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Quality Improvement proposal- A justification case to invest to save in an Advanced Clinical 

Practitioner (ACP) workforce plan at scale  

Purpose of the Report: 
The report has been submitted to the committee to approve the evidence based workforce model of training Advanced 
Clinical Practitioners at scale to enable the potential alignment of current workforce risks, quality improvements and 
potential cost savings to the HEFT five-year plan. Upon agreement of the model, a business case can be prepared for 
both October EMB and the Finance and Performance Committee. 

Decision  Y  Discussion  Y 

     Assurance  N  Endorsement  Y 

 

Summary/Key Points: 

 The delivery of safe, high quality patient care for both our existing and new models of care requires a 
corporate approach to evidence based workforce planning to enable our directorate teams to deliver our 
business.  

 This an area of particular importance in the strategy and transformation work of the Trust, addressing 
underlying issues for reconfiguration and redesign of many services and also supporting seven day 
working.  

 The Trust currently spends circa £11m on medical locum staff per annum; this pattern of over reliance on 
locum staff does not deliver safe, quality care, is not sustainable, and does not represent value for money.  
This absolute lack of doctors has resulted in most hospitals (through perceived necessity) adopting costly 
and largely ineffective ‘locum’ and trainee dependent systems.   

 This paper recommends a workforce model of training a cadre of Advanced Clinical Practitioners (ACPs) at 
scale across a range of specialties to improve the quality of care, potentially leading to significant cost 
savings.  

 This Trust wide Workforce Strategy outlines a new approach to reducing the risk of a lack of doctors, which 
will enable an empowered and flexible clinician-led workforce to deliver care that is more responsive, more 
consistent, timely and safer, and one that is driven by quality improvement.  

 The ACP role has been in existence since 2006 and HEFT was the first hospital nationally to introduce the 
role at scale. HEFT is considered by many to have the most advanced programme for developing ACPs in 
the country at present, and an evidence base of quality care delivery by this group of staff. 

 To address local, regional and national workforce issues around Middle Grade (MG) level practice, Health 
Education West Midlands (HEWM) will introduce guidance related to the standard required for the 
development of non-medical clinicians in 2015, which will incorporate the ACP role 

 This justification case, aims to result in the recommendations to progress and Invest to save programme to 
deliver the outlined programme 

Recommendations: 
The committee is asked to: 

 Receive the report 

 Approve the recommendations 

Strategic Risk Register 
NIL 

 

Performance KPIs year to date 
 

Resource Implications (e.g. Financial, HR) 
Recommendations to progress to invest to save business case 

 

Assurance implications 
 

Information Exempt from Disclosure: 
Nil 
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Executive Summary               

This Trustwide Workforce Strategy outlines a new approach which will enable an 
empowered and flexible clinician-led workforce to deliver care that is more responsive, 
more consistent, timely and safer, and one that is driven by quality improvement. This 
new approach will address safety issues and reflects a conscious decision by the 
Executive Team to reduce its system reliance on temporary medical staff, locums and 
trainee doctors over the next 5 years. We strongly believe the spiralling over reliance 
shown in table 1; which resulted in 15,419 medical locum filled shifts last year alone; is a 
feature of a fragile system and one that needs to change if we are to sustain any 
innovations and performance improvements, and become the very best. 
 

We are now asking the Executive Team for investment and seeking approval to proceed 
with this Advanced Clinical Practitioner (ACP) workforce strategy. As a Trust, we will 
need to invest in the short term to realise significant cost savings in the long term. Based 
on more than a decade of experience, we believe this is a more resilient and permanent 
clinician workforce that has the potential to significantly enhance our corporate brand, 
safety, quality, performance and reputation. This will require pump priming funding 
initially to appoint a Clinical Director for Advanced Practice, to lead the development of a 
cohort of senior ACP Consultants, along with ACP’s and trainees. This will require year 
on year investment for the next 5 years to deliver this strategy. Conversations at 
Directorate level will need to follow the submission of this strategy to ascertain current 
deficits and prospective workforce requirements to meet anticipated demand. These 
discussions will ultimately influence the number of people we recruit to this new role 
within each speciality and across the whole pathway.          
 

This report will provide contextual information related to the ACP role that has been 
pioneered in the Emergency Directorate at HEFT over the last decade, which will be 
introduced at scale across all specialities and clinical areas. This paper will identify:-  
 

 An options analysis 

 Resource requirements 

 Benefits and risks associated with its introduction 

 The educational and clinical underpinning aspects required 

 Key performance metrics that will be developed to measure effectiveness 

 An implementation plan to ensure its delivery over the next five years.  
 

 

This new and more permanent integrated workforce consisting of senior clinicians from a 
number of professional backgrounds e.g. medicine, nursing, therapies, paramedical etc. 
will replace the largely medical workforce model that is no longer fit for purpose for every 
one of the 1.2 million people HEFT treats annually across all clinical areas and 
specialities. Our aim within 5 years is to largely negate the need for the very high cost 
cyclical ‘system relearning’ that coincides with trainee changeover and premium rate 
locum use; which often impedes any attempt to sustain improvements or innovations. 
This paper will identify the complementary career infrastructure that will be required to 
support this innovative approach from trainee to ACP Consultant. It will also outline how 
this model reflects and supports Trust priorities and key regional and national workforce 
initiatives; providing an exciting and sustainable workforce template for other hospitals 
and services to follow. 
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1. Current position 

Table 1: Medical locum use 2013-14 – 2014-15 
Workforce 2013-14  

 
2014-15 

 Q1 Q2 Q3 Q4 YTD Q1 Q2 
projected 

YTD 

Medical requests: No. 
of requested locum 
shifts 
 

3,236 2,705 4,020 5,458 
15,419 
locum 
shifts 

5,232 6,004 
9,235 
locum 
shifts 

Total Cost of locum 
and agency shifts, £m 2.959 2.653 3,269 3,998 12,879 3,557 3,909 7,466 

Data Source: Trust Key Performance Indicators 2013-14 – 2014-15 YTD  

 
A recent Care Quality Commission (CQC) report from February 2014 highlighted the 
issues facing HEFT with regard to its overall performance. The CQC found that most of 
its services required improvement in terms of being safe, caring, responsive to patient 
need, and for being well led. The Trust is currently below the national average in Friends 
and Family Tests, which means that the likelihood of a patient recommending a family 
member or friend to the Trust is low. There have also been a number of never events 
which is higher than similarly sized Trusts. The fragility of our current approach is also 
reflected in the Trust's inability to achieve the '18 week' and '4 hour' performance targets 
despite the best efforts of staff within the current model to improve compliance. As a 
result, Monitor has again accepted enforcement undertakings from the Trust relating to 
ongoing governance concerns including our failure to comply with the key performance 
indicators highlighted in Table 2. 
 

The fragility of our system is compounded by the fact that the pool from which available 
doctors are drawn continues to constrict despite attempts to recruit medical staff 
nationally and internationally to HEFT. It is our belief that a controlled expansion of the 
ACP role across assessment areas and base wards will deliver a more standardised and 
consistent service 24/7 and reduce the care and quality variance that currently occurs.  
 
It is now widely acknowledged that solutions to solve performance compliance and 
patient safety issues cannot be addressed by silo working, or by changing systems and 
processes in isolation; the critical issue of having a clinician workforce that is fit for 
purpose must be addressed. The Centre for Workforce Intelligence predicts that it will be 
at least 2020 before there are sufficient numbers of medically trained Consultants. 
However, this projection is based on maintaining the current number of training posts 
and assuming a 100% uptake from core training and the avoidance of high levels of 
attrition. Given current and historical trends, we know this will probably not occur and it is 
likely to be several decades before this is achieved, if ever. In simple terms, we are 
unlikely at any point in the future to have sufficient numbers of medical clinicians. We 
therefore, need to look more broadly and develop our own clinician workforce from a 
number of disciplines. Time is of the essence because other services and hospitals are 
actively recruiting trainee ACPs and ACPs and therefore, this alternative pool is already 
beginning to contract. There is no ideal single solution to the re-organisation of a modern 
health care workforce but, an approach that maximises the significant potential and 
contribution of other health professionals allied to medicine is one that we believe must 
be supported. 
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Table 2 – HEFT Trust Wide Performance  
 

HEFT Trust Wide performance  
National & Local KPIs Of the 23 rag rated indicators for the Trust over half showed 

performance worse than the target in both 2013/14 and 2014/15 
YTD. 

Workforce and Quality & Safety KPIs Of the 18 rag rated indicators for the Trust over half showed 
performance worse than the target in both 2013/14 and 2014/15 
YTD. 

ED Performance In the 17 months since April 2013, the target has been achieved 
(incl walk-ins) for only 5 of these months. 

Dr Foster QI Mortality Analysis Relative risk calculations based on the observed number of 
deaths in hospital for both 'diagnoses baskets deaths' and 
'procedure basket deaths' within (30 days) identified significantly 
worse performance than the benchmark at weekends. 

 
Data Source: Dr Foster QI Mortality analysis has been taken from the Dr Foster benchmarking tool, all other 

data has been taken from the performance teams SharePoint site. 
 

2. Why is there a workforce crisis? 

 

 
 

 
It is clear that a mismatch now exists between the type of patients attending hospital for 
treatment and the traditional medical workforce charged with delivering their care. The 
reasons for continued pressure on secondary care are complex and multifaceted. The 

HEFT 

Lack of 
workforce 

resiliance   
Complexity  

Acuity 

Frailty 

Demand 

Centralisation 

of services 

EWTD & 
MMC 

Recruitment 
& 

retention 
issues 

Fewer 
hospital 
trainees 

High cost 
& 'locum' 

reliant 
systems  

Poor 
career 
infra-

structure  

Traditional 
working 
patterns 
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perceived relentless nature of hospital work and the increasing complexity, frailty and 
acuity of patients has had an effect on the number of doctors choosing hospital medicine 
as a viable career option. This absolute lack of doctors has resulted in most hospitals 
(through perceived necessity) adopting costly and largely ineffective ‘locum’ and trainee 
dependent systems.  
 
Core training recruitment is to the Acute Care Common Stem (ACCS) programme. 
Although 86% of the 192 training posts nationally were filled in 2011, recruitment to 
Acute Medicine and Emergency Medicine remains poor, with only 40% completing their 
higher level training. Given many years of experience, the recruitment of overseas 
doctors should also only be viewed as a short-term solution. Despite extensive 
recruitment efforts the initiative at HEFT has proved disappointing. Continuing to do the 
same and expecting a different outcome is problematic and inaction is not a safe or 
viable option given the projected shortfall in medical trainees over the next few decades. 
 
It has also been shown that increased use of non-permanent medical personnel results 
in lower decision making thresholds and more patients being admitted unnecessarily to 
hospital. According to the Keogh Review (2013)

1
, there were 5.2 million patients 

admitted acutely to hospital nationally in 2012 and it is estimated that 1.2 million of these 
could have been prevented if alternative workforce models were in place. This further 
exacerbates the problem resulting in poor system resilience, poor flow, overcrowding 
within the Emergency Directorate and assessment adjacencies, exit blocks, poor quality 
care, repeated bed moves, and extended lengths of stay, as well as poorer patient and 
staff experiences. We now need to fundamentally challenge traditional thinking around 
workforce and maximise the combined potential of professionals allied to medicine. We 
need to ‘stop’ talking about doctors and ‘start’ talking about clinicians.    
 

3. Case for change 

Acute exacerbations of long term conditions are now being managed more and more 
within secondary care despite increasing governmental pressure to proactively predict 
and manage these episodes outside the hospital setting. This is occurring at a time 
when the number of patients from all acuity groups attending hospital is continuing to 
increase. The care being offered is often more complex and extensive to meet the needs 
of a changing case profile.  
 

HEFT, like the rest of the NHS, is facing a significant financial challenge with regard to 
the resources available to deliver safe, effective and high quality care. Patient and public 
demands and expectations are also changing which will ultimately affect the way in 
which services are commissioned in the future. In the midst of this, services are being 
challenged to find new ways of delivering care, which will ultimately mean our workforce 
will need to work differently, across specialisms and in a more flexible manner. Senior 
clinicians prospectively will need to demonstrate a range of generic skills that can be 
applied to different settings and for patients with complex problems across the age and 
acuity spectrum.  
 
A proportion of the locum and agency use at HEFT is currently supporting flow 
dependent initiatives at a time when there is little sustained flow within the organisation. 
They are therefore, being used to support systems and processes that are working 
reactively within a crisis instead of proactively functioning when we have control. When 
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staff work in a broken system that is out of control, it becomes increasingly difficult to 
imagine a better or more effective way without asking for more of the same. We have to 
break the cycle of poor system resilience and help staff to see a better future when 
patients are seen at the ‘right’ time, in the ‘right’ place, by the ‘right’ professional, making 
the ‘right’ decision at the very start of their journey.   
 
To address local, regional and national workforce issues around Middle Grade (MG) 
level practice, Health Education West Midlands (HEWM) will introduce guidance related 
to the standard required for the development of non-medical clinicians in 2015, which 
will incorporate the ACP role. Work has already started regionally within the West 
Midlands on developing alternative clinicians to work at this level. A workforce report, 
commissioned by Health Education West Midlands (HEWM), proposes the development 
of a standardised, long-term infrastructure to train nurses, paramedics and other 
professionals in expanded or advanced clinician roles within Emergency and Urgent 
Care. The recommendations of this report will be supported by HEWM from September 
2014, which ensure any educational and clinical preparation will be funded centrally. It is 
highly likely that NHS England will encourage other regional partners to adopt a similar 
approach to address the MG staffing crisis within emergency and urgent care, which 
reiterates the importance of acting now before we start pulling from a contracting 
workforce pool. 

 

4. What have we done so far? 

What is an Advanced Clinical Practitioner? 

An ACP is an experienced senior non-medical clinician who possesses the knowledge, 
skill and competence to see, treat and manage patients across the age and acuity 
spectrum; from those attending with minor problems, through to those experiencing 
major life-threatening injuries and illnesses within a Consultant led team.  An ACP will 
possess a clinical Masters Degree and will be a non-medical prescriber. This group of 
non-medical clinicians tend to come predominantly from the nursing profession; however 
there are ACPs currently practicing from other AHP groups including; Midwifery, 
Pharmacy, Physiotherapy, Paramedical and Radiography.  
 
The ACP role has been in existence since 2006 and we were the first hospital nationally 
to introduce the role at scale. HEFT is considered by many to have the most advanced 
programme for developing ACPs in the country at present and 81 hospitals nationally 
have now visited the Emergency Department (ED) to discuss the role, and potentially 
introduce similar initiatives within their own organisations. ACPs now make a significant 
contribution to the ED clinician workforce with just over half of the attending patients 
(53%) being seen and treated by non-medically trained staff.  
 

The success of the ED model (in an area where the majority of patients attend with 
undiagnosed and undifferentiated problems across the age and acuity spectrum) will 
provide reassurance that this approach can be safely replicated in other clinical areas 
and within speciality teams across HEFT. A recent large scale research study comparing 
permanent ED ACPs and ED medical MGs showed that the ED ACPs see approximately 
one thousand more patients per annum than the average medical ED MG counterpart.  
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Other small scale audits that have compared ED medical MGs with ACPs have shown 
that ACPs are: -  
 

 safer, with evidence in prescribing, but also as senior decision-makers 
 interdisciplinary role models with significant leadership potential  
 more likely to have a understanding of, and adhere to, local policy and 

procedures and therefore, less likely to make mistakes 
 less likely to admit patients unnecessarily  
 more likely to see and treat patients across the age and acuity spectrum following 

the best pathway for the patient whether that be referral and admission, or 
referral to another agency, or discharge home 

 more likely to stay at HEFT than their transient medical MG equivalents 
 

Ongoing support from the ED Nurse Consultant, senior ACPs and Medical Consultants 
has ensured the ACP role has flourished and become the benchmark for other hospitals 
and systems to follow. The support required by trainee ACPs and junior ACPs is 
significant and should not be underestimated. Early in the development stages, we 
initially failed to recognise the additional pressure on the senior clinician group with 
regard to the time required to undertake effective supervision of trainees and juniors. 
Time to undertake effective clinical supervision will be included within this workforce 
strategy and will form part of the senior clinician’s non clinical commitments. Appendix 1 
outlines the roles and responsibilities of any senior clinician group wanting to support 
ACPs within their own clinical areas.  
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5. Options Appraisal  

 
Table 3 – Optional appraisal of the alternative workforce models: 
 
 

Model Effect on 
organisational 
performance  

Reliance on 
locums and 
trainees 
 

System 
relearning  

Workforce 
resilience  

Cost 

Traditional 
medical model  

Performance 
remains the 
same. 
Continuing 
system and 
performance 
variability   

Remains 
unchanged  

Will occur 
cyclically 
every 4 
months and 
daily in areas 
of high locum 
use 

Poor High given 
system 
reliance on 
locums  

*PA model 
within a 
Consultant led 
service 
 

Unclear what 
affect this role 
will have. 
Performance 
against a 
proportion of 
the KPIs 
should 
improve 

Significant – 
PAs will not 
replace MG 
clinicians 
because they 
work in an 
associate 
capacity under 
the 
supervision of 
a Consultant  

Will occur 
cyclically 
every 4 
months and 
daily in areas 
of high locum 
use 

Improved but 
the associate 
role has 
limited scope. 
There may be 
the potential to 
increase 
pressure in an 
already 
pressurised 
system 
because of 
need for long 
term 
supervision 

High - PAs are 
unlikely to 
replace MG 
clinicians. 
Likely to 
increase cost 
because high 
locum use is 
likely to 
continue 

**Nurse 
Specialist role 
within a 
traditional 
Consultant led 
service  

Performance 
remains the 
same. 
Continuing 
system and 
performance 
variability   

Remains 
unchanged 

Will occur 
cyclically 
every 4 
months and 
daily in areas 
of high locum 
use 

Poor High given 
system 
reliance on 
locums 

ACP model 
within a MDT 
Consultant led 
Service 

Evidence from 
the ED would 
suggest that 
performance 
against KPIs 
will 
significantly  
improve  

Significant 
reduction and 
will eventually 
negate the 
need for 
locums  

Significantly 
reduced 
system 
relearning 
because of the 
benefits 
associated 
with a 
constant 
autonomous 
workforce  

Significantly 
improved 24/7. 
Expansive 
scope and 
senior 
decision 
making 
capacity will 
provide a 
resilience   

Significant 
investment 
required 
initially but will 
eventually 
avoid the cost 
associated 
with premium 
locum use 

* ** (see appendix 2) 
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5.1 Consequences of inaction 

 Trust reputation will remain tarnished  
 Performance against nationally mandated Care Quality Indicators and other 

metrics will continue to be an issue across the Trust  
 There will be a continued reliance on expensive and variable quality locums and 

trainees. It is important to note that we have already had 9,235 medical locum 
requests in Q1 and Q2 of this 2014 

 Flow will continue to be an issue across the Trust 
 There will continue to be costly duplication of effort across the organisation  
 Non-medical clinician roles are still likely to proliferate in an uncoordinated 

manner to address the MG staffing crisis across the Trust. If this occurs, we are 
unlikely to realise the same level of impact or cost savings in terms of staffing or 
their educational development than if this was coordinated centrally 

 Roles will remain highly variable in their preparation and scope of practice. The 
MG staffing crisis is unlikely to improve without a coordinated workforce 
development plan that standardises preparation for practice 

 There will be no agreed standard for practice – there will be different standards 
across disciplines despite the fact that these groups will be treating similar or 
identical patients  

 Local solutions and standards are unlikely to be transferable between different 
directorates 

 Governance issues related to standard of practice will be difficult to manage and 
address 

 Confusion will continue to grow among patients and staff, alike 
 We are more likely to lose gifted and talented individuals  
 Patients will continue to be admitted unnecessarily to hospital 

 

5.2 Desired option 

It is our professional view that the ACP model within a MDT Consultant led service is the 
desired option for HEFT. This is based on more than a decade of experience of 
developing this role and given its proven track record within Emergency Directorate (ED) 
and more latterly within Acute Medicine (AM). Repeated audits and a large scale 
research study funded by the Chief Nurse in 2013 have provided the evidence to 
support our view regarding the efficacy of the role. If this can be achieved in the ED and 
AM, then it follows that this will be a very safe option in other clinical areas with narrower 
patient profiles and service remit; and certainly much safer than the current locum 
dependent model.   
 
ACPs over time will be able to replace some medical posts at MG level and above; none 
of the other options identified within this report currently allow for this to occur. However, 
this will require a significant shift of opinion amongst some senior consultants, nurses 
and managers who may remain unconvinced that non-medical trained individuals can 
work at this level. Some may feel professionally threatened or have a viewpoint based 
on outdated experiences. They may also perceive this to be an unsafe option whilst not 
appreciating the staffing crisis we are currently facing, or make the link between our 
fragile clinician workforce and our organisational inability to comply with national 
performance and quality metrics.  
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Over reliance on locum staff is neither safe, nor sustainable, and does not represent 
value for money. The Trust currently spends circa £12.8m on locum and agency medical 
staff alone per annum. If one was then to add agency spend, this would rise to circa 
£25M. The significant savings over time could be reinvested in other services or 
innovative opportunities that currently aren’t being considered.  
 
Other options provide supportive roles for a medical clinician workforce that is not 
currently fit for purpose because of the low numbers of doctors choosing to work within 
Emergency and Urgent care and other specialities. The key benefit for selecting ACPs 
as the desired option is the fact that their developmental programme has been designed 
to deliver generalists. They are governed by professional regulatory bodies and are 
therefore, autonomous, accountable and responsible for their commissions and 
omissions in clinical practice. Experienced ACPs are able to independently prescribe 
medications (with the current exception of paramedics), request and interpret 
radiological investigations and independently admit, refer and discharge patients, often 
without referral to a senior medical consultant. As with all clinicians, there is a spectrum 
of ability and there will be occasions where an ACP does not meet the required 
standard. With robust governance, training and line management structures in place, 
there can be reassurance that any perceived lack of performance will be proactively 
managed in line with current HR policies.  
 
We will be the first Trust nationally to move to this integrated model across all its 
services but others will closely follow. We should not underestimate the work that is 
required to develop this role at scale across the organisation. There will be significant 
challenges along this journey that will require multi-disciplinary teamwork, tenacity, 
diplomacy, encouragement, effective leadership and open and transparent 
communication. It is our view that this is a journey worth taking if we are to achieve and 
then sustain excellence across our services. If we fail to act now, we will be trying to 
attract trainees from a dwindling cohort and competing with other organisations and 
services who are already considering employing increasing numbers of ACPs within 
individual directorates.   
 
 

  



 

13                         Author Mr Garry Swann (Contributions – Joanna Hodgkiss, Sam Foster, Matthew Cooke, Shiela Pantrini, Tom Heaps & 

representatives of the ED Consultant Group)  

 

6. What would the ACP workforce structure look like? 

 

6.1 Coordination of the proposed expansion of the ACP role across HEFT 

A Clinical Director for Advanced Practice will be introduced supported by an expanded 
group of junior and senior Consultant ACPs. The Clinical Director will chair a Program 
Support Group and will be responsible for developing the strategy to support this 
expansion and for overseeing the rollout of this initiative across the organisation. The 
initial group membership will include a patient representative, the acute pathway 
transformation Executive Director, Educational Supervisor representatives, a tACP, Lead 
ACP, ACP Consultant representative, Medical Consultant representation, a corporate 
senior nursing representative, ACP Educational Lead and co-opted representatives from 
HEWM and WMS. The core group will be responsible for: 

 Developing a communication strategy to support the ACP expansion 
 Developing and maintaining a long-term sustainability infrastructure 
 Recruiting gifted and talented professionals to the organisation 
 Developing a Trust wide ACP Faculty 
 Developing a Trust wide Recruitment and Governance Policy 
 Delivery of the aim and objectives within this  ACP Corporate Workforce Strategy 
 Delivery against key performance metrics 
 Quality assuring competency frameworks and ensuring that existing specialty 

preparation aligns with the new structure 
 Quality assuring the teaching of the Masters in Advanced Clinical Practice and 

the assessment strategies used by WMS to ensure it remains fit for purpose 
 Recruit a Senior ACP for research  

 
 
 

Clinical Director for Advanced Practice  

Senior Consultant ACP - AfC Band 8D 
Clinical 60 % - Non clinical 40% 

Junior Consultant ACP - AfC Band 8C  

Clinical 60% - Non clinical 40% 

Lead ACP/Educator  - AfC Band 8B 

Clinical 70% - Non clinical 30% 

ACP / Lead CP AfC Band 8A 

Clinical 80% - Non clinical 20%  

tACP / CP AfC Band 7 

Clinical 80% - Non clinical 20% 

tCP AfC Band 6 

Clinical 80% - Non clinical 20% 
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6.2 Educational underpinning for the ACP role 

The Local ED ACP developmental framework is a comprehensive ‘fit for purpose’ 
package that is supported and underpinned academically by the MSc in Advanced 
Clinical Practice at Warwick Medical School (WMS). Collaboratively developed, this 
three-year part-time course mirrors the ACCS programme for general internal medicine, 
emergency medicine, elderly care, paediatrics, anaesthetics and intensive care 
medicine.  
 
In addition to academic learning that occurs at WMS, the ACP programme is supported 
by workplace based assessments that have been designed to deliver core training to 
trainee ACPs (tACP) through the acquisition of higher level knowledge, key 
competencies and skills. This enables them to:  

 assess the acutely ill/injured child or adult and commence resuscitation if 
necessary 

 initiate appropriate investigations, with the ability to interpret diagnostics tests 
 diagnose the most likely underlying problem and commence appropriate 

immediate treatment 
 identify and liaise with other speciality teams to ensure appropriate definitive care 

 

The full ACP programme usually takes 5-years (including the MSc in Advanced Practice) 
to complete because of additional and mandated work-based learning and training 
essentials that are required to enable the ACP to truly work at MG level and above.  
 
An overview of the ED specific ACP developmental pathway has been included (see 
appendix 3) to provide greater detail with regard to mandated courses that are outside 
the Masters in Advanced Clinical Practice. Other directorates within HEFT will be 
supported by the Clinical Director, ACP Educator and key members of the Programme 
Support Group to develop similar bespoke pathways for their tACPs and ACPs. 
 

In order to complete the Foundation level of the ACP Programme the trainee is required 
to successfully meet the following assessment criteria as measured by the Competency 
Progression Assessment Tool (CPAT); 

 Academic element  
 Workplace and generic competency based assessments (e-portfolio, OSCEs, 

Case Based Discussions (CbD), mini-Clinical Evaluation Exercise (mini-CEX) 
and an Acute Care Assessment Tool) 

 Educational Supervisors Report –  a positive outcome from a 360 degree multi-
source feedback appraisal in conjunction the Educational Supervisors summary 
of quarterly meetings with the trainee 
 

Only successful completion of this level will enable the tACP to enter the centrally held 
HEFT ACP Register, initiating progression to the next phase of the programme to 
release funding for continuation of studies. It also signifies readiness to contribute the 
clinician workforce more autonomously. 
 
The ACP Programme is supported by existing trust policy and failure to meet the 
requirements of the training contract associated with the foundation level (i.e. tACP) will 
be managed under the Trust Performance and Capability Policy as referenced in the 
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ACP Recruitment and Governance Policy (currently being ratified). This will include 
failure to meet any of the CPAT criteria including the assessment criteria for individual 
academic modules of the Masters in Advanced Clinical Practice at WMS. With particular 
reference to the clinical competency elements, the trainee must reach the required level 
within the syllabus by the end of the programme. As the trainee is only allowed to repeat 
any assessment once (as stated in the university regulations) failure to pass on the 
second attempt will instigate the above response as indicated within the tACP contract 
of employment. The curriculum is directly linked to the e-portfolio as it defines the 
standards required to support safe and effective clinical practice. Central programme 
coordination will facilitate early identification of those tACPs who may experience either 
clinical competency or academic difficulty requiring additional support.  
 

Each tACP is responsible for their own development but will be assigned a workplace 
based Educational Supervisor (e.g. Consultant, ACP Consultant, Consultant Physician, 
Paediatrician, etc.) who will support the trainee through their foundation programme and 
the remainder of their mandated Masters programme. Senior clinicians undertaking the 
role of Supervisor / Mentor will be drawn from a number of disciplines and will be 
expected to meet the tACP on a quarterly basis. Regular contact will help to ensure 
satisfactory progression and identify additional training needs or training-related issues, 
as well as ensuring there is satisfactory competence progression towards full senior 
ACP status and beyond. Guidance will be provided related to the role and 
responsibilities of the clinical educator and supervisors appointed to the tACP. There is 
an expectation that this commitment from senior medical clinicians will reduce over time, 
as the tACP progresses within their chosen specialist area.  It will be imperative for this 
work-based supervision to be factored into a Consultant's non-clinical commitment. 
HEWM are proposing 1 PA per trainee per fortnight to ensure sustainability initially. 
 

6.3 Maintaining Standards 

The ACP will be set specific, measurable, achievable and timed objectives by the Trust 
ACP Faculty. Any outstanding evidence or concerns relating to the trainees’ expected 
progression will be fed back to the trainee’s Educational Supervisor, the HEFT 
Governance Committee and to the HEWM Education and Quality Team. Failure to 
achieve objectives will ultimately affect the ACPs progression. This will need to be 
managed by individual Directorate Leads and the CD for Advanced Practice who will 
assist in the development of remedial action plans. Any evidence of systematic non-
compliance with expected outcomes will result in redeployment of the trainee. An 
external Quality Review mechanism will also be developed to oversee the ACP 
workforce model and to quality assure Clinical Supervisor activities. 
   

6.4 ACP Revalidation, Appraisal & Annual Review of Competence. 

Recognising the lack of a current national mandate, it is proposed that from April 2015 
all newly trained ACPs will undertake a five yearly revalidation cycle, to ensure 
continued fitness-to-practice. In addition, it will be compulsory for ACPs already trained 
to access the same appraisal and online portfolio for CPD and the e-portfolio, in line with 
their medical counterparts. They too will be expected to revalidate every five years. The 

360
o multi-source peer appraisal will add an extra level of reassurance while also testing 
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tACP suitability for their chosen speciality and continued career development. Appraisal 
results will feed into an Annual Review of Competence Progression (ARCP), again 
following the medical model. The ARCP safeguards patients and ensures that the 
trainee receives the support required to achieve the agreed standard and maintain 
developmental milestones. 
 

This structured Appraisal approach will enable the ACP to:  
 Reflect on their own clinical practice and learn from involvement in significant 

events 
 Consider information gathered to support their practice, from colleagues and 

patients (compliments and complaints) 
 Identify areas for improvement and further development. 

 
The Appraisal process will be managed by the ACP Faculty, who will review the 
evidence provided by the ACP.  If the review demonstrates satisfactory progress, a 
‘recommendation to continue’ will be issued to progress through the appropriate 
development phase. The ACP can then progress through additional phases towards 
consultant ACP practice. 
 
The appointment of those individuals wishing to progress to Consultant ACP posts will 
be by formal interview only. Senior ACPs wishing to become Consultant ACPs will need 
to exhibit mastery in their chosen speciality, e.g. Senior ACPs in EM will undertake 
FCEM level equivalent exit examination. A successful outcome at their exit examination 
would result in appointment to a Consultant ACP within their chosen specialist area. 
 

6.5 Quality assuring the ACP Programme  

HEWM has a duty to quality manage all postgraduate medical education and training 
within its quality management and enhancement framework. The ACP training 
programme should be managed within the same processes. The HEWM Education and 
Quality team employs a variety of mechanisms for quality assuring Local Education 
Providers (LEPs), based on regular reviews and targeted exceptional reviews, 
determined by perceived risk. The ACP model should be visited as part of one of 
HEWM’s Quality Management and Enhancement Framework reviews. Such reviews 
should form part of a rolling inspection program. 
 

6.6 Career infrastructure  

It will be vitally important to develop a resilient career infrastructure to support the role 
and to retain gifted and talented individuals from trainee to ACP Consultant. Banding 
guidance has been developed regionally to guide organisations with regard to the ACP 
role and to reduce the potential for ‘poaching’ across hospitals, services and within 
primary care. 
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7. Benefits and risks 

There are risks associated with any change but what we are suggesting here is a more 
permanent and resilient workforce that will be able to deliver better care than is currently 
achieved. This strategy report will provide the Executive Team with the reassurances 
that any change will be considered, based on a robust system and a developmental 
pathway that will be delivered by a team of committed and enlightened clinicians who 
are proud to work at HEFT. 
 
There are a number of clinical specialities across HEFT that manage high risk patients 
where it would be beneficial to introduce a more constant workforce including the role of 
the ACP. Emergency and Neonatal medicine and critical care are excellent examples of 
successful integration of non medical clinicians into a traditional workforce. However, 
most other specialties including paediatrics, women’s health, elderly care medicine, 
acute medicine, the reconfiguration of Stroke services, and surgery require significant 
investment in ACP roles. 
 
It will be important to scope the potential demand for ACPs within individual directorates, 
agree a standard framework, and core and specialist competences for education and 
training. This will also need to link into any regional core and specialist competency 
frameworks being developed to guide advanced practice. This will ensure that every 
trainee is trained to the ‘right’ standard and deployed in the most effective way to 
address their own developmental needs, and those of the service.  
 
The Executive Team’s decision to reduce its reliance on temporary medical staff, locums 
and trainee doctors over the next 5 years will – in our view – significantly reduce risk and 
system variability. This will be an obvious design feature of the new system that will be 
coordinated centrally to ensure ACPs develop within an enabling workforce based on 
the Trust’s corporate strategy around being safe and caring, locally engaged, innovative 
and efficient.  
 

7.1 Benefits  

If introduced in a coordinated manner and at scale, we anticipate a 20% reduction in 
medical locum expenditure at 3 years and a 10% linear reduction year on year in those 
directorates that have adopted this integrated model. This may occur much sooner in 
some specialist areas if we are able to attract high quality and gifted individuals already 
undertaking the role within other Trusts. We are confident this integrated model will 
become the workforce template that other hospitals and services will follow and use. An 
obvious caveat for this projection will be related to patient attendances and the demand 
for secondary care. Table 4 shows the anticipated benefits mapped against the four 
Trust strategic priorities: 
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Table 4 – Benefits of the ACP model mapped against HEFT priorities  

Trust Priority      Benefit 

Safe & Caring  Local evidence shows that ACPs are more likely to 'pull' patients along their 
journey because they haven't been socialised in traditional ways of working. We 
can therefore, mould their role and working patterns to meet current and future 
need more closely as well as projecting our expectations whilst developing and 
scoping the role. 

 Recruitment of professionals to the ACP role will centre on their ability to care. 
This is the most important pre-requisite for the role and will be tested repeatedly 
within transition phases and on exiting the ACP programme 

 The provision of learning and development opportunities within this strategy will 
improve the retention of gifted and talented individuals who will be the leaders 
and role models of tomorrow. 

 The WMS programme assessment methodologies are centred on attaining 
knowledge, skills and competences across a wide spectrum of conditions. 
Attaining this level and then maintaining expertise are more likely to occur if this 
is taught clinically by the most experienced clinician. This also only needs to be 
taught once as opposed to repeatedly (every four or six months) within the 
current system. 

 Patient care will be enhanced through greater organisational efficiency and 
effectiveness including streamlined patient centred systems and processes. 

Efficient   Fewer patients are likely to be admitted unnecessarily. This has already been 
seen both within the ED and more recently within Cardiology 

 Reduced waits and better flow - ACPs and permanent staff will often see more 
patients per clinical shift than their non permanent MG equivalents. 

 Better compliance with national quality indicators is more likely to be realised. 
 Although this initiative will require pump priming and ongoing investment to 

start with, significant cost savings should be realised over time. It will be 
essential to maintain a focus on cost to ensure we have the most cost effective 
system and value for money. 

Locally 
engaged  

 Recruitment and retention of local staff - This model provides a real opportunity 
to succession plan and to identify gifted and talented individuals early in their 
career and from the Birmingham area. We will develop a highly skilled and 
professional clinician workforce, celebrating the talents of individuals and teams 
who are committed to the HEFT values. 

 Positive role modelling by senior clinicians of all disciplines will assist in the 
retention of clinical staff who will see more opportunities for development and 
the potential rewards for staying at HEFT. This perpetuates the culture of 
sustainable care and has obvious advantages to staff and patients alike. 

Innovative   HEFT is now nationally and internationally renowned for its work with ACPs 
within Emergency Care. Many of the new ways of working e.g. the ACP role; 
See & Treat; and the Rapid Assessment Team (RAT) function that are now 
seen across many different hospitals were first introduced by the Consultant 
Nurse working within the ED at Heartlands. 

 HEFT also has one of the most advanced Critical Care and Anaesthetic 
Practitioner models in the UK with many other hospitals now following our lead. 
This team has stabilised the MG rota and standardised critical care responses 
and care with this innovative approach. 

 Cardiology with the recent introduction of a 24 hour Cardiology Chest 
Pain/Cardiac Assessment ACP Team. A reduced LOS has been seen for 
patients with NSTEMIs and STEMIs within their pilot from January 2014 

 Door to needle times for patients with ACS has significantly improved since the 
piloting of an ACP chest pain and cardiac assessment team and we now have 
98% of affected patients achieving the target 

 The Stroke team have undertaken a number of nurse led pilots including the 
‘fast track TIA’, the ‘thrombolysis door to needle’’ and ‘Swallow Screening’ pilots 
which have significantly improved performance in every domain and reduced 
the number of unnecessary admissions across the service 
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7.2 Risks associated with the new workforce model 

Table 5 – Risks associated with the new model 

Risks associated with the new 
workforce model  
 

Mitigation  

There is the potential for 
employee relationships to 
deteriorate 

Effective leadership of this strategy is essential along with open 
and transparent communication. Securing senior clinicians ‘buy-
in’ and participation is the key. A communication strategy will be 
developed and staff surveys will accompany this initiative to 
ensure all staff feel engaged in the change process  

Possible deterioration in care 
quality and safety for patients as 
a consequence of its introduction  

Local evidence from the ED and AMU and from other hospitals 
would suggest that the opposite is likely to occur. Repeated 
audits over a number of years that have compared ED medical 
MGs with ACPs have shown that ACPs are: -  

 safer prescribers 

 more likely to adhere to local policy and procedures and 
therefore, less likely to  make mistakes 

 see more patients and less likely to admit unnecessarily  
A recent large scale research study comparing permanent ED 
ACPs and ED medical MGs showed that the ED ACPs see 
approximately one thousand more patients per annum than the 
average medical ED MG counterpart. There is no reason to 
assume this level of impact cannot be replicated in other clinical 
areas and services.  
Performance against these key metrics will be robustly measured 
in those directorates that have supported this initiative to 
determine if these changes are statistically significant.   

The initial financial outlay for the 
recruitment of tACPs, ACPs and 
ACP Consultants will be 
significant. There will also be a 
need for ongoing funding year on 
year for ACPs in training. This will 
require at least 3 years of double 
funding (locums and tACPs) 

Ultimately – we will need to invest as an organisation in order to 
save in the long term.  
If introduced in a coordinated manner and at scale, the role 
should see a 20% reduction in the overall medical locum spend 
within 3 years and a 10% linear improvement thereafter in those 
areas that have introduced this integrated model. This may occur 
much sooner in some specialist areas if we are able to attract 
high quality and gifted individuals already undertaking the role 
within other Trusts. This will measured on an ongoing basis to 
ensure delivery. Some cost savings can be realised from the 
redeployment of Nurse Specialists into ACP roles. It will also be 
important to consider if funded but long term unfilled medical post 
budgets could be used to employ gifted and talented individuals 
at ACP Consultant level.  

The level of clinical supervision 
provided by senior nursing and 
medical clinicians may be 
insufficient given other competing 
commitments  

An external Quality Review mechanism will be developed to 
oversee the ACP workforce model and to quality assure Clinical 
Supervisor activities. In real terms there should not be a 
significant increase in supervisory commitment because the 
existing Consultant body would have been contractually obligated 
to provide supervision for doctors in medical trainee posts that 
have remained unfilled. This supervisory commitment must be 
factored into the strategy from the outset. This will provide 
reassurance to the Consultant body that they will have the time to 
provide the desired level of supervision   
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8. Cost 

Outline costings per annum related to the role out of this new model are included within 
this workforce strategy. This will be developed by a small team within 6 weeks who 
already possess significant experience with regard to the ACP role.  
 
If an agreement in principle can be secured soon, we could see the first cohort of 25 
trainee ACPs starting the ACP Foundation Programme at WMS in April 2015. This will 
be repeated in September and annually for at least five years until the required number 
of ACPs have been trained.  
 
The projected recruitment of ACPs is as follows: 
 

  
Year 1 
WTE 

Year 2 
WTE 

Year 3 
WTE 

Year 4 
WTE 

Year 5 
WTE 

ACP Intake (Band 7) 50.0 75.0 75.0 75.0 75.0 

Conversion to Band 8a 0.0 22.0 66.0 110.0 154.0 

Total ACPs in posts 50.0 97.0 141.0 185.0 229.0 

 
The corresponding cost implications over the full five year period are as follows: 
 

  
Year 1 

£m 
Year 2 

£m 
Year 3 

£m 
Year 4 

£m 
Year 5 

£m 

ACP Intake (Band 7) 1.4 2.9 2.9 2.9 2.9 

Conversion to Band 8a 0.0 0.6 3.1 5.5 8.0 

Training Costs  0.5 0.5 0.5 0.5 0.5 

Supervisory PAs 0.2 0.6 0.9 1.2 1.3 

Clinical Director Post 0.1 0.1 0.1 0.1 0.1 

Senior ACP Infrastructure 0.3 0.3 0.3 0.3 0.3 

Total ACP Costs 2.6 5.0 7.8 10.6 13.2 

      

Annual Increase in Cost 2.6 2.4 2.8 2.8 2.6 

 

The above costs include on-costs, Band 8a costed at midpoint, unsocial hours excluded. 
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Cost savings will be generated via: 
 

 Mitigation of locum and agency usage across junior and middle grade staffing 

 Conversion of the middle grade workforce into ACPs 

 Improvement in flow, patient care and performance against quality metrics. 
 
Upon agreement of the model detailed plans will be produced with clinical directors and 
other key stakeholders including the allocation of the ACP cohorts. A full benefits 
realisation plan will also be produced.  Accordingly at this point, the specific financial 
benefits associated with the conversion of middle grade and flow will be calculated. 
 
With regard to temporary staffing the Trust over the last 12 months has incurred £8.2m 
of junior doctor and middle grades expenditure excluding short term sickness. 
 

 
As referenced in point 7.1 if the ACP model is introduced in a coordinated manner and 
at scale, it is anticipated a 20% reduction in medical locum expenditure within 3 years 
and a 10% linear reduction year on year in those directorates that have adopted this 
integrated model will be achieved. 
 

  
Year 1 

£m 
Year 2 

£m 
Year 3 

£m 
Year 4 

£m 
Year 5 

£m 

Temporary Staffing Reduction 0.0 0.0 (1.6) (2.4) (3.2) 

Withdrawal of Middle Grade Posts 0.0 0.0 (3.3) (4.3) (5.3) 

 
The underlying assumptions within the calculation are: 
 

 Ability to deploy ACP’s in line with areas in which locum expenditure incurred 
(primarily A&E, Acute Medicine, Elderly Medicine, ENT) 

 Temporary staffing savings of 20% against current levels in year 3, followed by a 
further 10% per annum thereafter. 

 ACPs able to cover all drivers for temporary staffing, excluding short term 
sickness. 

 Middle grade posts will start to be converted to ACP post from Year 3 
 

 

  

Oct 
2013 
£m 

Nov 
2013 
£m 

Dec 
2013 
£m 

Jan 
2014 
£m 

Feb 
2014 
£m 

Mar 
2014 
£m 

Apr 
2014 
£m 

May 
2014 
£m 

Jun 
2014 
£m 

Jul 
2014 
£m 

Aug 
2014 
£m 

Sep 
2014 
£m 

Total 
£m 

Locum 
Medical 

0.2 0.6 0.4 0.3 0.3 0.3 0.3 0.3 0.2 0.3 0.3 0.3 3.7 

Agency 
Medical 

0.2 0.2 0.4 0.4 0.4 0.5 0.4 0.4 0.4 0.4 0.5 0.4 4.5 

Total 0.4 0.8 0.8 0.7 0.6 0.7 0.7 0.7 0.6 0.7 0.8 0.7 8.2 
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The net cost to the Trust over the five year period is as follows: 
 

  
Year 1 

£m 
Year 2 

£m 
Year 3 

£m 
Year 4 

£m 
Year 5 

£m 

Total ACP Costs 2.6 5.0 7.8 10.6 13.2 

Temporary Staffing Reduction 0.0 0.0 (1.6) (2.4) (3.2) 

Withdrawn of Middle Grade Posts 0.0 0.0 (3.3) (4.3) (5.3) 

Net Cost 2.6 5.0 2.9 3.9 4.6 

      

Cost of Doing Nothing 8.2 8.2 8.2 8.2 8.2 

 
Potential financial efficiencies will be realised when compared to the cost to the Trust of 
doing nothing over the same period.  This excludes the current year on year increase in 
temporary staffing expenditure which equates to 40%. 
. 
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9. Implementation  

The recruitment process for the Clinical Director and ACP Consultants will start 

immediately following the decision by the Executive Team to support this workforce 

strategy. This will be a centrally managed process coordinated by members of the 

Program Support Group and Corporate Recruitment. This will be essential if timelines for 

implementation of the strategy are to be met for 2015-16. Ideally, we would want to see 

the first cohort of 25 trainees commence their ACP foundation programme at Warwick 

Medical School by Feb-March 2015. This would be followed by an additional cohort in 

September of 2015. This would be repeated annually until the appropriate number of 

ACPs across the Trust has been achieved. This will be dependent upon the delivery of 

agreed metrics and sustained performance improvements over the next 5 years.    

Local experience has shown that the most effective ACP programme is one that has 

strong clinical leadership supported by a multi-disciplinary clinical faculty. Only the 

highest calibre, credible and most gifted and talented applicants will be considered for 

the Consultant ACP posts. These appointments are pivotal to the success of this 

strategy and must occur first as these individuals are likely to need at least 3 months 

notice for termination of contract from their current employer. Any applicant will need to 

convince the selection board of their clinical and leadership ability within their own 

speciality, as well as fulfilling other key deliverables within the Consultant ACP role.  

If the right calibre of Consultant ACP is not immediately available for selection, 

development plans may need to be considered as a contingency. These individuals 

would still be recruited but to more junior roles. The use of senior medical clinicians as 

supervisors and mentors of tACPs in the interim may be required until the Consultant 

ACP vacancies have been successfully filled. What will not be compromised is the 

expectation of the Consultant ACP role. By 2016 all future Consultant ACP 

appointments will be dependent upon successful completion of their ACP development 

programme, including an equivalent fellowship level ACP exit examination within their 

speciality. All ACP Consultants will be managed by the Clinical Director for Advanced 

Practice and appraised in partnership with their speciality Clinical Director. Each 

Consultant ACP will line manage and appraise a predefined group of more junior ACPs. 

Developing this new cadre of autonomous clinicians will be supportive of a range 
of strategic programmes within HEFT including: -  

 Improving quality by earlier senior intervention - As permanent members of 
staff, ACPs will enhance the organisational learning and memory, as well as 
increasing the seniority of staff  involved in first contact at the start of the patient’s 
journey  

 Seven day services – SDS will require more senior clinical staff to be present on 
site at weekends, in the evenings and at night. Medical clinician numbers will 
decrease over time, reiterating the importance of this initiative as a key solution 
for the current clinician workforce crisis  
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 Surgical reconfiguration – will include increased specialisation and more 
weekend working, both of which will benefit from the presence of more 
autonomous non medical practitioners 

 Supported integrated discharge – This is one of the key benefits. The adoption 
of latest thinking models e.g. ‘Discharge to Assess’ will be actualised with ACPs 
who will work across all acute areas, assessment adjacencies and base wards.   

 Stroke services are being centralised and the role of more autonomous 
practitioners like the ACP role is increasing in the UK 

 Centralisation of Specialised services – These are underrepresented at HEFT. 
Having more generalist clinicians working in specialist areas will increase our 
safety, quality and effectiveness because many of our patients are admitted with 
more than one problem of long term condition. Their presence may also increase 
our potential to income generate within these services 

Many of the Clinical Directors have already indicated support for the strategy as well as 

identifying the number of trainees required. However, the desired number of tACPs must 

be balanced with the availability of mentors and educational supervisors within clinical 

specialities. CDs will be encouraged to submit a 5 year strategy plan with regard to the 

deployment of ACPs within their service, as well as guarantees around effective clinical 

supervision. Once these guarantees are in place, a cohort of tACPs will commence 

within their speciality.        

The development of new models of care is an important strand in the new strategy and 

transformation work of the Trust, addressing underlying issues for reconfiguration and 

redesign of many services and also supporting seven day working. Programme 

governance and assurance to the Trust Board for the implementation of this strategy will 

need to be decided. This initiative does not currently sit squarely within the triumvirate 

structure the Trust operates. It is likely this initiative will need to link with the Workforce 

Transformation Committee and to the newly formed Clinical Services Strategy Board.  

It will also be vitally important to address spiralling costs related to locum and agency 

use across the Trust going forward. We anticipate that the expenditure related to junior 

and middle grade locum use will reduce in a linear fashion from year 3 in those 

directorates where it is appropriate to use ACPs within their clinician workforce. Again, 

this projection will also be dependent upon the Trust achieving greater control of its 

locum expenditure through tighter controls and adherence to agreed standard operating 

procedures. 

Although fraught with challenges due to a lack of control with regard to the influence of 

other important initiatives; it will be extremely important to develop quantitative and 

qualitative measures to evaluate the effectiveness of this strategy. A more resilient and 

integrated clinician workforce across all clinical areas (including base wards) will deliver 

better and safer care to our patients and their families because they are more likely to 

‘pull’ the ‘right’ patient, to the ‘right’ clinical area, to receive the ‘right’ care, by the ‘right’ 

professional, first time, every time. It will also address the current system failures related 

to poor resilience, poor flow, overcrowding within the Emergency Directorate and 
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assessment adjacencies, exit blocks, poor quality care, repeated bed moves, and 

extended lengths of stay, as well as poorer patient and staff experiences.  
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 Appendix 1 – Roles and Responsibilities  
A trainee ACP (tACP) has both a Consultant Educational/Clinical supervisor and an 

experienced ACP Mentor. 

Regarding the Consultant input: 

A trainee ACP needs the same amount of educational supervision as a junior doctor – 

0.25 PA per trainee ACP per week. This covers the following: 

 Supervision meetings 

 ACATs 

 Shop floor teaching 
 

Extra Consultant time above and beyond this is needed to provide the t ACPs with the 

following: 

 

 Shop floor clinical examination teaching 

 Departmental teaching (combined with junior doctor teaching to reduce teaching 
time demands) 

 Support other courses that the tACP needs to take e.g. non-medical prescribing 

course 

 Input to Warwick Clinical skills and examination courses 

 

The experienced ACP mentor provides both pastoral/educational and shop floor support 

to the trainee. This often involves a tACP being linked to an experienced ACP when they 

are on the shop floor to review their patients. Every patient seen by a trainee ACP needs 

to be physically re-clerked and examined by a senior substantive competent clinician – 

this can either be a senior ACP or a senior doctor or middle grade. This obviously 

impacts on the time such senior ACPs and clinicians spend seeing their own patients or 

managing other shop floor issues.  

It is also worth highlighting that it takes a considerable time for a tACP to develop their 

skills in order to reach a level where by senior input is not needed on every case. The 

Emergency Department team is keen to ensure that our ACPs and trainee ACPs 

continue to receive high quality training and educational supervision. When considering 

the numbers of ACPs we are already involved with (as well as junior doctors who require 

support and supervision too) the ED team, including the ACPs would not be able to 

support the training of ACPs from other specialties within the ED. 
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Appendix 2 – Workforce alternatives  
 
The Physician Assistant/Associate role 
 
This group of non-medical clinicians is still relatively new to practice in the United 
Kingdom (UK), although they are well established in North America and Canada.  
Generally, PA’s are science graduates or allied health professionals who will have 
undertaken a nationally approved standard of training within a post graduate course.  
There are currently only three universities in the UK offering the PA course which takes 
one year to complete. 
 
There are core competencies to achieve as part of their training, which include;  

 undertaking medical histories 

 performing examinations 

 diagnosing illnesses 

 analysing test results 

 developing management plans 

 referral to other services/professionals 
 

Although PA’s are a growing body of practitioners within the UK but do not currently 
work in an autonomous capacity. They must work under the direct supervision of a 
doctor and are only able to practice within set limitations. A lack of professional 
regulation prevents them from assuming complete responsibility and accountability for 
patients with undifferentiated and undiagnosed conditions; nor can they prescribe 
independently, or request radiological investigations. From the patient’s perspective they 
experience an interrupted care pathway, with multiple hand-offs leading to longer 
consultations and potential safety issues. However, there will be directorates at HEFT 
where this type of role would address current workforce shortfalls and service need and 
should therefore be considered.  

The Nurse Specialist role 

Clinical nurse specialists provide expert advice related to specific conditions or treatment 
pathways. They focus on improving patient care and developing services. The clinical 
nurse specialist will: 

 assess patients, plan, implement and evaluate evidence based care;  
 provide specialist advice to patients, families and carers and the wider multi-

disciplinary team;  
 carry out specialist nursing procedures;  
 contribute to the development of the workforce through developing and delivering 

education and training;  
 contribute to the development of services;  
 participate in and lead research activity, and clinical audits in own specialist area;  
 work collaboratively with the multi-disciplinary team to ensure the cohesive 

management of patients.  

Education, Training and Qualifications 

 Diploma or degree in nursing  
 Specialist degree, Post Grad Dip or MSc in Specialist Practice 
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 Qualification in teaching and learning in clinical practice  
 Leadership skills training  
 Additional qualifications related to specialist area  
 Research training  
 Counselling skills 

Although we are fortunate at HEFT to have a significant number of Nurse Specialists, 
they are unlikely to truly function at full MG level or above. It will be important to consider 
development opportunities for any Nurse Specialists wishing to become ACP by design. 
Any bespoke training would need to be agreed by the ACP Education Lead to ensure 
any skill, knowledge or competency deficits within their specialist area of practice are 
addressed.  
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