                       4 

□  Satisfied                                                     3 

□  Neither satisfied nor dissatisfied           2 

□  Dissatisfied                                                1 

□  Very dissatisfied                                       0 

  
 3. The advanced-clinical-practitioner was very careful to check everything when examining you. 
□  Strongly agree                                           4 

□  Agree                                                         3 

□  Not sure                                                     2 

□  Disagree                                                    1 

□  Strongly disagree                                     0 

  
4. How satisfied were you with the involvement you had in decisions affecting your health care? 

□  Very satisfied                                            4 

□  Satisfied                                                     3 

□  Neither satisfied nor dissatisfied          2 

□  Dissatisfied                                                1 

□  Very dissatisfied                                       0         
       
5. How much of the time did you feel respected by the advanced-clinical-practitioner? 

□  All of the time                                          4 

□  Most of the time                                      3 

□  About half the time                                 2 

□  Some of the time                                     1 

□  None of the time                                     0 

   
6. The time you had with the advanced-clinical-practitioner was too short. 
□  Strongly agree                                           0 

□  Agree                                                         1 

□  Not sure                                                     2 

□  Disagree                                                    3 

□  Strongly disagree                                     4 

   
7. Are you satisfied with the care you received in the emergency department? 

□  Very satisfied                                             4 

□  Satisfied                                                     3 

□  Neither satisfied nor dissatisfied           2 

□  Dissatisfied                                                1 

□  Very dissatisfied                                       0 

  
8. If you had to attend the emergency department again would you be willing to be seen by an 
Advanced-Clinical-Practitioner? 

□  Yes    □  No 

          Comments: 
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Appendix 3.12: The Health Research Authority: 

Online Decision Tool 

 
The Health Research Authority online decision tool was utilised on 31 May 
2017 to determine the classification of this study, which guides what ethical 
processes are requires (Health Research Authority, 2017). The outcome of 
this is outlined below.  
 

  

 
 
 
HRA Integrated Research Application System (IRAS) electronic application 
requires the following documents for submission: 

- IRAS application form (Appendix B2) 
- Covering letter 
- Research Protocol 
- Patient questionnaire, which includes consent 
- Participant information form 
- Retrospective case note review tool 
- Statement of activities form 
- Schedule of events form 

- Authors and supervisors CV 
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Appendix 3.13: Ethics: IRAS Submission Document 

The integrated dataset required for your project will be created from the answers you give to the 

following questions. The system will generate only those questions and sections which (a) apply to 

your study type and (b) are required by the bodies reviewing your study. Please ensure you answer 

all the questions before proceeding with your applications. 

 
Please complete the questions in order. If you change the response to a question, please select 

'Save' and review all the questions as your change may have affected subsequent questions. 

 

 
Please enter a short title for this project (maximum 70 characters) Emergency Advanced 

Clinical Practitioners: Quality and Acceptability 

 
1. Is your project research? 

 
X Yes O No 

 

 
 

2. Select one category from the list below: 
 

O Clinical trial of an investigational medicinal product 

0Clinical investigation or other study of a medical device 

0Combined trial of an investigational medicinal product and an investigational medical device 

0Other clinical trial to study a novel intervention or randomised clinical trial to compare 

intervent ions  in clinical practice 

0 Basic science study involving procedures with human participants 
 

X Study administering questionnaires/interviews for quantitative analysis, or using 

mixed quantitative/qualitative methodology 

O Study involving qualitative methods only 

O Study limited to working with human tissue samples (or other human biological samples) 

and data (specific project only) 

0Study limited to working with data (specific project only) 

O Research tissue bank 

O Research database 
 

 
If your work does not fit any of these categories, select the option below: 

 

0Other study 
 

 
 

2a. Please answer the following question(s): 

 
a) Does the study involve the use of any ionising radiation? O Yes  X No 

b) Will you be taking new human tissue samples (or other human 
biological samples)? 
 
C) Will you be using existing human tissue samples (or other human Biological 
Samples? 

O Yes  X No 

 
O Yes  X No 
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3. In which countries of the UK will the research sites be located? (Tick all that apply) 

X England 

O Scotland  

O Wales 

O Northern Ireland 

 
3a. In which country of the UK will the lead NHS R&D office be located: 

 
X England 

O Scotland  

O Wales 

O Northern Ireland 
 

O This study does not involve the NHS 
 

 
 

4. Which applications do you require? 

 
IMPORTANT:  If your project is taking place in the NHS and is led from England select 'IRAS Form'. If 

your project is led from Northern Ireland, Scotland or Wales select 'NHS/HSC Research and 

Development Offices' and/or relevant Research Ethics Committee applications, as appropriate. 

 
511RAS Form 

D Confidentiality Advisory Group (CAG) 

0 National Offender Management Service (NOMS) (Prisons & Probation)  
 

 
For NHS/HSC R&D Offices in Northern Ireland, Scotland and Wales the CI must create NHS/HSC 
Site Specific Information forms, for each site, in addition to the study wide forms, and transfer 

them to the local collaborators. 
 

For participating NHS organisations in England different arrangements apply fo r  the provision of 
site-specific information. Refer to IRAS Help for more information 

 

 
Most research projects require review by a REC within the UK Health Departments' 

Research Ethics Service. Is your study exempt from REC review? 

 
O Yes  X No 

 

 
5. Will any research sites in this study be NHS organisations? 

 
X Yes  O No 

 

 
 

Sa. Are all the research costs and infrastructure costs (funding for the support and facilities 

needed to carry out research e.g. NHS Support costs) for this study provided by a NIHR 

Biomedical Research Centre, NIHR Biomedical Research Unit, NIHR Collaboration for Leadership 

in Health Research and Care (CLAHRC), NIHR Patient Safety Translational Research Centre or a 

Diagnostic Evidence Co-operative in all study sites? 

 
Please see information button for further details. 
O Yes  X No 
 

Please see information button for further details. 
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5b. Do you wish to make an application for the study to be considered for NIHR 

Clinical Research Network (CRN) Support and inclusion in the NIHR Clinical 

Research Network Portfolio? 

 
Please see information button for further details. 

 
O Yes  X No 

 
The NIHR Clinical Research Network provides researchers with the practical support they need 

to make clinical studies happen in the NHS e.g. by providing access  to the people and facilities 
needed to carry out research "on the ground". 

 
If you select yes to this question, you must complete a NIHR Clinical Research Network 

(CRN) Portfolio Application Form (PAF) immediately after completing this project filter 

question and before submitting other applications. Failing to complete the PAF ahead of 

other applications e.g. HRA Approval, may mean that you will be unable to access NIHR CRN 

Support for your study. 
 

 

6. Do you plan to include any participants who are children? 
 

Q Yes X No 
 

 
7. Do you plan at any stage of the project to undertake intrusive research involving adults 

lacking capacity to consent for themselves? 

 

Q Yes X No 

 
Answer:  Yes, if you plan to recruit living participants aged 16 or over who lack capacity, or to 

retain them in the study following loss of capacity. Intrusive research means any research with the 

living requiring consent in law. This includes use of identifiable tissue samples or personal 

information, except where application is being made to the Confidentiality Advisory Group to set 

aside the common  law duty of confidentiality in England and  Wales. Please consult the 

guidance notes for further information on the legal frameworks for research involving adults 

lacking capacity in the UK. 
 

 

8. Do you plan to include any participants who are prisoners or young offenders in the 

custody of HM Prison Service or who are offenders supervised by the probation service in 

England or Wales? 
 

Q Yes X N 
 
 

9. Is the study or any part of it being undertaken as an educational project? 
 

X Yes Q No 
 

 

Please describe briefly the involvement of the student(s): 

Student is the chief investigator for this study, which will be linked with the students 

"Professional Doctorate in Health" course undertaken at the University of Bath. 

 

 
9a. Is the project being undertaken in part fulfilment of a PhD or other doctorate? 

 

X Yes Q No 
 

 
10. Will this research be financially supported by the United States Department of Health and 

Human Services or any of its divisions, agencies or programs? 
 

Q Yes X No 
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11. Will identifiable patient data be accessed outside the care team without prior consent at 
any stage of the project 

(including identification of potential participants)? 

Q Yes X No 
 

 
 
 

 
Integrated Research Application System 

Application Form for Research administering questionnaires/interviews for 

quantitative analysis or mixed methodology study 
 

 
IIRAS Form (project information) 

 

 
Please refer to the E-Submission and Checklist tabs for instructions on submitting this application. 

 

 
 

The Chief Investigator should complete this form. Guidance on the questions is 

available wherever you see this symbol displayed.  We recommend reading the guidance 

first. The complete guidance and a glossary are available by selecting Help. 

 
Please define any terms or acronyms that might not be familiar to lay reviewers of the 
application. 

 
 
 
 

Short title and version number: (maximum 70 characters- this will be 

inserted as header on all forms) Emergency Advanced Clinical 

Practitioners:  Quality and Acceptability 

 
 

 
Please complete these details after you have booked the REC application for review. 

 

 
 

REC Name: 

North West Greater Manchester East 

 

REC Reference                                                                                   
Number: 

                17/NW/0540 
 

 
 

 

 

 

 
 
 

A1. Full title of the 
research:

 

Submission date: 25/08/2017 

 

Do adult major emergency patients receive equal quality of care by 

Advanced Clinical Practitioners compared to junior doctors, and what is the 

patient acceptability of the role; a non-inferiority study. 

 

 
 
 
 

https://www.myresearchproject.org.uk/temp/Help/Information.aspx
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A2-1. Educational projects 

 
Name and contact details of student(s): 

 

Student 1 
 

 

 
 

Address 
 
 

 
Post Code E-

mail 

Telephone 

Fax 

Title Forename/1nitials Surname 

Mrs Sarah  Davies 

190 Hook Lane 

Welling 

Kent 

DA16 2NY 

sd849@bath.ac.uk 

 

 

 
G iv e details of the educational course or degree for which this research is 
being undertaken: 

 
 

Name and level of course/ degree: Professional 

Doctorate in Health (Level 8) 
 

 
Name of 

educationa

l 

establishm

ent: 

University 

of Bath 

 

mailto:sd849@bath.ac.uk
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Name and contact details of academic supervisor(s): 
 

Academic supervisor 1 
 
 

 

 
 
Address 
 

 

 
Post Code 

E-mail 

Telephone 

Fax 

Title Forename /Initials Surname 

Dr Andrea Herepath   

Division of Strategy & Organisation 

University of Bath, School of 

Management Bath 

BA27AY 

A.J.Herepath@bath.

ac.uk (+) 44 1225 

3  

 
Academic supervisor 2 

 
 
 

 
 

Address 
 
 

 
Post Code 

E-mail 

Telephone 

Fax 

Title   Forename/1nitials Surname 

Prof.  Alison Leary 

School of Health 

London South Bank University 

103 Borough Rd, London 

SE1 10AA 

 

mailto:A.J.Herepath@bath.ac.uk
mailto:A.J.Herepath@bath.ac.uk
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Please state which academic supervisor(s) has responsibility for which student(s): 

Please click "Save now" before completing this table. This will ensure that all the student and academic supervisor 

details are shown correctly. 

Student(s)  Academic supervisor(s) 
 

Student 1  Mrs Sarah Davies  
Dr Andrea Herepath

 

 

0 Prof. Alison   Leary 

 

 
A copy of a current  CV for the student  and the academic supervisor (maximum 2 pages of A4) must be submitted 

with the application. 

 
 

A2-2. Who will act as Chief Investigator for this study? 
 

 
X Student 

O Academic supervisor 
 

Q Other 
 
 
 
 

A3-1. Chief Investigator: 
 
 

 
Title Forename/Initials Surname 

Mrs Sarah Davies 

Post  Head of Nursing Development Emergency Department 

BSc.  (Hons) Nursing Professional Practice 
 

Qualifications 
 

 
ORCID ID 

Employer 

Work Address 

 
 
 

Post Code 

Work E-mail 

* Personal E-mail 

Masters Professional Practice 

Masters is strategic management 

PGCE in Higher Education 
 

 
Lewisham and Greenwich NHS Trust 

Emergency Department, Lewisham Hospital 

Lewisham High Street 

London  

SE13 6LH 

 

Work Telephone  0  

*Personal Telephone/Mobile 0  

Fax 
 

 
*This information is optional. It will not be placed in the public domain or disclosed to any other third party 

without prior consent. A copy of a current CV (maximum 2 pages of A4) for the Chief Investigator must be 

submitted  with the application. 

 
 

A4. Who is the contact on behalf of the sponsor for all correspondence relating to applications for this 
project? 

This contact will receive copies of all correspondence from REC and HRNR&D reviewers that is sent to the Cl. 
 
 

 
Title Forename / Initials Surname 

Ms Karen Corbett-Smith 
 

 
 

 

 
 
 
 

https://www.myresearchproject.org.uk/temp/Users/EditCVNoMenu.aspx
https://www.myresearchproject.org.uk/temp/Users/EditCVNoMenu.aspx
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Address 
 
 
Post Code  

E-mail  

Telephone 

Fax 

 

 

 

 

 

 

 

R&D Operations Manager 

Brook House, Queen Elizabeth Hospital 

Stadium Road, London 

SE18 4QH 

karen.corbett-smith@nhs.net 

020 8836 5972 

 

 
 

A5-1. Research reference numbers.  Please give any relevant references for your study: 

 
Applicant's/organisation's own reference number, e.g. R & D (if available): 

Sponsor's/protocol number:  

Protocol Version: 

Protocol Date: 10/07/2017 

Funder's reference number: n/a 

 

 
n/a 
 
 

website: n/a 

 
Additional reference number(s): 

 

Ref.Number Description Reference Number 
 

 
Date: 25/08/2017  6              230605/1122560/37/391 

mailto:karen.corbett-smith@nhs.net
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Registration of research studies is encouraged wherever possible.  You may be able to register your study through 

your NHS organisation or a register run by a medical research charity or publish your protocol through an open 

access publisher. If you have registered your study, please give details in the "Additional reference number(s)" 

section. 

 

 
A5-2.  Is this application linked to a previous study or another current application? 

 
Q Yes  X No 

 

Please give brief details and reference numbers. 
 

 
 
 
 

  . . 
 

 
 

AS-1. Summary of the study.   Please provide a summary of the research (maximum 300 words) using language 

easily understood by lay reviewers and members of the public.  Where the research is reviewed by a REG within the 

UK Health Departments' Research  Ethics Service, this summary will be published  on the Health Research Authority  

(HRA) website following  the ethical review. Please refer to the question specific guidance for this question. 

 
Research Question: 

Do adult major emergency patients receive equal quality of care by Advanced Clinical Practitioners (ACP's) 

compared to junior doctors, and what is the patient acceptability of the role; a non-inferiority study. 

 
Background: 

ACP's in emergency care is a new role nationally. Drivers such as increasing demand on emergency care and 

reduced supply of clinicians (Keogh, 2013; NHS England et al., 2014) have contributed to the Royal College of 

Emergency Medicine developing a defined ACP role and curriculum (RCEM, 2015). Limited primary research into 

the impact of the role exists. Literature and interviews with key stakeholders support clinical effectiveness and 

acceptability for other advanced roles; however, these have not considered non-medical clinicians 

autonomously managing undifferentiated major or resuscitation-area patient presentations. 

 
Methodology: 

A mixed method approach over a year within two Emergency Departments using institutional theory will address 

three objectives.  The first two use deductive research with a positivism philosophical approach, applying 

quantitative methods of retrospective case note reviews to compare the clinical management of adult major 

emergency patients by ACPs and junior doctors in relation to: patient presentations (sepsis/ fractured neck-of-

femur/ paracetamol-overdose/ Acute-Coronary-Syndrome/ Pain); and documentation standards.  Quality will be 

defined by nationally validated standards. Focused sensitizing one-to-one interviews will be conducted to provide 

further analysis. 

 
The third objective utilises inductive phenomenology with a questionnaire to determine patient acceptability. 

Acceptability will consider willingness to be seen, trust, and satisfaction. To ensure a validated tool, existing data 

and existing validated tools will be explored. Local and national ethics approval will be gained, and stringent 

methodology applied to minimise research bias. Relevance to Practice. It is anticipated findings will ascertain 

whether the ACP role provides comparable quality of care to undifferentiated 

major emergency patients.  Further understanding of patient acceptability of the role is expected.  Outcomes are 

directly transferable nationally. 

 

 
AS-2. Summary of main issues. Please summarise the main ethical, legal, or management issues arising from your 

study and say how you have addressed them. 

 
Not all studies raise significant issues.  Some studies may have straightforward ethical or other issues that can be 

identified and managed routinely. Others may present significant issues requiring further consideration by a REG, 

HRA, or other review body (as appropriate to the issue). Studies that present a minimal risk to participants may raise 
complex 
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organisational or legal issues.  You should try to consider all the types of issues that the different reviewers 

may need to consider. 

 
Research Bias: 

- Research tools will be developed in consultation with research and subject matter experts 

-The research tools will be piloted for the case note review and questionnaire as required. 

-Professional guidance documents such as the RCEM audit criteria (RCEM, 2016b); documentation 

best practice standards (GMC, 2013; NMC, 2015) and National Institute of Clinical Excellence (NICE) 

guidelines will be used to develop case note review tools 

- Patient questionnaire will be given to patients by the ED nurse not the ACP who have provided their care 

 
Formal Approval: 

-To undertake the research, Trust approval will be gained locally by the Emergency Department 

Governance Groups as well as the Trust Research and Development department. Once this agreement 

in principle is gained the Health Research Authority (HRA) application via IRAS (integrated research 

Application System) will be generated (Health Research Authority, 2016). 
- Once this is approved the Trust will issue a "Confirmation of capacity and capability" approval letter from the 
Trust. 

- Once this is received the University of Bath Research Ethics Approval Committee for Health (REACH) 

application will be submitted with the above HRA and Trust approval. 

- Only once all the above processes have been completed will data collection and patient enrolment occur. 

 
Consent: 

- Patient and health professional participants will receive verbal and written research information, to 

inform their decision to participate. 

- All patients and health professional will have the right to refuse participation at any point. 

- Patient's mental capacity and clinical care needs will be considered. Only those who have mental 

capacity will participate, therefore only those who can give informed consent will be included. Should 

participation in the questionnaire delay treatment resulting in a negative impact on care, these patients will 

not be included in the study. 

-Those unable to read but have mental capacity will have the written information and questions read to them. 

- Participants may decline to answer any given question with no onward detriment to themselves or their care. 

 
Data handing: 

- Case note reviews:  will be anonymised, completed on site and   adhere to Trust policy (NHS Trust, 2015). 

-Should any patient or healthcare professional identifiable information be provided on the patient 

questionnaire or interviews then these will be anonymised by using a fictitious reference (for example 

"nurse A" "doctor B"). 

- Data will be stored on a Trust encrypted USB stick 

- Questionnaires and case note review documents taken on paper will be typed or scanned and 

kept securely electronically and then shredded on completion of the study. 

-Interviews audio recorded will be transcribed then audio recordings deleted. 

-Any paper questionnaires or research documents will be stored in a locked filing cabinet on Trust property. 

 
Adverse incidents: 

- If any adverse incidents occur then these would be declared to the Trust Research and Development 
Manager, and Clinical Effectiveness manager and any required actions would be adhered to. 

-Should an incident occur that breaches the Trust information governance policy (NHS Trust, 2015), then the 

Information Governance Manager would be consulted. 
 
 
 
 

 
A7. Select the appropriate methodology description for this research. Please tick all that apply: 

 
X  Case series/ case note review 

0Case control 

D Cohort observation 

D Controlled trial without randomisation 

D Cross-sectional study   D Database analysis 

D Epidemiology D Feasibility/ pilot study 
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D Laboratory study 

0 Metanalysis 

D Qualitative research 

X Questionnaire, interview or observation study 

D Randomised controlled trial 

D Other (please specify) 
 
 
 

A10. What is the principal research question/objective? Please put this in language comprehensible to a lay 
person. 
Do adult major emergency patients receive equal quality of care by Advanced Clinical Practitioners compared 

to junior doctors. 

 
This question will be addressed using the following objectives: 

1. A quantitative retrospective case note review to determine whether the quality of care of adult major 

emergency patients by ACPs is comparable to junior doctors, in relation to the following patient presentations: 

a. sepsis 

b. Fractured neck of femur (NOF) 

c. Paracetamol overdose 

d. Acute coronary syndrome (ACS) 

e. Pain 
2.A quantitative retrospective case note review to determine whether the standard of documentation for adult 

major emergency patients by ACPs is equivalent to that of junior doctors and the national standard for clinical 

documentation. 

 

 
A11. What are the secondary research questions/objectives if applicable? Please put this in language 

comprehensible to a lay person. 

What is the patient acceptability of the Emergency Advanced Clinical Practitioner role? 

This question will be addressed using the third objective of the study: 

3.To determine the level of patient acceptability of the ACP role, through the use of a patient questionnaire. 
 
 

A12. What is the scientific justification for the research? Please put this in language comprehensible to a lay 

person. 
ACP' s in emergency care is a new role nationally, with the Royal College of Emergency Medicine developing a 

defined ACP role and curriculum in July 2015 (RCEM, 2015). Limited primary research into the impact of the role 

exists. Literature and interviews with key stakeholders support clinical effectiveness and acceptability for other 

advanced roles; however, these have not considered non-medical clinicians autonomously managing 

undifferentiated major or resuscitation-area patient presentations. 

Current evidence: 

In relation to quality of care by advanced practitioners: Thompson & Maskell (2012) study on minor patients 

provides positive evidence in relation to the quality of care by ANP in dealing with radiology diagnostics, pain 

management and impact on waiting time. Williamson et al (2012) and Bryson (2016) studies provide a qualitative 

perspective; while professionals felt positive about the quality such roles provide, studies were small.  It is evident 

a gap exists in the literature on the quality of clinical management by non-medical practitioners managing major 

undifferentiated patients in the Emergency Department (ED). This is not surprising considering the recentness 

of the ED advanced practice role (RCEM 2015). 

The literature provides support for acceptability from patients (Thrasher and Pure-Stephenson, 2008), while 

McDonnell et al (2015) noted a positive impact on patient experience.    It is evident that acceptability from nurses 

and doctors exists, while noting this is slightly lower from doctors who demonstrate some reservations   in nurses 

undertaking advanced skills (Norris and Melby, 2006; Griffin and Melby, 2006; Williamson et al., 2012; Dalton, 

2013; O'Keeffe, 

Corry and Moser, 2015; Cawley, 2016; Bryson, 2016; Hayes et al., 2017). Gaps in the literature related to 

acceptability exist, as the patient findings do not account for the type of advanced role now introduced in the ED, 

and the question is, will patients be as accepting for non-medical practitioner s seeing them with a major 

presentation, with no medical doctor involvement? A smaller gap exists in relation to health professional views, 

Bryson (2016) study addresses this 

in the ED setting, although the study is small and set in a rural Scottish ED; so, do the views of health 

professionals var y depending on department size and considering the new ACP curriculum (RCEM  2015). 
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The question: 

Little primary research exists in relation to the RCEM defined ACP role, this is understandable considering a 

formal defined role with curriculum was only launched in 2015 (RCEM, 2015).  All the research in the search 

focuses on nurses, whereas the RCEM are included any registered non-medical health professionals to 

undertake the ED ACP role.   Advanced practice roles have existed in emergency and acute care; and what is 

evident is the minimal primary data on clinical quality, patient views and organisational impact. It could be 

argued this is surprising when the NHS is so focussed on patient centred care, quality and effectiveness 

(Manly, Hills and Marriott, 2011; NHS England et al.,2014).  More research exists on health professional's 

acceptability of the role; which appears to have changed with time and is currently positive to such roles. 

 
The focus area of ACPs in emergency care and the literature analysis has been applied to the PICO model to 

support the research question development to: Do adult major emergency patients receive equal quality of 

care by Advanced Clinical Practitioners compared to junior doctors, and what is the patient acceptability of the 

role; a non-inferiority study. Although  organisation impact  and health professional acceptability are key areas  

identified,  these are outside the scope  of this project.  Health professional acceptability is also the area with 

most current literature so would provide the least addition to the current knowledge of evidence.  Similarly, it is 

not feasible to research every major or resuscitation presentation to review clinical effectiveness, so focussed 

areas will be developed within the objectives. 

 
It is anticipated findings will ascertain whether the emergency ACP role provides comparable quality of care to 

undifferentiated major emergency patients.  Further understanding of patient acceptability of the role is 

expected. Outcomes are directly transferable nationally. 

 
 

A13. Please summarise your design and methodology. It should be clear exactly what will happen to the 

research participant, how many times and in what order. Please complete this section in language 

comprehensible to the lay person. Do not simply reproduce or refer to the protocol. Further guidance is 

available in the guidance notes. 

Design type: 

The research will utilise a mixed method non-inferiority study approach.  A deductive quantitative method 

with a positivist philosophical approach wil l be used for objective 1 and 2, with a retrospective case 

review for six clinical patient presentations or practices.  An inductive qualitative method with a 

phenomenological stance using questionnaires for objective 3. As defined in sections A10 and A11. 

 
Project feasibility in  relation to resources and project time will not allow an observational study to address 

the quality part of the question, equally an extensive range of patient presentations for the retrospective 

case not review is not feasible.  Therefore, for objective 1 five patient presentations have been selected; 

and objective 2 provides the professional aspect of clinical documentation to explore the quality question.  

The five patient groups have been chosen due to the high major emergency presentation, mortality and 

morbidity risk if not treated appropriately. Sepsis is the largest cause of death in the UK, with a thirty- f i v e  

per-cent mortality rate (The Sepsis Trust and RCEM, 2014). Kumar (2006) found with every hour lost 

patients had an eight percent increased risk of mortality.  Fractured NOF also has high mortality and 

morbidity rates in the over sixty-five age group; notably if surgical intervention is timely then mortality risk is 

reduced (British Orthopaedic Association, 2 0 0 7 ; NICE, 2011; Radcliffe, 2014 ). Paracetamol overdose 

requires both medical and mental health assessment. Mental heal th assessment being equally importan t  

especially 

due to the noted increased in mental health emergency presentations (Keogh, 2013).  ACS accounts for 
one percent of 

all presentations to the study site attendances, which is reflective of other ED settings; with heart disease 

being the largest cause of death in the UK the initial identification and management is essential to 

achieve appropriate care (Townsend et al., 2012; NICE, 2016a).  Pain is a presentation that a large 

majority of patient present within the ED, it is widely recognised that pain should be managed effectively 

and can directly impact on the patients experience and recovery (Manchester Triage Group, 2013). 

 
Objective 1 and 2: quality of care will be measured with  nationally validated standards, inc lud ing the 

National RCEM clinical audit criteria (RCEM, 2016b), the General Medical Council (GMC) and Nursing and 

Midwifery Council (NMC) documentation standards (GMC, 2013; NMC, 2015). The comparison will be 

junior doctors, split into two groups: foundation doctors and middle-grade doctors.  Consultants will not be 

used as are considered not comparable due to further advanced training and experience. 

 
Study population: 

The study location will be a London National Health Service (NHS) Trust, with two hospital sites, each 

with an ED which collectively see 239,000 patients a year in equal proportions, wh ich  is representative of 

many EDs in the UK (\Minter, 2016). Hospital sites will be named site A and site B for confidentiality 

purposes.   Across the departments it is anticipated to have 9 ACPs, 64 junior doctors (40 foundation 

doctors and 24 middle-grade doctors) and 16 consultants.  
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Foundation doctors will consist of foundation le v e l  2 doctors, general-practitioner trainee doctors and junior 

clinical fellows; and middle-grade doctors will include specialist trainee doctor level three to six, senior 

clinical fellows and specialty and associated specialist. 

 
The sample size for the study has been developed with the thematic sample size approach of  Fugard & Potts 

(2015) with a ninety percent confidence interval will inform the sample size decision, as evidenced below. 

The retrospective case note review will have the following minimum numbers for each comparison group: 

 
Case Review Sample size: Sepsis: 

ACP x23; Foundation Doctors x23; Middle Grade Doctors x23; Total 69 

Fracture Neck of femur: 

ACP x20; Foundation Doctors x20; Middle Grade Doctors x20; Total 60 

ACS: 

ACP x10; Foundation Doctors x10; Middle Grade Doctors x10; Total 30 

Pain: 

ACP x36; Foundation Doctors x36; Middle Grade Doctors x36; Total108 

Paracetamol Overdose: 

ACP x14; Foundation Doctors x14; Middle Grade Doctors x14; Total 42 

Documentation: 

ACP x30; Foundation Doctors x30; Middle Grade Doctors x30; Total 90 

Giving a grand total of 399 case notes to review. 

 
The patient questionnaire will be a minimum of 126 questionnaires. Considering the ACPs see on average 

185 patients a month across both sites, if a 95% confidence interval and a 5% margin of error was applied; 

th is  equates to a sample size need of 126. 

 
Each objective will now be addressed in relation to their specific methodology approach. 
 
Objective 1a-e 

Inclusion I exclusion: 

The patient groups that will be included will be sepsis, fractured-NOF, paracetamol overdose, and  ACS; 

these patients represent 876, 61, 1838, 711 patients per site annually.  The annual figure of 1838 covers all 

overdoses, but it is anticipated a large proportion i nvo lve  paracetamol.   The study period will be between 

September 2016 and August 

2017. The sample size as defined in the table above will be applied to the ACP group and to both sub 
groups of the of 

junior doctors’ comparison, namely foundation doctors and middle-grade doctors. 

 
The fractured-NOF low incidence and high sample size recommendation means the ACP sample will be 

all patients seen by ACPs between September 2016 and August 2017. The junior doctor comparison 

groups of foundation doctors and middle grade doctors will have an equal sample size, selected with a 

systematic random sampling method. 

 
A preliminary data report with diagnosis coding produced low numbers for sepsis, ACS  and paracetamol 

overdose. This variance in coding is not surprising as an NHS report acknowledges coding approaches can 

often pose these challenges in most Trusts when reviewing data (Capita, 2014). Therefore, a year's report 

between September 2016 and August 2017 of diagnostic speci f ic  tests will be used, which will be blood 

cultures for sepsis, troponin for ACS and paracetamol and salicylate levels for paracetamol overdose.  The 

investigation reports will be sorted systematically as outlined in define plan to ensure a comparable approach. 

For objective 1e, pain is acknowledged as a factor for the majority  of patients  presenting  to emergency 

care, which are represented  in patients given a Manchester  triage category of 2, 3 or 4; category five is 

excluded  as it is the classification where no pain is present,  and category  1 is excluded as these are 

immediate life threatened patients  or cardiac  arrest patients  (Manchester Triage Group,  2013).   The 

proportional split between these categories in the study sites is: 7% triage 2, 33% triage 3, 54% triage 4; 

with >1% triage 1 and 4% triage 5. 

 
Procedure for enrolment: 

Fracture NOF: All patients with this diagnosis and seen by an ACP in the year will be reviewed.  This quantity 

will be reviewed in each of the junior doctor groups utilising a systematic random sampling method (detailed 

in  section A17.1). 

 
Sepsis, ACS and paracetamol overdose: The blood investigation report will be used as outlined above and 

the sample size will be no smaller than 23 cases for sepsis, 9 for ACS and 14 for paracetamol overdose for 

the ACP, foundation doctor and middle-grade doctor groups as defined by thematic methodology (Fugard 

and Potts, 2015). 
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Pain: A report will be run on all patients seen with a triage category of 2, 3 or 4. Given that in a third of the 
year this equated to 735   patients (342 site-A and 393 site-B), January to April2017 data will be used as it 
represents both the busy winter months and slightly less demanding spring months, which is considered 
to be more representative of other external demands that may influence quality of care. The report will be 
split into those seen by an ACP, foundation doctor and middle grade doctor and the minimum sample 
size of 36 for each will be split into triage category 2, 3 and 4 to be representative of the weighing of the 
data, utilizing a systematic random sampling method for each group (Fugard and Potts, 2015) (detailed in 
section A17.1). 

 
Data Collection: 

Analysis tools have been developed reflective of the RCEM clinical standards and relevant national clinical 

standards for objective one (British Orthopaedic As s o c i a t i on , 2007; NICE, 2011; Backus et al., 2013; GMC, 

2013; The Sepsis Trust, 2014; RCEM, 2014; RCEM, 2016b; NICE, 2016b). These tools will be further 

validated by subject matter experts. Should data not be available then the next on the original data collection 

list will be utilised. 

 
Objective 2 
Inclusion and exclusion c r i t e r i a : 

A computer report per study site outlining all patients seen by an ACP, foundation doctor and middle-grade 

doctor with a triage category of 1, 2 or 3 will be generated.  These categories have been chosen as they 

represent major emergency presentations (Manchester Triage Group, 2013). 

 
Procedure for  enrolment: 

The representation of each triage category will be defined, this percentage will be applied to the sample group 

to ensure a representative weighting between each triage level within each study group is reached.  Each 

study group (ACP, foundation-doctor and middle-grade doctor) will have a minimum sample size of thirty, as 

outlined above.  A systematic random sampling method will be applied to reach this representative sample for 

each category.  A standard data sampling procedure will be applied for enrolment (detailed in section A17.1). 

 
Data Collection: 

An analysis tool has been developed reflective of  existing Trust documentation tools and national clinical 

standards (GMC, 2013; NMC, 2015). These tools will be further validated by subject matter experts. Should 

data not be available then the next on the original data collection list will be utilized. 

 
Objective 3 

 
Inclusion and exclusion c r i t e r i a : 

All patients who are seen by ACPs with mental capacity who can provide informed consent during the data 

collection period will have the option to participate in the questionnaire. Those patients unable to read or write 

will have the option of a relative or research ass is tan t  to complete the paper-based questionnaire. Those 

patients with learning disabilities may participate i f they have mental capacity with the support of a carer if 

required.  Patients who lack mental capacity will be excluded.  If completion of the questionnaire will be 

inappropriate for patient care they will be excluded, for example in imminent end of life care, or patients 

undergoing a critical transfer where this may impede their treatment. 

 
Procedure for  enrolment: 

All patients eligible as outlined above will be included.  Questionnaires will be paper based.  At the end of the 

emergency treatment, defined as either the point of referral for specialist admission or on discharge, the 

cubicle nurse will ask patients if they are willing to complete the questionnaire. Patient refusal will be duly 

respected. 

 
Data collection: 

A review of the literature and National Patient Survey data has informed the questionnaire development. The 

tool consists of ten questions, the first seven being the Short Assessment of Patient Satisfaction (SAPS) 

validated patient satisfaction tool which is anticipated to take one-minute to complete (Hawthorne 2006). The 

final three questions are demographic questions and a qualitative open question.    The SAPS questions 

assess core aspects of patient acceptability including:  treatment satisfaction, explanation of results, clinician 

care, participated in decision making, respect by clinician, t ime with clinician and overall satisfaction. The 

tool uses a five- p o i n t  Likert scale, with each question having a rating score to provide an overall 

satisfaction level. 
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All Objectives:  Outcome Analysis: 

 
Outcome measures will be analysed using descriptive statistics such as statistical tests for association 

and difference, for example using the chi-square test (Denscombe, 2014). Similarly, for objective 3, the 

patient questionnaires will be paper-based, data entry will occur on a spreadsheet to enable analysis of 

rating scores for each sub-section and overall acceptability level. Triangulation of data both within the 

study and to national data where applicable will occur to enable enhanced analysis to support the research 

objectives. 

 
To enable further analysis, sensitising on e -to-one interviews with ED health-care professionals will occur 

to further understand the existing data. Ten participants will be actively selected to provide a cross-

representation of doctors, nurses and ACPs. Focused questions to further understand the case note 

reviews and questionnaire data will be used, a draft interview schedule along with consent and 

information sheet will be used (attached documents to this submission). It is anticipated this will aid 

analysis and explanation of any differences, in which case the focussed questions will be adapted as 

need to address the identified variables. 

 
Research Bias: 
It is noted that the research lead and assistance all work within the Emergency Department on the study 
site, as ACPs. This could be considered as a risk for bias, however this has been minimized by creating 
standard tools for the case note review, which have been consulted with nursing, medical  and research 
experts. All research assistants will be briefed by the project lead and a sample of cases will be done 
together to ensure interpretation and data collection methods are comparable. 

 
The patient questionnaire has also been developed as a standard tool with seven of the ten questions an 

existing validated patient satisfaction tool. The questionnaire has been further reviewed by subject experts 

including, nursing, medical and research experts.  The procedure of issuing the questionnaire will be 

done by the cubicle nurses to minimize bias towards the ACP who has seen the patient. 

 
The emergency medical consultant who leads on audit and research has  also agreed to analysis the 

data with the research lead to aid an unbiased analysis of the data. It hoped this will bring both an expert 

ACP and Medical input into the data analysis. Data will also be reviewed with a research specialist to 

further support an unbiased data analysis. 

 
Time frame: 
The study will run from the date of receipt of the final ethical approval, this will include Trust approval, HRA 

approval, University of Bath approval. The key dates are outlined below: 

Current- Oct 17: Protocol and tool development 

Oct 17: Ethical approval (anticipated) 

Oct- Dec 17: Objective 1 and 2: Data collection (retrospective case notes review) Dec- Jan 18: Objective 

1 and 2 data analysis 

Jan- Feb 18: Objective 3: Pilot of patient questionnaire 1 week 

Feb- Mar 18: Objective 3: patient questionnaire data collection (1 month) Mar- Apr 18: Objective 3: 

Analysis of results 

May- July 18: Research question analysis and write up 

Aug- Sept 18: Presentation of findings 
 
 

 
A14-1. In which aspects of the research process have you actively involved, or will you involve, 

patients, service users, and/or their careers, or members of the public? 

 

0 Design of the research               

0 Management of the research Undertaking the research analysis of results 

 D issemination of findings            Done of the above 

 
G vie details of involvement, or if none please justify the absence of involvement. 

Patient representatives have been informally consulted as part of the design process, i n  relation to 
reviewing the questionnaire usability and appropriateness, however as a formal patient participation 
group was consulted this hasn’t been ticked. Patients will also be involved in undertaking the research for 
objective 3, patient questionnaires. 
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A15. What is the sample group or cohort to be studied in this research? 

Select all that apply 
: Blood                                   
   cancer 
Cardiovascular 
Congenital Disorders 
 Dementias and Neurodegenerative Diseases 
Diabetes 
 Ear 
Eye 
Generic Health Relevance 
Infection 
Inflammatory and Immune System 
Injuries and Accidents 
Mental Health 
 Metabolic and Endocrine 
Musculoskeletal 
 Neurological 
Oral and Gastrointestinal 
 Paediatrics 
Renal and Urogenital 
 Reproductive Health and Childbirth 
Respiratory 
 skin  
 stroke 

 
Gender:  Male and female participants 
 

Lower age limit:  18  Years 

 

Upper age limit:  No upper age limit 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
A17-1. Please list the principal inclusion criteria (list the most important, max 5000 characters). 

 
The inclusion criteria for data sampling for objectives 1, 2 and 3 are outlined below, which are also 

referenced in section A13 above. 

 
Objective 1 & 2: Data Sampling Method 

Two FirstNet computer generated repor ts  for each study site will be generated, one being the full 

data set of all patients in a given period, secondly all patients in said period who had in estimations, 

namely b lood cultures for 
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sepsis, troponin for ACS and paracetamol and salicylate for paracetamol overdose. 

 
 For sepsis, ACS and paracetamol overdose both reports will be used with the following step by step 
method: 

-The study period will be September 2016 to August 2017 

-The investigation report will be filtered by clinician grade (ACP, junior doctor, middle grade, and 

consultant) and adult patients then, 

-Each clinician sub report forms this will then have data extrapolated from the full electronic report data 
using Excel 

CONCATENATE and VLOOKUP functions. 

-The diagnosis related to the condition wi l l  be selected and filtered 

-Any Urgent Care Centre stream patients will be removed, leaving the major or resuscitation stream 

patients for the sample da ta . 

-The sample size will then be achieved by applying a systematic random sampling method. 

-Should data not be acceptable for any reason the next patient on the report will be used. 

 
For fractured-NOF the following p rocess  for sampling will occur: 

-The study period will be September 2016 to August 2017 

-The full data set report will be used 

-Adult patients with a Fracture-NOF diagnosis entry will be used to filter the report 

-This filter will then be further sorted by ACPs and juniors’ doctors to create both comparison groups. 

-All ACP entries will be the sample, and a systematic randomised sampling method will be used on the 

junior doctor and middle grade sample to reflect the same quantity as the ACP group. 

-Should data not be acceptable for any reason the next patient on the report will be used. 

 
For Pain the following process for sampling will occur: 

-The study period will be January 2017 to April 2017 

-The full data report will be filtered to triage category 2, 3 and 4 adult patients. 

-Urgent-Care-Centre stream patients will be removed 

-The report will then be sorted to ACP, foundation doctor and middle grade doctors 

-The sample will be taken from this using a systematic random sampling method. -- Should data not be 

acceptable for any reason the next patient on the report will be used. 

 
For documentation the following sampling method will be used: 

-The full data report will be used 

-The report will be filtered into Manchester triage categories 1, 2, 3 and adult patients 

- Urgent-Care-Centre stream patients will be removed 

-The report will then be sorted to ACP, foundation doctor and middle grade doctors 

-The sample will be taken from this using a systematic random sampling method. 

- Should data not be acceptable for any reason the next patient on the report will be used. 

 
Objective 3 

Once the patient’s emergency care is completed, which is identified by referral to specialty or  decision to 

admit; all patients who are seen by ACPs with mental capacity who can provide informed consent during 

the data collection period will have the option to participate in  the questionnaire. Those patients unable to 

read or write will have the option of a relative or research assistant to complete the paper-based 

questionnaire. Those patients with learning 

disabilities may participate if they have mental capacity with the support of a carer if required. Patients who 
lack mental 

capacity will be excluded.  If completion of the questionnaire will be inappropriate for patient care they will 

be excluded, for example in imminent end of life care, or patients undergoing a critical transfer where this 

may impede their treatment 

 
 

A17-2. Please list the principal exclusion criteria (list the most important, max 5000 characters). 

 
Objective 1 and 2 (Retrospective case note review): 

Any patients who are children or urgent care centre stream patients will be excluded. Any patient notes 
unable to access will not be included and the next on the full list of presentation will be utilized. 

 
Objective 3: (questionnaire): 

Any patient who refuses to participate. Any patient who lacks mental capacity, result ing in them being 
unable to provide informed consent to participate. Any patient who completing the questionnaire would 
have a negative effect on their clinical care and treatment for example in the end of life care patient or 
those who are receiving active treatment or critical care transfer. 
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A18. Give details of all non-clinical intervention(s) or procedure(s) that will be received by participants as 

part of the research protocol. These include seeking consent, interviews, non-clinical observations and use of 

questionnaires. 

 
Please complete the columns for each intervention/procedure as follows: 

1. Total number of interventions/procedures to be received by each participant as part of the research protocol. 

2. If this intervention/procedure would be routinely given to participants as part of their care outside the 

research, how many of the total would be routine? 

3. Average time taken per intervention/procedure (minutes, hours or days) 

4. Details of who will conduct the intervention/procedure, and where it will take place. 
 
Intervention or procedure 2 3  4 
 

Questionnaire: Provision of participant 
information and 

Consent to complete questionnaire 

 
0   5                                                                                                                 Patients allocated registered nurse.                                                                               
minutes       in emergency department patient 

room or cubicle. 

 

Questionnaire: Patient completion of the 
questionnaire (7 of 

10 questions evidenced to take 1 minute 
(Hawthorne 2006)) 

1   0   2  Patient completion 

minutes i n  emergency department patient 

room or cubicle. 

 

Interview:  Healthcare professional provided 

with participant information and consent 

process completed 

 

1   0   5  Interviewer: chief investigator or 

minutes research assistant. 

 

Interview: completion of the interview itself. It is anticipated to   1   0   60  Interviewer: chief investigator or take 

30 minutes but no more than 60 minutes.  minutes r e s e a r c h  assistant. 
 

 
 

A21. How long do you expect each participant to be in the study in total? 

 
Objective 3 (Patient questionnaire): 

Each participant will only complete the questionnaire on completion of emergency care interventions, which 

is anticipated to take 2 minutes to complete.  The first seven out of ten questions are a validated tool which 

has been evidenced to take one minute to complete (Hawthorne 20006). 

 
The healthcare professional interviews to enhances analysis of the data to support answering the research 

question will be focused one-to-one interviews, anticipated to take thirty minutes but no longer than sixty minutes 

each. With the five minutes to present the participation sheet and complete the consent process the maximum 

time will be sixty-five minutes per participant. It is anticipated ten interviews will take place with a representation 

of doctors, nurses  and ACPs. 

 

 
A22. What are the potential risks and burdens for research participants and how will you minimise them? 

 
For all studies, describe any potential adverse effects, pain, discomfort, distress, intrusion, inconvenience or 

changes to lifestyle. Only describe risks or burdens that could occur because of participation i n  the research.  Say 

what steps would be taken to minimise risks and burdens as far as possible. 

Objective 1 and 2: is a retrospective case note review so has no patient participation. 

 
Objective 3: patient questionnaire is very low risk or burden for patient participants. It is considered only those 

who consent to participate will complete the questionnaire, the questionnaire is evidenced to take 1 minute for 

7 of the 10 questions, so will take an anticipated 2 minutes in total; and any patients where completion of the 

questionnaire would affect their care or treatment will be excluded from participation. 

 

 
A23. Will interviews/ questionnaires or group discussions include topics that might be sensitive, 

embarrassing or upsetting, or is it possible that criminal or other disclosures requiring action could occur 

during the study? 

Q Yes  X No 
 

A24. What is the potential for benefit to research participants? 

The study provides patients with an opportunity to express their satisfaction with the care they have e 
received from the Adv aced Clinical Practitioner, which includes treatment satisfaction, explanation of 
results, clinician care, participation 
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in decision ma k i n g , respect by clinician and overall satisfaction. There is also an area for patients to 

share any other views within the open question al lowing for any additional comments. 

 
 

A26. What are the potential risks for the researchers themselves? (if any) 
 

It is considered the risks to the researchers are minimal.  The primary researcher (Sarah Davies) and the 

research assistants are all senior clinicians that work within the study sites. Therefore, it is considered all 

understand both patient need and fellow health care professional needs within the wider team. 

 
It is acknowledged that should poor practice be evident in the retrospective case note review data or patient 

questionnaires, then existing suppor t  mechanism within the work place will be utilised.  However, as all those 

conducting the research are senior experienced clinicians who all have experience of reviewing clinical practice 

and creating appropriate action plans to improve care, this is also considered to be minimal risk of occurrence. 

 
 
 
 
 
 
 
 

 
A27-1. How will potential participants, records or samples be identified? Who will carry this out and 

what resources will be used? For example, identification may involve a disease register, computerised 

search of GP records, or review of medical records.  Indicate whether this will be done by the direct 

healthcare team or by researchers acting under arrangements with the responsible care 

organisation(s). 

 
Objective 1 and 2 (retrospective case notes review):  is as outlined in A13 and A17.1. 
Two FirstNet computer generated reports for each study site will be generated and provided from the 

Trust Data Analyst to the lead researcher. One report being the full data set of all patients in a given 

period, secondly all patients in said period who had investigations, namely blood cultures for sepsis, 

troponin for ACS and paracetamol and salicylate for paracetamol overdose. 

 
The method outlined below to reach the data sample will be conducted by the lead researcher, then the 

data collection from the sample will be completed by the lead researcher and research assistants. It is 

noted the lead researcher and research assistant are all research site Trust staff that have completed 

DBS screening and information gov enhance training. 

 
Objective 1: 
Objective 1 (sepsis, fracture-NOF, paracetamol overdose and ACS) will utilise a study period between 
September 

2016 and August 2017. Fracture NOF due to the low incidents will be all patients seen by an ACP in this 

period and the foundation and middle grade doctor comparison groups will be of equal sample size. The 

remainder sample s ize will be as per section A13. 

 
For sepsis, ACS and paracetamol overdose both  reports will be used with the following method: 

-The study period will be September 2016 to August 2017 

-The investigation report will be filtered by clinician grade (ACP, junior doctor, middle grade, and 

consultant) and adult patients then, 

-each clinician sub report forms this will have data extrapolated from the full electronic repor t  data using 
Excel 

CONCATENATE and VLOOKUP functions. 

-the diagnosis related to the condition will be selected and filtered 

-Any Urgent Care Centre stream patients will be removed, leaving the major or resuscitation stream 

patients for the sample da ta . 

-The sample size will then be achieved by applying a systematic random sampling method. 

-Should data not be acceptable for any reason the next patient on the report will be used. 

 
For fractured-NOF the following p rocess  for sampling will occur: 

-The study period will be September 2016 to August 2017 

-The full data set report will be used 

-Adult patients with a Fracture-NOF diagnosis entry will be used to filter the report 

-This filter will then be further sorted by ACPs and juniors doctor s to create both comparison groups. 

-All ACP entries will be the sample, and a systematic randomised sampling method will be used on the 
junior doctor 
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and middle grade sample to reflect the same quantity as the ACP group. 

-Should data not be acceptable for any reason the next patient on the report will be used. 

 
For objective  1 (pain) is acknowledged as a factor for the majority  of patients presenting  to emergency 

care, which are represented in patients given a Manchester  triage category of 2, 3 or 4; category five is 

excluded  as it is the classification where  no pain is present,  and category 1 is excluded as these  are 

immediate life threatened patients  or cardiac  arrest patients  (Manchester Triage Group,  2013).   The 

proportional split between these categories in the study 

sites are: 7% triage 2, 33% triage 3, 54% triage 4; with >1% triage 1 and 4% triage 5. 

Considering this the lead researcher will apply the following approach to the full data report to 

reach the sample: 

-The study period will be January 2017 to April 2017 

-The full data report will be filtered to triage category 2, 3 and 4 adult patients. 

-Urgent-Care-Centre stream patients will be removed 

-The report will then be sorted to ACP, foundation doctor and middle grade doctors 

-The sample will be taken from this using a systematic random sampling method. 

-Should data not be acceptable for any reason the next patient on the report will be used. 
 
Objective 2: 

 
A computer report per study site outlining all patients seen by an ACP, foundation doctor and middle-

grade doctor with a triage category of 1, 2 or 3 will be generated. These categories have been chosen 

as they represent major emergency presentations (Manchester Triage Group, 2013).    For 

documentation the following sampling method will be used: 

-The full data report will be used 

-The report will be filtered into Manchester triage categories 1, 2, 3 and adult patients 

- Urgent-Care-Centre stream patients will be removed 

-The report will then be sorted to ACP, foundation doctor and middle grade doctors 

-The sample will be taken from this using a systematic random sampling method. 

- Should data not be acceptable for any reason the next patient on the report will be used. 
 
Objective 3 

The lead researcher and research assistants while working in the clinical areas will identify patients 

seen by ACPs. They will further confirm said patients have mental capacity to provide informed consent 

to participate in  the questionnaire.  They will also evaluate if completion of the questionnaire will be 

inappropriate for patient care they will be excluded, for example in imminent end of life care, or patients 

undergoing a critical transfer where this may impede their treatment; if this is the case they will not be 

given a questionnaire. Those patients unable to read or write will have the option of a relative or 

research assistant to complete the paper-based questionnaire. Those patients with learning disabilities 

may participate if they have mental capacity with the support of a carer if required. Patients who lack 

mental capacity will be excluded. 

 
All patients eligible as outlined above will be included.  Questionnaires will be paper based and 

provided by  the research assistants at the end of the emergency treatment, defined as either the 

point of referral for specialist admission or on discharge, the research assistant will ask patients if 

they are willing to complete the questionnaire. Patient refusal will be duly respected. 

 
A27-2. Will the identification of potential participants involve reviewing or screening the identifiable 

personal information of patients, service users or any other person? 

X Yes  Q No 
 
Please give details below: 

Objective 1 and 2 (retrospective case notes review): 

The data samples for each of the six subsections within these objectives will be generated on an excel 

spreadsheet and no patient identifiable data will be used. The research team conducting the case note 

review are all senior employees of the study Trust site and have gone through data and information 

governance training. However, while accessing patient records in the form of electronic information on 

the Emergency Department FirstNet System or on the scanned document system or with reviewing 

actual patient notes, they will be exposed the patient and healthcare professional identifiable data. 

Although none of this will be recorded on the electronic data collection records. 

 
Objective e 3 (Patient Questionnaire): 

No patient identifiable data will be collected. However, i f  the patient was to write identifiable information 

in relation to themselves or a healthcare professional then these will be coded to provide anonymity on 

the electronic record.  The paper record will remain in a locked filing cabinet within the Emergency 

Department of the study site, with only the lead researcher having access. 
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A27-3. Describe what measures will be taken to ensure there is no breach of any duty of confidentiality 

owed to patients, service users or any other person in the process of identifying potential participants. 

/indicate what steps have been or will be taken to inform patients and service users of the potential use of 

their records for this purpose.  Describe the arrangements to  ensure that the wishes of patients and service 

users regarding access to their records are respected. Please consult the guidance notes on this topic. 
 
As outlined in A15, A17.1 A27.1 and A27.2; no patient identifiable data will be collected. 

 
Objective 1 and 2 (retrospective case notes review): 

The lead researcher will generate the sample list for each of the six subsections of these objectives; this list 

will have patient numbers but no patient identifiable data. As outlined in A27.2; the research team will have 

access to patient notes with identifiable data in both electronic and paper- b a s e d  records to conduct each 

case review, however no patient or healthcare professional data will be recorded on the data collection tool. 

All involved in data collection are senior member of the Trust who have all completed da ta  and information 

governance training. In addition, the research team will have a briefing to outline the requirement to collect 

or discuss any patient or clinician identifiable data. 

 
Objective 3 (patient questionnaire) 

Each participant will be provided with a verbal and written patient participation information document to 

provide an overview of the study and the anticipated contribution they are making to look at acceptability of the 

Emergency ACP role. Should any patient or clinician identifiable data be written on the paper questionnaire, 

then this will be given a fictitious reference to maintain confidentiality. Paper records will be kept in a locked 

filing cabinet within the Emergency Department study site and accessed by the lead researcher (Sarah 

Davies) only. Patients can refuse to complete the questionnaire at any time and may wish to withdraw it prior 

to submission. 

 

 
A274. Will researchers or individuals other than the direct care team have access to identifiable 

personal information of any potential participants? 

 
Q Yes  X No 

 

 
 
 

A28. Will any participants be recruited by publicity through posters, leaflets, adverts or websites? 

 
Q Yes  @ No 

 
 

 
A29. How and by whom will potential participants first be approached? 

 
Objective 1 and 2 (retrospective case notes review): n/a 

 
Objective 3 (patient questionnaire): 

The lead researcher and research assistants while working in the clinical areas will identify patients seen by 

ACPs. They will further confirm said patients have mental capacity to provide informed consent to participate 

i n  the questionnaire.   They will also evaluate i f  completion of the questionnaire will be inappropriate, and if 

so will be excluded, for example in imminent end of life care, or patients undergoing a critical transfer where 

this may impede their treatment; i f  this is the case they will not be given a questionnaire. Those patients 

unable to read or write will have the option of a relative or research assistant to complete the paper-based 

questionnaire. Those patients with learning disabilities may participate if they have mental capacity with the 

support of a carer if required. Patients who lack mental capacity will be excluded. 

 
All patients eligible as outlined above will be included.  Questionnaires will be paper based and provided by  

the research assistants at the end of the emergency treatment, defined as either the point of referral for 

specialist admission or on discharge, the research assistant will ask patients if they are willing to complete 

the questionnaire. Patient refusal will be duly respected. 
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A30-1. Will you obtain informed consent from or on behalf of research participants? 
X Yes  Q No 
 

If you will be obtaining consent from adult participants, p l e a s e  give details of who will take consent and how it will 

be done, with details of any steps to provide information (a written information sheet, videos, or interactive material). 

Arrangements for adults unable to consent for themselves should be described separately in Part B Section 6, and 

for children in Part B Section 7 . 

If you plan to seek informed consent from vulnerable groups, say how you will ensure that consent is  voluntary and 

fully informed. 

Objective 3 (Patient questionnaire): 

In the data collection period for the patient questionnaire the chief investigator or research assistants working in the 

clinical area of the Emergency Department will identify the patients that meet the inclusion criteria as outlined above. 

Then present the participant information sheet, answer any questions and obtain informed consent. 

 
The healthcare p ro fess iona l  interview participants will have the requirements and study details explained to 

them and will be provided with a participant information sheet. The participant wil l  then complete the interview 

consent form. This process will be completed with the chief investigator or research assistant conducting the 

interviews. 
 

 
If you are not obtaining consent, please explain why not. 

n/a 

Please enclose a copy of the information sheet(s) and consent form(s). 

 
A30-2. Will you record informed consent (or advice from consultees) in writing? 
X Yes  O No 

 
 
 

A31. How long will you allow potential participants to decide whether to take part? 

 
Objective 3, patient questionnaire: eligible patients will be asked if they wish to participate in completion a 

questionnaire, after a verbal and written participant information is provided. The patient will be given if they 

wish to consider if they complete the form, which can be done up to their departure from the Emergency 

Department. Patients will not be chased to complete, and any refusal will be fully respected. 

 
 

A33-1. What arrangements have been made for persons who might not adequately understand verbal 

explanations or written information given in English, or who have special communication needs? (e.g. 

translation, use of interpreters) 

Objective 3: Patient questionnaire: only patient with mental capacity who can provide informed consent will 

participate. If they have capacity but English is not their first language or have difficulty reading the print of the 

questionnaire then the patients relative or research assistant may support this if able. 

 
 

A35. What steps would you take if a participant, who has given informed consent, loses capacity to consent 

during the study? Tick one option only. 

 
X The participant and all identifiable data or tissue collected would be withdrawn from the study. Data or tissue 

which is not identifiable to the research team may be retained. 

O The participant would be withdrawn from the study. Identifiable data or tissue already collected with consent 

would 

be retained and used in the study. No further data or tissue would be collected, or any other research procedures 

carried out on or in relation to the participant. 

0The participant would continue to be included in the study. 

0 Not applicable- informed consent will not be sought from any participants in this research. 

0 Not applicable- it is not practicable for the research team to monitor capacity and continued capacity will be 

assumed. 

 
Further details: 
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A36. Will you be undertaking any of the following activities at any stage (including in the 

identification of potential participants)? (Tick as appropriate) 

 

Daces to medical records by those outside the direct healthcare team 

0Access to social care records by those outside the direct social care team 

X   Electronic transfer by magnetic or optical media, email or computer ne tworks 

0Sharing of personal data with other organisations 

Deport of personal data outside the EEA 

0 Use of personal addresses, postcodes, faxes, emails or telephone numbers 

X Publication of direct quotations from respondents 

0 Publication of data that might allow identification of individuals 

Duse of audio/visual recording devices 

X   Storage of personal data on any of the following: 

X Manual files (includes paper or film) 

X NHS computers 

0Social Care Service computers 

0 Home or other personal computers 

0 University computers 

0 Private company computers 

D Laptop computers 

 
Further details: 

No personal identifiable data will be collected. 

 
On the patient questionnaires there is an open question for comments, these written comments may 

be used as direct quotes from the respondents in the study. 

 
The healthcare professional interviews will not include any identifiable data, and if such data is 

recorded on the audio recording, then this will be anonymised within the transcript. The audio 

recording will be deleted once the written transcript is complete. 

 
It is noted all study data will be stored on an encrypted Trust USB stick and I or Trust computer. 

 

 
A37. Please describe the physical security arrangements for storage of personal data during the 
study? 

 
No personal identifiable data will be collected. 

 
All data for the retrospective case notes review will be collected and stored on an excel spreadsheet 

on a Trust encrypted USB stick or on the Trust secure computer drive dedicated for the research.  If it is 

necessary to share analysis data within the research team then this will be done via NHS email only 

to ensure this is done v IA a secure means. 

 
In relation to the questionnaire, if patient or healthcare professional data is written on a paper 

questionnaire then this will be given a fictitious code to reference the comment, for example "nurse A" 

"doctor B" "ACP C". The paper- b a s e d  questionnaires will be stored in a locked filing cabinet in the 

Emergency Department on the study site accessed only by the lead researcher. 
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A38. How will you ensure the confidentiality of personal data? Please provide a general statement of the 

policy and procedures for ensuring confidentiality, e.g. anonymisation or pseudonymisation of data. 
 
No personal data will be collected within the retrospective case note review or patient questionnaire. 

 
Although should patient or healthcare professional identifiable data be written on the questionnaire then this 

will be anonymised with a fictitious code. Paper copies will be kept to the end of the study in a locked filing 

cabinet within the Emergency Department study site and accessed by the lead researcher only. 

 
 

A40. Who will have access to participants' personal data during the study? Where access is by 

individuals outside the direct care team, please justify and say whether consent will be sought. 

 
Objective 1 and 2: Retrospective case note review: 

The lead researcher and research team will have access to patient identifiable data in the form of patient 

notes to enable non-patient-identifiable data collection. It is noted all members of the research team are 

senior staff members of the Trust, who have completed da ta  and information governance training, along 

with Good Clinical Practice (NHIR) training. In addition, Trust approval has been sourced for this case note 

review. 

No patient identifiable data will be collected for the retrospective case note review. Patients will be 

represented by patient number only. Patient identifiable data will be accessed to complete the case note 

review but will not be collected on the data tool. 

 
Objective 3: (Patient questionnaire) 

No patient identifiable data is being collected and should any be written on the paper questionnaire then this 

will be anonymised, and paper copied held within the locked filing cabinet only accessed by the lead 

researcher. 
Interviews: No personal identifiable data is anticipated, however should  an individual be identified within 

the audio recorded, this will be anonymised in the transcript. Audio recordings will be deleted once a 

written transcript is complete.  Only the chief investigator will have access to any identifiable details from the 

interviews. 

 

 
 

A41. Where will the data generated by the study be analysed and by whom? 

 
No patient identifiable data will be generated in the data collection tools. Data collection will be 

done on Trust premises. The data will be analysed by the lead researcher and research team. 

 
Analysed data (collated, aggregated and anonymised) will be shared across the emergency team 

and research specialists to enable a triangulated challenge and enhanced critical analysis. 

 
 

A42. Who will have control of and act as the custodian for the data generated by the study? 
 
 Title Forename/! initials S u r n a m e  

Mrs S a r a h   Davies 

Post: Head of Nursing Development Emergency Department 

Qualifications: BSc. (Hons) Nursing Professional Practice 

MA Professional Practice 

Master’s in strategic management 

PGCE in higher education 

Work Address: Emergency Department, Lewisham Hospital 

Lewisham High Street 

London 

 SE13 6LH 

            l                     Email: sarah.davies14@nhs.net 

           Telephone: 02083333000 
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A43. How long will personal data be stored or accessed after the study has ended? 
 

X Less than 3 months 
 

O 3-6 months 

0 6-12 months 

0 12 months - 3 years 
 

O Over 3 years 
 
 

 
A44. For how long will you store research data generated by the study? 
Years:  10 

Months:  0 

 

A45. Please give details of the long- te rm arrangements for storage of research data after the study 
has ended. Say where data will be stored, who will have access and the arrangements to  ensure 
security. 

 
No personal identifiable data will be held. The data generated from the study will be held by the lead 

researcher until completion of the Professional Doctorate in Health and held on a Trust encrypted USB 

stick and I or on the Trust dedicated electronic drive for the study. 

 
The research data will be held as per the Data Management Plan (attached to this application). On 

completion of the Professional Doctorate in  Health, then archived data will be provided to the University 

Research Archive, accessed via my supervisor and the NHS Trust Research and Development team for 

the Trust copy of the data for archiving. 

 
 
 

A46. Will research participants receive any payments, reimbursement of expenses or any other 

benefits or incentives for taking part in this research? 

O Yes  X No 
 
 
 
A47. Will individual researchers receive any personal payment over and above normal salary, or 

any other benefits or incentives, for taking part in this research? 

O Yes  X No 
 

 
A48. Does the Chief Investigator or any other investigator/collaborator have any direct personal 

involvement (e.g. financial, shareh olding, personal relationship etc.) in the organisations 

sponsoring or funding the research that may give rise to a possible conflict of interest? 

O Yes  X No 
 

 

 
 
 
A49-1. Will you inform the participants' General Practitioners (and/or any other health or care 

professional responsible for their care) that they are taking part in the study? 
 

Q Yes  X No 
 

If Yes, please enclose a copy of the information sheet/letter for the GP/health professional with a version n 
umber and date. 
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A50. Will the research be registered on a public database? 
Q Yes  X No 
Please give details or justify if not registering t h e  research. Registration of research studies is encouraged 
wherever possible. 

You may be able to register your study through your NHS organisation or a register run by a medical research 

charity or publish your protocol through an open access publisher.  If you are aware of a suitable register or 

other method of publication, please give details.  If not, you may indicate that no suitable register exists. Please 

ensure that you have entered registry reference number(s) in question A5-1. 

 

 
A51. How do you intend to report and disseminate the results of the study? Tick as appropriate: 

 
Peer reviewed scientific journals 

Internal report Conference presentation Publication on website D Other publication 

D Submission to regulatory authorities 

D Access to raw data and right to publish freely by all investigators in study or by Independent Steering 

Committee on behalf of all investigators 

0 No plans to report or disseminate the results 

D Other (please specify) 
 

 
 
A52. If you will be using identifiable personal data, how will you ensure that anonymity will be maintained 

when publishing the results? 

 
No personal data will be collected from the case note review or patient questionnaires. As outlined above if 

patient or clinician identifiable data is written on the questionnaire then this will be anonymised and given a 

fictitious code for example "doctor B". 

 

 
A53. Will you inform participants of the results? 

 
Q Yes  X No 
 

 
Please give details of how you will inform participants or justify if not doing so. 

The retrospective case note review anticipating generating 399 samples, i t  will not be feasible to provide 

feedback, in addition no patient identifiable data will be collected. 

 
The patient questionnaire equally will have no patient identifiable data, so it will not be feasible to share the 

resits directly. 

 
However, a  study overview document will be shared on the generic Emergency Department information boards 

which is accessible to both staff and patients. 
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A54. How has the scientific quality of the research been assessed? Tick as appropriate: 
 

D Independent external review 

D Review within a company 

D Review within a multi-centre research group 
 

Review within the Chief Investigator's institution or host organisation 
 

Review within the research team 
 

Review by educational supervisor 

0 Other 
 

Justify and describe the review process and outcome.  If the review has been undertaken but not seen 

by the researcher, give details of the body which has undertaken the review: 

The research protocol has been reviewed by my educational supervisor. In addition, the proposal has 
been consulted 

with the Senior Emergency Management team within both Emergency Departments within the NHS 

Trust. The protocol has also been consulted with the research team who will be involved in some of the 

data collection.  Lastly the protocol and associated documents have been reviewed by the NHS Trust 

Research and Development Manager. 

For all studies except non-doctoral student research, p lease  enclose a copy of any available scientific 

critique reports, together with any related correspondence. 

For non-doctoral student research, p l e a s e  enclose a copy of the assessment from your educational 
supervisor! institution. 
 
 
A56. How have the statistical aspects of the research been reviewed? Tick as appropriate: 
 

D Review by independent statistician commissioned by funder or sponsor 

Doter review by independent statistician 

D Review by company statistician 

0 Review by a statistician within the Chief Investigator's institution 

0 Review by a statistician within the research team or multi-centre group 

0 Review by educational supervisor 

0 Other review by individual with relevant statistical expertise 
 

No review necessary as only frequencies and associations will be assessed- details of statistical 

input not required 

 

In all cases please give details below of the individual responsible for reviewing the statistical aspects.  If 

advice has been provided i n  confidence, give details of the department and institution concerned. 
 

 
 

 
 

Department 

Institution 

Work Address 

 
 
 

Post Code 

Telephone 

Fax 

Mobile 

Title   Forename/! initials Surname 

Prof.  Alison  Leary 

PhD FRCN FQNI 

London South Bank University 

School of Health 

London South Bank University 

103 Borough Rd, London 

SE1 10AA 

 

E- mail   
 

 
Please enclose a copy of any available comments or reports from a statistician. 
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A57. What is the primary outcome measure for the study? 

 
Descriptive statistics from the data from the retrospective case note review will be used to answer if adult 

major emergency patients receive equal quality of care by Advanced Clinical Practitioners compared to junior 

doctors. 

 

 
A58. What are the secondary outcome measures? (if any) 

 
What is the patient acceptability of the ACP role will be answered with the collation of the rated answers from 

the questionnaire? As outlined in Hawthorne's (2006) validated short assessment of patient satisfaction, an 

average score of 19/28 or above would be deemed at Satisfied, and  therefore considered a general patient 

acceptability of the role. 

 

 
A59. What is the sample size for the research? How many participants/samples/data records do you plan 

to study in total? If there is more than one group, please give further details below. 

 
Total UK sample size:  535 

Total international sample size (including UK): Total in European Economic Area: 

 
Further details: 

Objective 1 and 2: The retrospective case note review is anticipated to have a total sample size of 399 

 
Objective 3: The patient questionnaire is anticipated to be 126. 

 
Additional focussed sensitising one -to-one interviews will be conducted to gain further insight into the 

results from the above sample.  It is anticipated this will require ten interviews. 

 
When all combined this resulted in a total sample size of 535, of which 136 participants will require 
recruiting. 
 

 
AGO. How was the sample size decided upon?  If a formal sample size calculation was used, indicate how 

this was done, giving enough information to justify and reproduce the calculation. 

 
Objective 1 and 2: 

 
The sample size has been developed with Fugard and Potts (2015) themed sample size tool, which has 

been applied to each of the retrospective case note reviews to be completed.    Analysis of prior Emergency 

Department ret rospect ive  case note reviews was completed to generate the population theme 

prevalence required with this approach.  To apply the tool the following are considered for each condition: 

 
Power:  was selected as 90% as this gives the high significance level, this will be applied to all and 

therefore table 2 is being utilised. 

 
Population theme prevalence: this has been calculated by  using prior study site case note reviews of each 

topic.  Each theme percentage was averaged, and then an overall average was calculated for this data set, 

which is defined below. 

 
Desired number of themes:  this was taken from the number of areas, “themes” being looked at for each 
condition. 

 
Sepsis: 

- 7 previous case note reviews (2014-2016) 
- 8 themes (Desired number of themes) 

- Average: 70% (population theme prevalence) 

Applying this to the table: 70% and 8 themes= 15 sample size 
 
 Themes 5    810 
 Prevalence 70%  9   1 

 

However, in  this study there are an additional 5 themes which haven’t been assessed before. So, if 70% 
prevalence is 

 
Date 25/08/2017  26  230605/1122560/37/391 



  

265 
 

 
applied as the compliance level, then the sample size would be 23. 

 
Themes:  10 13 20 

Prevalence70%: 18 23 33 
 

 
 
 

Fractured NOF: 

- 3 previous case note reviews (2014-2015) 

- 12 themes (Desired number of themes) 

- Average: 42% (population theme prevalence) 

Applying this to the table:  40% and 12 themes= 42 sample size 

 
Themes:    10 12 15 

Prevalence 40%: 33 44 61 

Prevalence 42%: n/a  42 n/a 

Prevalence 45%: 29 39 54 

 
Paracetamol Overdose: 

- 2 previous case note reviews (2013) 

- 7 themes (Desired number of themes) 

- Average: 67% (population theme prevalence) 

Applying this to the table as outlined below equalled 14 sample size 

 
Themes: 5 7 10 

Prevalence 65%   10 14 19 

Prevalence 67%: n/a  14 n/a 

Prevalence 70%: 9 13 18 

 
Pain: 

- 3 previous case note reviews (2014-2015) 

- 4 themes (Desired number of themes) 

- Average: 18% (population theme prevalence) 

Applying this to the table as outlined below equalled 36 sample size 

 
Themes:  4 

Prevalence 15%: 43 

Prevalence 18%: 36 

Prevalence 20%: 32 

 
ACS: 

- 0 previous case note reviews 

- 6 themes (Desired number of themes) 

- Average- n/a (population theme prevalence) 

If 6 themes, five out of 6 would be expected for the patient to receive quality of care, so this 

equates to 83%; which if rounded to 80% and if applying the same methodology then the 

following would apply: = 9 sample size 

 
Themes:  5 6 10 

Prevalence 80%: 8 9 15 
 

 
Documentation: 

- 1 previous case note reviews (2016) 

- 19 themes (Desired number of themes) 

- Average: 75% (population theme prevalence) 

Applying this to the table would produce= 30 sample size 

 
Themes:  10 19 20 

Prevalence 75%: 16 30 31 (Fugard and Potts, 2015) 

 
Objective 3: Patient Questionnaire: 

The patient questionnaire will be a minimum of 126 questionnaires. Considering the ACPs see 

on average 185 patients a month across both sites, if a 95% confidence internal and a 5% 

margin of error was applied; this equates to a sample size need of 126 
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A61. Will participants be allocated to groups at random? 

O Yes  X No 
 

 
A62. Please describe the methods of analysis (statistical or other appropriate methods, e.g. for 

qualitative research) by which the data will be evaluated to meet the study objectives. 

 
 
Descriptive statistics will be used to analyses the data. Statistical tests for association and difference, for 

example using the chi-square test will also be utilised. 

 
Case note reviews and patient questionnaires data entry will occur on a spreadsheet to enable analysis of 

rating scores for each sub-section and overall acceptability level. 

 
 

 
 
 

A63. other key investigators/collaborators. Please include all grant co-applicants, protocol co-authors and 

other key members of the Chief Investigator's team, including non-doctoral student researchers. 

 
Title Forename/ initials Surname 
 

 
Post Qualifications Employer Work Address 

 

Post Code Telephone Fax 

Mobile 

Work Email 
 

 
 
 
 

A64-1. Sponsor 
 

Lead Sponsor 

 
Status:    X NHS or HSC care organisation 
 

O Academic 
 

O Pharmaceutical 

industry O Medical 

device industry O Local 

Authority 

O Other social care provider (including voluntary sector or 
private organisation) 
O Other 

Commercial status: 

 

 
 
 
 
 
 
 

Date: 25/08/2017  28  230605/1122560/37/391 

 

 

 

 

 

 



  

267 
 

 
 
 

Contact person 
 
 
Name of organisation Lewisham and Greenwich NHS Trust 

 

Given name 

Family name 

Address 

Town/city 

Post code 

Country 

Telephone 

Fax 

E-mail 

Karen 

Corbett-Smith 

R&D Operations Manager 

Brook House, Queen Elizabeth Hospital 

SE18 4QH 
 

 
0208 836 5972 
 

 
karen.corbett-smith@nhs.net 

 

Is the sponsor based outside the UK? 

OYes X No 
 

 
Under the Research Governance Framework for Health and Social Care, a sponsor outside the UK must 

appoint a legal representative established in the UK. Please consult the guidance notes. 
 

 
 

A65. Has external funding for the research been secured? 
 

D Funding secured from one or more funders 

D External funding application to one or more funders in progress 
 

No application for external funding will be made 
 
 

What type of research project is this? 
 

X Standalone project 
 

O Project that is part of a programme grant 
 

O Project that is part of a Centre grant 
 

O Project that is part of a fellowship/ personal award/ research training award 
 

O Other 
 

Other- please state: 
 

 
ASS. Has responsibility for any specific research activities or procedures been delegated to a 

subcontractor (other than a co-sponsor listed in A64-1)? Please give details of subcontractors if 

applicable. 

 
O Yes  X No 

 

 
 

A67. Has this or a similar application been previously rejected by a Research Ethics Committee in the 

UK or another country? 

Q Yes  X No 

Please provide a copy of the unfavourable opinion letter(s).  You should explain in your answer to question 

A6-2 how the reasons for the unfavourable opinion have  been addressed in this application. 
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A68-1. Give details of the lead NHS R&D contact for this research: 
 
 

 
 
Organisation 

Address 
 
 

 
Post Code Work Email 

 

 

                     

 

 

 

 

 

 
 

 

Details can be obtained from the NHS R&D Forum website:  http.Jiwww.rdforum.nhs.uk 
 

 
A69-1. How long do you expect the study to last in the UK? 
 

 
Planned start date: 02/10/2017 

Planned end date:  01/01/2019 

Total duration: 
 

Years: 1 Months: 2 Days : 0 
 

 
 
A71-1. Is this study? 

 
X Single centre 

O Multicentre 

 
 
 
A71-2. Where will the research take place? (Tick as appropriate) 
 
X England 

D Scotland 

D Wales 

D Northern Ireland 

D Other countries in European Economic Area 
 

 
Total UK sites in study 1 

 
Does this trial involve countries outside the EU? 

Q Yes  @ No 
 

 
 
A72. Which organisations in the UK will host the research? Please indicate the type of organisation by 

ticking the box and give approximate numbers if known: 
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NHS organisations in England 

D NHS organisations in Wales 

D NHS organisations in Scotland 

D HSC organisations in Northern Ire land 

DGP practices in England  

DGP practices in Wales  

DGP practices in Scotland 

DGP practices in Northern Ireland 

0 Joint health and social care 

agencies (egg community mental 

health teams) 

D Local authorities 

D Phase 1 trial units 

D Prison establ ishments  

D Probation areas 

0 Independent (private or voluntary sector) 

organisations 

D Educational establishments 

0 Independent research units 

D Other (give details) Total UK sites in study: 

 
A73-1. Will potential participants be identified through any organisations other than the 
research sites listed above? 

Q Yes  X No 
 
 
 

A74. What arrangements are in place for monitoring and auditing the conduct of the research? 

 
Objective 1 and 2 (retrospective case notes review): 

The lead researcher and research assistants will complete these 6 subsections within these two 

objectives. To ensure equal application of the tools, the lead researcher will provide a research 

team briefing with detailed information and explanation. In addition, the lead researcher will cross 

check a random proportion of case notes for each subset to ensure correct application. 

 
Objective 3 (patient questionnaire): 

As all information from each questionnaire will be collated onto one spread sheet by a random 

selection of paper questionnaires will be cross checked by the lead researcher, to ensure 

transferability of data is accurate. 

 
In addition to this the lead researcher will arrange a mid and end meeting with one of the Trust 
Research and 

Development department to review the study progress and compliance. 
 

 
 
 
 
 
 

 
A76-1. What arrangements will be made for insurance and/or indemnity to meet the potential legal 

liability of the sponsor(s) for harm to participants arising from the management of the research?  

Please tick box(es) as  applicable. 
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Note: Where an NHS organisation has agreed to act as sponsor or co-sponsor, indemnity is provided 

th rough NHS schemes. Indicate if this applies (there is no need to provide documentary evidence). 

For all other sponsors, please describe the arrangements and provide evidence. 

 
NHS indemnity scheme will apply (NHS sponsors only) 

0 Other insurance or indemnity arrangements will apply (give details below) 
 

 
Please enclose a copy of relevant documents. 

 
 

A76-2. What arrangements will be made for insurance and/ or indemnity to meet the potential legal 

liability of the sponsor(s) or employer(s) for harm to participants arising from the design of the 

research?  Please tick box(es) as applicable. 

 
Note: Where researchers with substantive NHS employment contracts have designed the research, 

indemnity  is provided through NHS schemes. Indicate if this applies (there is no need to provide 

documentary evidence). For other protocol authors (e.g. company employees, university members), 

please describe the arrangements and provide evidence. 

 
NHS indemnity scheme will apply (protocol authors with NHS contracts only) 

Doter insurance or indemnity arrangements will apply (give details below) 
 

 
 
Please enclose a copy of relevant documents. 

 
 
A76-3. What arrangements will be made for insurance and/ or indemnity to meet the potential legal 

liability of investigators/collaborators arising from harm to participants in the conduct of the 

research? 

 
Note: Where the participants are NHS patients, indemnity is provided th rough the NHS schemes or 

through professional indemnity. Indicate if this applies to the whole study (there is no need to provide 

documentary evidence). Where non-NHS sites are to be included in the research, inc luding pr iva te  

practices, p lease describe the arrangements which will be made at these sites and provide evidence. 

 
NHS indemnity scheme or professional indemnity will apply (participants recruited at NHS sites only) 

D Research includes non-NHS sites (give details of insurance/ indemnity arrangements for these 

sites below) 
 
 
Please enclose a copy of relevant documents. 

 
 

A78. Could the research lead to the development of a new product/process or the generation of 
intellectual property? 

O Yes   X No  O Not sure 
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Please enter details of the host organisations (Local Authority, NHS or other) in the UK that will be responsible 

for the research s i t es .   For further information please refer to guidance. 
 

 
 

Investigator    Research site 
identifier 

 
IN1  

X NHS site 

O Non-NHS site 

 
 
 

Country:    England 
 

 
 
 

Organisation 

name 
 

Address 
 
 
 
 

Post Code 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
LEVVISHAM AND GREENVVICH 

NHSTRUST 

UNIVERSITY HOSPITAL 

LEVVISHAM 

LEVVISHAM HIGH STREET 

LONDON GREATER LONDON 

SE13 6LH 

Investigator Name 
 
 

 
Forename 

Middle name 

Family name 

Email 

 

 
Qualification 

(MD...) 

Country 

 

 
 
 
 
Sarah 

 
Davies 

sarah.davies14@nhs. net 

BSc.(Hons) Nursing 

Professional Practice 

MA Professional  Practice 

Masters in Strategic 

Management 

PGCE in higher education 
 

UNITED KINGDOM 
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01. Declaration by Chief Investigator 
 
 

1.  The information in this form is accurate to the best of my knowledge and belief and I take full responsibility 

for it. 

 
2.  I undertake to abide by the ethical principles underlying the Declaration of Helsinki and good practice 

guidelines on the proper conduct of research. 

 
3.  If the research is approved I undertake to adhere to the study protocol, the terms of the full application as 

approved and any conditions set out by review bodies in giving approval. 

 
4.  I undertake to notify review bodies of substantial amendments to the protocol or the terms of the approved 

application, and to seek a favourable opinion from the main REC before implementing the amendment. 

 
5.  I undertake to submit annual progress reports setting out the progress of the research, as required by 

review bodies. 

 
6.  I am aware of my responsibility to be up to date and comply with the requirements of the law and relevant 

guidelines relating to security and confidentiality of patient or other personal data, including the need to 

register when necessary with the appropriate Data Protection Officer. I understand that I am not permitted to 

disclose identifiable data to third parties unless the disclosure has the consent of the data subject or , in the 

case of patient data in England and Wales, the disclosure is covered by the terms of an approval under 

Section 251 of the NHS Act 2006. 

 
7.  I understand that research records/data may be subject to inspection by review bodies for audit purposes if  

required. 

 
8.  I understand that any personal data in this application will be held by review bodies and their operational 

managers and that this will be managed according to the principles established in the Data Protection Act 

1998. 

 
9.  I understand that the information contained in this application, any supporting d ocu me n t a t i on  and all 

correspondence with review bodies or their operational managers relating to the application: 

 
-o-      Will be held by the REC (where applicable) until at least 3 years after the end of the study; and by NHS 

R&D offices (where the research requires NHS management permission) in accordance with the NHS 

Code of Practice on Records Management. 

<).       May be disclosed to the operational managers of review bodies, or the appointing au tho r i t y  for the 
REC 

(where applicable), to check that the application has been processed correctly or to investigate any 

complaint. 

-o     May be seen by auditors appointed to undertake accreditation of RECs (where applicable). 

o   Will be subject to the provisions of the Freedom of Information Acts and may be disclosed in response to 

requests made under the Acts except where statutory exemptions apply. 

q.    May be sent by email to REC members. 

 
10.  I understand that information relating to this research, including the contact details on this application, may 

be held on national research information systems, a n d  that this will be managed according to the 

principles established in the Data Protection Act 1998. 

 
11.  Where the research is reviewed by a REC within the UK Health Departments Research Ethics SERV ice, I 

understand that the summary of this study will be published on the website of the National Research Ethics 

Service (NRES), together with  the contact point for enquiries named below. Publication will take place no 

earlier than 3 months after issue of the ethics committee' s final opinion or the withdrawal of the application. 
 

 
Contact point for publication (Not applicable for R&D Forms) 

NRES would like to include a contact point with the published summary of the s study for those wishing to 

seek further information. We would be grateful if you would indicate one of the contact points below.  
 

X Chief Investigator 
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0 Sponsor 

O Study co-ordinator 
 

O Student 
 

O Other- please give details 
 

O None 
 

 
 
Access to application for training purposes (Not applicable for R&D Forms) Optional- please tick 

as appropriate: 

 
I would be content for members  of other RECs to have access to the information  in the application 

in confidence for training  purposes. All personal identifiers and references to sponsors, funders 

and research units would  be 

removed. 

 

This section was signed electronically by Mrs Sarah Davies on 16/08/2017 12:56.  

  Job Title/Post:  Head of Nursing Development ED 

 
 Organisation: Lewisham & Greenwich NHS Trust 

 
 Email:   sarah.davies14@nhs.net 
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02. Declaration by the sponsor's representative 

 
If there is more than one sponsor,  this declaration should be signed on behalf of the co-sponsors by a 

representative ofthe lead sponsor  named  at A64-1. 

 
I confirm that: 

 
1.  This research proposal has been discussed with the Chief Investigator and agreement in principle to 

sponsor  the research is in place. 

 
2.  An appropriate process of scientific critique  has demonstrated that this research  proposal is 

worthwhile and of high scientific quality. 

 
3.  Any necessary indemnity  or insurance arrangements, as described in question  A76, will be in place 

before this research starts.  Insurance  or indemnity  policies will be renewed  for the duration  of the study 

where necessary. 

 
4.  Arrangements will be in place before the study starts for the research team to access  resources and 

support to deliver the research  as proposed. 

 
5.  Arrangements to allocate responsibilities for the management, monitoring and reporting  of the 

research  will be in place before the research starts. 

 
6.  The duties of sponsors  set out in the Research Governance Framework for Health and Social Care will 

be undertaken in relation to this research. 

 
Please  note: The declarations below do not form part of the application for approval above. They will 

not be considered by the Research Ethics Committee. 

 
7.  Where the research  is reviewed by a REC within the UK Health  Departments Research Ethics Service, 

I understand that the summary  of this study will be published on the website  of the National  Research 

Ethics Service (NRES),  together with the contact point for enquiries named  in this application. 

Publication will take place  no earlier than 3 months after issue of the ethics  committee's final opinion  

or the withdrawal of the application. 

 
8.  Specifically, for submissions to the Research Ethics Committees (RECs) I declare  that any and all 

clinical trials approved  by the HRA since 30th September 2013 (as defined  on IRAS categories  as 

clinical trials of medicines, devices,  combination of medicines and devices or other clinical trials) have  

been registered on a publically  accessible register in compliance with the HRA registration 

requirements for the UK, or that any deferral granted by the HRA still applies. 
 

 
 

This section was signed electronically by Dr stephen kegg on 16/08/2017 17:31.  

 Job Title/Post:  Associate Director R&D 

 
Organisation: Lewisham and Greenwich NHS Trust 

 
Email:   stephen.kegg@nhs.net  
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03. Declaration for student projects by academic supervisor(s) 

 
1. I have read and approved both the research proposal and this application. I am satisfied 

that the scientific content of the research is satisfactory for an educational qualification at this 

level. 
 

 
2. I undertake to fulfil the responsibilities of the supervisor for this study as set out in the Research 
Governance 

Framework for Health and Social Care. 
 

 
3. I take responsibility for ensuring that this study is conducted in accordance with the 

ethical principles underlying the Declaration of Helsinki and good practice guidel ines  on the 

proper conduct of research, in conjunction with clinical supervisors as appropriate. 
 

 
4. I take responsibility for ensuring that the applicant is up to date and complies with the 

requirements of the law and relevant guidelines relating to security and confidentiality of 

patient and other personal data, in conjunction with clinical supervisors as appropriate. 
 

 
Academic supervisor 1 

 
This section was signed electronically by Dr Alison Leary on 23/08/2017 10:50. 

 
 

Job Title/Post:  Professor 

 
Organisation:  LSBU 

 
Email:   

 

 
Academic supervisor 2 

 
This section was signed electronically by Dr Andrea Jane Here path on 21/08/2017 10:39. 

 
 

Job Title/Post:   Senior Lecturer, Organisation Studies 

Organisation:  School of Management, University of Bath 

 Email:                        
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Appendix 3.14: Ethics: Research Ethics Approval 

Committee (REACH) Forms 

 
In this Appendix all three REACH forms are enclosed, which comprise 
of annex one (checklist for all researchers), annex two (ethical 
Implications post graduate research projects) and annex four (full 
submission for ethics approval); these are attached below: 
 
 

ANNEX ONE               Department for Health 

Research Ethics Approval Committee for Health 

Checklist for all researchers 

 

The Department for Health requires all members of staff and students who are planning 
research or consultancy projects to consider the ethical implications of the work which 
they undertake. This is important in all research and consultancy projects but is 
essential in those projects which involve human participants. 
 
The Department has agreed on an ethical review process which has a fast track for 
those projects which either do not have ethical implications and thus do not require full 
scrutiny, or where scrutiny will be given by another body (in particular an NHS 
Research Ethics Committee [REC]).   
Projects that fall outside of these categories will need to make a full submission 
to the Research Ethics Approval Committee for Health.  
 

 
SECTION ONE 

 

 

Name (PI or  
           Student and Supervisor) 

Sarah Davies  (PD Health Student) 
Dr. Andrea Herepath (Academic 
Supervisor) 

Project 
Title 

Emergency Advanced Clinical Practitioners: Quality and 
Acceptability 

  
Please tick the description that applies to your project 
 

Externally funded research project   Consultancy  PhD/PD/RPD/MD 
research project 

 

Unfunded research project 
 

 KTP    

 
 

 
SECTION TWO 

 
Determining the nature of your research and  

the route for ethical approval you need to follow 
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Described below are 4 routes for ethical approval (A-D) with corresponding research 
project features. Please read through all and tick the description that applies to your 
project.  
Provide the completed and signed documents as detailed in the corresponding grey box 
to the REACH Secretary. If you have any queries as to which option to select, please 
contact the REACH Secretary for guidance. 
 
SUBMISSION OF EIRA1 FOR NOTING AT REACH 
 

1 My proposal is currently at the stage of application for funding           

2 My research project does not involve the use of human subjects or data from 
human subjects 

 

3 I intend to request the University act as Sponsor for my research. Apply for 
University Sponsorship.  N.B. subsequent Option D pathway below will be 
required once University Sponsorship and NHS REC approval have been 
granted.                                                                                                                                

 

• this Annex One  

• EIRA1 (Annex Two or Three) 

 
 
A. SUBMISSION OF EIRA1 AND EVIDENCE OF APPROVAL FROM OTHER 

UNIVERSITY OF BATH ETHICS COMMITTEE FOR REVIEW BY REACH  
 

4 My research has received approval from another ethics committee within the 
University of Bath, e.g. SSREC for ESRC funded projects, Psychology Ethics 
Committee 

 

• this Annex One  

• EIRA1 (Annex Two or Three)  

• Application and Approval letter from other University of Bath Ethics Committee 
N.B.  Annex Four is not required (as detailed in section C) 

 
 
B. FULL CONSIDERATION IS REQUIRED BY REACH 

 

5 My research involves human subjects and does not take place in an NHS 
context 

 

6 My research involves the collection human tissue that will be destroyed within a 
matter of hours or days and certainly no longer than a week. 

 

7 My research project involves analysis of secondary data originating from human 
subjects        

 

8 My research involves human subjects and takes place outside of the UK, and 
for which particular consideration needs to be given 

 

9 My research involves working with children and/or vulnerable adults  
 

 

10 My research has received approval from another UK University ethics 
committee 

 

• this Annex One  

• EIRA1 (Annex Two or Three) 

• Annex Four & attachments (Annex Four is not required if approval from another 
ethics committee within the University of Bath has been received, see category  B. 
above) 

• Annex Five (Option 6 only) 

• Confirmation the University Child Protection and Safeguarding Policy will be followed 
(Option 9 only) 

mailto:e.dowden@bath.ac.uk?subject=REACH%20Annex%20One%20Query
http://www.bath.ac.uk/ris/developing-a-proposal.bho/submitting/applying-for-sponsorship-in-the-NHS/index.html
http://www.bath.ac.uk/ris/developing-a-proposal.bho/submitting/applying-for-sponsorship-in-the-NHS/index.html
http://www.bath.ac.uk/university-secretary/secretary/child-protection-safeguarding/
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• Application and Approval letter from other University Ethics Committee (Option 10 
only) 

 
 
 

C. FULL NHS REC CONSIDERATION IS REQUIRED BY THE APPROPRIATE NHS 
REC, 
SUBMISSION OF DOCUMENTS FOR NOTING BY REACH  

 

11 My research meets the requirements for submission through the HRA 
IRAS system, that is,  includes:  

• access to NHS patients 

• adults lacking capacity 

• collection and storage of human tissue (i.e. human tissue not 
destroyed within a matter of hours or days and certainly no longer 
than a week).  

• the use of ionising radiation  

• a clinical trial of an investigation medicinal product (CTIMP) 
 

 
 
 

 

• this Annex One  

• NHS REC approved study protocol, Participant information sheet and Consent 
form 

• Formal confirmation of NHS REC approval 

• EIRA1 (Annex Two or Three) 

• Annex Five (if study involves collection and storage of human tissue) 

• Details of who is Sponsoring this project 

 

Last updated 13 Nov 2017 
 

 

ANNEX TWO 

 
Department for Health 

Research Ethics Approval Committee for Health 
 

 
ETHICAL IMPLICATIONS OF POSTGRADUATE RESEARCH PROJECT 

 
This template should accompany the postgraduate research student application 
for candidature form submitted to the Board of Studies. 
(Additional departmental information may be incorporated as appropriate). 

 
Please note that this procedure is intended to help student and supervisor consider ethical 
implications of the proposed research project, and as such is a ‘light-touch’ approach.  
Supervisors are responsible for deciding whether a more extensive ethical review is necessary 
(such as submission to an NHS REC). 

 
To be jointly completed by the Student and Supervisor 
 

Title of Project 
 

Emergency Advanced Clinical Practitioners: Quality and 
Acceptability 
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Brief Description 
of Project (max 300 

words) 

Background: 
Advanced clinical practitioners in emergency care is a 
new role nationally. Drivers such as increasing demand 
on emergency care and reduced supply of clinicians 
(Keogh, 2013; NHS England et al., 2014) have 
contributed to the Royal College of Emergency Medicine 
developing a defined ACP role and curriculum (RCEM, 
2015). Limited primary research into the impact of the 
role exists. Literature and interviews with key 
stakeholders support clinical effectiveness and 
acceptability for other advanced roles; however these 
have not considered non-medical clinicians 
autonomously managing undifferentiated major or 
resuscitation area patient presentations.   
 
Aim: 
To explore if adult emergency patients receive equal 
quality of care by ACP compared to junior doctors and 
establish patient acceptability.   
 
Methodology: 
A mixed method approach within two Emergency 
Departments using institutional theory will address three 
objectives. The first two objectives use deductive 
research with a positivism philosophical approach, 
applying quantitative methods of retrospective case note 
reviews to compare the clinical management of adult 
major emergency patients by ACPs and junior doctors in 
relation to: patient presentations (sepsis/ fractured neck-
of-femur/ paracetamol overdose/ Acute-Coronary-
Syndrome/ Pain); and documentation standards. Patient 
groups have been selected due to the high presentation 
frequency, mortality and morbidity risk. Quality will be 
defined by nationally validated standards. Should 
significant differences exist then focused one-to-one 
interviews may be conducted to provide further analysis. 
 
The third objective underpinned by inductive 
phenomenology will use a questionnaire to determine 
patient acceptability. Acceptability will consider 
willingness to be seen, trust, and satisfaction. Existing 
data and national patient survey themes will be utilised 
to ensure a validated tool is adopted. 
 
Sensitising one-to-one healthcare professional 
interviews will be completed to further analyse the 
findings.  
 
University, Trust and Health Research Authority ethical 
approval will be sought. 
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Relevance to Practice: 
The research will provide data to ascertain whether the 
ACP role provides comparable quality of care to 
undifferentiated major emergency patients. Further 
understanding of patient acceptability of the role is 
anticipated. These outcomes are directly transferable to 
emergency settings nationally. 
 

Student name 
and Supervisor 
name  

Sarah Davies (PD Health Student) 
Dr Andrea Herepath (Academic supervisor) 

Contact email 
and telephone 
number 

 
 

Previous ethical 
approval 

Yes 
 

No  

 
If YES, please state which body has given approval 
and the date of approval: 
 
NHS ethical approval and REC letter attached. 
 
 

 
 

SECTION 1: COMPLETION FOR ALL RESEARCH 
 

Are there ethical implications concerned with the following general issues?   
If yes, please provide details below 

1. Data collection, handling and 
storage  
 (eg Confidentiality – for consultancy projects, 
please refer to the confidentiality clauses within the 
contractual agreement - security, availability, length 
of storage, etc?) Please review information on the 
Introduction to Research Data Management 
website at: 
http://www.bath.ac.uk/research/data/introduction.html 

Yes. 
Patient identifiable data will be 
accessed however the data collection 
tool will not include any patient 
identifiable data. All retrospective 
case note reviews will be conducted 
on NHS Trust property and adhere to 
Trust Policies on data management. 
Patient questionnaires and health 
professional interviews will have no 
person identifiable data on them. 
Data will be stored electronically on 
Trust encrypted USB sticks. 
Retrospective case note reviews will 
be completed electronically. Paper 
questionnaires will be stored in an 
onsite office in a locked location; 
these will be shredded on completion 
of the study. Any healthcare 
professional details will be 
anonymous.   
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A data management plan has been 
completed which is attached. 

2.  Security Sensitive Reporting 
 (eg Could any of your research material be 
considered to be supporting terrorism?  If so, how 
have you determined that its use is necessary and 
ethically justifiable?  Such research must also be 
reported to the University Secretary) 

No 

3. Freedom to publish the results  
 (eg Are there any restrictions raised by contract 
terms?) 

Yes  
Noting that confidentiality will be 
maintained in relation to patients and 
participants. 
 

4. Future use of findings 
 (eg are there any ethical issues in how the 
findings will or could be used in the future?) 

It is not anticipated any ethical issues 
will exist with the findings from this 
study however should the results 
outline poor practice or within one of 
the comparison groups, it is 
acknowledged that this will need to be 
considered and analysed sensitively. 
If this should occur, consultation with 
the study site senior management 
team will occur. 

5.  Risk assessment  
 (eg Have issues been raised in the course of 
identifying and assessing hazards (a substance or 
situation that might cause harm)?  Is there likely to 
be any damage to / effect on the environment?  
Please consult the Hazard and Risk Management 
website at: 
http://www.bath.ac.uk/hr/stayingsafewell/hazard-risk-
management/index.html) 

No 

6. Conflicts of Interest 
 (eg Are you involved in any other 
activities/collaborations/ 
relationships that may result in a conflict of interest 
with this research?) 

I work on the study site as an 
Advanced Clinical Practitioner – so 
this could be considered as a conflict 
of interest towards one of the 
comparison groups. However, this 
has been considered during the study 
design and limited by expert 
consultation and utilising standard 
retrospective case note review tools. 

7. Competency to conduct 
research/project. (ie Do you lack any 

knowledge or skills compatible with the demands of 
the investigation to be undertaken?  If yes, indicate 
how will you address this.) 

No 
 

8.  Compliance with professional 
body Codes of Conduct 
 (ie  Is there anything that would prevent the 
research being conducted in compliance with 
professional body standards?) 

No 

9. Location of research 
 (ie Will the research involve lone working or 
travel to areas that may be unsafe or at risk?  In your 
considerations, you may find it helpful to review the 
Fieldwork website at: 
http://www.bath.ac.uk/hr/stayingsafewell/working-off-
site/fieldwork-placements/index.html) 

No 
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9. Location of research 
 (ie Will the research involve lone working or 
travel to areas that may be unsafe or at risk?) 

No 

 

Demonstration of Ethical Considerations 
Please outline the ethical issues which will need to be managed during the course of the 
activity.  
 
Research Bias 

- Research tools will be developed in consultation with research and 
subject matter experts  

- The research tools will be piloted for the case note review and 
questionnaire as required.  

- Professional guidance documents such as the RCEM audit criteria 
(RCEM, 2016b); documentation best practice standards (NMC, 2015) 
and National Institute of Clinical Excellence (NICE) guidelines will be 
used to develop case note review tools 

- Patient questionnaire will be given to patients by the ED nurse not the 
ACP who have provided their care 

- Healthcare professionals although actively recruited will have a choice 
to participate and may refuse to answer any questions, with no 
detriment to the participant 
 

Formal Approval: 
- To undertake the research, Trust approval will be gained locally by the 

Emergency Department Governance Groups as well as the Trust 
Research and Development department. Once this agreement in 
principle is gained the Health Research Authority (HRA) application via 
IRAS (integrated research Application System)  will be generated 
(Health Research Authority, 2016).  

- Once this is approved the Trust will issue a “Confirmation of capacity 
and capability” approval letter from the Trust. 

- Once this is received the University of Bath Research Ethics Approval 
Committee for Health (REACH) application will be submitted with the 
above HRA and Trust approval. 

- Only once all the above processes have been completed will data 
collection and patient enrolment occur. 
 

Consent: 
- Patient and health professional participants will receive verbal and 

written research information, to inform their decision to participate. 
- All patients and health professional will have the right to refuse 

participation at any point. 
- Patient’s mental capacity, and clinical care needs will be considered. 

Only those who have mental capacity will participate, therefore only 
those who can give informed consent will be included. Should 
participation in the questionnaire delay treatment resulting in a 
negative impact on care, these patients will not be included in the 
study. 

- Those unable to read but have mental capacity will have the written 
information and questions read to them. 
 



 

 

283 
 

Data handing 
- Case note reviews: will be anonymised, completed on site and  adhere 

to Trust policy (NHS Trust, 2015b). 
- Should any patient or healthcare professional identifiable information 

be provided on the patient questionnaire then these will be anonymised 
by applying a fictitious reference, for example “nurse A, doctor B, ACP 
A”.  

- Data will be stored on a Trust encrypted USB stick 
- Questionnaires and case note review documents taken on paper will 

be typed or scanned and kept securely electronically and then 
shredded on completion of the study. 

- Any paper questionnaires or research documents will be stored in a 
locked filing cabinet on Trust property. 
 

Adverse incidents: 
- If any adverse incidents occur then these would be declared to the 

Trust Research and Development Manager, and any required actions 
would be adhered to. 

- Should an incident occur that breaches the Trust information 
governace policy (NHS Trust, 2015b), then the Informational 
Governance Manager would be consulted. 

 

 
 

Specific Issues 

10.  Does the research/project involve human 
participants in any way?  (Please note if you are 

processing personal data you need to tick ‘Yes’.) 

No Complete Section 2 

11. Does the research/project involve 
animals in any way?  Please note that this 

includes all creatures (vertebrates and invertebrates) and 
their cells or tissues, whether living or post mortem 

No Complete Section 3 

12. Does the research require ethical 
approval by SSREC, REACH, Psychology 
Ethics Committee or the University Ethics 
Committee Panel? 

Yes 

Please give details of 
Committee and date of 

review: 

REACH 

 
 
 
 
 

Declarations 
I confirm that the statements in Sections 1-3 describe the ethical issues that will need to be managed 
during the course of this research activity and that consideration has been given to whether further ethical 
approval is required and how this will be sought. 

 

Principal Investigator/ 
Supervisor/Project Supervisor 

Signature: 
Date: 
Print Name: Dr. Andrea Herepath  

(Academic Supervisor) 
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Second reader(PhD/DHealth/ 
MPhil/MD only)(normally external 
to the project team) 

Signature: 
Date: 
Print Name: Prof Alison Leary (Clinical 
Supervisor) 

Researcher/Student 
 

Signature: 
Date: 
Print Name:  Sarah Davies (Student) 

Please return this form to the Secretary for the Research Ethics Approval Committee for 
Health (REACH).  (Issues will be monitored for incorporation into an annual departmental 
report to be submitted to the University Ethics Committee.)  
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SECTION 2: FOR COMPLETION IF YOUR RESEARCH INVOLVES 
HUMAN PARTICIPANTS 

 
If any of the answers to these questions are ‘yes’, please confirm in the space below how the ethical 
issues will be managed during the course of the activity. 
 

Compulsory question for consideration by all disciplines: 

 Yes No 

Will the study involve obtaining or processing personal data relating to living 
individuals, (eg involve recording interviews with subjects even if the findings 
will subsequently be made anonymous)?       

Note: If the answer to this question is ‘yes’ you will need to ensure that the provisions 
of the Data Protection Act are complied with. In particular you will need to seek advice 
to ensure that the subjects provide sufficient consent and that the personal data will be 
properly stored, for an appropriate period of time). Information is available from the 
University Data Protection Website  http://www.bath.ac.uk/internal/data-protection/ and 
dataprotection-queries@lists.bath.ac.uk       Note: For Consultancy Projects you are 
encouraged to ask the client to arrange/liaise with living individuals and have the data 
delivered to you for analysis.   

Yes  

 
Departments may amend the following list to include topics of particular relevance to their discipline(s). 

 Yes No 

1. Does the study involve participants who are particularly vulnerable or 
unable to give informed consent?  (eg children, people with learning 
disabilities) 

 No 

2. Will the study require the co-operation of a gatekeeper for initial access 
to the groups or individuals to be recruited?  (eg students at school, 
members of self-help group, residents of a nursing home) 

 No 

3. Do you require a DBS (Disclosure and Barring Service) check and if so 
have you obtained the necessary documents and approval? 

Yes  

4. Will it be necessary for participants to take part in the study without their 
knowledge and consent at the time? (eg covert observation of people in 
non-public places) 

 No 

5. Will the study involve discussion of sensitive topics? (eg sexual activity, 
drug use) 

 No 

6. Are drugs, placebos or other substances (eg food substances, vitamins) 
to be administered to the study participants and/or will the study involve 
invasive, intrusive or potentially harmful procedures of any kind? 

 No 

7. Will blood or tissue samples be obtained from participants?  Note: If the 

answer to this question is ‘yes’ you will need to be aware of obligations under the 
Human Tissue Act, see further information at 
http://www.bath.ac.uk/research/governance/ethics/hta.html   

 No 

8. Is pain or more than very mild discomfort likely to result from the study?  No 

9. Could the study induce psychological stress or anxiety or cause harm or 
negative consequences beyond the risks encountered in normal life? 

 No 

10. Will the study involve prolonged or repetitive testing?  No 

11. Will financial inducements (or other expenses and compensation for time) 
be offered to participants? 

 No 

12. Will the study involve recruitment of patients or staff through the NHS?    

Note: If the answer to this question is ‘yes’ you will need to submit an application 
to the NHS through IRAS (Integrated Research Application System), see: 
http://www.hra.nhs.uk/research-community/applying-for-approvals/ 

Yes  

 

 

http://www.bath.ac.uk/internal/data-protection/
mailto:dataprotection-queries@lists.bath.ac.uk
http://www.bath.ac.uk/research/governance/ethics/hta.html
http://www.hra.nhs.uk/research-community/applying-for-approvals/


 

 

286 
 

 

 

Section 2:  Demonstration of Ethical Considerations 

Please complete this section if any of the answers to the above questions are 
‘yes’. 
 
Question 3 “yes” 
DBS Check requirement: only Trust staff will be involved in data collecting for 
this study, so all will have DBS checks in place and will have completed 
information governance training, to support good data management. It is 
further noted all personal data will be anonymised, and data will be managed 
as outlined in section 1 above. 
 
Question 12 “yes” 
A full Health Research Authority (HRA) application has been submitted via 
IRAS, as per the attached document. Trust approval has also been gained 
from the Emergency Department governance meeting, and with the Trust 
Research and Development team.  
 
Patients will have written information provided with the questionnaire and 
verbal explanation, again only those who consent will participate. Patients 
who lack capacity will not be included in the study; those who do not speak 
English or have a learning disability with capacity may participate through a 
translator and/or carer. If the patient is unable to give informed consent then 
they will not be included in the study. Any participant may refuse at any point 
in the process. If partaking in the study is going to cause any harm or distress 
then they will be excluded, for example in the dying patient scenario or if 
completion would delay a critical transfer for example.  
 
People involvement: will take the form of patient questionnaires, and 
sensitising healthcare professional interviews. Healthcare professional one-
to-one interviews will enable further analysis of the data findings from the 
quantitative data analysis, to address specific focussed questions to explain 
the differences between the study groups. Healthcare professionals will be 
given written and verbal communication on the research and their proposed 
participation; only those who consent and complete the consent form will 
participate.  
 

 
 

SECTION 3: FOR COMPLETION IF YOUR RESEARCH INVOLVES ANIMALS 
 

 Yes No In 
progress 

1. Has the project been submitted to and approved by the Animal 
Welfare and Ethical Review Body? 
 
You should contact the Animal Research Liaison Officer (ARLO: 
arlo@bath.ac.uk) to register your project.   All projects involving 
animals must be registered with the ARLO and approved by the 
local Animal Welfare and Ethical Review Body (AWERB). 
 

n/a   

mailto:arlo@bath.ac.uk
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2. If your project is governed by the Animals (Scientific Procedures) 
Act incorporating EU Directive 2010/63/EU [new A(SP)A], have you 
obtained the relevant Home Office licences? 
 
 

n/a   

3.  If your project is not controlled by the new A(SP)A, is it 
controlled by any other UK legislation? If so, please specify 
 

n/a   

4. If the research is not controlled by any of the above legislation, 
have the ethical implications of the project been considered by the 
Animal Welfare and Ethical Review Board? Please complete the 
Ethical Review Form accessible from: 
http://www.bath.ac.uk/research/governance/ethics/  accessed via 
Resources/Forms/Animals – Ethical Review Form 

 
 

n/a   

 
 

Section 3:  Demonstration of Ethical Considerations 

This section is available for submission of further details relevant to Section 3. 
 
n/a 
 
 

 
 
 

 
ANNEX FOUR – Application form for full submission for research ethics 

approval 

Department for Health 

Research Ethics Approval Committee for Health 

 
Title of study 
 
 

Advanced Clinical Practitioners: Quality and 
acceptability in Emergency Care 
 

Chief investigator 
 
(for research student 
projects, put research 
supervisors name here) 
 
(for undergraduate 
projects, put project 
supervisors name here) 
 

Name: Dr. Andrea Herepath 
 
e-mail:    
 
Telephone: (+)  
 
 
It is noted that in the NHS Health Research Authority 
IRAS application it stipulates the Chief investigator 
should be the Student is studying at doctorate level – so 
on this attached paperwork is slightly different to what is 
outlined her as per the REACH guidelines. 

Other investigators 
 
(for research student 
projects, put students 
name here) 
 
(for undergraduate 

Name: Sarah Davies (PD Health Student) 
 
e-mail:   
 
Telephone:  

http://www.bath.ac.uk/research/governance/ethics/
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projects, put student(s) 
name here) 
Source of funding for 
the study 
 

Unfunded study 

Proposed dates of 
study 

September 2017 to December 2018 
 
 

Research question Do adult major emergency patients receive equal 
quality of care by Advanced Clinical Practitioners 
compared to junior doctors, and what is the 
acceptability of the role; a non-inferiority study.  

Background (less than 
100 words) 

Increasing demand on emergency care and reduced 
supply of clinicians (Keogh, 2013; NHS England, 
2014) has contributed to the Royal College of 
Emergency Medicine developing a defined ACP role 
and curriculum (RCEM, 2015). There has been no 
previous research into the effectiveness of this new 
role. However other advanced roles in nursing have 
been demonstrated to be both effective and widely 
accepted. Previous studies have not considered 
non-medical clinicians autonomously managing 
undifferentiated major or resuscitation area patient 
presentations. Stakeholders, including patients, 
require reassurance that any extended roles for non-
medical professionals provides equal care to the 
traditional junior doctor model.  
 

Methods (less than 300 
words) 

A mixed method approach within two Emergency 
Departments using institutional theory will address 
four objectives. The first two objectives use 
deductive research with a positivism philosophical 
approach, applying quantitative methods of 
retrospective case note reviews to compare the 
clinical management of adult major emergency 
patients by ACPs and junior doctors in relation to: 
patient presentations (sepsis/ fractured neck-of-
femur/ paracetamol overdose/ Acute-Coronary-
Syndrome/ Pain); and documentation standards. 
Patient groups have been selected due to the high 
presentation frequency, mortality and morbidity risk. 
Quality will be defined by nationally validated 
standards. 
 
The next objective will use an inductive 
phenomenological approach with quantitative and 
qualitative methods to determine the level of 
acceptability by patients using a questionnaire. 
Patient acceptability considers willingness to be 
seen, level of trust, and acceptability. Existing data 
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and national patient survey themes will be utilised to 
ensure a validated tool is adopted. 
 
Sensitising one-to-one healthcare professional 
interviews will be completed to further analyse the 
findings.  
 
University, Trust and Health Research Authority 
ethical approval will be sought. 
 

Sample size (or 
equivalent qualitative 
approach) 
 

The retrospective case note review will have the 
following minimum numbers for each comparison 
group: 

Case 
Review 

ACP Foundatio
n Doctors 

Middle 
Grade 
Doctors 

Total 

Sepsis 23 23 23 69 

Fracture 
Neck of 
Femur 

20 20 20 60 

ACS 10 10 10 30 

Pain 36 36 36 108 

Paracetamol 
Overdose 

14 14 14 42 

Documentati
on 

30 30 30 90 

    399 

 
The patient questionnaire will be a minimum of 126 
questionnaires. Considering the ACPs see on 
average 185 patients a month across both sites, if a 
95% confidence interval and a 5% margin of error 
was applied; this equates to a sample size need of 
126.  
 
Sensitising one-to-one healthcare professional 
interviews will be completed with an anticipated ten 
professionals to represent nurses, doctors and 
ACPs.  

Proposed Analysis 
 

Descriptive statistics will be used to analyses the 
data. Statistical tests for association and difference, 
for example using the chi-square test will also be 
utilised.  
 
Case note reviews and patient questionnaires data 
entry will occur on a spreadsheet to enable analysis 
of rating scores for each sub-section and overall 
acceptability level. 
 
Themes from interviews will be used to support the 
analysis of the quantitative data. 
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Potential risks to 
volunteers 
 

Case note review – no anticipated risk. 
 
Questionnaire – there is a risk that the completion of 
the patient care may delay the patient journey. 
However this is considered to be a low risk as any 
patient that completion of the questionnaire would 
affect their care or delay treatment will not be 
included – so this risk is removed. 
 
Interviews – no risk, although it will be highlighted 
not to mention any patient or health professional 
identifiable data. 
 

Potential for 
pain/discomfort 
 

Nil. 
 
Any patient can refuse to complete the questionnaire 
and any health professional can refuse to participate 
in the interviews. 
 

Benefits to participants 
 

Retrospective case note review – Nil. 
Questionnaire - Contributing to service evaluation 

How will participants be 
recruited? 

Retrospective case note review: computer data 
reports will be generated with defined criteria, and 
then a structured random sampling method will be 
applied to reach the sample for the given major 
presentation. 
 
Questionnaire: All patients seen by an Advanced 
Clinical Practitioner will be offered the patient 
questionnaire during the data collection phase. With 
the exception of any patient who lacks capacity and 
is unable to give informed consent and any patient 
who it is felt would negatively affect their care or 
treatment. 
 
Interviews: the health professionals will be actively 
recruited to aid these sensitising interviews to enable 
further analysis of the data findings. 
 

Exclusion/inclusion 
criteria 
 

Retrospective case note review: 
As outlined in the table in sample size above, each 
presentation will have a data report generated by a 
standard approach and each will be sorted by 
clinician grade (ACP / Foundation Doctor / Middle 
Grade doctor) to generate the available data. Then a 
structured random sampling method will be applied 
to reach the sample size for each. (See appendix 1 
below: data sampling method, for detailed 
approach). 
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Questionnaire: 
All patients seen by an Advanced Clinical 
Practitioner will be offered the patient questionnaire 
during the data collection phase. Except for any 
patient who lacks capacity and is unable to give 
informed consent and any patient who it is felt would 
negatively affect their care or treatment. 
 
Interviews: participants will be actively recruited to 
aid the analysis of the data findings from the case 
note reviews and questionnaires. 
 

How will participants 
consent be taken? 

Retrospective case note review: patient consent will 
not be sourced, as this is not feasible. However it is 
highlighted that data collection will not include any 
patient identifiable data. 
 
Questionnaire: Verbal and written explanation of the 
study will be provided for patients, to enable 
informed consent to occur. If a patient refused for 
whatever reason will have this respected. Consent 
will be gained informally by the patient completing 
the questionnaire and formally by completing the 
consent section of the consent form itself. 
 
Interviews: Each participant will be given a 
participant information sheet and an explanation of 
the study and participation needs. If they consent, 
then a separate consent form will be completed. 
Consent will also be re-confirmed at the beginning of 
the interview itself. 
 

How will 
confidentiality be 
ensured? 

Retrospective case note review: data collection will 
not include any patient identifiable data. 
 
Questionnaire: no patient identifiable data will be 
collected. Should the patient write any identifiable 
data either in relation to themselves for naming 
healthcare professionals then this will be given a 
reference and no patient or health professional 
identification data will be referenced to. 
 
Interview: it will be highlighted in the briefing for 
participants not to mention any patient or colleagues 
by name. If this accidentally occurs then this will be 
anonymised in the transcripts. 
 

 
Attach the following (where relevant): 
 
1. Participant information sheet 
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2. Consent Form 
3. Health history questionnaire 
4. Poster/promotional material 
5. Copy of questionnaire/ proposed data collection tool (questionnaire; 

interview schedule/ observation chart/ data record sheet/ participant record 
sheet) 

 
Signed by: Principal Investigator or Student Supervisor 
  __________________________________Date: 13 Nov 2017 
  Dr. Andrea Herepath (Academic Supervisor) 
 
Signed by:  Student or other researchers 
  __________________________________Date: 13 Nov 2017 
  Sarah Davies (Student) 
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Annex 4: Appendix 1: 
  
Data Sampling Method: Retrospective Case note review 
 
Two FirstNet computer generated reports for each study site will be generated, 
one being the full data set of all patients in a given period, secondly all patients 
in said period who had investigations, namely blood cultures for sepsis, troponin 
for ACS and paracetamol and salicylate for paracetamol overdose. 
 
For sepsis, ACS and paracetamol overdose both reports will be used with the 
following method: 

- The study period will be September 2016 to August 2017 
- The investigation report will be filtered by clinician grade (ACP, 

foundation doctor, middle grade doctor, and consultant) and adult 
patients then, 

- each clinician sub report form this will have data extrapolated from the 
the full electronic report data using Excel CONCATENATE and 
VLOOKUP functions. 

- the diagnosis related to the condition will be selected and filtered 
- Any Urgent Care Centre stream patients will be removed, leaving the 

major or resuscitation stream patients for the sample data. 
- The sample size will then be achieved by applying a systematic random 

sampling method. 
- Should data not be acceptable for any reason the next patient on the 

report will be used. 
 
For fractured-NOF the following process for sampling will occur: 

- The study period will be September 2016 to August 2017 
- The full data set report will be used 
- Adult patients with a Fracture-NOF diagnosis entry will be used to filter 

the report 
- This filter will then be further sorted by ACPs, foundation doctors and 

middle grade doctors to create the comparison groups. 
- All ACP entries will be the sample, and a systematic randomised 

sampling method will be used on the junior doctor sample to reflect the 
same quantity as the ACP group. 

- Should data not be acceptable for any reason the next patient on the 
report will be used. 

 
For Pain the following process for sampling will occur: 

- The study period will be January 2017 to April 2017 
- The full data report will be filtered to triage category 2, 3 and 4 adult 

patients. 
- Urgent-Care-Centre stream patients will be removed 
- The report will then be sorted to ACP, foundation doctor and middle 

grade doctors 
- The sample will be taken from this using a systematic random sampling 

method. 
- Should data not be acceptable for any reason the next patient on the 

report will be used.  
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For documentation the following sampling method will be used: 
- The full data report will be used 
- The report will be filtered into Manchester triage categories 1, 2, 3 and 

adult patients 
- Urgent-Care-Centre stream patients will be removed 
- The report will then be sorted to ACP, foundation doctor and middle 

grade doctors 
- The sample will be taken from this using a systematic random sampling 

method. 
- Should data not be acceptable for any reason the next patient on the 

report will be used.  
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Appendix 3.15: Ethics: REC IRAS Submission 

confirmation  

 
From: GMEAST, NRESCommittee.NorthWest- (HEALTH RESEARCH AUTHORITY) 
<nrescommittee.northwest-gmeast@nhs.net> 
Sent: 29 August 2017 12:16 
To: Sarah Davies; CORBETT-SMITH, Karen (LEWISHAM AND GREENWICH NHS TRUST); Andrea 
Herepath; alisonleary@yahoo.com 
Subject: 17/NW/0540 230605 Application for ethical review validation queries  
  
Dear Mrs Davies, 
  
Thank you for submitting your IRAS application to the Greater Manchester East REC. 
 In order to validate your application, there are a few issues listed below that needs to be 
clarified. 
   
IRAS APPLICATION ISSUES 
 In A6-1, you state that “ A mixed method approach over a year within two Emergency 
Departments using institutional theory will address three Objectives”. You also state 
in A13 that The “study location will be a London National Health Service (NHS) Trust, 
with two hospital sites, each with an ED which collectively see 239,000 patients a 
year in equal proportions, which is considered to be representative of many EDs in 
the UK (Winter, 2016). Hospital sites will be named site A and site B for 
confidentiality purposes”, yet in A72 and also in Part C of your IRAS form, only one site is 
named.  
  
I have looked into this and I understand that although this is one NHS trust,  the study is 
being conducted in two different sites so this should be made clear. For validation 
purposes, please list the names of both sites in Part C and change your answer in A72 of 
your IRAS form. 
  
Please address the following on the IRAS checklist: 
 •         Your study protocol has no date and version number on it. 
 •         The participant information sheets has no version numbers on them. 
 •         The participant consent form has no date and version number on it. 
 •         The non-validated questionnaires has no version number on it. 
 Please ensure that the dates and version numbers matches with the ones on the IRAS 
checklist. 
  
Once these issues raised are addressed, please get the IRAS form authorised again and re-
submit your IRAS application by Tuesday 5th  of September 2017. The E-submission button 
has been re-enabled. 
 If you have any queries, do not hesitate to contact the REC Manager. 
  
Kind regards, 
Dami. 

 Damilola Odunlami 

REC Assistant 

Health Research Authority 

3rd Floor Barlow House | 4 Minshull Street | Manchester | M1 3DZ  
D. nrescommittee.northwest-gmeast@nhs.net 
  

mailto:nrescommittee.london-southeast@nhs.net
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Appendix 3.16: Ethics: HRA Confirmation Valid 

Application 

 
North West - Greater Manchester East Research Ethics Committee 

3rd Floor, Barlow House 
4 Minshull Street 

Manchester 
M1 3DZ 

 

 
31 August 2017 
 
Mrs Sarah Davies 
Head of Nursing Development Emergency 
Department 
Lewisham and Greenwich NHS Trust 
Emergency Department, Lewisham Hospital 
Lewisham High Street 
London Chester 
SE13 6LH 
 

Dear Mrs Davies 

Telephone: 0207 104 8016 

Study title: Do adult major emergency patients receive equal 
quality of care by Advanced Clinical Practitioners 
compared to junior doctors, and what is the 
patient acceptability of the role; a non-inferiority 
study. REC 

reference: 
17/NW/0540 

IRAS project 
ID: 

230605 
 

Thank you for your application for ethical review, which was received on 25 
August 2017. I can confirm that the application is valid and will be reviewed 
by the Proportionate Review Sub-Committee on 15 September 2017. 

 
One of the REC members is appointed as the lead reviewer for each 
application reviewed by the Sub-Committee.  I will let you know the name of 
the lead reviewer for your application as soon as this is known. 

 
Please note that the lead reviewer may wish to contact you by phone or email 
between now and 15 September 2017 to clarify any points that might be 
raised by members and assist 
the Sub-Committee in reaching a decision. 

 
If you will not be available between these dates, you are welcome to 
nominate another key investigator or a representative of the study sponsor 
who would be able to respond to the lead reviewer’s queries on your behalf. 
If this is your preferred option, please identify this person to us and ensure 
we have their contact details. 
You are not required to attend a meeting of the Proportionate Review Sub-
committee. Please do not send any further documentation or revised 
documentation prior to the review unless requested. 

http://www.rdforum.nhs.uk/
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Documents received 
 
The documents to be reviewed are as follows: 
 
Document Version Date 

Covering letter on headed paper [IRAS 230605_Cover letter_10 Jul 
17] 

1 14 August 2017 

Interview schedules or topic guides for participants [IRAS 
230605_Interview_semi struct questions_30 June 17] 

1 14 August 2017 

Interview schedules or topic guides for participants [IRAS 
230605_Interview_semi struct questions_V1_14 Aug 17] 

1 14 August 2017 

IRAS Application Form [IRAS_Form_31082017]  31 August 2017 

Non-validated questionnaire [IRAS 230605_Patient 
Questionnaire_14 Aug 17] 

1 14 August 2017 

Other [IRAS 230605_ Supervisor Alison Leary_declaration 
signature_14 Aug 17] 

1 14 August 2017 

Participant consent form [IRAS 230605_Interview_Consent 
Form_V1_14 Aug 17] 

1 14 August 2017 

Participant information sheet (PIS) [IRAS 
230605_Questionnaire_Part Info Sheet_V1_14 Aug 17] 

1 14 August 2017 

Participant information sheet (PIS) [IRAS 230605_Interview_Part 
Info Sheet_V1_14 Aug 17] 

1 14 August 2017 

Research protocol or project proposal [IRAS 
230605_Protocol_V1_14 Aug 17] 

1 14 August 2017 

Summary CV for Chief Investigator (CI) [IRAS 
230605_Student_Chief Inv_Sarah Davies_C.V._July 17] 

1 14 August 2017 

Summary CV for student [IRAS 230605_Student_Chief Inv_Sarah 
Davies_C.V._July 17] 

1 14 August 2017 

Summary CV for supervisor (student research) [IRAS 

230605_Supervisor CV Andrea Herepath_15 Aug 17] 

1 14 August 2017 

Summary CV for supervisor (student research) [IRAS 
230605_Supervisor CV Alison Leary_2016] 

1 14 August 2017 

 

No changes may be made to the application before the 
meeting. If you envisage that changes might be required, you 
are advised to withdraw the application and re-submit it. 

 
Notification of the Sub-Committee’s decision 

 
We aim to notify the outcome of the Sub-Committee review 
to you in writing within 21 calendar days from the date of 
receipt of a valid application. 

 
If the Sub-Committee is unable to give an opinion because the 
application raises material ethical issues requiring further 
discussion at a full meeting of a Research Ethics Committee, your 
application will be referred for review to the next available meeting. 
We will contact 
you to explain the arrangements for further review and check 
they are convenient for you. You will be notified of the final 
decision within 60 days of the date on which we originally 
received your application.  If the first available meeting date 
offered to you is not suitable, you may request review by another 
REC. In this case the 60 day clock would be stopped and 
restarted from the closing date for applications submitted to that 
REC. 
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Setting up sites in the NHS 
 

All researchers and local research collaborators who intend to 
participate in this study at sites in the National Health Service 
(NHS) or Health and Social Care (HSC) in Northern Ireland 
should work with the relevant care organisation to ensure 
management permission is confirmed before the study begins. 
Guidance on how to work with sites is provided in the IRAS help 
section at  
https://www.myresearchproject.org.uk/help/hlpnhshscr.aspx 

 

Final management permission will not be confirmed until after a favourable 
opinion has 
been given by this Committee, and all other relevant approvals for 
the research to begin are in place. Please contact the NHS R&D 
office at the lead site in the first instance for further guidance. 

 
Communication with other bodies 

 
All correspondence from the REC about the application will be 
copied to the research sponsor [and to the R&D office for [name 
of care organisation at lead site]].  It will be your responsibility to 
ensure that other investigators, research collaborators and NHS 
care organisation(s) involved in the study are kept informed of 
the progress of the review, as necessary. 

 
HRA Training 

 
We are pleased to welcome researchers and R&D staff at our 
training days – see details at http://www.hra.nhs.uk/hra-training/ 

 

17/NW/0540 Please quote this number on all 
correspondence 

 

Yours sincerely 
 
 
 
 
 

Damilola Odunlami 
REC Assistant 
Email: nrescommittee.northwest-gmeast@nhs.net 

 

 
 
 

Copy to: Ms Karen Corbett-Smith, Lewisham and Greenwich 
NHS Trust 

 

 

  

https://www.myresearchproject.org.uk/help/hlpnhshscr.aspx
http://www.hra.nhs.uk/hra-training/
mailto:nrescommittee.northwest-gmeast@nhs.net
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Appendix 3.17: Ethics: Proportionate Review Outcome 

 
North West - Greater Manchester East Research Ethics Committee 

3rd Floor, Barlow House 
4 Minshull Street 

Manchester 

M1 3DZ 
 

18 September 2017 
 

Mrs Sarah Davies 
Head of Nursing Development Emergency Department 
Lewisham and Greenwich NHS 
Trust Emergency Department, 
Lewisham Hospital Lewisham 
High Street 
London 
Chester 
SE13 6LH 

 

 
 

Dear Mrs Davies 
 

Study title: 
 

Do adult major emergency patients receive equal quality 
of care by Advanced Clinical Practitioners compared to 
junior doctors, and what is the patient acceptability of the 
role; a non-inferiority study. 

REC reference: 17/NW/0540 
IRAS project ID: 230605 

 

The Proportionate Review Sub-Committee of the Research Ethics 
Committee reviewed the above application via correspondence. 

 
Ethical issues 
The Sub-Committee felt that this application had material ethical issues 
and that a review at a full REC meeting is required in order to give an 
opinion on the study for the following reasons: 

 
1.  It was noted that this was a vulnerable group and the Sub-

Committee felt that the way participants would be 
approached (in the middle of an episode of care) warranted 
further discussion by a full REC. It was unclear when 
participants would be given the information relating to the 
study. It was also unclear how much time would be given to 
participants to decide whether to take part in the study as it 
indicated that they would have to decide immediately. 

2.  The Sub-Committee felt further discussion was required 
around implied consent by completing the questionnaire 
and felt that it would 
be more appropriate for consent to be obtained. Again, further 
discussion of a full REC would be more appropriate in this case. 
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3.  There is an implication in question 8 of the questionnaire that the 
participant has a choice as to whom they get seen by and that 
somehow the ACP is not as good as the junior doctors. 

4.  On review of question A35 of the IRAS form, it appears to have been 
answered incorrectly as there is no way of monitoring loss of capacity. 

5.  Further discussion is required around access to patient information in 
terms of who the individual is and whether they have permission to 
access this information. 

 
Arrangements for further review 

 
We have arranged for your application to be reviewed by a full REC. 

The REC now appointed to review your application is: 

London-Dulwich Research Ethics Committee 
 
The REC Manager from the above REC will write to you with further details of the 
meeting at which your application is to be reviewed. We will send on copies of all 
paperwork relating to this application to the above REC on your behalf. 

 
An ethical opinion on the application will be given within 60 days of receipt of a valid 
application by this Committee. The clock has been adjusted to take account of your 
choice of the above REC rather than the first available REC meeting offered to you. 

 
Summary of discussion at the meeting 

 
Recruitment arrangements and access to health information, and fair 
participant selection 

 

It was noted that this was a vulnerable group and the Sub-Committee was of 
the opinion that the way participants would be approached (in the middle of an 
episode of care) warranted further discussion by a full REC. It was unclear 
when participants would be given the information relating to the study. It was 
also unclear how much time would be given to participants to decide whether to 
take part in the study as it indicated that they would have to decide 
immediately. 

 
On review of question A35 of the IRAS form, the Committee concluded that it 
had been answered incorrectly as there was no way for researchers to monitor 
participants to see if they went on to lose capacity. 

 
Care and protection of research participants; respect for potential and 
 enrol l ed  part i ci pants’  w elf are  and  di gnit y  

 

The Committee could find no evidence that the individual accessing patient 
information would have permission to access this information and found this 
needed further discussion. 

 
Informed consent process and the adequacy and completeness of 
participant information 

 

The Sub-Committee agreed further discussion was required around implied 
consent by completing the questionnaire and felt that it would be more 
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appropriate for consent to be obtained. Again, further discussion of a full REC 
would be more appropriate in this case. 

 
Suitability of supporting information 

 
There was an implication in question 8 of the questionnaire that the participant 
had a choice as to whom they were seen by and that somehow the ACP was 
not as good as the junior doctors. This was deemed inappropriate by the 
Committee and in need of greater discussion. 

 
Documents reviewed 

 
The documents reviewed were: 

 
Document Version Date 

Covering letter on headed paper [IRAS 230605_Cover letter_10 Jul 
17] 

1 14 August 2017 

Interview schedules or topic guides for participants [IRAS 
230605_Interview_semi struct questions_30 June 17] 

1 14 August 2017 

Interview schedules or topic guides for participants [IRAS 
230605_Interview_semi struct questions_V1_14 Aug 17] 

1 14 August 2017 

IRAS Application Form [IRAS_Form_31082017]  31 August 2017 

Non-validated questionnaire [IRAS 230605_Patient 
Questionnaire_14 Aug 17] 

1 14 August 2017 

Other [IRAS 230605_ Supervisor Alison Leary_declaration 
signature_14 Aug 17] 

1 14 August 2017 

Other [Validation Queries]   
Participant consent form [IRAS 230605_Interview_Consent 
Form_V1_14 Aug 17] 

1 14 August 2017 

Participant information sheet (PIS) [IRAS 
230605_Questionnaire_Part Info Sheet_V1_14 Aug 17] 

1 14 August 2017 

Participant information sheet (PIS) [IRAS 230605_Interview_Part 
Info Sheet_V1_14 Aug 17] 

1 14 August 2017 

Research protocol or project proposal [IRAS 
230605_Protocol_V1_14 Aug 17] 

1 14 August 2017 

Summary CV for Chief Investigator (CI) [IRAS 
230605_Student_Chief Inv_Sarah Davies_C.V._July 17] 

1 14 August 2017 

Summary CV for student [IRAS 230605_Student_Chief Inv_Sarah 
Davies_C.V._July 17] 

1 14 August 2017 

Summary CV for supervisor (student research) [IRAS 
230605_Supervisor CV Andrea Herepath_15 Aug 17] 

1 14 August 2017 

Summary CV for supervisor (student research) [IRAS 
230605_Supervisor CV Alison Leary_2016] 

1 14 August 2017 

 

Membership of the Proportionate Review Sub-Committee 
 
The members of the Sub-Committee who took part in the review are listed on the 
attached sheet. 

 
Statement of compliance 

 
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK. 



 

302 
 

17/NW/0540 Please quote this number on all correspondence 
 

Yours sincerely 
 
 
 
 
 

PP 
Mr Simon Jones 
Chair 
E-mail: nrescommittee.northwest-gmeast@nhs.net 

 

 
 
 

Copy to: Ms Karen Corbett-Smith, Lewisham and Greenwich NHS Trust 
 

 

 

 

North West - Greater Manchester East Research Ethics 
Committee 

 
Attendance at PRS Sub-Committee of the REC meeting on 15 September 2017 

 

 
 

Committee Members: 
 

Name Profession Present Notes 

Mr Ian Beaumont Retired Pharmacist Yes  

Mr Simon Jones Podiatrist Yes Chair 

Professor Janet Marsden Professor of 
Ophthalmology and 
Emergency Care 

Yes  

 

Also in attendance: 
 

Name Position (or reason for attending) 

Miss Damilola Odunlami REC Assistant 

 

  

mailto:nrescommittee.northwest-gmeast@nhs.net
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Appendix 3.18: Ethics: Valid Application Full REC 

meeting  

 

 
 

London - Dulwich Research Ethics Committee Health Research Authority Skipton 

House 
80 London Road 

London 
SE1 6LH 

 

 
25 September 2017 
 
Mrs Sarah Davies 
Head of Nursing Development Emergency Department 
Lewisham and Greenwich NHS Trust 

Emergency Department, Lewisham Hospital 
Lewisham High Street 

London 
Chester 
SE13 6LH 
 

 
 

Dear Mrs Davies 

Telephone: 020 7972 2561 

 

Study title: Do adult major emergency patients receive equal quality of 
care by Advanced Clinical Practitioners compared to junior 
doctors, and what is the patient acceptability of the role; a 
non-inferiority study. 

REC reference: 17/LO/1698 
IRAS project ID: 230605 

 

Thank you for your application for ethical review, which was received on 25 August 
2017. I can confirm that the application is valid and will be reviewed by the 
Committee at the meeting on 
11 October 2017. 
 
Meeting arrangements 
 
The meeting will be held in the Boardroom, Weston Education Centre, 
King's College Hospital, Cutcombe Road, London, SE5 9RJ on 11 October 
2017. The Committee would find it helpful if you could attend the meeting to 
respond to any questions from members. Other key investigators and a 
representative of the sponsor are also welcome to attend.   This may avoid the 
need to request further information after the meeting and enable the Committee to 
make a decision on the application more quickly. 
 
If you have a disability and need any practical support when attending the REC 
meeting you may wish to contact the REC office so appropriate arrangements 
can be made if necessary. 
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The review of the application has been scheduled for 4.20 p.m. Please note 
that it is difficult to be precise about the timing as it will depend on the progress 
of the meeting.   We would kindly ask you to be prepared to wait beyond the 
allocated time if necessary. 
 

 
 
Please let me know whether or not you would be available to attend the 
meeting or be available on the telephone. If you are unable to attend the 
meeting the Committee will review the application in your absence. 
 

Further information regarding attending a REC meeting is available on the HRA 
website: http://www.hra.nhs.uk/research-community/the-review-process/nhs-
research-ethics-committ ee-rec-review/ 
 

Committee meetings are occasionally attended by observers, who will have no vested 
interest in the applications under review or take any part in discussion.   All observers 
are required to sign a confidentiality agreement. 
 
 
 
Documents received 
 
 
The documents to be reviewed are as follows: 

Document Version Date 

Covering letter on headed paper [IRAS 230605_Cover letter_10 Jul 
17] 

1 14 August 2017 

Interview schedules or topic guides for participants [IRAS 
230605_Interview_semi struct questions_30 June 17] 

1 14 August 2017 

Interview schedules or topic guides for participants [IRAS 
230605_Interview_semi struct questions_V1_14 Aug 17] 

1 14 August 2017 

IRAS Application Form [IRAS_Form_31082017]  31 August 2017 

Non-validated questionnaire [IRAS 230605_Patient 
Questionnaire_14 Aug 17] 

1 14 August 2017 

Other [IRAS 230605_ Supervisor Alison Leary_declaration 
signature_14 Aug 17] 

1 14 August 2017 

Other [Validation Queries]   

Participant consent form [IRAS 230605_Interview_Consent 
Form_V1_14 Aug 17] 

1 14 August 2017 

Participant information sheet (PIS) [IRAS 
230605_Questionnaire_Part Info Sheet_V1_14 Aug 17] 

1 14 August 2017 

Participant information sheet (PIS) [IRAS 230605_Interview_Part 
Info Sheet_V1_14 Aug 17] 

1 14 August 2017 

Research protocol or project proposal [IRAS 
230605_Protocol_V1_14 Aug 17] 

1 14 August 2017 

Summary CV for Chief Investigator (CI) [IRAS 
230605_Student_Chief Inv_Sarah Davies_C.V._July 17] 

1 14 August 2017 

Summary CV for student [IRAS 230605_Student_Chief Inv_Sarah 
Davies_C.V._July 17] 

1 14 August 2017 

Summary CV for supervisor (student research) [IRAS 
230605_Supervisor CV Andrea Herepath_15 Aug 17] 

1 14 August 2017 

Summary CV for supervisor (student research) [IRAS 
230605_Supervisor CV Alison Leary_2016] 

1 14 August 2017 

 

http://www.hra.nhs.uk/research-community/the-review-process/nhs-research-ethics-committee-rec-review/
http://www.hra.nhs.uk/research-community/the-review-process/nhs-research-ethics-committee-rec-review/
http://www.hra.nhs.uk/research-community/the-review-process/nhs-research-ethics-committee-rec-review/
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No changes may be made to the application before the meeting. If you envisage that 
changes might be required, we would advise you to withdraw the application and re-
submit it. 

 
Notification of the Committee’s decision 

 
You will receive written notification of the outcome of the review within 10 working 
days of the meeting.   The Committee will issue a final ethical opinion on the 
application within a maximum of 60 days from 26 September 2017, excluding any 
time taken by you to respond fully to one request for further information or 
clarification after the meeting. 
 
 
Setting up sites in the NHS 

 
All researchers and local research collaborators who intend to participate in this study 
at sites in the National Health Service (NHS) or Health and Social Care (HSC) in 
Northern Ireland should work with the relevant care organisation to ensure 
management permission is confirmed before the study begins. Guidance on how to 
work with sites is provided in the IRAS help section at  
https://www.myresearchproject.org.uk/help/hlpnhshscr.aspx 
 
Final management permission will not be confirmed until after a favourable opinion has 
been given by this Committee, and all other relevant approvals for the research to 
begin are in place. Please contact the NHS R&D office at the lead site in the first 
instance for further guidance. 
 
 
There is no requirement for separate Site-Specific Assessment as part of the ethical 
review of this research. 

 
Communication with other bodies 

 
All correspondence from the REC about the application will be copied to the research 
sponsor and to the R&D office for Lewisham and Greenwich NHS Trust. It will be your 
responsibility to ensure that other investigators, research collaborators and NHS care 
organisation(s) involved in the study are kept informed of the progress of the review, as 
necessary. 

 
HRA Training 

 
We are pleased to welcome researchers and R&D staff at our training days – see 
details at http://www.hra.nhs.uk/hra-training/ 
 
 

17/LO/1698 Please quote this number on all correspondence 

https://www.myresearchproject.org.uk/help/hlpnhshscr.aspx
http://www.hra.nhs.uk/hra-training/
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Yours sincerely 

 
 

Patrick Walsh 
REC Manager 
 
Email: nrescommittee.london-dulwich@nhs.net 
 

 
Copy to: Ms Karen Corbett-Smith, Lewisham and Greenwich NHS Trust 
 

London - Dulwich Research Ethics Committee 
 
The names and professions of the London - Dulwich Research Ethics Committee are listed in the table 
below. Please note, some of these members may not be present at the meeting. 
 

 

Name 
 

Profession 
 

Capacity 

Dr Urmi Bapat Pharmaceutical Physician Expert 

Mrs Humra Chadwick Trial Manager Expert 

Mr Stuart Chandler Pharmacy Clinical Trials Team Leader Expert 

Dr Edward Lavender GP (retired) Expert 

Dr Michael Philpot Consultant Psychiatrist Expert (Chair) 

Dr Traiani Stari Associate Director - Biostatistics Expert 

Mr Kenny Ip Clinical Trials Specialist Lay 

Dr Thomas Kabir Public Involvement in Research Manager Lay 

Dr Martin Keech Clinical Project Manager Lay 

Mr Colin Standfield Charity Worker Lay 

Mrs Sophie Bulmer Programme Manager Lay Plus 

Dr Jiafeng Feng Research Assistant Lay Plus 

Dr Joanne Lawson Civil Servant Lay Plus 

Ms Anna Ramberg Research Governance & Integrity Manager Lay Plus 

 

  

mailto:nrescommittee.london-dulwich@nhs.net
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Appendix 3.19: Ethics: REC Provisional Opinion 

 
 
 

 

London - Dulwich Research Ethics Committee 
Health Research Authority 

Skipton House 
80 London Road 

London 
SE1 6LH 

 
 

 
24 October 2017 
 
Mrs Sarah Davies 
Head of Nursing Development Emergency 
Department 
Lewisham and Greenwich NHS Trust 
Emergency Department 
Lewisham Hospital 
London 
SE13 6LH 
 
Dear Mrs Davies 

Telephone: 020 
7972 2561 

: 

 

Study Title: Do adult major emergency patients receive equal quality 
of care by Advanced Clinical Practitioners compared to 
junior doctors, and what is the patient acceptability of the 
role; a non-inferiority study. 

REC reference: 17/LO/1698 
IRAS project ID: 230605 

 

The Research Ethics Committee reviewed the above application at the meeting held on 11 
October 2017. Thank you for attending to discuss the application. 
 
Provisional opinion 
 
The Committee is unable to give an ethical opinion on the basis of the information and 
documentation received so far.   Before confirming its opinion, the Committee requests that 
you provide the further information set out below. 
 
Authority to consider your response and to confirm the Committee’s final opinion has been 
delegated to the Chair. 
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Further information or clarification required 
 

1.  Provide a separate consent form to be used instead of the signature on the 

questionnaire. 
 

Participant Information Sheet 
 

2.  Page 1: Please add that this study is being carried out as part of a doctorate. 
 

 

3.  Page 2: Under Voluntary Participation, please add a reassurance that, given your 

managerial role in relation to the interviewees, non-participation will not affect their 

employment. 

 
4.  Page 2: Under ‘Duration’ please correct questionnaire to interview. 
 

 

5.  Please include the London-Dulwich Research Ethics Committee as having approved the 

study. 

 
6.  Include the PALS contact details. 
 
Other suggestions made by the Committee that do not form part of the decision: 
 
The Committee were concerned that adding items to a validated questionnaire might 
compromise its validity so suggested that it is slightly re-structured in the following manner: 
 
Leave 9 and 10 un-numbered, possibly moving to the beginning of the questionnaire. Item 8 
might need modifying if you choose to add participants who have seen a junior doctor 
instead. 
 
If you would find it helpful to discuss any of the matters raised above or seek further 

clarification from a member of the Committee, you are welcome to contact Patrick 

Walsh on 020 7972 2561. 
 

When submitting a response to the Committee, the requested information should be 
electronically submitted from IRAS.   A step-by-step guide on submitting your response to the 
REC provisional opinion is available on the HRA website using the following link: 
http://www.hra.nhs.uk/nhs-research-ethics-committee-rec-submitting-response-provisional-
opini on/ 
 

Please submit revised documentation where appropriate underlining or otherwise highlighting 
the changes which have been made and giving revised version numbers and dates. You do 
not have to make any changes to the REC application form unless you have been specifically 
requested to do so by the REC. 
 
The Committee will confirm the final ethical opinion within a maximum of 60 days from the 
date of initial receipt of the application, excluding the time taken by you to respond fully to 
the above points.   A response should be submitted by no later than 23 November 2017. 

http://www.hra.nhs.uk/nhs-research-ethics-committee-rec-submitting-response-provisional-opinion/
http://www.hra.nhs.uk/nhs-research-ethics-committee-rec-submitting-response-provisional-opinion/
http://www.hra.nhs.uk/nhs-research-ethics-committee-rec-submitting-response-provisional-opinion/
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Summary of the discussion at the meeting 
 
• Social or scientific value; scientific design and conduct of the study 
 

The Committee asked whether parts of this study had been considered as an audit or 

service evaluation. 
 

You replied that the REC application was made when the R&D Dept classified the study as 

research rather than service evaluation, even though there were similar elements contained 

within the trial design. 
 

The Committee queried how Public/patients had been involved in the study thus far. 
 
You explained that the first 7 questions within the questionnaire had been taken from a 

validated Australian questionnaire and the last 3 questions had been included after 

discussions with colleagues, patients, friends and family members, as well as involvement 

from supervisors and R&D. 
 

You further explained that although there were 12 Advanced Care Practitioners in place, 

there was no data available for major emergency department events and you hoped to 

cover this gap with the information gained from the retrospective case note audit of your 

study. 
 

You mentioned that some alternative validated tools were too long and you were keen to 

avoid interfering with the patient’s management in A&E too much by using as simple a test 

as possible. In addition, patients and relatives were already asked to complete satisfaction 

questionnaires as part of routine practice in A&E Departments required by the Dept of 

Health. 
 

The Committee noted that this study only included patients that had been seen by an ACP 

and asked whether you had considered including patients that had been seen by a junior 

doctor as a comparison group. 
 

You said that this had been part of the original proposal but after discussions with health 

professionals, it was decided to cut back the scope of the study but to still be able to 

answer the research question and provide a quality measure. 
 

The Committee stated that no comparison would therefore be available and asked 

for the justification of the research. 
 

You said that the study would be answer-rated and would provide an average as an 

indication of patient satisfaction with the quality of care received. 
 

The Committee queried how the quality of the data obtained from the case review 

would be assessed. In particular, what might lead her to discard a particular case. 
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You stated that 80% of the case-note review was based on current audit tools and this 

would enable comparison with national outcome data. Cases would be discarded if the 

relevant data had not been entered into the record. 

 

The Committee asked whether the ACPs had the same clinical team to interact with as the 

junior doctors so that they did not work in isolation. 
 

You replied that the role had been approved by the Royal College of Medicine with the 

same curriculum, competencies and scope. You added that they would have the same way 

of working in the hospital and would interact with a similar cohort of consultants and 

colleagues. 
 

The Committee asked how the differentiated results would be treated. 
 
You replied that the results would not be differentiated as they would be triaged in the 

first instance so the differential diagnosis would come from either the ACP or the 

junior doctor. 
 

The Committee noted the reference to a Systematic Random Sampling (SRS) method and 

asked for clarification. 
 

You gave as an example of every 10th case being taken out of a possible 200 cases to 

achieve the required sample size. 
 

The Committee noted that the staff interview schedule was in draft form and asked 

how the interview process would work. 
 

You anticipated that the results would need 1:1 interviews but that this had not yet been 

finalised as the data outcomes would identify the areas for further exploration. 
 

The Committee asked if the results would be shared with the interviewees. 
 
You agreed that draft questions could be used to get feedback 
 
The Committee was satisfied with the responses and stated that if the final draft differed from 

what had been presented, this could be submitted to the REC as a substantial amendment. 
 

• Recruitment arrangements and access to health information, and fair  
participant selection 
 

The Committee asked how the patients would be recruited in an emergency environment 

where time constraints could hinder completion of the questionnaire. 
 

You replied that the patients would be asked after being discharged or admitted as an 

inpatient to complete the questionnaire and added that this would be no different to current 

questionnaires, such as the Friends and Family Test, given to patients in the A & E 

departments as a means of gathering service feedback. 
 

The Committee was satisfied with the response. 
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• Favourable risk benefit ratio; anticipated benefit/risks for research  
participants (present and future) 
 

The Committee asked how a patient would be able to answer questions relating to a role that 

they may not have recognised as being involved in their treatment. 
 

You responded that although the patient would interact with different staff, the lead person 

would be responsible for the clinical care and decision of their patient and an ACP may need 

to explain their role to avoid confusion. 
 

The Committee noted the potential to uncover unsafe practice and disparity in quality of 

care provided and asked how this could be elevated through the support channels. 
 

You replied that the same mechanisms that were in place for current audits would be utilised 

where the senior management team and the R&D department would be informed; trends 

could be highlighted and any training needs or changes in practice would be established to 

enable safer working. 
 

The Committee was satisfied with the responses. 
 
• Care and protection of research participants; respect for potential and  
 enrol l ed  part i ci pants’  w elf are  and  di gnit y  
 
The Committee mentioned the information would be gathered from medical notes of previous 
A&E attenders in retrospect and asked if this was approved. 
 
You replied that this would be standard practice for audits. You added that approval 
would be included in divisional meetings minutes, as well as being part of the National 
Audit Framework within NICE guidelines. 
 
The Committee was satisfied with the responses. 
 
• Informed consent process and the adequacy and completeness of  
participant information 
 

The Committee asked how the Proportionate Review Sub-Committee’s points had been 

addressed. 
 
You replied that you had included additional information in the Participant Information 

Sheets to answer the points raised before submitting for full review. 
 

The Committee was satisfied with the response and noted that the questionnaire asked 

for the patient signature. The Committee asked that a separate consent form be used 

instead of a signature on the questionnaire itself. 
 

Please contact the REC Manager if you feel that the above summary is not an accurate 
reflection of the discussion at the meeting. 
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Documents reviewed 
 
The documents reviewed at the meeting were: 

 
Document Version Date 

Covering letter on headed paper [IRAS 230605_Cover letter_10 Jul 
17] 

1 14 August 2017 

Interview schedules or topic guides for participants [IRAS 
230605_Interview_semi struct questions_30 June 17] 

1 14 August 2017 

Interview schedules or topic guides for participants [IRAS 
230605_Interview_semi struct questions_V1_14 Aug 17] 

1 14 August 2017 

IRAS Application Form [IRAS_Form_31082017]  31 August 2017 

Non-validated questionnaire [IRAS 230605_Patient 
Questionnaire_14 Aug 17] 

1 14 August 2017 

Other [IRAS 230605_ Supervisor Alison Leary_declaration 
signature_14 Aug 17] 

1 14 August 2017 

Other [Validation Queries]   
Participant consent form [IRAS 230605_Interview_Consent 
Form_V1_14 Aug 17] 

1 14 August 2017 

Participant information sheet (PIS) [IRAS 
230605_Questionnaire_Part Info Sheet_V1_14 Aug 17] 

1 14 August 2017 

Participant information sheet (PIS) [IRAS 230605_Interview_Part 
Info Sheet_V1_14 Aug 17] 

1 14 August 2017 

Research protocol or project proposal [IRAS 
230605_Protocol_V1_14 Aug 17] 

1 14 August 2017 

Summary CV for Chief Investigator (CI) [IRAS 
230605_Student_Chief Inv_Sarah Davies_C.V._July 17] 

1 14 August 2017 

Summary CV for student [IRAS 230605_Student_Chief Inv_Sarah 
Davies_C.V._July 17] 

1 14 August 2017 

Summary CV for supervisor (student research) [IRAS 
230605_Supervisor CV Andrea Herepath_15 Aug 17] 

1 14 August 2017 

Summary CV for supervisor (student research) [IRAS 
230605_Supervisor CV Alison Leary_2016] 

1 14 August 2017 

 

 

Membership of the Committee 
 
The members of the Committee who were present at the meeting are listed below. 

 

 
 

Statement of compliance 
 
The Committee is constituted in accordance with the Governance Arrangements for Research 
Ethics Committees and complies fully with the Standard Operating Procedures for Research 
Ethics Committees in the UK. 
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17/LO/1698 Please quote this number on all correspondence 
 

Your
 
 
 
 
 

pp 
Dr Michael Philpot 
Chair 

 
Email: nrescommittee.london-dulwich@nhs.net 

 
Copy to: Ms Karen Corbett-Smith, Lewisham and Greenwich NHS Trust 

Attendance of the London - Dulwich Research Ethics Committee on 11 October 2017. 

Committee Members: 
 

Name Profession Present Notes 

Dr Urmi Bapat Pharmaceutical Physician No  

Mrs Sophie Bulmer Programme Manager Yes  

Mrs Humra Chadwick Trial Manager Yes  

Mr Stuart Chandler Pharmacy Clinical Trials Team Leader Yes  

Dr Jiafeng Feng Research Assistant Yes  

Mr Kenny Ip Clinical Trials Specialist Yes  

Dr Thomas Kabir Public Involvement in Research Manager Yes  

Dr Martin Keech Clinical Project Manager Yes  

Dr Edward Lavender GP (retired) Yes  

Dr Joanne Lawson Civil Servant No  

Dr Michael Philpot Consultant Psychiatrist Yes  

Ms Anna Ramberg Research Governance & Integrity Manager Yes  

Mr Colin Standfield Charity Worker Yes  

Dr Traiani Stari Associate Director - Biostatistics Yes  
 

Also in attendance: 
 

Name Position (or reason for attending) 

Mr Patrick Walsh REC Manager 

 

 
 

  

mailto:nrescommittee.london-dulwich@nhs.net
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Appendix 3.20: Ethics: REC Favourable Opinion 

 

 

London - Dulwich Research Ethics 
Committee 

Health Research 
Authority Skipton 

House 
80 London Road 

London 
SE1 6LH 

 
Telephone: 020 7972 2561 

 

 

Please note: This is the 
favourable opinion of the REC 
only and does not allow 
you to start your study at NHS 
sites in England until you 
receive HRA Approval 

 

 

06 November 2017 
 
Mrs Sarah Davies 
Head of Nursing Development Emergency Department 
Lewisham and Greenwich NHS Trust 
Lewisham Hospital 
Lewisham High Street 
London 
SE13 6LH 
 

 

Dear Mrs Davies 
 

Study title: Do adult major emergency patients receive equal quality 
of care by Advanced Clinical Practitioners compared to 
junior doctors, and what is the patient acceptability of 
the role; a non-inferiority study. 

REC reference: 17/LO/1698 
IRAS project ID: 230605 

 

Thank you for your letter of , responding to the Committee’s request for further information on the 
above research and submitting revised documentation. 
The further information has been considered on behalf of the Committee by the Chair. 
We plan to publish your research summary wording for the above study on the HRA website, 
together with your contact details. Publication will be no earlier than three months from the 
date of this opinion letter.  Should you wish to provide a substitute contact point, require 
further information, or wish to make a request to postpone publication, please contact 
hra.studyregistration@nhs.net outlining the reasons for your request. 

mailto:hra.studyregistration@nhs.net
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Confirmation of ethical opinion 
 
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the above 
research on the basis described in the application form, protocol and supporting 
documentation as revised, subject to the conditions specified below. 

 

 
 

Conditions of the favourable opinion 
 
The REC favourable opinion is subject to the following conditions being met prior to the start of 
the study. 

 
Management permission must be obtained from each host organisation prior to the start of 
the study at the site concerned. 

 

Management permission should be sought from all NHS organisations involved in the study in 

accordance with NHS research governance arrangements. Each NHS organisation must 

confirm through the signing of agreements and/or other documents that it has given permission 

for the research to proceed (except where explicitly specified otherwise). 
 

Guidance on applying for NHS permission for research is available in the Integrated Research 
Application System, www.hra.nhs.uk or at http://www.rdforum.nhs.uk. 

 

Where a NHS organisation’s role in the study is limited to identifying and referring potential 
participants to research sites ("participant identification centre"), guidance should be sought 
from the R&D office on the information it requires to give permission for this activity. 

 
For non-NHS sites, site management permission should be obtained in accordance with 
the procedures of the relevant host organisation. 

 
Sponsors are not required to notify the Committee of management permissions from 
host organisations 

 
Registration of Clinical Trials 

 

All clinical trials (defined as the first four categories on the IRAS filter page) must be registered on 
a publically accessible database within 6 weeks of recruitment of the first participant (for medical 
device studies, within the timeline determined by the current registration and publication trees). 

 
There is no requirement to separately notify the REC but you should do so at the earliest 
opportunity e.g. when submitting an amendment.  We will audit the registration details as part 
of the annual progress reporting process. 

 
To ensure transparency in research, we strongly recommend that all research is registered but 
for non-clinical trials this is not currently mandatory. 
If a sponsor wishes to request a deferral for study registration within the required timeframe, 
they should contact hra.studyregistration@nhs.net. The expectation is that all clinical trials will 
be 
registered, however, in exceptional circumstances non registration may be permissible with prior 
agreement from the HRA. Guidance on where to register is provided on the HRA website. 

 

http://www.hra.nhs.uk/
http://www.rdforum.nhs.uk/
mailto:hra.studyregistration@nhs.net
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It is the responsibility of the sponsor to ensure that all the conditions are complied with 
before the start of the study or its initiation at a particular site (as applicable). 

 
Ethical review of research sites 

 
NHS sites 

 
The favourable opinion applies to all NHS sites taking part in the study, subject to management 
permission being obtained from the NHS/HSC R&D office prior to the start of the study (see 
"Conditions of the favourable opinion" below). 

 
Non-NHS sites 

 
Approved documents 

 
The final list of documents reviewed and approved by the Committee is as follows: 

 

Document Version Date 

Covering letter on headed paper [IRAS 230605_Cover letter_10 Jul 
17] 

1 14 August 2017 

Interview schedules or topic guides for participants [IRAS 
230605_Interview_semi struct questions_V1_14 Aug 17] 

1 14 August 2017 

IRAS Application Form [IRAS_Form_31082017]  31 August 2017 

Non-validated questionnaire [IRAS 230605_Patient 
Questionnaire_V2_26 Oct 17] 

2 26 October 2017 

Other [IRAS 230605_ Supervisor Alison Leary_declaration 
signature_14 Aug 17] 

1 14 August 2017 

Other [Validation Queries]   
Other [IRAS 230605_Cover letter_Amendments_26 Oct 17] 1 26 October 2017 

Participant consent form [IRAS 230605_Interview_Consent 
Form_V1_14 Aug 17] 

1 14 August 2017 

Participant consent form [IRAS 230605_Questionnaire_Consent 
Form_V1_26 Oct 17] 

1 26 October 2017 

Participant information sheet (PIS) [IRAS 
230605_Questionnaire_Part Info Sheet_V2_26 Oct 17] 

2 26 October 2017 

Participant information sheet (PIS) [IRAS 230605_Interview_Part 
Info Sheet_V2_26 Oct 17] 

2 26 October 2017 

Research protocol or project proposal [IRAS 
230605_Protocol_V1_14 Aug 17] 

1 14 August 2017 

Summary CV for Chief Investigator (CI) [IRAS 
230605_Student_Chief Inv_Sarah Davies_C.V._July 17] 

1 14 August 2017 

Summary CV for student [IRAS 230605_Student_Chief Inv_Sarah 
Davies_C.V._July 17] 

1 14 August 2017 

Summary CV for supervisor (student research) [IRAS 
230605_Supervisor CV Andrea Herepath_15 Aug 17] 

1 14 August 2017 

Summary CV for supervisor (student research) [IRAS 
230605_Supervisor CV Alison Leary_2016] 

1 14 August 2017 

Statement of compliance 
 
The Committee is constituted in accordance with the Governance Arrangements for Research 
Ethics Committees and complies fully with the Standard Operating Procedures for Research 
Ethics Committees in the UK. 
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After ethical review 
 
Reporting requirements 

 
The attached document “After ethical review – guidance for researchers” gives detailed guidance on 
reporting requirements for studies with a favourable opinion, including: 

 
• Notifying substantial amendments 
• Adding new sites and investigators 
• Notification of serious breaches of the protocol 
• Progress and safety reports 
• Notifying the end of the study 

 
The HRA website also provides guidance on these topics, which is updated in the light of changes in 
reporting requirements or procedures. 

 
User Feedback 

 
The Health Research Authority is continually striving to provide a high quality service to all applicants 
and sponsors. You are invited to give your view of the service you have received and the application 
procedure. If you wish to make your views known please use the feedback form available on the HRA 
website: 
http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/ 

 

HRA Training 
 
We are pleased to welcome researchers and R&D staff at our training days – see details at 
http://www.hra.nhs.uk/hra-training/ 

 

17/LO/1698 Please quote this number on all correspondence 
 

With the Committee’s best wishes for the success of this project. Yours 

sincerely 

 

 
 
 

pp 
Dr Michael Philpot 
Chair 

 
Email:nrescommittee.london-dulwich@nhs.net 

 
Enclosures: “After ethical review – guidance for researchers” 

 
Copy to: Ms Karen Corbett-Smith, Lewisham and Greenwich NHS Trust 

  

http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/
http://www.hra.nhs.uk/hra-training/
mailto:nrescommittee.london-dulwich@nhs.net
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Appendix 3.21: Ethics: HRA Approval  

 

 

Mrs Sarah Davies 

Head of Nursing Development Emergency Department 

Lewisham and Greenwich NHS Trust 

Emergency Department, Lewisham Hospital 

Lewisham High Street 
London 

Chester 

SE13 6LH 

 

 
Email: hra.approval@nhs.net                                  

      

 

09 November 2017 
 

Dear Mrs Davies, 
 

Letter of HRA Approval 
 

Study title: Do adult major emergency patients receive equal quality of 

care by Advanced Clinical Practitioners compared to junior 

doctors, and what is the patient acceptability of the role; a 

non-inferiority study. 

IRAS project ID: 230605 

REC reference: 17/NW/0540 

Sponsor Lewisham and Greenwich NHS Trust 
 

I am pleased to confirm that  HRA Approval has been given for the above referenced study, 

on the basis described in the application form, protocol, supporting documentation and any 

clarifications noted in this letter. 
 

Participation of NHS Organisations in England 

The sponsor should now provide a copy of this letter to all participating NHS organisations in 
England. 

 
Appendix B provides important information for sponsors and participating NHS organisations 

in England for arranging and confirming capacity and capability. Please read Appendix B 

carefully, in particular the following sections: 

• Participating NHS organisations in England – this clarifies the types of participating 

organisations in the study and whether or not all organisations will be undertaking the 

same activities 

• Confirmation of capacity and capability - this confirms whether or not each type of 

participating NHS organisation in England is expected to give formal confirmation of 

capacity and capability. Where formal confirmation is not expected, the section also 

provides details on the time limit given to participating organisations to opt out of the 

study, or request additional time, before their participation is assumed. 

• Allocation of responsibilities and rights are agreed and documented (4.1 of HRA 

assessment criteria) - this provides detail on the form of agreement to be used in the 

study to confirm 

capacity and capability, where applicable. 
 

Page 1 of 8 

mailto:hra.approval@nhs.net


 

319 
 

230605 IRAS project ID  

 

Further information on funding, HR processes, and compliance with HRA criteria and standards is also 

provided. 
 
 

It is critical that you involve both the research management function (e.g. R&D office) supporting each 

organisation and the local research team (where there is one) in setting up your study. Contact details 

and further information about working with the research management function for each organisation 
can be accessed from www.hra.nhs.uk/hra-approval. 

 
 

Appendices 
 

The HRA Approval letter contains the following appendices: 

• A – List of documents reviewed during HRA assessment 

• B – Summary of HRA assessment 
 
 

After HRA Approval 

The document “After Ethical Review – guidance for sponsors and investigators”, issued with your REC 

favourable opinion, gives detailed guidance on reporting expectations for studies, including: 

• Registration of research 

• Notifying amendments 

• Notifying the end of the study 

The HRA website also provides guidance on these topics, and is updated in the light of changes in 

reporting expectations or procedures. 
 
 

In addition to the guidance in the above, please note the following: 

• HRA Approval applies for the duration of your REC favourable opinion, unless otherwise 

notified in writing by the HRA. 

• Substantial amendments should be submitted directly to the Research Ethics Committee, as 

detailed in the After Ethical Review document. Non-substantial amendments should be 

submitted for review by the HRA using the form provided on the  HRA website, and emailed to 

hra.amendments@nhs.net. 

• The HRA will categorise amendments (substantial and non-substantial) and issue confirmation 

of continued HRA Approval. Further details can be found on the  HRA website. 
 
 

Scope 

HRA Approval provides an approval for research involving patients or staff in NHS organisations in 

England. 
 
 

If your study involves NHS organisations in other countries in the UK, please contact the relevant 

national coordinating functions for support and advice. Further information can be found at 

http://www.hra.nhs.uk/resources/applying-for-reviews/nhs-hsc-rd-review/. 
 
 

If there are participating non-NHS organisations, local agreement should be obtained in accordance 

with the procedures of the local participating non-NHS organisation. 

http://www.hra.nhs.uk/hra-approval
http://www.hra.nhs.uk/documents/2014/11/notification-non-substantialminor-amendmentss-nhs-studies.docx
mailto:hra.amendments@nhs.net
http://www.hra.nhs.uk/resources/hra-approval-applicant-guidance/during-your-study-with-hra-approval/
http://www.hra.nhs.uk/resources/applying-for-reviews/nhs-hsc-rd-review/
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User Feedback 

The Health Research Authority is continually striving to provide a high quality service to all applicants 

and sponsors. You are invited to give your view of the service you have received and the application 

procedure. If you wish to make your views known please use the feedback form available on the HRA 

website:  http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/. 
 
 

HRA Training 

We are pleased to welcome researchers and research management staff at our training days – see 

details at http://www.hra.nhs.uk/hra-training/ 
 
 

Your IRAS project ID is 230605. Please quote this on all correspondence. 

Yours sincerely 

Aliki Sifostratoudaki 

Assessor 
 

 
Email: hra.approval@nhs.net 

 
 
 
 

Copy to: Ms Karen Corbett-Smith, Lewisham and Greenwich NHS Trust, Sponsor Contact 
and R&D Contact 

http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/
http://www.hra.nhs.uk/hra-training/
mailto:hra.approval@nhs.net
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Appendix A - List of Documents 
 

 
The final document set assessed and approved by HRA Approval is listed below. 

 

 
 

Document Version Date 

Covering letter on headed paper [IRAS 230605_Cover letter_10 Jul 
17] 

1 14 August 2017 

Interview schedules or topic guides for participants [IRAS 
230605_Interview_semi struct questions_V1_14 Aug 17] 

1 14 August 2017 

IRAS Application Form [IRAS_Form_31082017]  31 August 2017 

Non-validated questionnaire [IRAS 230605_Patient 
Questionnaire_V2_26 Oct 17] 

2 26 October 2017 

Other [IRAS 230605_Cover letter_Amendments_26 Oct 17] 1 26 October 2017 

Other [IRAS 230605_ Supervisor Alison Leary_declaration 
signature_14 Aug 17] 

1 14 August 2017 

Participant consent form [IRAS 230605_Interview_Consent 
Form_V2_8 Nov 17] 

2 08 November 2017 

Participant consent form [IRAS 230605_Questionnaire_Consent 
Form_V2_8 Nov 17] 

2 08 November 2017 

Participant information sheet (PIS) [IRAS 230605_Interview_Part 
Info Sheet_V3_8 Nov 17] 

3 08 November 2017 

Participant information sheet (PIS) [IRAS 
230605_Questionnaire_Part Info Sheet_V3_8 Nov 17] 

3 08 November 2017 

Research protocol or project proposal [IRAS 
230605_Protocol_V1_14 Aug 17] 

1 14 August 2017 

Summary CV for Chief Investigator (CI) [IRAS 
230605_Student_Chief Inv_Sarah Davies_C.V._July 17] 

1 14 August 2017 

Summary CV for student [IRAS 230605_Student_Chief Inv_Sarah 
Davies_C.V._July 17] 

1 14 August 2017 

Summary CV for supervisor (student research) [IRAS 
230605_Supervisor CV Andrea Herepath_15 Aug 17] 

1 14 August 2017 

Summary CV for supervisor (student research) [IRAS 
230605_Supervisor CV Alison Leary_2016] 

1 14 August 2017 
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Appendix B - Summary of HRA Assessment 
 

 
This appendix provides assurance to you, the sponsor and the NHS in 

England that the study, as reviewed for HRA Approval, is compliant with 

relevant standards. It also provides information and clarification, where 

appropriate, to participating NHS organisations in England to assist in 

assessing and arranging capacity and capability. 
 

For information on how the sponsor should be working with participating 

NHS organisations in England, please refer to the, participating NHS 

organisations, capacity and capability and Allocation of responsibilities 

and rights are agreed and documented (4.1 of HRA assessment 

criteria) sections in this appendix. 
 

The following person is the sponsor contact for the purpose of addressing 

participating organisation questions relating to the study: 
 

 
 

Name: Ms Karen Corbett-Smith 

Tel: 0208 836 5972 

Email: karen.corbett-smith@nhs.net 
 
 

HRA assessment criteria 
 

Section HRA Assessment Criteria Com
pliant 
with 

S
t
a
n
d
a
r
d
s 

Comment
s 

1.1 IRAS application completed 

correctly 

Yes No comments 

    
2.1 Participant information/consent 

documents and consent 

process 

Yes The PISs and consent forms were 

updated to bring them in line 

HRA Approval standards. 

    
3.1 Protocol assessment Yes No comments 

    
4.1 Allocation of responsibilities 

and rights are agreed and 

documented 

Yes This is a non-commercial single site 

study taking place in the NHS where 

that single NHS organisation is also 

the study sponsor. Therefore no study 

agreements are required. 

mailto:karen.corbett-smith@nhs.net


 

323 
 

4.2 Insurance/indemnity 

arrangements assessed 

Yes Where applicable, independent 

contractors (e.g. General 

Practitioners) should ensure that the 

professional indemnity provided by 

their medical defence organisation 

covers the activities expected of them 

for this 

 

 
Section HRA Assessment 

Criteria 
Compliant 

with 

Standard
s 

 
Comments 

   research study 

4.3 Financial arrangements 

assessed 

Yes This study is not receiving external 

funding. 

    
5.1 Compliance with the Data 

Protection Act and 

data security issues 

assessed 

Yes The applicant confirmed that the 

Emergency Department has an 

employed Data Analysis, who will 

generate the excel report of all 

patients seen in the year, from 

the FirstNet computer system. 

The research team, will then use 

this report to sort to sample 

groups in relation to clinical 

presentation and grade of 

clinician seeing the patient to 

generate the sample for objective 

1 and 2. 
 

The applicant clarified that no 

external members or non-clinical 

members of the Trust will be 

undertaking the retrospective 

case note reviews. It will only be 

clinicians as part of the Trust 

undertaking these reviews. 5.2 CTIMPS – Arrangements 
for 

compliance with the 
Clinical 

Trials Regulations 
assessed 

Not Applicable No comments 

5.3 Compliance with any 

applicable laws or 
regulations 

Yes No comments 

    
6.1 NHS Research Ethics 

Committee favourable 

opinion received for 

applicable studies 

Yes The REC Favourable Opinion letter 
has 

been issued. 
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6.2 CTIMPS – Clinical Trials 

Authorisation (CTA) 

letter received 

Not Applicable No comments 

6.3 Devices – MHRA notice of 
no 

objection received 

Not Applicable No comments 

6.4 Other regulatory approvals 

and authorisations 
received 

Not Applicable No comments 

 

 

 

Participating NHS Organisations in England 
 

This provides detail on the types of participating NHS organisations in the study and a 

statement as to whether the activities at all organisations are the same or different. 

This is a non-commercial single site study taking place in the NHS where that 
single NHS 

organisation is also the study sponsor. Therefore there is only one site type 
involved in the research. 

 

 

The Chief Investigator or sponsor should share relevant study documents with 

participating NHS organisations in England in order to put arrangements in 

place to deliver the study. The documents should be sent to both the local 

study team, where applicable, and the office providing the research 

management function at the participating organisation. For NIHR CRN Portfolio 

studies, the Local LCRN contact should also be copied into this 

correspondence.  For further guidance on working with participating NHS 

organisations please see the HRA website. 

 
If chief investigators, sponsors or principal investigators are asked to complete 

site level forms for participating NHS organisations in England which are not 

provided in IRAS or on the HRA website, the chief investigator, sponsor or 

principal investigator should notify the HRA immediately at 

hra.approval@nhs.net. The HRA will work with these organisations to achieve a 

consistent approach 
to information provision. 

 

 
 
 

Confirmation of Capacity and Capability 
 

This describes whether formal confirmation of capacity and capability is expected from 
participating NHS organisations in England. 

This is a single site study sponsored by the site. The R&D office will confirm to 

the CI when the study can start. 
 
 
 
 

 

mailto:hra.approvalprogramme@nhs.net
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Principal Investigator Suitability 
 

This confirms whether the sponsor position on whether a PI, LC or neither should be in 

place is correct for each type of participating NHS organisation in England and the 

minimum expectations for education, training and experience that PIs should meet 

(where applicable). 

A Principal Investigator (PI) would be expected at this site type. The PI has 

already been identified as the Chief Investigator (CI) of this study. 

 
A key contact would be expected to generate the FirstNet computer 

generated reports. The key contact has been identified as the Trust Data 

Analyst. 
 

GCP training is not a generic training expectation, in line with the HRA 

statement on training expectations. 
 

 
 

HR Good Practice Resource Pack Expectations 
 

This confirms the HR Good Practice Resource Pack expectations for the study and the 

pre-engagement checks that should and should not be undertaken 

 

 

All research activities at sites are undertaken by members of the clinical teams 
employed by the host 

NHS organisations therefore additional HR arrangements will not be necessary. 
 

 
 

Other Information to Aid Study Set-up 
 

This details any other information that may be helpful to sponsors and participating NHS 
organisations in 

England to aid study set-up. 

 

http://www.hra.nhs.uk/resources/before-you-apply/roles-and-responsibilties/researcher-suitability-and-training/
http://www.hra.nhs.uk/resources/before-you-apply/roles-and-responsibilties/researcher-suitability-and-training/
http://www.hra.nhs.uk/resources/before-you-apply/roles-and-responsibilties/researcher-suitability-and-training/
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Appendix 3.22: Ethics: Submission to REACH 

 
From: Sarah Davies 
Sent: 13 November 2017 10:26 
To: Emma Dowden; Andrea Herepath 
Subject: Re: REACH application question...  
 
  
Andrea -  can you reply by email; confirming you are supporting this study. 
Annex 4 needs your signature- but REACH will accept an email reply, as per 
Emma's email previously, thank you. 
  
Dear Emma, 
  
Re: Ethics application: Emergency Advanced Clinical Practitioners: Quality 
and Acceptability 
  
Following your advice and following NHS ethics and HRA approval I attach the 
documents for submission for your 13 Dec 17 University REACH meeting: 
- REACH Annex 1 
- REACH Annex 2 
- REACH Annex 4 
- NHS ethics committee approval letter (2017 11 06 FIFO 17 LO 1698 230605_NHS 
ethics approval letter) 
- NHS HRA approval letter (230605_(Approval)_Letter_of_HRA_Approval_09.11.17) 
This letter confirms the sponsor of the study as Lewisham & Greenwich NHS Trust. 
  
Study documents: (I have attached all documents as referenced in the HRA letter 
dated 9 Nov 17) 
- Covering letter on headed paper [IRAS 230605_Cover letter_10 Jul 17] 
- Interview schedules or topic guides for participants [IRAS 230605_Interview_semi 
struct questions_V1_14 Aug 17] 
- IRAS Application Form [IRAS_Form_31082017] 
- Non-validated questionnaire [IRAS 230605_Patient Questionnaire_V2_26 Oct 17] 
- Other [IRAS 230605_Cover letter_Amendments_26 Oct 17] 
- Other [IRAS 230605_ Supervisor Alison Leary_declaration signature_14 Aug 17] 
- Participant consent form [IRAS 230605_Interview_Consent Form_V2_8 Nov 17] 
- Participant consent form [IRAS 230605_Questionnaire_Consent Form_V2_8 Nov 
17] 
- Participant information sheet (PIS) [IRAS 230605_Interview_Part Info Sheet_V3_8 
Nov 17] 
- Participant information sheet (PIS) [IRAS 230605_Questionnaire_Part Info 
sheet_V3_8 Nov 17] 
- Research protocol or project proposal [IRAS 230605_Protocol_V1_14 Aug 17] 
- Summary CV for Chief Investigator (CI) [IRAS 230605_Student_Chief Inv_Sarah 
Davies_C.V._July 17] 
- Summary CV for student [IRAS 230605_Student_Chief Inv_Sarah 
Davies_C.V._July 17] 
- Summary CV for supervisor (student research) [IRAS 230605_Supervisor CV 
Andrea Herepath_15 Aug 17] 
- Summary CV for supervisor (student research) [IRAS 230605_Supervisor CV 
Alison Leary_2016] 
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 Should you need any additional information then please just let me know. 
Kind regards, 
  
Sarah 
(Davies) 
PD Health Phase 3 Student 
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Appendix 3.23: Ethics: Confirmation of Capacity and 

Capability 

 
From: SIMPSON, Victoria (LEWISHAM AND GREENWICH NHS TRUST) 
Sent: 29 November 2017 13:37 
To: DAVIES, Sarah (LEWISHAM AND GREENWICH NHS TRUST); RD (LEWISHAM AND 
GREENWICH NHS TRUST) 
Cc: CORBETT-SMITH, Karen (LEWISHAM AND GREENWICH NHS TRUST); 
A.J.Herepath@bath.ac.uk; alisonleary@yahoo.com 
Subject: IRAS 230605. Confirmation of Capacity and Capability at Lewisham & Greenwich 
NHS Trust  
  
Dear Sarah, 
 
RE: IRAS 230605. Confirmation of Capacity and Capability at Lewisham & 
Greenwich NHS Trust. 
 
Full Study Title: Emergency Advanced Clinical Practitioners: Quality and 
Acceptability 

 
This email confirms that Lewisham & Greenwich NHS Trust has the capacity and 
capability to deliver the above referenced study. Please find attached our agreed 
Statement of Activities as confirmation. 
We agree to start this study on 29/11/2017,  
For your study, the targets are recruiting 136 participants in total by 
01/01/2019  
You will be required to update your recruitment activity to the EDGE local 
portfolio management system. Please let me know when you are available for 
training. It is expected that this data is updated as close to real time as possible, 
but at least by the end of each month. 
If you have any queries throughout your project, please do not hesitate to 
contact me. Meanwhile, may I wish you success in your project. 
  
Kind regards 

Victoria Simpson 

Research & Development Facilitator 
Lewisham & Greenwich NHS Trust  
R&D Department, Queen Elizabeth Hospital 
Education Centre, Room EC.1,  
Stadium Road, Woolwich,  
London, SE18 4QH 
  
QE Tel: 020 8836 6790 | UHL Tel: 0203 192 6361 | Email: vsimpson1@nhs.net 
  
Working hours - Mon, Tue, Thur 9:00-14:30 | Wed, Fri 9:00-17:00 
  
Check out our Twitter and Facebook pages online 
 
  

mailto:vsimpson1@nhs.net
http://www.twitter.com/LG_NHS
http://www.facebook.com/LGTNHS
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Appendix 3.24: Data Management Plan 

 

Postgraduate Data Management 
Plan 
1. Overview 
1.1 Postgraduate Researcher: Sarah Davies 

1.2 Project title: Emergency Advanced Clinical Practitioners: Quality and 
Acceptability 

1.3 Project start and end dates: Oct 17 to Jan 2019 

1.4 Project context: 
The project aims to investigate if adult major emergency patients receive 
equal quality of care by Advanced Clinical Practitioners (ACPs) compared 
to junior doctors (foundation and middle grade doctors). In addition, the 
project aims to understand what the patient acceptability of the ACP role. 
This is a non-inferiority study.  

 

2.  Defining your data 
2.1 Where do your data come from? 
The data will come from retrospective case note reviews, patient 
questionnaires and sensitizing healthcare professional interviews.  
 
The retrospective case note reviews, will have data collected from the 
Emergency Department FirstNet patient record system, patient records 
scanned or in paper form. Data will be collected on site by site senior 
clinical staff and no patient identifiable data will be collected. 
 
The patient questionnaire, will be a short answer, ten question, paper-
based questionnaire, which will be collected in the Emergency Department. 
Seven of the ten questions are a validated tool “short assessment of 
patient satisfaction” (Hawthorne, 2006). 
 
The analysis of the results from the above two areas, will then have the 
draft semi-structured interview schedule finalised. Data will be collected 
from these one-to-one interviews by audio recording. 
 

2.2 What formats are your data in? 
Retrospective case note reviews, will be collected on an Excel data 
collection tool. 
 
Questionnaires will be paper based. Completed questionnaires will be 
transferred onto an excel data collection  
 
Interviews: audio recordings are stored as MP3; transcripts are stored in 
Word documents. 

2.3 How often do you get new data? 
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Retrospective case note review data collection will occur from October to 
December 2017. 
Questionnaires will be collected between January and March 2018. 
Interviews will occur between April and May 2018. 
  

2.4 How much data do you generate? 
Retrospective case note review: it is anticipated that the data collected will 
be about 1GB of data. 
 
Questionnaire: I anticipate my consent forms and completed 
questionnaires to fill one ring binder. Once transcribed into an Excel 
document, this is anticipated to be 20MB of data. 
 
Interviews: are expected to be no more than 1GB each of audio recorded 
data, totally 10GB with ten interviews. Once transcribed to a word format, 
these are expected to be a total of 50MB. 
 

2.5 Who owns the data you generate? 
According to my studentship agreement, the University owns all data I 
create, but I regain the copyright on publications based upon my data. 
 

 

3. Looking after your data 
3.1 Where do you store your data? 
My primary copy is on the NHS Trust managed data storage (the S: drive), 
to which both myself and Trust research and development department 
have access to. Copies of files will be on my Trust encrypted USB stick for 
when I work away from the office. 
My participants’ responses are in a locked drawer within my Emergency 
Department senior managers locked office. 
A raw copy of my data is retained by the facility where I ran my study. I 
have a second copy on a Trust encrypted USB stick. 
 

3.2 How are your data backed up? 
Data stored on the NHS Trust computer system is backed up by 
Computing Services. I make sure I copy the latest versions of my working 
files there each day. 
I regularly scan my paper-notebook and move the digital copies to these 
files on the Trust S:drive. 
I backup my data to study storage, which is available to the whole of my 
research group. 
I access my backup monthly and open some files to check that they are 
still usable. 
 

3.3 How do you structure and name your folders and files? 
I will use the structed approach for naming file: 
For case note review: “RCNR_<focus area>_<Data/analysis>_<date>)”. 
Focus areas relate to the six sub-themes of this objective. 
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Patient questionnaire data will be stored: “Questionnaire_Data_<date>” 
Interview transcripts will be stored as: 
“Interview_Data_<Dr1/RN2/ACP2>_<date>”. It is noted that each 
participant will be given a code e.g Dr 1. 
 
Folders will exist for:  

- study resource folder: this will contain the protocol and up to date 
forms for the study team to utilise. 

- Retrospective case note reviews “RCNR” which will have six sub 
folders for the six areas being analysed 

- patient questionnaires  
- Interview transcript and notes.  

Each filename starts the folder name: resources / RCNR / Questionnaire / 
Interview and then the subgroup (for RCNR) and then participant code (for 
interviews) and then date in the format of DD MMM YY. 
I use corresponding folder names to organise the data.  
 

3.4 How do you manage different versions of your files? 
If new versions of files are needed, then these will be saved with that day’s 
date on the end as per 3.3. above. Any old versions will be added to an 
archive folder. The need for this is anticipated to be minimal as there is 
only ever one version of each data file. 
 

3.5 What additional information is required to understand the data? 
Notes for the retrospective case note review will be stored on the excel 
data collection tool. If additional notes are required these will be kept on a 
word document or a scanned PDF document. Once field notes have been 
scanned the paper will be shredded.  
Notes for the patient questionnaire – will be kept on a sheet within the 
Excel data collection tool. 
Additional notes about interviews in a Word document with the audio 
recordings and transcripts. 
 

 

4. Archiving your data 
4.1 What data should be kept or destroyed after the end of your 
project? 
I will keep all of my data, both raw and processed, with the exception of 
field notes and patient questionnaires, which once scanned or transcribed 
to the data collection tool, will be shredded on the completion of the PD 
Health program. It is highlighted no patient or health-care professional data 
will be collected. 
I will keep anonymised transcripts of all interviews, but will destroy the 
original audio recordings will also be destroyed on completion of the PD 
Health program. 
 

4.2 For how long should data be kept after the end of your project? 
My Trust requires that my data are kept for 10 years after the end of the 
project. 
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4.3 Where will the data you keep be archived? 
The data will be archived on the NHS Trust Research and Development 
study database and they will retain a copy of all the project data. 
My data will be published as supplementary information to support a 
publication. 
I will publish my data in the University’s research data archive. 
 

4.4 When will data be moved into the archive? 
I will archive the data when I submit my thesis. 
I will archive a copy of data supporting my findings when a paper based 
upon them is accepted for publication. 
My commercial sponsor, the NHS Trust Research and Development 
department will handle this. 
 

4.5 Who is responsible for moving data to the archive and 
maintaining them? 
I am responsible for depositing my data in an archive and the NHS Trust 
Research and Development department will maintain them. 
I will pass my data to my supervisor at the end of my PD Health and they 
will be responsible for archiving them within the University research data 
archive. 
 

 

5. Sharing your data 
5.1 Who else has a right to see or use this data during the project? 
Only my supervisor should have access to my data during the project. 
Others in my research group and the NHS Trust Research and 
Development Manager will need to see some of my data. 
 

5.2 What data should or shouldn’t be shared openly and why? 
Some of my data identifies individual patient hospital numbers and must be 
anonymised before sharing.  
At the end of the project when my research findings are published then 
anonymised data can be shared. 
  

5.3 Who should have access to the final dataset and under what 
conditions? 
Bona fide researchers will be granted access to the data upon request. 
 

5.4 How will you share your final dataset? 
Users will be able to download my data from the University’s research data 
archive where they are archived. 
Individual requests to access the data will be handled by the NHS Trust 
Research and Development Manager and agreed by the chief investigator. 
The data will only be shared if users sign a non-disclosure agreement. 

 

6. Implementing your plan 

6.1 Who is responsible for making sure this plan is followed? 
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I will take responsibility for carrying out the actions required by this plan 
and report them to my supervisor as appropriate. 
 

6.2 How often will this plan be reviewed and updated? 
My supervisor and I will review this plan every 6 months and will agree 
updates if necessary. 
 

6.3 What actions have you identified from the rest of this plan? 
Ask for access to my supervisors’ research storage space. 
Set up a backup system and periodically test that I can restore from my 
backup. 
Learn how to anonymise my data so that they can be shared. 
Ensure that I request informed consent from my participants for sharing 
their data. 
Scan my important results from my notebook at the end of each week. 
 

6.4 What policies are relevant to your project? 
This project is covered by the University of Bath Research Data Policy and 
the EPSRC Policy Framework on Research Data. 
The project is sponsored by an industrial partner and is covered by a 
collaboration agreement and my studentship agreement. 
 

6.5 What further information do you need to carry out these actions? 
Consultation with my University Supervisor and NHS Trust Research and 
Development Manager. 
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Appendix 4.1 Sensitising Interview Data 

 

The sensitising interview themes and comments from the full interview transcripts are provided below. 

 

Quality 

 
Case Note Review Results: Interviewee Thoughts 

 

ACPs 

Sepsis: expected that ACPs get senior review, desire to do good. Middle-grade expect low, as these can be most senior over 
night for example 
 
ACPs feel great need to safety net - perhaps defensive practice 
 
Encouraging with most showing the ACPs as no worse than doctor groups, and perhaps better than. 
 
Pain: Surprised ACP practice is low, could be due to varied backgrounds of ACPs not just ED, but outreach, paramedics, or 
that it’s a MDT approach. 
 
Pain: the ACPs, we are not as good as would have thought, as all are senior nurses or paramedics; could be due to is done 
but poorly documented, which has been evidenced before in nursing practice 
 
Analgesia: ACP time to analgesia is good (Overall Fractured-NOF), could be due to use of PGDs by some ACPs, so can’t 
handover administration. Also, Drs do not generally give medicines so would generally hand over 
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All 6 areas show ACP compliance as being very good and on par with RCEM expectations or exceeding this.  
 
ACPs seem to exceed that of the doctor groups 
Areas where ACPs fall down are sever pain for Fractured-NOF, perhaps this is due to the different skills - some using non-
medical prescribing and some PGDs, which influences time. Also, not all ACPs are signed off for iliac-facia-blocks at this time. 
 
Documentation: nursing documentations practice is often contemporaneous, which is imbedding into practice, doctors take 
snap shot view - make a plan then step away. Chronology is often helpful - nurses generally understand this as all are senior 
and most have had experience of answering complaints - so know the importance of detailed notes from this perspective also. 
 
Documentation: more senior you become the less you write, as ACPs encouraged to cover positives and negatives, evidence 
holistic assessment fully.  
 
Proforma use: ACPs have background of using, "nurses love a tick box", medical training not as protocol driven 
 
ACPs are permanent members of the ED team, so understand the compliance need very clearly. 
 
ACS: not surprised as don’t always document HEART score formally, but add it in head to make assessment, but perhaps 
should 

 

Doctor 

Proforma: not surprised, nurses are better at this generally 
 
Doctor rotation - makes them less likely to know routine emergency practices 
 
Senior doctor review: don’t think junior doctors are good at documenting this but is done. ACPs are more detailed in their 
documentation 
 
Pain: not surprised not great results, as generally poorly documented, which is widely acknowledged 
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Pain management: not surprised ACP group is good at this, as they are able to get and give medication, doctors do not know 
how to draw up and give generally 
Middle-grade compliance level: not surprised as they are often leading an area or the department along with seeing patients, 
so documentation may be less compliant, which could explain these results 
 
Fractured-NOF: doctors generally want to find out the diagnosis so will send to x-ray, but ACP group will get pain killers 
sorted; in my experience 
 
Pain: don’t think the senior doctors are ignoring pain, but due to lack of documentation 
 
The fact that ACPs are not all prescribers is a factor to in this. 
 
Documentation: ACPs are better but thought they would be. ACPs do take a long time undertaking documentation in practice.  
 
ACPs also generally document consent well in practice. 
 
ACS: HEART score not used in all EDs, as such feel that it is a score that is mentally calculated but not always used, so not 
surprised regarding the outcomes. Think experience is applied to the protocol. 
 
Expected ACPs to come out on top, and middle-grades overly high - as the latter use clinical judgement and focussed 
documentation, along with managing the department or area. 
 
Case note review method - assessing clinician groups but some are done by the nurses - a limitation 
 
The ACPs with the greatest experience of being an ACP, are now very independent and they make robust plans, they are 
safe and Trusting. I generally agree with all their plans, which shows the quality and supports these results 
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Nurse 

First role of this type in our organisation so ACPs have a desire to do a good job. Perhaps more to prove as not a doctor a 
factor 
Not surprised middle grade is not as high, as they are jugging managing area, and so may not document in as much detail. As 
such they have a wider workload. 
 
Would have expected these differences, as nurses very policy based how we work under policies or guidelines. Whereas 
doctors not that way and may go with latest piece of research they have read for example 
 
High quality ACPs compared to other groups, not surprised strong; but amazed about the low compliance with the foundation 
doctor and middle-grade doctors’ groups - especially as the middle-grade doctor group have the most senior skills so had a 
higher expectation. 
 
Documentation: nursing culture of detailed documentation, so would expect this to be high.  Middle grade doctors generally do 
write minimal amount, so understand this aspect of results. They document minimally. 

 

Manager 

Reassuring that ACPs function at level not below that of our doctors. Gives peace of mind. 
 
The CNR evidences patient safety and quality across range of presentations. 
 
ACP outcomes look robust. Not surprised ACPs are high, as still new, with a high desire to be good. But would have expected 
middle-grades to be higher. Foundation doctors, not so much as they are transient workforce. 
 
Middle-grades, they are pulled in so many directions, this is probably a contributing factor to this. Especially at night, with 
lower skill mix, and as such more of a risk as more rushed, so I expect it’s the documentation that gets less attention. 
 
Not surprised; ACPs are keen and eager to do right; they don’t cut corners. 
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Documentation: excellent, middle grades more senior so only document bullet points 

 

 

What are your views on the Quality of care provided by ACPs to Emergency Patients? 
 

ACP Doctor Nurse Manager 

Still quite new, bit slower than 
doctors but look at patient as a 
person not an illness, holistic 
approach. Also pick up on many 
aspects, for example social 

Yes, quality of care. Think 
quality of care is good, but 
they probably take slightly 
longer per patient, which is 
something that we probably 
need to look into. 

From practice, I think the 
ACPs do provide a better 
quality than the junior doctors, 
but I think the ACPs probably 
see slightly less patients per 
shift. Although the ACPs do 
support some nursing tasks. 
Although program still new so 
likely to improve in time I 
guess. 

Yes, and this clearly 
supports this 

ACPs want to provide high 
standard of care, particularly as 
still new, which also means no 
bad habits so follow protocols 
and then use senior doctors to 
facilitate complex decisions as 
needed 

Can trust them, they all come 
and ask if unsure, which 
makes them safe 

ACPs provide holistic care, 
they know who to refer to, for 
example social services etc. 
Help with nursing tasks, they 
know what to do or who to 
approach. Generally quick at 
creating a plan. It is felt this is 
the general views from the 
nursing team when we have 
spoken with other colleagues.  

Yes, and bring more to it, 
they have a "warmth, and I 
think are more 
understanding to patients" 
due to their extensive prior 
clinical experience.  They 
also still have a respect for 
their nursing / paramedic 
background. 
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Better care - dare I say as 
probably take little time to get 
senior input when needed, 
junior doctors take slightly 
longer in this in my view 

Good patient presentations, 
good quality 

They have comment sense in 
relation to nursing 
judgements 

Yes - definitely 

Developing role, quality should 
only improve 

  
Excellent - all seem to care 
about patients, they are 
insightful more so than 
average junior doctor, not 
negatively to junior doctors 
but ACPs see seem to 
have wider thinking in 
regard for what the patient 
needs next. 

 

 

Do ACPs provide quality of care to emergency patients? 
 

ACP Doctor Nurse Manager 

ACPs are thorough and don’t 
want to miss anything - 
probably do more as 
concerned not to mess up 

Yes Yes - generic quality of 
care  

Yes, they are not posing as being 
inferior, which is good. As a nurse 
manager it’s about the patient being 
seen by the right person and getting 
the right treatment, which these 
outcomes support 

Yes - but it is felt patients still 
need explanation of role and 
understanding of role. 

Yes, and this research 
shows that, and they are 
safe in practice. This also 

Definitely yes, Good at 
talking to patients in clear 
language.  

Yese 
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shows they are in line with 
RCEM standards 

 

 

Acceptability 
 

From your experience how accepting do you feel patients are for being seen by an ACP for their major presentation as 

appose to being seen by a doctor?  

 

ACP Doctor Nurse Manager 

Accepted by the public Positive The ACP inter 
personal skills are 
robust due to their 
experience, which 
results in them being 
able to deal with 
patients really 
effectively. 

It is clear there is evidence of 
the non-technical element of 
care, being robust here, which 
is great for patients. Clear 
explanation and care 

Reassuring to read the comments, 
what is evident is patients feel 
listened to. 

Not surprised 100% said 
they would be willing to 
be seen by an ACP, in 
my experience think 
patients like being seen 
by the ACP 

Previous experience 
of challenging 
patients and 
situations, is of 
benefit in the 
department, as they 
can manage 
conversations, with 

Patients do need to understand 
the role, whether we have 
reached this or not, is 
debateable. Although only two 
of the 186 documenting 
"doctor" perhaps isn’t too bad. 
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minimal escalation to 
the nurse in charge. 

We try to deliver good care, it’s nice 
to see this is the case, also nice to 
see patients are willing to be seen by 
ACPs - especially as there is a wide 
age range of patients. 

How much of a selective 
bias was there? 
However, the results are 
very good. Very positive 
comments  

Often hear patients 
say they are happy 
with the person 
(ACP) that has seen 
them. Essentially, I 
think patients 
generally feel if they 
receive good 
treatment then "who" 
sees them is no as 
important. 

Overall patients are accepting, 
and its more about getting the 
right skills, at the right time for 
the patient as appose to 
depicting who sees them. 
Patients are concerned about 
getting the right treatment more 
than by whom I think. If it was 
me or my family, this is what I 
would think 

Can understand explanation being 
high - think use advanced skills in 
communication, using simple 
language, nurses often undertake 
communication skills to ensure 
patient understanding, so just 
applying this from the start. ACP 
background has extensive experience 
of explaining complex and wide-
ranging situations. "ACPs have been 
round the block". 

Not heard of any 
problems 

Not surprised that 
100% of patients 
would be happy to be 
seen by ACP should 
they return again. I 
would be happy to be 
seen by them. 

Communication - makes ACPs 
stand out; their nurse training 
and experience is evident. I 
think also their experience of 
dealing with complaints, has an 
impact on their approach, and 
results in patient satisfaction. 
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"ACPs are academically smart but 
also street smart" i.e. experience of in 
practice application and delivery of 
advice. 

  
This level of acceptability 
doesn’t surprise me, I think the 
ACPs probably spend longer 
explaining to patients from what 
I have experienced. I have also 
seen that the ACPs are happy 
to refer patients back to GP for 
additional complaints that 
haven’t brought them to ED, 
they have the ability to 
confidently do this, which is 
good. 

Expected there to be some negative 
aspects - reassured our patients are 
happy 

  
The comments align with what I 
see in practice. 

May take slightly longer to see as role 
is still new, but only slightly, also 
undertake other aspects of care 

   

 

Any experience of patients not being accepting? 
 

ACP Doctor Nurse Manager 

No problem from patients, 
have been asked by relative, 
but explained and patient and 
relative then happy. Overall 
accepting. 

Yes patients are accepting in my 
experience. It is noted the group 
is relatively small (x12), and all 
12 are nice people, professional 
in nature; which is a big aspect 
of this. 

Yes - I think they give more 
explanation to the patients 
of their condition or 
treatment. Often as nurses 
we go back in after the 
doctors to explain in simple 
terms, we don’t have to do 

None 
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this generally with patients 
being seen by the ACPs. 
ACPs use patient language. 

No problems - think patients 
want to be seen quickly  

Never come across any hostility. 
I hear the ACPs introducing 
themselves, which they do very 
well, although not sure patients 
fully understand the role 
currently. But this takes time, 
much like it did with ENPs. 

Yes -although sometimes 
think ACPs are doctors, or 
think they are nurses. Public 
knowledge of the role 
probably needs increasing.  
I think they need their own 
identity. 

Yes, no experience of patients 
refusing. We did have when 
we introduced ENPs all those 
years ago, perhaps they have 
paved the way. Society has 
moved on since the days of 
only being seen by a doctor 

No patients ever refused - 
some patients interested in the 
detail  

  
No 

Yes patients happy to see. 
Never had negative feedback 

   

 

 

What are your views on the ACP role? 

ACP Doctor Nurse Manager 

I have had patients ask if 
they will see a doctor, but 
when explain role patients 
accepting 

Positive and negative, when it 
comes to workforce need; as 
we are struggling filling our 
registrar posts; but the ACPs 
have been a positive addition 
to the clinical team. We also 
need to adapt the health 
service approach to care, so 
we as medics need to be 

The ACP group have 
a robust management 
structure with a 
supportive manager, I 
think having an ACP 
lead has been a key 
aspect to these 
achievements.  

Knowing the programme as I know it and 
the rigor that it has been managed, these 
outcomes are not surprising, but these 
outcomes do provide us as a Trust with 
the assurance of quality. 
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adaptable to change, as it is 
needed. 

Not had any patient 
refused to be seen by ACP 

The ACP group are willing to 
development, a positive 
group; and a stable 
permanent workforce, which 
brings its advantages. It is 
nice to be developing the 
workforce as they remain - 
see the benefits. 

Gives nurses a 
clinical career path 
option into senior 
posts. Before this it 
was either 
management or 
education.  It gives 
junior nurses and 
paramedics 
something to work 
towards. 

There is an impetus to undertake 
complete workforce reviews, looking at 
patient pathways across the Trust, these 
outcomes will help us when looking at 
patient pathways and the long-term 
medical vacancies 

Thought that ENPs have 
paved the way - patients in 
a range of settings don’t 
just see doctors any more 

Continuity - can take lead on 
areas to develop - the wider 
benefits. 

Senior staff employed 
in the Trust, and 
permeant so aware of 
the governance and 
learning from prior 
aspects. 

Clear part to play in emergency care, and 
supports the consideration in other areas. 
These outcomes also support other work 
into autonomous practice by non-medical 
professionals 

Career development route 
to remain clinical and 
benefit patients at senior 
level for nurses and 
paramedics. Now not just a 
management route to 
matron level of practice. 

Teaching and supporting 
junior nursing and medical 
workforce - occurs in practice 
from the ACPs 

Very busy 
department, often the 
ACPs will just get on 
with nursing tasks as 
they have the skills to 
do this, which helps 
the nurse, the patient 
and patient flow. 
Doctors wouldn’t 
generally do this, 

Provides a different career progression 
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such as give the IV 
antibiotics etc. 

ACP role is vital for future 
healthcare needs, 
providing a level of 
expertise in the given area 

Prior expertise: it is not 
considered we have seen this 
in full force as yet, as still new 
in role, but it is anticipated 
that this will be beneficial. In 
relation to the clinical prior 
expertise, but also the 
leadership and management, 
which is invisaged to come, 
as they start their 
management areas. 

They have a large 
scope of practice, 
accompanied with 
their prior 
background, makes 
them a resourceful 
person in the team for 
both junior doctors 
and nurses. 

Important to also look at how the role 
works for nursing team, line management 
and professional supervision. 

ACPs have been senior 
clinicians prior to role, 
which has the benefits of 
providing holistic care, 
rounded assessment to 
include social and 
communication aspects in 
particular in addition to the 
clinical presentation 

The ACPs have a greater 
awareness of other aspects 
in ED, the context of the 
environment, the ability to 
multitask and help others for 
example, is this due to their 
prior experience, which is a 
benefit.  

As senior nurses you 
just get things done, 
but junior doctors will 
wait, the ACPs just 
get things done. 
ACPs are senior so 
can pull strings or 
know who or how to 
make things happen 

Robust at our Trust, with the 
management structure, but shows it pays 
off, and is gratifying that ACPs are doing 
well, reassuring them and us, and future 
proofs the role. 

Different prior experiences 
- benefit team, e.g. 
outreach background ACP 
expert in NIC, ENP - minor 
injury, resus officer, 
paramedics in Trauma etc; 
which has led to a well-

New role still so risk-adverse, 
and very aware of mistakes. 

The ACPs are more 
aware of 4-hour 
target, perhaps as 
they are permanent 
members of staff and 
most are prior senior 
nurses. I think the 

The ACPs feel part of the department, 
and well accepted; then held us up during 
the doctor strike days - they run majors 
along with one ED consultant. 
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rounded group of ACPs 
with a wide range of 
expertise within the group 

ACPs have a greater 
focus on this.  

 
ACPs in ED are different to 
others areas, as they have 
many presentations to learn 
and manage, as opposed to 
our chest pain senior nurse 
who only has one area to 
focus on, which needs 
acknowledging. 

The ACPs are 
improving quality 
which this seems to 
support but also the 
impact on knowledge 
on the shop floor; you 
have additional senior 
ACPs who many 
have senior nurse 
expertise.  

Although one or two minor problems at 
the beginning, I think the dedicated 
recruitment process and the fact we also 
focused on getting the right people has 
been a big contributing factor. 

 
Helpful, acting in same role 
as doctors, discharging or 
referring in timely and safe 
mannor 

The ACPs are 
approachable, the 
nurses will go to the 
doctor to ask why or 
for patient advice 
before going to 
doctor, which in turn 
enhances department 
learning 

We were concerned that ACPs would 
think they are better than others, but this 
hasn’t been the case, they are a diverse 
group but lovely, helpful and respectful. 

 
Covers doctor gaps in rota, 
reducing locum spend 

Quick to escalate and 
delays in care or 
treatment, good team 
player 

The work they undertake on CDU is very 
positive, and the nursing team and 
consultant team, prefer having an ACP 
lead the CDU review of patients. I think 
this is as they really know the system and 
they have excellent communication skills 
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Safe practice and leadership 
skills - which benefit the new 
doctors, which we get every 
few months, help junior 
doctors settle in. 

Help see patients, 
impact on waiting 
times. Also have a 
great impact on 
decreasing our 
nursing workload, 
patient seen by ACP I 
think get treatments 
quicker, as most 
ACPs will do a 
proportion of 
treatments. ACPs do 
steps themselves, 
which helps nursing 
tasks. 

I think they utilise their nursing approach 
within their consultations with patients, so 
although they assess clinically, they have 
a holistic view. I have been involved in 
managing complex patients the ACP has 
been really helpful and quick at getting all 
the required information. They know how 
to access resources I didn’t even know 
was there. 

 
Still new role but feel as the 
ACP group progress will be 
able to take on senior roles. 

Approachable more 
so than the doctors 
and will give greater 
feedback and 
explanation fo plan 
more so than the 
doctors. Which in turn 
helps with our nursing 
learning. 

Clinically I think they are safe with their 
patients. 

 
The training for the ACPs is 
focussed on independent 
practice, which I think is good 
as it makes them take more 

Senior doctor review 
if needed decision 
making is quicker 

Speed versus safe, I think they probably 
are slightly slower than some doctors, but 
speed and efficiency takes time, but I 
think this has got better over time and I 
do think they are safe 
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initiative, than the junior 
doctors. 

  
Permanent members 
of staff, they know 
how things work.  

Identity: their uniform is a challenge 

   
Team players: and although we don’t 
routinely use them to take on senior 
nursing tasks, on those really busy days, 
their role can merge in times of crisis, 
they muck in to help, for example taking 
patients to the ward, triaging the long 
ambulance queue etc.    
When first introduced good idea but I 
don’t think people realised the size of the 
impact they have had, which has been 
more than anticipated.    
ACPs are good people, they fit in, work 
well with all staff, doctors, nursing and 
admin team. The role is growing and 
flourishing. What would we do without 
them now, couldn’t imagine.    
I think they see patients in a timely way; 
with prompt feedback to the nurse in 
charge and any delays in the system are 
prompting feedback to me as the service 
manager. 
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No barriers – initially thought would be 
like junior doctors, but they are more than 
this in practice, I think their experience 
and life experience also is a contributing 
factor. The ACPs see the bigger picture. I 
think the junior doctors learn these 
approaches from the ACPs, so are good 
in that way too. 

 

What challenges or barriers exist? 

 

ACP Doctor Nurse Manager 

Hierarchy of the clinical 
workforce, most doctors are 
accepting of the ACP role, but 
some individuals or areas have 
needed some convincing, 
although person dependent. It is 
considered this has improved 
considerable over time 

Different view - Dr verses 
Nurse in ED, but these 
ACPs fit into the medical 
model. 

Attitudes of some senior 
doctors a challenge, who 
haven’t been as supportive. 
But this has improved over 
time. 

I hope none from a nursing or 
medical perspective, but it is 
important to select the right 
people. It is also important to 
establish good links with the 
university provider, which I 
know has been done in this 
case. 

New role - older consultants less 
supportive initially, but improved 
as the role has emerged 

Identity: where does the 
ACP fall as a role, they are 
nurses, who are providing a 
medical role, it feels like a 
role in its own right. 

On the shop floor, do we 
really recognised the ACPs 
as the go to person for this 
expertise, I’m not sure, and 
perhaps how we identify 
them may contribute to this 

The CNS workforce needs to 
be considered into the ACP 
role, as ACP role is wider, and 
not just about nurses. We 
have some work to do in this 
area. 
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ACP identity - our uniform we are 
dressed as nurses, so a barrier 
as seen as a nurse - although 
most of us are and want to 
acknowledge we are nurses, we 
fit into the medical rota, and are 
often mistaken for other groups - 
such as ENPs, CNS, ED Sisters. 
This can be a distraction, it is felt 
we need our own identity 

Cost of ACP and doctors in 
the same, so reassuring that 
quality is there but also 
need to look at workload. 
Although they do contribute 
in other ways, so need to 
quantify this almost. 

Medical staff sometimes 
haven’t recognised that 
nurses could undertake this 
role, so it has taken time to 
get some on board. 

Need to ensure ACPs 
continue to be team players, 
not to get to a "too posh to 
wash" type of scenario; but 
also acknowledging its not 
about being all things to all 
people 

Identity confusing for nurses, 
doctors and patients 

Identity: I think there is some 
frustration from nurses, as it 
confuses their role with the 
ACPs, as they are all in the 
same uniform. 

I think we could involve the 
ACPs more in senior nursing 
team, as they have a lot of 
expertise, which we haven’t 
done to date. 

Identity needs sorting out, but 
need to be clear remain 
professionally accountable to 
their professional body, and 
revalidation requirements 

Older consultants perhaps see us 
as not wanting to undertake 
medical school, but don’t think 
this is the case, it just a different 
route 

The ACPs sometimes are 
expected to do the nurse 
and ACP role, e.g. urines, 
ECG which the doctors 
would not be, but this isn’t 
meant to be their role; I think 
they get pulled into doing 
some of these aspects more 
than they need to. 

Identity: the fact they wear 
the same uniform as the 
senior nurses and in 
particular specialist nurses 
can make it confusing for 
nurses, doctors and patients. 

People do need to be signed 
up to it, we have had some 
negative thoughts especially at 
the beginning, although these 
haven’t played out to be true.  
For example, the band 7 (ED 
sisters) were not quite sure 
how would work; we also were 
concerned it would deplete our 
band 7 workforce, which we 
had worked so hard to 
develop; but in fact the 
majority of the group have 
been recruited externally from 
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the Trust, which has been 
good for recruitment. 

Think the first group of ACPs may 
have had challenges as the first 
ACPs in ED and the Trust, but 
latter groups have not 
experienced this. 

Other specialism still don’t 
quite understand their role. 
New doctor changeover also 
need their role explained to 
them. Some referrals can be 
a challenge, but much less 
so now. 

There is a slight difference 
between the paramedics and 
the nursing background 
ACPs, not massive, but the 
nurses are generally better 
as multitasking - this may be 
due to nurses generally 
multitask many patients 
whereas paramedics 
generally have one patient; 
paramedics seem more 
disturbed by infrastructure 
challenges - space to see 
patients etc. 

Funding barrier - this was a 
challenge at the beginning 
getting the business case 
through, but this is not a 
problem now.  

Some challenges when referring 
outside Trust, with the need to 
explain role, prior to making 
referral, although less so now. 
There is a need to instil Trust. 

 
A challenge is knowing 
which are prescribers, and 
who utilise PGDs. 

Bring a high calibre to the 
team, they are knowledgeable, 
provide training to our patients 
and nursing and medical 
teams. Professional in their 
approach. 

Barriers are generally person 
specific, and generally are not 
juniors, but senior older clinicians. 

 
ACP group, varied feedback 
to nurse in charge, between 
the group, this is person 
dependent, which is also the 
case with doctors. 

They directly support our 
clinical rota, they are also 
working in our UCC as well as 
majors, resus and CDU, so 
they provide a flexibility to the 
workforce. 
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They provide clear 
explanation, so support our 
nurses in their learning. They 
are also extremely 
approachable. They will also 
ask for help when needed, 
which is a positive also.    
Identity: uniforms are 
confusing, I hear a lot, what 
are you, a CNS, ENP, etc, 
group identity is needed. 

 

Do you feel the role is valuable to the Emergency Team? 

 

ACP Doctor Nurse Manager 

Yes - nurses can get advice, see 
fair share of patients, feel as 
though we are holding our own, 
and feel like we provide quality of 
care to patients 

Yes – definitely. The 
different background brings 
a range of benefits. 

Yes definitely. They have 
also supported nurse 
teaching, on the shop floor 
and also covering for the 
PDN team during sickness, 
and now also bringing 
expertise to our university 
accredited courses based on 
their prior backgrounds, 
paramedics teaching with 
the PDN on the trauma 
training for example.  

Yes – definitely, on so many 
levels. They support nursing 
as well. 
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Yes - effective decision making 
with support of senior doctors. 
Support to junior nurses and 
doctors - providing wider benefits. 
Empowering to band 6 and band 
7 colleagues to have another 
career route 

Yes, they are a constant 
part of the team. 

The ACPs have also 
supported ALS training for 
senior nurses, doing one to 
one teaching and support. 
Also in trauma. 

Identity: their uniform is a 
challenge 

Yes to patients and to the wider 
ED team. 

 
Yes definitely Yes, couldn’t not have them 

now.   
Yes - good for our 4hr hour 
targets 

 

 




