
1 
 

The evaluation of an educational programme at Master’s level for Advanced Nurse Practitioners (ANPs) 

Introduction 

This is the final report of an evaluation of the 'fitness for purpose' of an innovative educational programme at 

Master’s level for advanced nurse practitioners, developed in collaboration between an HEI (Sheffield Hallam 

University), the Yorkshire and Humber SHA and Barnsley Hospitals NHS Foundation Trust. This evaluation s will 

form the first part of a sub-study of a much wider evaluation of the ANP role taking place at Barnsley. 

The Advanced Nurse Practitioner (ANP) programme developed by SHU was run as a pilot at two sites in South 

Yorkshire (Barnsley Hospitals NHS Foundation Trust, and Doncaster & Bassetlaw NHS Foundation Trust). The 

first cohort of ANPs at Barnsley Hospitals NHS Foundation Trust, who have undertaken the programme while 

being supernumerary in the clinical area, began the programme September 2009 and began functioning in 

their individual roles in December 2010. The second cohort of ANPs at Barnsley Hospital began the programme 

in date Sept 2010 and do not have supernumerary status, but are undertaking their studies on a 'day release' 

basis while continuing in their current clinical roles. In contrast, none of the ANPs from Doncaster were 

supernumerary, and all undertook their studies on a day release basis. 

Systematic Reviews and Meta-Analysis of the ANP role 

A systematic review of the evidence relating to skill-mix in the UK was reported in both Sibbald (2003) and 

Sibbald et al. (2004). Although the review looked more broadly at skill-mix than doctor/nurse roles, it reported 

that there was little evidence available from other professional groups. Their findings indicated that there is a 

lack of good evidence to support the effectiveness and efficiency of skill-mix in the UK. Some unforeseen and 

negative outcomes were identified such as impact on staff workload and morale, increased difficulty in 

ensuring continuity of care and coordinating care in larger teams (Sibbald 2003; Sibbald et al. 2004).  

 Horrocks et al. (2002) report a systematic review and meta-analysis (of 34 studies that fulfilled inclusion 

criteria) examining whether nurse practitioners working in primary care can provide equivalent care to doctors. 

This review does provide some evidence to indicate that nurses can provide care that, in comparison to that 

given by doctors, leads to at least equivalent outcomes and increased patient satisfaction   

Not all data from the studies reported could be reported as meta-analysis, but meta-analysis data did confirm 

that patients were more satisfied with consultations with nurses than with doctors. Of interest is that nurses 

ordered significantly more investigations than doctors and had longer consultations with patients. However, 

the authors report that the studies reviewed did not have robust enough economic analysis to draw any firm 

conclusions about cost-effectiveness, and quality of life and health status and quality outcomes could not be 

analysed because of the heterogeneity of measures utilised in different studies. 
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 Dealy (2001) reports a systematic review, of nine papers that met inclusion criteria, examining the 

effectiveness of emergency nurse practitioners. The conclusion of this review is that emergency nurse 

practitioners are no better or worse than House Officers in seeing treating and discharging patients from 

minor injuries units in accident and emergency departments. One study in the review reported that the cost of 

treatment and investigations were similar in both groups but did not compare cost of employing a nurse 

practitioner and a junior doctor. Dealy (2001) recommended that in light of reduced access to junior doctors 

and long waiting time in accident and emergency it would be worth exploring the use of emergency nurse 

practitioners. 

 A meta-analysis of nurse practitioners and nurse midwives in primary care in the US was reported by Brown 

and Grimes (1995). The value of this analysis is limited as only one third of the studies included involved 

research designs that were randomised and cost-effectiveness was not addressed (Brown and Grimes 1995). 

The analysis revealed that, in randomised studies, greater patient compliance (e.g. compliance in taking 

medications, keeping appointments, and following recommended behavioural changes) was apparent with 

nurse practitioners in comparison to doctors. In other, non-randomized, studies which were included, 

satisfaction and resolution of illness was higher for patients of nurse practitioners. The outcomes of other 

variables, quality of care, prescription of drugs, functional status, number of visits per patient and use of the 

emergency room, were comparable between nurses and doctors. Nurse midwives also achieved outcomes that 

were comparable to doctors and used less technology and analgesia in interpartum care. 

Richardson et al. (1998) report a review of skill-mix changes, but the current value of this review may be 

limited as many of the reported studies were conducted in the 1970s and 1980s. The authors report that 

although individual studies may identify positive outcomes of the substitution of nurses for doctors, many of 

these studies are methodologically weak such as small sample size and inadequate measures of outcome or 

cost, and generalisability of findings were deemed near negligible. However, they do highlight some pertinent 

findings about cost-effectiveness from individual studies in their review indicating that substitution can be cost 

effective as long as the salaries of the substitute clinicians remain below half of the physician salary (Schneider 

and Foley 1977). 

There have been relatively few systematic reviews of skill-mix and doctor-nurse substitution. Those that have 

been conducted have often highlighted the methodological limitations of many of the available research 

studies, and have therefore cautioned against general summaries and over simplistic conclusions. Whilst there 

does appear to be some evidence that the substitution of advanced nurses for doctors can be effective, most 

commentators have characterised the current evidence base as limited, if developing.  Some (e.g. Richardson 

et al. (1998); Buchan and Dal Poz (2002)) have also argued for the need to support standardised research and 

evaluation to build up an evidence base that has a broader relevance. They argue that skill-mix issues are a key 

policy driver in health care, and that there would be considerable benefit to developing a more consistent 

approach to evaluation of skill-mix and skill-mix changes. One approach would be to support a range of co-

ordinated studies using a similar methodology; another would be to use a standard protocol. 
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Randomised controlled trials 

The reviews reported above have highlighted a growing evidence base on doctor- nurse substitution, but that 

there is little parity between studies in outcome measures evaluated and relatively few robust economic 

evaluations. Some individual studies reviewed are methodologically weak or are non randomised studies and 

there are complications in comparing nursing roles internationally. Due to these difficulties in synthesising 

data into systematic reviews or meta-analysis, currently any generalised, universal or “international” 

statement about evidence for nurses substituting for doctors is of limited value. However, it is possible to 

identify a number of randomised controlled trials that individually may provide more narrowly based evidence 

for the effectiveness of nurses substituting for doctors in defined clinical areas.  

Background and political context 

The development of 'advanced practice' roles for the allied health professions has been influenced by a 

number of key national and international drivers which cross professional health and social care boundaries 

(Buchan & Calman 2004). There is an implicit assumption that the goal is to improve the patient experience 

and improve patient outcomes in a cost effective and timely manner. In addition, the determination of the UK 

government to provide high quality, affordable patient care, means that the NHS is being required to meet 

rising public expectations set against the backdrop of an affordable tax-funded health service (Lewis & Dixon 

2005). 

Advanced roles for nurse practitioners are certainly not a new concept, particularly in the USA and Australia 

where they have been an integral part of patient care for a number of years (see Griffin, 2006; Srivastava et al 

2008; Gardner et al 2010). Although not so firmly established and certainly not so well defined, the role of the 

ANP in the UK has been the subject of much  debate in recent years, particularly regarding regulation, 

definition and the scope of the role (DOH, 2008; CHCRE, 2009; RCN, 2010). Driven by the need to respond to 

the changing demands of health care provision, while aiming to establish a robust nursing career framework, 

Modernising Nursing Careers (DOH, 2006; NES, 2008) provided some guidelines on the development of 

advanced nursing roles. One of the key imperatives for the development of the advanced nurse practitioner 

(ANP) role has been the implementation of the European Working Time directive (European Parliament 2000). 

The adoption of a maximum 48 hour working week for junior doctors, and the reduction in working hours that 

has resulted, has had huge implications for the provision of patient care. 

The tension between education and training is well documented, particularly in relation to meeting the needs 

of service in areas where competence to practice is the aim (e.g. Edmonstone 1997, Francis & Humphreys 

1998, Lawton & Wimpeny 2003). There is already a deal of literature emerging which supports the notion of 

advanced practitioners being educated to Masters level globally (Inman 2003, Hughes 2005, Atkins & Ersser 

2000, American Nurses Association (ANA) 1995) and this is further supported by the NMC (NMC 2005). 

Evidence from the ANA suggests that at this level, advanced nurses “integrate education, research, 

management, leadership and consultation into their clinical role” (Atkins and Ersser 2000, p524). To develop 

http://onlinelibrary.wiley.com/doi/10.1111/j.1478-5153.2011.00448.x/full#b28
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expert clinical performance practitioners are required to demonstrate critical reflective thinking, the ability to 

function as an independent learner able to seek out new knowledge as it develops, and sound reasoning skills 

commensurate with the level of responsibility involved (Inman 2003). Indeed, findings from the evaluation of 

the consultant nurse role identified that in addition to their professional qualification, most had already 

achieved either a first or higher degree (90%) and therefore had developed a level of transferable skills such as 

independent learning and critical thinking identified by Inman (2003). However, adequate educational 

preparation is not always recognised by those managing the process of introducing new roles. 

The UK has contributed to the decades of debate around advanced practice and advanced practitioners. For 

many this represented  a subtle difference in interpretation, but closer  examination reveals potential for the 

arguments to have far-reaching ramifications that left advanced practitioners vulnerable to criticism with an 

uncertain future. For instance, some traditionalists argued that advanced practitioners were simply mini 

doctors (Woods 1998, Rosen & Mountford 2002) and in a perilous  position if they were substituting for 

medical practitioners rather than advancing nursing care (Mantzoukas & Watkinson 2006). It is known that 

they may experience envy from within their own professional group, even be verbally abused (Williamson et al. 

2006) and work for organisations which are often ill prepared and unable to support them in reaching their 

true potential (Bryant-Lukosius & DiCenso 2004). This means that their unique contribution to the modernising 

agenda and patient experience may be misunderstood, or lost, and their knowledge and skills underutilised 

(Bryant-Lukosius et al. 2004, Ball 2005).  

The evidence presented so far highlights the degree of confusion at policy, practice and professional levels.  

There is little doubt that this confusion is fuelled in part by the lack of agreed definitions, lack of understanding 

and evidence of what APs can do and the array of role titles that serve to confuse rather than help those who 

work with APs to understand what their unique contribution is (Buchan & Calman 2004, Ball 2005, Austin et al. 

2006, Czuber-Dochan et al. 2006). Indeed, these issues are trans-national (Ketefian et al. 2001) and subject to 

similar debate in many different countries; Ireland (Furlong & Smith 2005, Callaghan 2008) Australia (Gardner 

et al. 2007) and USA (Ervin 2007).  

There is little doubt that the professional and organisational boundaries that patients endure across the health 

and social care spectrum continue to be a significant source of frustration to patients and staff (DoH 2005). 

Professional hierarchies, the guarding of specialist skills and knowledge and custom and practice have often 

resulted in a vicious circle of professionally dominated services with those professions who possess the 

greatest power and status leading the way. As the least empowered, patient groups and their needs have been 

subsumed into the hidden agendas of professionals.  

 

 

 



5 
 

There is no doubt that transformational managers can rise to the challenge of changing this situation. In fact, 

they are required to do so by the standards set out in the strategic document Commissioning a Patient Led 

Service (DoH 2005) in which Trusts need to redesign care delivery, provide integrated patient-centred services, 

empower clinical teams to work across institutional boundaries, encourage innovation and creativity and 

provide effective learning, research and development environments.  

Until the legislation that requires registration of ANPs is in place, most strategic and operational managers will 

continue to tread a somewhat treacherous path when leading redesigned services reliant on ANPs. For now, it 

may be left (as in this case) to interested individual managers to lead on pragmatic developments. The 

problem with this is that should the manager leave or change jobs, the vision that they had for the service may 

be de-stabilized, change or even fail. This invariably has a knock-on effect for APs who are left devoid of clear 

guidance from professional bodies and uncertain if there are unreasonable or unclear expectations at a NHS 

trust level. This uncertainty can be removed by ensuring that the need for the role and the context of the 

service needed by patients has been clearly articulated through a service redesign specification, a job 

description and a person specification. This means that roles will be developed in response to patient need 

rather than pragmatic or seemingly good ideas. or, simply as a reward for capable staff. Importantly, it would 

mean that service redesign is sustainable and economically viable (Acton Shapiro /University of York 2008). 

There are many new roles currently being introduced as part of the drive for patient-led, redesigned, 

integrated services. This paper reports upon one development, that of advanced practice education at a 

Masters level. This need to allow for the complete involvement of the student, the practice setting and the 

University at both a strategic and operational level. Essentially, it is the symbiosis of these elements that 

enables the advancement of nursing practice.  

The key messages are that clear communication between stakeholders and strong partnerships between 

employers and universities can ensure that advanced practitioners emerge from educational programmes that 

are fit for purpose, fit for practice and fit for award.  

Key points from the DoH statement on ANPs (2010) 

The term ‘advanced level practice’ has been applied inconsistently to a number of different roles and this has 

often led to confusion about the scope and competence required at this level of practice. To date, there has 

been inconsistency in how the term has been applied to different nursing roles. During a recent review, the 

Council for Healthcare Regulatory Excellence concluded that there was a continuing need for a set of nationally 

agreed standards for advanced level practice in nursing to support the provision of adequate 

employer/commissioner governance arrangements (Council for Healthcare Regulatory Excellence 2009). This 

statement recognises that there may be some elements of advanced practice within a variety of roles 

operating at different levels. However, a clinician working at an advanced level would be expected to 

demonstrate expertise in all of the elements highlighted below.  
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This statement focuses on the nature of advanced level practice and does not seek to classify certain types of 

roles as advanced practice roles or specify pay structures. The benchmark for advanced level nursing provided 

by this position statement is unfortunately rather generic, in that it applies to all clinical nurses working at an 

advanced level regardless of area of practice, setting or client group. It describes a level of practice, not 

specialty or role, that should be evident as being beyond that of first level registration. The benchmark should 

be viewed as a minimum threshold. It comprises 28 elements clustered under the following four themes (as 

agreed by expert practitioners): 

1) clinical/direct care practice 

2) leadership and collaborative practice 

3) improving quality and developing practice 

4) developing self and others 

 

All four themes and their associated elements must be demonstrable within the nurse’s current role. All 

registered nurses should be continuously developing their practice and so it is anticipated that nurses working 

at advanced level will develop their practice beyond this threshold. The expectation is that nurses working at 

advanced level will have achieved this during extensive clinical/practice experience and following completion 

of Master’s level education/learning or its equivalent (for example through Master’s level postgraduate 

certificates/diplomas). The learning and development requirements of individual advanced level nurses should 

be identified and supported through individual performance review, appraisal and revalidation requirements 

on an ongoing basis and alongside a robust clinical supervision framework. 

 

This statement recognises two levels of nursing practice: first level registration (entry into the profession) and 

advanced level, where the registered nurse is working at a level well beyond initial registration, using their 

existing knowledge  and skills to inform and further develop their practice. Essential competences expected at 

the point of registration are therefore not included here. Similarly, specific tasks have not been highlighted 

because tasks do not define advanced level practice. For example, what were once considered to be extended 

role activities – such as intravenous drug administration and cannulation – now form, following relevant 

preparation, the expected skills base of all registered nurses working in areas where these are key elements of 

nursing practice. 

Advanced level practice encompasses aspects of education, research and management but is firmly grounded 

in direct care provision or clinical work with patients, families and populations. Nurses working at an advanced 

level use complex reasoning, critical thinking, reflection and analysis to inform their assessments, clinical 

judgements and decisions. They are able to apply knowledge and skills to a broad range of clinically and 

professionally challenging and complex situations. Nurses working at advanced level act as practice leaders, 

they manage their own workload and work across professional, organisational, agency and system boundaries 

to improve services and develop practice. They network, locally, regionally and nationally. They assess and 

manage risk and proactively challenge others about risk.  
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Advanced level nursing involves constantly working to improve the quality of services and patient care. 

Advanced level nurses use a range of data, tools and techniques to improve practice and health outcomes and 

can demonstrate their impact and value. They develop productive relationships with numerous stakeholders in 

order to influence the strategic direction of services for the benefit of patients and clients 

Definitions of the Advanced Nurse Practitioner 

In the UK, the term ANP. Has been increasingly used  when non-medical registered and regulated practitioners,  

mainly nurses, develop their knowledge and expertise to take on roles traditionally undertaken by doctors. In  

many cases (although not all) ANP examine, investigate, diagnose, treat and refer patients independently  (Ball 

2005, 2006, Nursing and Midwifery Council (NMC) 2005, 2006, Royal College of Nursing 2008). There are two 

main definitions which may be applied to this role, which complement each other and add relevant different 

dimensions, which together provide the key components that underpin the role. 

1) The Advanced Practitioner has highly specialised or highly developed knowledge and skills beyond those, 

which are required for registration, encompassing the breadth and depth of current and future professional 

practice. Advanced practice forms the continuum from practitioner to emergent consultant 

(Shared Framework DoH developed by the University of Salford ’04) 

2) Experienced non-medical registered professional who has developed his or her knowledge to a very high 

standard in a specific and often high level of practice. This high standard is such that not only is the individual 

the expert in the base domain: - but can also accept the full responsibilities for providing those services hitherto 

undertaken by others, in defined circumstances. 

(WDC national forum ‘03) 

Sargent’s (2003) definition of the ANP is an experienced non-medical registered professional who has 

developed their knowledge to a very high standard in a specific and often high-level area of practice. Not only 

is the individual the expert in their base domain, but can also accept the responsibilities for providing services 

hitherto supplied by physicians, in defined circumstances.  

 

The core characteristics of ANP’s recognised by the both the University and Y&H SHA are that the ANP is able 

to work across organisations and different agencies, providing advanced levels of practice, knowledge and 

skills in a clinical/service role. The ANP is responsible for their own patient/client caseload with decision-

making responsibilities. They are able to undertake a complete history and clinical examination, diagnose and 

plan patient management. As an important member of the multidisciplinary team their role involves 

coordinating, managing and signposting patients according to their assessed need. They need to be clinically 

autonomous, empowered to make high-level decisions and able to manage risk (Sargent, 2003). 
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Underpinning principles of advanced practice (adapted from NES, 2007)  

 

1) Autonomous practice  

 

Advanced practitioners practice autonomously, have the freedom to exercise judgement about actions, in turn 

accepting responsibility and being held to  account for them.  

 

2) Critical thinking  

 

Practising autonomously requires self-regulatory judgement that results in  demonstrating the ability to 

interpret, analyse, evaluate and infer (Mantzoukas & Wilkinson, 2007). Critical thinking allows advanced 

practitioners to explore and analyse evidence, cases and situations in clinical practice, enabling a high level of 

judgement and decision-making.  

 

3) Decision-making and problem-solving  

 

It would be expected that an advanced practitioner can demonstrate expertise  in complex decision making in 

relation to their current role. This includes  determining what to include in the decision-making process, and 

making a  decision based on judgement and critical thinking/problem solving. This in turn  affects the ability to 

practice autonomously. 

 

The NHS Plan (DH 2000a) clearly articulated a vision for radical change across the NHS where, by 2010, role 

redesign will be commonplace to bring the service into the 21st century, and permit the system to be 

organised around the patient. In order to continue to deliver a world-class service and promote the plan for 

improving quality and responsiveness, the DH recognise the need to expand the workforce and create more 

new roles with the subsequent development of educational and regulatory systems to support this (DH 2004). 

The introduction of new roles is not new and lessons from past experiences should be learned if evaluation 

research is to be worthwhile. A number of studies have been completed, all offering their conclusions and 

recommendations (e.g. Read et al, 1999, Scholes et al 1999, Guest et al 2001). 
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Read et al (1999) completed a large two year study “Exploring New Roles in Practice” (ENRiP). This study 

involved three stages (a) mapping exercise of new roles, (b) case study approach and (3) a survey. The final 

survey sought to establish the generalisability of the previous two stages. With a 79% response rate from the 

782 innovative roles identified in stage one, major training needs were identified as well as the need for 

additional resources and support. In particular the following areas were of note to the current study i.e. the 

need to: 

1) identify clear boundaries and purpose of the new role 

2) avoid role overload and burnout 

3) be provided with organisational and managerial support for the new role 

4) be provided with preparation for the role and clear lines of accountability 

 

Role clarity 

Recent examples from the newly introduced modern matron (Read et al 2004) and the early Nurse Consultants 

(Guest et al 2001) serve to reinforce that lessons from the past have not always supported a smooth 

introduction to new ways of working. In spite of their exceptional experience and qualifications and their 

reasonable clarity about their lines of authority prior to taking up the role, the early Nurse Consultants 

experienced role ambiguity and role conflict. This was particularly so for those appointed internally as they 

often experienced conflict between their old role and the new one (Guest et al 2001). In addition, in order to 

address the issues of role overlap and role boundary management, one of the early challenges was to 

“establish their ‘territory’ and the boundary of their role”. They recognised themselves as pioneers and they 

needed to explain and to some extent to ‘sell’ their role (Guest et al 2001, p17).  

Given that authority depends on role clarity with clear expectations across the organisation, Scholes & 

Vaughan’s (2002) study in the acute care sector identified that practitioners had to negotiate sensitivities both 

within and across interprofessional groups and they found that in many situations, teams were heavily 

influenced by the patriarchal dominance of the medical consultant, “new roles were in place but tied up with 

strings of control” (Scholes and Vaughan 2002, p 405).  As in these earlier advanced practitioner roles, the new 

ANPs will require role clarity as well as clinical credibility and leadership skills to successfully take the lead 

which has been so problematic in the past.  
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Imperatives  for developing the ANP role in South Yorkshire 

As with the majority of organisations that have adopted the ANP role, the first key imperative was the 

implementation of the European Working Time directive (European Parliament 2000). The adoption of a 

maximum 48 hour working week for junior doctors, and the reduction in working hours that has resulted, has 

had huge implications for the provision of patient care, traditionally carried out by this group of professionals. 

Individual Trusts have adopted different strategies to address the shortfall in clinical hours at this level, and it 

is clear that where Trusts have adopted the advanced practitioner model, managers have a key role to play in 

influencing the way in which the introduction and development of the role affects the patient experience 

when those patients come into contact with hospital services. 

Remodelling and re-engineering clinical teams has been advocated by the Department of Health (2006) as a 

way of achieving patient-focused services, and the contribution made by nurses to workforce reconfiguration 

in the context of the advanced practice role, is an essential part of this process. It is clear that in 2009 

traditional healthcare roles, constrained by professional and organisational boundaries, are no longer 

acceptable (Hughes 2005). 

Modernising Nursing Careers (2006) and Towards a framework for post-registration nursing careers: a national 

consultation (2008) both set out to address these issues by arguing that nursing workforce development at a 

national level needs to take strategic account of the changes taking place and to embrace the challenges that 

they offer. 

Secondly, it may be argued that the ANP role is also the ideal catalyst for returning experienced, well qualified 

nurses to the bedside and developing clinical career pathways that reflect the level of care delivered and the 

level of analytical thinking and education required to practise at this level.  The development of ANP roles such 

as these will be vital to attract individuals, who can, with appropriate education and focused professional 

development, lead and direct patient care in the future. In addition it is anticipated that the ANP role will have 

a 'knock on' effect upon improving the quality of medical training, as junior medical trainees will no longer be 

critical to the day to day provision of the service, as they have been previously (Livesley et al 2009). 

The existing educational model for ANP education 

As identified early, the role of ANP has been developed in an ad hoc fashion, and the standard, level and 

consistency of the education that the individual ANPs received, equally ad hoc. Although the concept of 

educational pathways is not new, in recent times there has been a realisation of the need for structured, 

focused education at this level, and a resultant slow but steady uptake of the advanced practice modules by 

local Trusts within South Yorkshire. There has however, been (and continues to be) some entrenched 

institutional resistance to removing senior, experienced members of staff from the workforce for any length of 

time, since financial constraints and service needs have always taken precedence (DH 2004).  
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Historical context 

Staff studying on advanced practice modules under these circumstances do not therefore have the 

opportunity to develop their role in a supernumerary manner, with the levels of institutional support and 

clinical supervision that are required for new roles of this type. These members of staff are provided with day 

release for study purposes, however they are required to undertake their professional development and 

training ‘on the job’ and in their own time. This model of education and development for ANPs has been 

adopted by some of the Trusts within South Yorkshire, since it is deemed to be a more pragmatic way in which 

to educate this new workforce. This cohort will provide a good comparative basis for the purposes of this study, 

and will be used as an informal ‘control sample’ for the evaluation of the Barnsley pilot project. 

The Sheffield ANP project  

During 2009/10 a number of the Foundation Trusts within South Yorkshire made the decision to address their 

workforce development issues by appointing and educating trainee advanced nurse practitioners (ANPs), and a 

portfolio of post-qualification modules was provided by SHU for this purpose. The portfolio was developed by 

a team from SHU in consultation with senior clinicians from the local Trusts, and was designed to enable the 

students to follow a context specific advanced practice educational pathway at Master’s level. The trainee 

ANPs were drawn from a number of acute care areas (general surgery, orthopaedics and acute medicine), and 

followed a core advanced practice pathway at Master’s level. 

Educational requirements 

Advanced Practitioners are expected to demonstrate Masters level thinking, but at present not every 

Advanced Nurse Practitioner will have undertaken a Masters level course. Often this is because appropriate 

programmes have not been available.  Masters level learning may be demonstrated in a variety of ways:  

 Undertaking a masters level module or programme  

 Putting together a portfolio of evidence to demonstrate masters level thinking and submit to a Higher 
Education institution for Recognition of Prior Learning 

 Undertaking a masters level CPD module 

Crucially, we must recognise that educational provision supports the development and recognition of 

advanced practice ‘capability’ in a practitioner. It prepares a practitioner to be able to fulfil the requirements 

and expectations of such a level of practice, but does not in itself grant the practitioner advanced practitioner 

‘status’. The primary driver for the development and maintenance of any ‘advanced practice’ post/role must 

be the demonstration of patient/client need for such a role. Consequently, educational achievement does not, 

in itself, guarantee advanced practitioner status. Importantly, however, the appropriate deployment of such 

roles has so far been limited by a failure to benchmark this level of practice and to prepare practitioners 

appropriately so that we are able to consistently recruit to new posts/roles or succession plan for existing roles. 
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ANP educational plan 

 

Assessment using high fidelity simulation 

 

As part of the programme, the trainee ANPs were subject to a series of objective structured clinical 

assessments (OSCAs), which were undertaken at the Mexborough Montagu Clinical Simulation Centre 

(MMCSC). The MMCSC is a purpose built simulation facility which uses a high fidelity 'METIman' simulation 

manikin (METI
©

) to deliver realistic, authentic clinical scenarios in a safe and controlled learning environment.  

There is an increasing demand for the objective measurement of competency in post-qualification education 

(Ahern-Lehmann & Rauckhorst, 2003; Watson et al 2002), and in this currently litigious environment, it is clear 

that education providers  such as Sheffield Hallam University (SHU) must provide teaching and evaluation 

methods that are reliable, valid, and defendable. Assessment of clinical competence is now considered to be 

an essential requirement of all health professional education, including Advanced Nurse Practitioners (ANPs), 

and the Objective Structured Clinical Examination (OSCE) has gained widespread acceptance as the benchmark 

for clinical skills assessment (e.g. Bartfay et al 2004). It is considered to be a valid and reliable method of 

assessing clinical competence objectively, in a variety of different settings (Ross et al 1988; Wales & Skillen 

1997). The format of the traditional OSCE uses either standardised patients (SPs), or human patient simulators 

(HPS) to reproduce a specific set of symptoms for the students to examine.  

 

 

Year 1 (PG Certificate) 

 Core modules for advanced practice 

Semester 1 Advanced physical assessment and consultation skills (30 credits) 

Semester 2 Non-medical independent prescribing (30 credits) 

Year 2 (PG Diploma) 

 Context-specific modules 

Semester 1 Managing medical conditions for advanced practice (30 credits) 

Semester 2 Chest X-ray interpretation (DL) (15 credits) 

Legal & ethical issues for advanced practice (15 credits) 

Year 3 (MSc. Advanced Professional Practice) 

Semesters 1&2 Dissertation & research methods  package (60 credits) 
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Increasingly, advanced nurse practitioner (ANP) programmes have begun to incorporate OSCEs as part of the 

assessment process, and although scant literature exists regarding this approach to evaluating nurse 

practitioners' performance, the use of OSCEs as a measurement of clinical competence is growing. There have 

been a small number of studies that have examined the use of OSCEs with post-qualification students such as 

trainee ANPs. For example, Gibbons et al. (2002) showed that students who were exposed to use of OSCE in an 

Advanced Health Assessment course had higher clinical evaluation scores than students exposed to more 

traditional educational methods.  

 

In recent times, the traditional OSCE format has been developed and adapted for more specialised assessment, 

typically featuring a smaller number of longer case scenarios that concentrate on a single consultation (Bujack 

et al 1991). This approach has been referred to as an Objective Structured Clinical Assessment (OSCA) because 

of it is seen as a more complete and holistic assessment rather than a specific, focused examination or 

evaluation of a sub-component of the patient assessment (e.g. Ward & Willis 2006; Rushforth 2007). The 

advantage of the OSCA as an assessment tool is that it enables the integration of key areas such as 

communication skills and teamworking, observation and recording of vital signs into the management of the 

acutely unwell patient. Typically, this total patient format comprises one integrated station of approximately 

30 minutes or longer.  

 

Khattab & Rawlings (2001) for example, reported using an OSCA for their nurse practitioners, with one 

component for tasks (skills assessment) and one for theoretical questions (knowledge assessment). The 

emphasis in the first component was on techniques and communication skills; and in the second on the clinical 

findings and their student’s interpretation of those findings. Students were required to perform a whole 

systems examination (including a general examination of cardiovascular, respiratory, nervous, and 

musculoskeletal systems and the abdomen and glands). The students were then questioned on three levels of 

cognitive activity: knowledge of anatomy and physiology, clinical reasoning, and the relationship of the 

physical examination and its clinical significance.  

 

Simulation using medium to high fidelity human patient simulator (HPS) manikins is increasingly being used in 

nursing education (e.g. Lewis 2011). Manikins vary in sophistication, ranging from low to high fidelity, but most 

are able to reproduce the basic haemodynamics of the acutely ill patient, making them ideally suited for 

assessing acute care skills. They provide a safe environment for the students, assessments can be easily 

standardised and more importantly, the assessment setting may provide more authenticity than traditional 

assessment methods (Schuwirth & Van der Vleuten 2003). Furthermore, with increasing student numbers and 

the patient safety agenda, there is a clear need to develop clinical assessment methods that do not involve 

patients (Maran & Glavin 2003; Bradley 2006).  
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The use of an HPS allows for the consistent repetition of the same patient data for different students over time 

and enables adverse or unexpected events to be minimised unless specifically required. Although researchers 

in other disciplines have reported extensively on the use of the OSCE, there have only been a small number of 

studies that have examined this method from a nursing perspective. 

Figure 1 

 

 

 

  

 

 

 

 

Adapted from: Miller, G (1990) the assessment of clinical skills/competence/performance Academic Medicine 
65 (Suppl): S63-7 

Assessment of competence 

Miller’s (1990) framework for assessing clinical competence, (see Figure 1) identifies the different skills stages 

that trainees should be able to demonstrate as they progress towards mastery. Within the framework, the 

knows and knows how are the areas tested by traditional written exams and assignments, whilst the pinnacle 

of the triangle, i.e. does can only be tested within the real world of clinical practice. The OSCA using high 

fidelity simulation sits just beneath the pinnacle, at the shows how level, and enables the students' ‘hands on’ 

performance and overall competence to be tested in an objective and standardised manner (see Wass et al 

2001; Schuwirth & van der Vleuten 2003; Alinier 2003; Wilkinson & Frampton 2004). The  choice of the tools 

used to score the students’ performance is crucial in terms of ensuring reliability and validity. Typically, OSCAs 

have been scored using tools which break down the students' performance into a series of discrete items or 

competencies (see Watson et al 2002). In their simplest form these simply require examiners to tick each 

element from a list as either ‘done or not done’, however Miller et al (1998) argued that simple binary 

checklists were insufficient to reveal students ‘mastery’ of more complex skills, and that a more accurate 

assessment is achieved by using a more sophisticated checklist (e.g. good/ satisfactory / refer), and by offering 

the examiners opportunities to make subjective judgements on aspects of the students overall performance. 
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SHOWS HOW 

(performance) 

KNOWS HOW (competence) 

KNOWS (knowledge) 

Increasing 

professional 
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Behaviour 
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Research Questions  

1. Does the educational programme provided enable the ANP to undertake the required role safely and 

effectively? 

2. Does the advanced practice educational programme provided by SHU prepare advanced nurse 

practitioners to the same standard as the equivalent F2 doctor?   

Study design 

To assess the trainee ANPs progress, a timed series of OSCAs were undertaken by each of the trainees. The 

first OSCA took place at the end of the first patient assessment module, and the second took place at the end 

of the first year, by which time the trainees had completed all of the core modules. The OSCA was designed 

with two components, (1) an acute care scenario and (2) the trainees' subsequent documentation and 

discussion of the clinical findings from the consultation. At the end of the OSCA, detailed feedback was given 

to each of the trainees by experienced faculty from the centre. 

Study participants 

A pragmatic, convenience sample of the trainee ANPs (n=19) from two NHS Foundation Trusts were recruited 

to take part in the assessments. All had successfully undertaken the Advanced Life Support (ALS) course (UK 

Resus Council) prior to attending the OSCA, and so were familiar with the use of simulation and OSCA type 

assessment. The trainees had also successfully completed the core patient assessment module (Advanced 

Physical Assessment and Patient Consultation Skills). 

Study environment 

The scenarios took place at the MMCSC using the 'METIman' (METI
©

) high fidelity manikin, and utilised the 

centre's experience in providing simulation education. The simulation room was set up to resemble a single 

hospital bed space as closely as possible, with oxygen, suction, locker, bed table and chairs. The 'one way' glass 

in the windows enabled the assessors to observe and assess the scenario without distracting the trainees. 

Study protocol 

All the trainees were reminded to behave as if they were dealing with a patient in the 'real' clinical setting. The 

scenarios were based upon the core learning outcomes for the programme, and were chosen from a bank of 

scenarios taken from an existing well-validated acute care programme developed and run by the MMCSC. The 

scenarios that were chosen were typically used to assess Foundation year 1 & 2 Doctors, which was deemed to 

be the appropriate level for the trainees. During the scenario, the trainees were assessed by two assessors 

using a marking schedule to record the trainees' performance.  
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The schedule was derived from the original RCN (1998) marking scheme which has been developed and 

refined over the years, ensuring a high degree of reliability and validity (RCN 1998).The trainees undertook the 

scenarios individually, and members of the centre faculty played other clinical roles (medical and nursing staff) 

as required during the scenario. The scenarios were designed to last 30-40 minutes and were facilitated by 

experienced senior medical and nursing faculty from both the centre and clinical practice.  

The scenario scripts included a detailed description of the case, with the particular medical problem, vital 

physiological parameters, important personal, medical and family history, as well as detailed information and 

learning outcomes for the assistant and examiner. After the scenario was completed, the trainees documented 

their findings as they would normally. The scenarios were also filmed with the trainees' permission. The video 

footage was used to (1) assist in the provision of detailed feedback after the OSCA and (2) improve the inter-

rater reliability of the assessment, by enabling the assessors to review the trainees' performance 

retrospectively. 

The assessment tools 

In addition to the checklist (see figure 2), a modified version of the Acute Care Assessment Tool (ACAT) was 

used to provide an overview of the trainees' progress (figure 3). The ACAT was originally developed by the 

Royal College of Physicians (RCP) as a workplace-based assessment (WBA) tool, to assess the performance of 

junior medical trainees following a period of working in acute medicine. The domains of performance were 

selected to reflect the different aspects of clinical activity, and given that acute patients often present with 

undifferentiated problems, appropriate, timely, clinical management requires competence in clinical 

assessment, reasoning, investigation and procedural skills. The ACAT tool was designed to allow these various 

domains to be assessed, and although the tool has required modification for use in an OSCA rather than as a 

WBA tool, it has enabled the trainee ANPs to be objectively assessed during the OSCA, and at an appropriate 

level.  
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Figure 2: Modified ACAT assessment form 

 

Figure 3: Further guidance for assessors 

Competency  Criteria for assessment 

Clinical assessment Quality of History and Examination to arrive at appropriate differential diagnoses 

Management of 

critically ill patient 

Quality of treatment given to critically ill patient (assessment, investigations, urgent 

treatment administered, involvement of appropriate colleagues including senior) 

Time management 
Prioritisation of assessment, ensuring the patient’s most pressing issues are dealt 

with initially. 

Team working Appropriate relationship with and involvement of other health professionals 

Clinical leadership Appropriate delegation and supervision of junior staff 

Handover & 

management plan 

Quality of the handover of care of patients from the take to the relieving team. If 

patients have been transferred to a different area of care then this applies to the 

quality of the handover to the new team. 

OVERALL CLINICAL 

JUDGEMENT 

Quality of the trainee’s integrated thinking based on clinical assessment, 

investigations and referrals resulting in the patients’ management plan  

Please TICK (✓) to indicate the 

level of the trainee’s performance  

Unsatisfactory Satisfactory 

0 1 2 3 4 

Technical skills (TS)  

Clinical assessment using ABCDE 
approach 

     

Management of the acutely ill 
patient  

(including time management) 

     

Non-technical skills (NTS)  

Team working & communication 
skills 

     

Clinical leadership during scenario      

Handover to senior colleague & 
management plan 

     

Overall clinical judgement      
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Results  

The ANPs' performance was assessed in real time during the OSCA using the checklist and with reference to 

the ACAT form. The assessment was undertaken by senior members of the MCSC faculty who were familiar 

with the existing F2 simulation day. This was important as it would enable an accurate assessment of the ANPs 

skills, in the context of what would be expected by an F2 junior doctor. To increase the reliability of the 

process, the OSCAs were filmed, which enabled the ANPs performance to be reviewed 

Table 1: Overall average ACAT scores across all 7 competencies 

 

 

 

Table 2: Overall clinical judgement and performance during the OSCA 
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2.16

2.18

2.2

2.22

2.24

ANP F2

2.32
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Table 1: Non-technical skills (1) 
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Table 2: NTS AFTER 
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Table 3: TS BEFORE 

 

 

Table 4: TS AFTER 

 

 

 

 

2.31

2.47

2.15

2.42

1.9

2

2.1

2.2

2.3

2.4

2.5

ANP1 F2

2.47

2.32

2.26

2.42

2.15

2.2

2.25

2.3

2.35

2.4

2.45

2.5

ANP2 F2
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Appendix 1: Outline of Care Delivery ‘What the Practitioners will be doing’ 

Aspect of Care Competencies required Level Provider 

 

Initial consultation  

(elective, urgent or 
emergency) 

 

To diagnose, assess and 
investigate the patients’ primary 
condition.  To organise 
appropriate tests to confirm the 
diagnosis, evaluate its severity, to 
detect and assess co-morbid 
conditions and to assess patient 
fitness.  To formulate a treatment 
plan, explain this to the patient 
with relevant alternatives and 
obtain consent for the proposed 
operation and possible variations.  

 

4 

 

 

Consultant Surgeon supported by 
Medical Secretary 

 

Pre-admission clinic 

 

To assess any changes in the 
patients’ fitness, primary 
condition, co-morbid conditions or 
therapy since the initial 
consultation and the bearing these 
might have on the proposed 
operative strategy.  To finalise 
admission date, ensure all relevant 
results are available and 
undertake any further 
preoperative tests.  To deal with 
any social or logistic concerns 
raised by the patient or their 
carers.  To ensure that consent has 
been obtained.   

 

 

 

 

 

 

 

 

 

 

 

 

3 

 

Nurse Practitioner 
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Aspect of Care Competencies required Level Provider 

 

Admission (elective, 
urgent or emergency) 

 

To assess any changes in the 
patients’ fitness, primary 
condition, co-morbid conditions or 
therapy since last patient contact 
and the bearing these might have 
on the proposed operative 
strategy.  To ensure that consent 
has been obtained, that all 
relevant results are available and 
that the operative details are 
accurately recorded on the 
appropriate theatre list. 

 

 

3 

 

Surgical Care Practitioner or Peri-
operative Specialist Practitioner 

 

Intra-operative care 
(elective, urgent or 
emergency) 

 

 

 

 

 

 

 

To ensure that the proposed 
operation, and any variations 
necessitated by the findings and 
events during surgery, are 
conducted safely and effectively.   

 

To assist in the operation 
performing those steps delegated 
to them and for which appropriate 
training has been received. 

 

4 

 

 

 

 

3 

 

Consultant Surgeon and 
Anaesthetist  

 

 

 

Surgical Care Practitioner, 
Anaesthetic Care Practitioner 

 

Post -operative care 

 

 

To monitor the patient’s 
physiological recovery from 
surgery, detect any variations 
from agreed parameters and 
ensure speedy intervention to 
correct such deviations. 

 

 

3 

 

Specialist Anaesthetic Team or 
Intensive Care Team.  
Appropriate Specialist Care 
Practitioner as first line, 
supported by appropriate 
Consultants  
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Aspect of Care Competencies required Level Provider 

 

Post-operative care  

(Level 2) 

 

 

To manage the multi-organ 
dysfunction consequence upon 
the primary condition, the 
operative treatment and any post 
operative complications.  

 

 

4 

 

Consultant Intensivist with 
Critical Care Practitioner  

 

Post-operative care  

(Level 1) 

 

In surgery, to monitor post-
operative recovery, detect any 
deviations from the expected 
course, manage those that fall 
within protocol and report all such 
events to medical staff.  Order 
investigations and prescribe drugs 
as required by protocol.  Perform 
those routine post-operative tasks 
delegated to them and for which 
appropriate training has been 
received in medicine.   

 

 

3 

 

Surgical Care Practitioner 
supported by Outreach 
Critical Care Practitioner or 
Peri-operative Specialist 
Practitioner, Nurse 
Practitioner   

 

Discharge 

  

 

 

To co-ordinate discharge date with 
patient, carers and primary care 
team.  

 

Ensure an adequate supply of 
drugs are issued for any interim 
period, that suitable support is 
available within the community, 
that adequate documentation is 
provided to primary care team and 
other involved specialists and that 
follow-up arrangements are in 
place and communicated.   

 

3 

 

 

 

 

Surgical Care Practitioner,  

Peri-operative Specialist or  

Ward Sister, Nurse 
Practitioner 

  



25 
 

Aspect of Care Competencies required Level Provider 

 

Death 

 

 

 

To ensure that relatives are 
informed in a sensitive manner 
and have adequate bereavement 
counselling, that where 
appropriate the coroner is 
informed, that all documentation 
related to the Death Certificate is 
available and that relatives have 
an early opportunity to discuss 
matters with medical staff.  

 

 

3 

 

Consultant Surgeon, 

Consultant Anaesthetist, 

Specialist Registrars, Surgical 

Care Practitioner, Peri-

operative Specialist 

Practitioner or Ward Sister  

 

Routine follow up and 

rehabilitation  

 

To monitor by phone contact 
and/or clinic attendance that post-
operative recovery is uneventful.  
To detect any deviations from the 
expected course, manage those 
that fall within the protocol and 
report all such events to medical 
staff.  To ensure that appropriate 
long term supervision is arranged 
with referring specialist and/or 
primary care team.  Ensure that 
appropriate rehabilitation has 
been put in place. 

 

 

3 

 

Surgical Care Practitioner or 

Peri-operative Specialist 

Practitioner  

 

Priority Review Clinic 

 

 

To assess serious or refractory 
post-operative complications, to 
detect residual or recurrent 
disease and ensure that 
appropriate referral is made to 
other specialist teams.   

 

 

4 

 

Consultant  
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Implications for further study 

The findings from this pilot study will subsequently be used to inform a larger study 

Benefits for the Strategic Health Authority 

1. Valuable information for the current commissioners of post-registration/advanced professional 

development through LBR funding on the perceived ‘fitness for purpose’ of advanced practitioner 

education at Master’s level 

2. Key intelligence as to whether the model of education being piloted at Barnsley is therefore 

sustainable in comparison to the existing model of post-qualification education being utilised in other 

NHS Trusts 

 

 

Benefits for the participating Trusts 

1. Valuable information on the perceived ‘fitness for purpose’ of advanced practitioner education at 

Master’s level provided by SHU 

2. Key intelligence as to whether the model of education being used is therefore sustainable in the long 

term 

Benefits for Sheffield Hallam University 

1. Information for education providers such as SHU on the utility of advanced practice education 

provision and the effectiveness and sustainability of the context specific educational pathways at 

Master’s level 

2. Recommendations for improvement/amendment to the advanced practice programme 

3. Increasing stakeholder engagement in research  

4. Increasing research capacity within the Nursing & Midwifery Department 

 

Dissemination and outputs 

1. Publication and dissemination of the evaluation in healthcare research journals, nurse education 

journals; and presentation of the findings at appropriate national and international education and 

health care research conferences  

2. The production of six monthly interim reports for the Strategic Health Authority, outlining progress to 

date 

3. A final detailed report for the Strategic Health Authority (including a review of the literature, methods, 

results and key recommendations) 

4. Sharing of any key recommendations from the evaluation throughout  the Y&H SHA region 
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Appendix 1: Mapping of the KSF against each NMC competence for Advanced Nurse Practitioners 

 

NMC Competence(s) KSF Dimension 

ASSESSMENT AND MANAGEMENT OF PATIENT HEALTH/ILLNESS 
STATUS 

 

Health promotion/health protection and disease prevention  

Assesses individuals health education/promotion related needs HWB1 L4 

HWB2 L4 

HWB4 L4 

Plans, develops and implements programmes to promote health and wellbeing and address individual needs HWB1 L3 

HWB2 L4 

HWB3 L3 

HWB4 L4 

HWB5 L4 

HWB6 L4 

Provides health education through anticipatory guidance and counselling to promote health, reduce risk factors, and prevent disease 

and disability 

HWB1 L3 

HWB3 L3 



 

NMC Competence(s) KSF Dimension 

HWB4 L4 

HWB5 L4 

Develops and uses a follow-up system within the practice workplace to ensure that patients receive appropriate services HWB3 L4 

HWB5 L4 

HWB7 L4 

IK1 L2 

Recognises environmental health problems affecting patients and provides health protection interventions that promote healthy 

environments for individuals, families and communities 

C3 L4 

HWB3 L3 

Assessment and Management of patient illness  

Analyses and interprets history, presenting symptoms, physical findings, and diagnostic information to develop the appropriate 

differential diagnoses 

HWB6 L4 

HWB7 L4 



 

NMC Competence(s) KSF Dimension 

Diagnoses and manages acute and long term conditions while attending to the patients response to the illness experience C3 L4 

HWB3 L4 

HWB5 L4 

HWB6 L4 

HWB7 L4 

Prioritises health problems and intervenes appropriately, including initiation of effective emergency care C3 L4 

HWB3 L4 

HWB5 L4 

HWB7 L4 

Employs appropriate diagnostic and therapeutic interventions and regimens with attention to safety, cost, invasiveness, simplicity, 

acceptability, adherence, and efficacy 

C5 L3 

IK3 L4 

HWB5 L4 

HWB7 L4 

HWB8 L3 

HWB10 L3 

Formulates an action-plan based on scientific rationale, evidence-based standards of care, and practice guidelines HWB5 L4 



 

NMC Competence(s) KSF Dimension 

HWB6 L4 

HWB7 L4 

Provides guidance, counselling, advice and support regarding management of the health/illness condition CI L4 

HWB1 L4 

HWB3 L4 

HWB5 L4 

Initiates appropriate and timely consultation and/or referral when the problem exceeds the nurse’s scope of practice and/or expertise C1 L4 

IK1 L3 

HWB6 L4 

Assesses and intervenes to assist the patient in complex, urgent or emergency situations:  

A. Rapidly assesses the patient’s unstable and complex health care problems through synthesis and prioritisation of historical and 

immediately-derived data 

HWB2 L4 

HWB6 L4 

HWB8 L4 

B. Diagnoses unstable and complex health care problems using collaboration and consultation with the multi-professional health care 

team as indicated by setting, speciality, and individual knowledge and experience 

C1 L4 

IK1 L3 

HWB8 L4 



 

NMC Competence(s) KSF Dimension 

C. Plans and implements diagnostic strategies and therapeutic interventions to help patients with unstable and complex health care 

problems regain stability and restore health, in collaboration with the patient and multi-professional health care team 

C1 L4 

C3 L4 

IK1 L3 

HWB3 L4 

HWB5 L4 

HWB7 L4 

HWB8 L4 

D. Rapidly and continuously evaluates the patient’s changing condition and response to therapeutic interventions and modifies the plan 

of care for optimal patient outcome 

C3 L4 

HWB3 L4 

HWB5 L4 

HWB7 L4 

HWB8 L4 

HWB10 L3 

For health promotion /health protection and disease prevention, and management of patient illness  

Demonstrates critical thinking and diagnostic reasoning skills in clinical decision-making HWB5 L4 

HWB6 L4 



 

NMC Competence(s) KSF Dimension 

HWB7 L4 

Obtains a comprehensive  problem focused health history from the patient or carer C1 L4 

HWB2 L4 

HWB6 L4 

Performs a comprehensive problem focused age appropriate physical examination HWB2 L4 

HWB6 L4 

Analyses the data collected to determine health status of the patient C1 L4 

HWB2 L4 

HWB6 L4 

Formulates a problem list and prioritised management plan HWB2 L4 

HWB6 L4 

Assesses, diagnoses, monitors, co-ordinates, and manages the health/illness status of patients during acute and enduring episodes HWB2 L4 

HWB5 L4 

HWB6 L4 

HWB7 L4 

HWB8 L3 



 

NMC Competence(s) KSF Dimension 

Demonstrates knowledge of the pathophysiology of conditions commonly seen in practice HWB6 L4 

Communicates the patient’s health status using appropriate terminology, format, and technology C1 L4 

IK1 L3 

HWB2 L4 

HWB3 L4 

Applies principles of epidemiology and demography in clinical practice by recognising populations at risk, patterns of disease, and 

effectiveness of prevention and intervention 

IK1 L3 

HWB2 L4 

HWB3 L3 

HWB6 L4 

HWB7 L4 

Acquires and uses community/public health assessment information in evaluating patient needs, initiating referrals, co-ordinating care 

and programme planning 

HWB2 L4 

HWB6 L4 

Applies principles of evidence-based practice pertinent to their area of practice. C5 L4 

IK2 L3 

IK3 L4 

HWB7 L4 



 

NMC Competence(s) KSF Dimension 

Provides information and advice to patients and carers concerning drug regimens, side-effects and interaction, in an appropriate form C1 L4 

HWB1 L4 

HWB5 L4 

If legally authorised – prescribes medications based on efficacy, safety, and cost from the formulary HWB3 L4 

HWB5 L4 

HWB7 L4 

HWB10 L4 

Evaluates the use of complementary/alternative therapies used by patients for safety and potential interaction HWB5 L4 

HWB10 L4 

Integrates appropriate non-drug-based treatment methods into a plan of management HWB1 L4 

HWB5 L4 

HWB7 L4 

Orders, may perform, and interprets common screening and diagnostic tests HWB2 L4 

HWB6 L4 

HWB8 L3 



 

NMC Competence(s) KSF Dimension 

Evaluates results of interventions using accepted outcome criteria, revises the plan accordingly, and consults/refers when needed C1 L4 

IK1 L3 

HWB3 L4 

HWB5 L4 

HWB7 L4 

HWB8 L3 

Works collaboratively with other health professional and agencies as appropriate C1 L4 

C4 L3 

IK1 L3 

Plans and conducts follow-up visits appropriately to monitor patients and evaluate health/illness care HWB3 L4 

HWB5 L4 

HWB7 L4 

THE NURSE PATIENT RELATONSHIP  

Creates a climate of mutual trust and establishes partnerships with patients, carers and families. C1 L4 

Validates and checks findings with patients. C1 L4 

Creates a relationship with patients that acknowledges their strengths and knowledge and enabling them to address their needs C1 L4 



 

NMC Competence(s) KSF Dimension 

HWB4 L4 

Communicates a sense of ‘being there’ for the patient, carers and families and provides comfort and emotional support C1 L4 

Evaluates the impact of life transitions on the health/illness status of patients, and the impact of health/illness on patients’ lives 

(individuals, families, carers, and communities) 

C1 L$ 

Applies principles of empowerment in promoting behaviour change C1 L4 

Develops and maintains the patient’s control over decision-making, assesses the patient’s commitment to the jointly determined plan of 

care, and fosters personal responsibility for health 

C1 L4 

HWB4 L4 

Maintains confidentiality, while recording data, plans, and results in a manner that preserves the dignity and privacy of the patient C1 L4 

C3 L4 

HWB2 L4 

Monitors and reflects on own emotional response to interaction with patients, carers and families and uses this knowledge to further 

therapeutic interaction 

C1 L4 

C2 L4 



 

NMC Competence(s) KSF Dimension 

Considers the patient’s needs when bringing closure to the nurse-patient relationship and provides for a safe transition to another care 

provider or independence 

C1 L4 

HWB4 L4 

THE EDUCATION FUNCTION  

Timing  

Assesses the on-going and changing needs of patients, carers and families for education based on the following:  

A. needs for anticipatory guidance associated with growth and the developmental stage C2 L4 

HWB4 L4 

G1 L3 

B. care management that requires specific information or skills C2 L4 

G1 L3 

C. the patients understanding of  their health condition C2 L4 

G1 L3 

Assesses the patient’s motivation for learning and maintenance of health-related activities using principles of change and stages of 

behaviour change 

C2 L4 

G1 L3 

Creates an environment in which effective learning can take place C2 L4 

G1 L3 



 

NMC Competence(s) KSF Dimension 

Eliciting  

Elicits information about the patient’s interpretation of health conditions as a part of the routine health assessment HWB2 L3 

G1 L3 

Elicits information about the patient’s perceived barriers, supports, and modifiers to learning when preparing for patient’s education G1 L3 

 

Elicits the patient’s learning style to facilitate an appropriate teaching approach G1 L3 

Elicits information about cultural influences that may affect the patient’s learning experience G1 L3 

Enabling  

Enables patients by displaying a sensitivity to the effort and emotions associated with learning about how to care for one’s health 

condition 

C2 L4 

G1 L3 



 

NMC Competence(s) KSF Dimension 

Enables patients in learning specific information or skills by designing a learning plan that is comprised of sequential, cumulative steps, 

and that acknowledges relapse and the need for practice, reinforcement, support, and re-teaching when necessary 

C2 L4 

G1 L3 

HWB1 L3 

HWB4 L4 

Enables patients to use community resources when needed C2 L4 

HWB4 L4 

Providing  

Communicates health advice and instruction appropriately, using an evidence based rationale C1 L4 

HWB1 L3 

G1 L3 

Negotiating  

Negotiates a jointly determined plan of care, based on continual assessment of the patient’s readiness and motivation, re-setting goals, 

and optimal outcomes 

C2 L4 

HWB4 L3 

G1 L3 

Monitors the patient’s behaviours and specific outcomes as a guide to evaluating the effectiveness and need to change or maintain 

educational strategies 

C2 L4 

HWB5 L4 



 

NMC Competence(s) KSF Dimension 

Coaching  

Coaches the patient by reminding, supporting and encouraging, using empathy C2 L4 

G1 L3 

PROFESSIONAL ROLE  

Develops and implements the role  

Acquires and uses evidence and research to implement the role of the advanced nurse practitioner IK3 L4 

Functions in a variety of role dimensions: advanced health care provider, co-ordinator, consultant, educator, coach, advocate, 

administrator, researcher, role model and leader 

C2 L4 

HWB2 L4 

G7 L3 

Interprets and markets the role to the public, legislators, policy-maker, and other health care professions C4 L3 

G8 L2 

Directs care  

Prioritises, co-ordinates, and meets multiple needs for culturally diverse patients HWB5 L4 

HWB7 L4 

Uses sound judgement in assessing conflicting priorities and needs HWB2 L4 

HWB6 L4 



 

NMC Competence(s) KSF Dimension 

HWB7 L4 

Builds and maintains a therapeutic team to provide optimum therapy C1 L4 

C4 L4 

C5 L4 

G7 L2 

Obtains specialist and referral care for patients while remaining the primary care provider C1 L4 

C4 L3 

HWB7 L4 

Acts as an advocate for the patient to ensure health needs are met consistent with patients’ wishes C6 L3 

HWB3 L2 

Consults with other health care providers and public/independent agencies C1 L4 

C4 L3 

Incorporates current technology appropriately in care delivery HWB6 L3 

HWB7 L3 

Uses information systems to support decision-making and to improve care C5 L4 

IK3 L4 



 

NMC Competence(s) KSF Dimension 

Provides leadership  

Is actively involved in a professional association C2 L3 

Evaluates implications of contemporary health policy on health care providers and consumers C4 L3 

HWB1 L4 

G2 L2 

G7 L2 

Participates in legislative and policy-making activities that influence an advanced level of nursing practice and the health of communities C4 L3 

HWB1 L4 

G2 L2 

Advocates for access to quality, cost-effective health care C4 L3 

C6L3 

Evaluates the relationship between community/public health issues and social problems as they impact on the health care of patients 

(poverty, literacy, violence, etc.) 

C4 L3 

HWB1 L3 

Actively engages in continuous professional development and maintains a suitable record of this development C2 L3 



 

NMC Competence(s) KSF Dimension 

MANAGING AND NEGOTIATING HEALTH CARE DELIVERY SYSTEMS  

Managing  

Demonstrates knowledge about the role of the advanced nurse practitioner C3 L3 

Provides care for individuals, families, and communities within integrated health care services C5 L3 

HWB7 L4 

Considers access, cost, efficacy, and quality when making care decisions C5 L3 

Maintains current knowledge of their  employing organisation and the financing of the health care system as it affects delivery of care C5 L3 

G4 L2 

Participates in organisational decision-making, interprets variations in outcomes, and uses data from information systems to improve 

practice 

C5 L3 

IK2 L2 

Manages organisational functions and resources within the scope of responsibilities as defined in a job description C5 L3 

IK2 L2 

G5 L3 

Uses business and management strategies for the provision of quality care and efficient use of resources C5 L3 

G5 L3 

Demonstrates knowledge of business principles that affect long term financial viability of an organisation, the efficient use of resources, C5 L3 



 

NMC Competence(s) KSF Dimension 

and quality of care G4 L2 

Demonstrates knowledge of, and acts in accordance with, relevant regulations for this level of practice and the NMC Code of 

Professional Conduct; standards for conduct, performance and ethics 

C3 L3 

C5 L3 

Negotiating  

Collaboratively assesses, plans, implements, and evaluates care with other health care professionals, using approaches that recognise 

each one’s expertise to meet the comprehensive needs of patients 

C1 L4 

HWB5 L4 

Undertakes risk assessments and manages risk effectively C3 L4 

Participates as a key member of a multi-professional team through the development of collaborative and innovative practices G2 L3 

Participates in planning, development, and implementation of public and community health programmes HWB1 L3 

Participates in legislative and policy-making activities that influence health services/practice HWB1 L3 



 

NMC Competence(s) KSF Dimension 

Advocates for policies that reduce environmental health risks C3 L4 

HWB1 L4 

Advocates for policies that are culturally sensitive C3 L3 

C6 L3 

Advocates for increasing access to health care for all C3 L3 

C6 L3 

MONITORING AND ENSURING THE QUALITY OF ADVANCED HEALTH CARE PRACTICE  

Ensuring quality  

Incorporates professional/legal standards into advanced clinical practice C5 L4 

Acts ethically to meet the needs of the patient in all situations however complex C5 L4 

HWB5 L4 

Assumes accountability for practice and strives to attain the highest standards of practice C4 L3 

C5 L3 

Engages in clinical supervision and self-evaluation and uses this to improve care and practice C2 L4 

C5 L2 

Collaborates and/or consults with members of the health care team about variations in health outcomes C5 L3 



 

NMC Competence(s) KSF Dimension 

HWB5 L4 

Promotes and uses an evidence-based approach to patient management that critically evaluates and applies research findings pertinent 

to patient care management and outcomes 

C5 L3 

HWB7 L4 

G2 L4 

Evaluates the patients’ response to the health care provided and the effectiveness of the care HWB5 L4 

Interprets and uses the outcomes of care to revise care delivery strategies and improve the quality of care C4 L3 

C5 L3 

HWB7 L4 

Accepts personal responsibility for professional development and the maintenance of professional competence and credential C2 L4 

C5 L2 

Monitoring quality  

Monitors quality of own practice and participates in continuous quality improvement C5 L4 

Actively seeks and participates in peer review of own practice C2 L4 

Evaluates patient follow-up and outcomes, including consultation and referral C5 L3 

HWB7 L4 



 

NMC Competence(s) KSF Dimension 

Monitors current evidence based literature in order to improve quality care C5 L3 

G2 L4 

RESPECTING CULURE AND DIVERSITY  

Demonstrates respect for the inherent dignity of every human being, whatever their age, gender, religion, socio-economic class, sexual 

orientation, and ethnic or cultural group 

C6 L4 

HWB4 L4 

Accepts the rights of individuals to choose their care provider, participate in care, and refuse care C6 L4 

HWB4 L4 

Acknowledges their own personal biases and actively seeks to address them whilst ensuring the delivery of quality care C2 L4 

C6 L3 

Actively promotes diversity and equality C6 L4 

Incorporates cultural preferences, health beliefs and behaviours into management plans as appropriate C6 L4 

Provides patient-appropriate educational materials that address the language and cultural beliefs of the patient IK3 L3 

Accesses patient appropriate resources to deliver care C5 L2 

C6 L4 

Supports patients from marginalized groups to access quality care C6 L4 

Spiritual competencies  



 

NMC Competence(s) KSF Dimension 

Respects the inherent worth and dignity of each person and the right to express spiritual beliefs C6 L4 

HWB5 L4 

Assists patients and families to meet their spiritual needs in the context of health and illness experiences, including referral for pastoral 

services 

C6 L4 

HWB4 L4 

HWB5 L4 

Assesses the influence of patients’ spirituality on their health care behaviours and practices C6 L4 

HWB4 L4 

HWB5 L4 

Incorporates patients’ spiritual beliefs in the care plan C6 L4 

HWB4 L4 

HWB5 L4 



 

NMC Competence(s) KSF Dimension 

Provides appropriate information and opportunity for patients, carers and families to discuss their wishes for end-of-life decision-making 

and care 

C6 L3 

IK3 L4 

HWB L4 

Respects wishes of patients and families regarding expression of spiritual beliefs C6 L4 

HWB4 L4 

HWB5 L4 
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