
Drennan et al. BMC Health Services Research         (2023) 23:1221  
https://doi.org/10.1186/s12913-023-10220-4

RESEARCH

Non-medical practitioners in the staffing 
of emergency departments and urgent 
treatment centres in England: a mixed 
qualitative methods study of policy 
implementation
Vari M. Drennan1*, Mary Halter1, Francesca Taylor1, Jonathan Gabe2 and Heather Jarman3 

Abstract 

Background  Patient demand, internationally, on emergency departments and urgent care treatment centres 
has grown. Shortages of staff, particularly of emergency medicine doctors, have compounded problems. Some 
countries are pursuing solutions of including non-medical practitioners e.g., nurse practitioners and physician associ-
ates/assistants in their emergency department workforces. This study investigated at the macro and meso level 
of the health system in England: what the rationale was and the factors influencing the current and future employ-
ment, or otherwise, of non-medical practitioners in emergency departments and urgent treatment centres.

Methods  Mixed qualitative methods in the interpretative tradition were employed. We undertook, in 2021–2022, 
a documentary analysis of national, regional and subregional policy (2017–2021), followed by semi-structured inter-
views of a purposive sample (n = 18) of stakeholders from national, regional and subregional levels. The data were 
thematically analysed and then synthesised.

Results  There was general national policy support for increasing the presence of non-medical practitioners as part 
of the solution to shortages of emergency medicine doctors. However, evidence of policy support dissipated 
at regional and subregional levels. There were no published numbers for non-medical practitioners in emergency 
departments, but stakeholders suggested they were relatively small in number, unevenly distributed and faced uncer-
tain growth. While the experience of the COVID-19 pandemic and its aftermath were said to have made senior deci-
sion makers more receptive to workforce innovation, many factors contributed to the uncertain growth. These factors 
included: limited evidence on the relative advantage of including non-medical practitioners; variation in the models 
of service being pursued to address patient demand on emergency departments and the place of non-medical prac-
titioners within them; the lack of a national workforce plan with clear directives; and the variation in training for non-
medical practitioner roles, combined with the lack of regulation of that level of practice.

Conclusions  We identified many features of a system ready to introduce non-medical practitioners in emergency 
departments and urgent treatment centres but there were uncertainties and the potential for conflict with other 
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Background
Health care systems internationally have reported ris-
ing patient numbers attending emergency departments 
and urgent care treatment centres (EDs/UTCs) before 
and since the first wave of the COVID-19 pandemic 
[1]. Shortages of staff, particularly of doctors trained in 
emergency medicine have compounded stresses on these 
services in many countries, including the United King-
dom (UK), [2]. This combination of issues has resulted in 
negative patient and staff experiences [3]. One response 
has been the advocacy by the World Health Organisation 
(WHO) for new types of clinically trained health profes-
sionals, such as nurse practitioners (NPs) and physician 
associates/assistants (PAs) to undertake some of the work 
of doctors [4]. These new types of clinical health profes-
sionals are educated to undertake medical histories, clini-
cal assessments, order diagnostic tests, make diagnoses 
and commence treatment for any presenting patients 
as agreed with medical clinicians and/or employers [4]. 
These new types of professionals are clinical decision 
makers with a broader scope of practice than health pro-
fessionals who follow specific extended practice clinical 
protocols for specified groups of patients [5]. There is no 
agreement internationally on collective nomenclature for 
these types of professionals and we use the term non-
medical practitioner (NMP), [6] in this paper. A recent 
scoping review identified published accounts of the 
employment of NMPs in ED/UTCs in 12 countries [7]. 
Pilot or demonstration projects only were identified from 
Denmark [8], the Netherlands [9], New Zealand [10, 11], 
Norway [12], Saudi Arabia [13] and Uganda [14]. Reports 
from Australia, Canada, England, Ireland, Scotland, and 
the United States (USA) detailed more widespread but far 
from universal employment of NMPs in EDs/UTCs [15–
20]. While there were accounts reporting on the facilita-
tors and challenges in single organisation introduction 
of an or more than one NMP into an ED/UTCs [21–26], 
there have been none that investigated explanations for 
the variation in the extent of employment of NMPs in 
EDs/UTCs from across a health system. The National 
Health Service in England has had a national policy of 
support for NMPs in ED/UTCs and offered an oppor-
tunity to investigate across a health system. This paper 
reports on a study investigating the factors influencing 
the employment or otherwise of NMPs in EDs/UTCs in 

one health system, the National Health Service (NHS) in 
England, from the macro and meso level perspective.

The context for NHS England ED/UTC workforces
The NHS is a universal tax funded health care system, 
free at the point of care delivery, and provided by indi-
vidually governed NHS organisations and other types of 
not for profit and for-profit providers [27]. The NHS is 
nationally led by an arms -length body called NHS Eng-
land which receives its mandate and funding from the 
government Department of Health & Social Care [27]. 
NHS England sets out the policies and mechanisms for 
planning and funding clinical care as well as health work-
force planning and training [27].

In 2021–2 there were 24 million attendances at 151 
NHS EDs/UTCs [28]. In the same year NHS organisa-
tions employed 8,155 full time equivalent (FTE) doc-
tors (5,996 of whom were in training positions), 16,790 
FTE nurses and 14,200 FTE other types of care provid-
ers (unspecified) in EDs/UTCs [28]. There has been a 
twenty-year history of developing extended scope of 
practice roles (particularly for nurses and paramed-
ics) in EDs/UTCs in England [29] to address increased 
patient demand and medical staffing problems [30]. A 
few individual NHS hospitals developed and employed 
NMPs [31]. In 2017 the Royal College of Emergency 
Medicine (RCEM), with the support of the Royal College 
of Nursing and College of Paramedics, published a cur-
riculum and credentialling process for emergency care 
advanced clinical practice (EC-ACPs) [17]. In the same 
year, NHS England published a policy statement promot-
ing increased numbers of NMPs to be employed in ED/
UTCs and invested funding in training more ED/UTC 
NMPs [32]. Against this national policy support for ED/
UTC NMPs, this study investigated at the macro and 
meso level of the health system: what the rationale was 
for including NMPs in the ED/UTC workforce; and what 
factors were influencing the current and future employ-
ment, or otherwise, of NMPs in the ED/UTC workforce.

As a study of the influences of the implementation of 
workforce innovation policy we framed our investiga-
tion through Greenhalgh et al.’s theory of the diffusion of 
innovation in health services [33]. This theory argues for 
a complex interplay between the nature of the innovation, 

professional groups. One area of uncertainty was evidence of relative advantage in including non-medical practition-
ers in staffing. This requires urgent attention to inform decision making for short- and long-term workforce planning. 
Further investigation is required to consider whether these findings are generalisable to other specialties, and to simi-
lar health systems in other countries.
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the system readiness for the innovation, the wider socio-
economic context, and the resource system.

Methods
The mixed qualitative methods design drew on the inter-
pretative tradition, recognising multiple perceptions 
occurring within specific socio-cultural and historical 
contexts [34]. In order to explore the research questions 
at both the macro and meso levels of the health system 
we undertook two sequential investigations followed by 
an integration of data phase. We first conducted a docu-
mentary analysis of policy, followed by semi-structured 
interviews of a purposive sample of key stakeholders at 
national and regional levels. We then integrated the data 
through a narrative synthesis against the research ques-
tions, which is reported in the discussion section of this 
paper.

Data were collected for the documentary policy analy-
sis [35] by searching the websites of public organisations 
at the macro and meso level of the NHS in England. 
We searched only those organisations with authority to 
direct or influence the use of public NHS funds used for 
emergency and urgent care services and its workforce. 
At the macro level of the health system these organisa-
tions included: the Department of Health & Social Care, 
the Parliamentary Health Select Committee, the Care 
Quality Commission (responsible for inspection of ser-
vices), NHS England (including the newly merged NHS 
Improvement organisation), NHS major trauma net-
works and Health Education England (HEE, then respon-
sible for workforce planning and funding training). At the 
meso level of the health system we searched websites of 
regional offices of NHS England and HEE, and of local 
level organisations and networks involved in planning 
and commissioning of NHS services (at the time of the 
study these included Sustainability and Transformation 
Partnerships, Integrated Care Systems, Clinical Commis-
sioning Groups, Integrated Care Boards). We searched 
for documents published between January 2017 (the year 
of the NHS England stated policy support for NMPs in 
EDs/UTCs) and May 2021 (Table 1).

Policy statements, strategies, plans, directives, guid-
ance, reports, reviews, and evaluations of NMP imple-
mentation were included and illustrative case studies 
or opinions without policy directives or guidance were 
excluded. The websites of professional bodies (RCEM, 
Royal College of Nursing, Royal College of Pharma-
cists, College of Paramedics, and the Chartered Soci-
ety of Physiotherapists) were also searched for any 
references to relevant public organisation documents 
or co-authored documents not identified through 
other searches. Retrieved documents were logged in 
an electronic spreadsheet and stored electronically. 

Documents were word searched using the ‘find’ func-
tion for the words: “emergency care”, “urgent care” 
(context and population of interest), “practitioner”, 
“associate, “advanced”, “clinical pharmacist” (popu-
lation of interest), and “skill-mix” (concept of inter-
est). On finding the words of interest, the surrounding 
paragraphs were read and text relevant to the research 
questions (e.g., employment, intentions to develop or 
employ NMPs, related rationales) identified. These data 
were extracted to a spreadsheet. Inductive and deduc-
tive analysis was undertaken [36] and iterated and 
interpreted though discussion in the research team and 
at consultative events with patients, non-medical prac-
titioners, clinicians, and managers.

Qualitative semi-structured interviews were con-
ducted with a purposive sample of 18 senior NHS clini-
cians, managers, commissioners and lay representatives 
from organisations operating at macro and meso levels: 
national, regional NHS (including arms-length bod-
ies), and sub-regional NHS organisations and profes-
sional organisations between August 2021 and April 2022 
(Table 2). Lay representatives were included as they par-
ticipated in macro and meso level policy influencing and 
policy making committees.

Potential participants were identified through the web-
site searching for the documentary analysis and invited 
by publicly available email addresses. A topic guide 
was constructed from the literature and policy analysis 
and refined in discussion with the study advisory pan-
els which included patients and NMPs. The topic guide 
(supplementary file 1) focused on questions about the 
influences/rationale experienced in decisions to employ/
train NMPs, expected benefits and risks, and outcomes 
regarding use of NMPs in EDs/UTCs and the wider 
system and any views on the mix of staff and skills in 
EDs/UTCs. Interviews were conducted by video call, 
recorded with permission, transcribed, anonymised and 
the recording deleted. Interviewers (VMD, FT, MH) 
employed techniques of checking understanding, inter-
pretation and summarising during the interview with 
participants [37]. Interviews lasted from between 30 
and 50 min. Interviewers were all female health services 
researchers, one with a clinical managerial background, 
and all with prior experience of research on the topic of 
non-medical practitioners. Reflexive notes were made 
immediately after interviews and open discussions held 
in the team to ensure both consistency of approach and 
iterative questioning. Transcripts were thematically ana-
lysed that allowed for deductive (theory framed) and 
inductive (data driven) approach [36]. Two members of 
the team (VMD, FT) initially read and developed a cod-
ing index, subsequently iterated and refined through dis-
cussion with the wider team.
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The interview element of the study was reviewed and 
approved by the NHS North East—Tyne & Wear South 
Research Ethics Committee (REC number 21/NE/0071).

Findings
We report the findings from the documentary policy 
analysis first and then the interviews. The data are then 
integrated in the discussion section.

The documentary policy analysis
At the national macro level of the health system, we iden-
tified sixty-three documents in scope published by the 
Department of Health and Social Care, its arm’s length 
bodies and NHS England, 25 referred to NMPs and of 
these 14 referred to NMPs specifically in ED/UTCs. The 
14 documents reported the existence of NMPs in some 
ED/UTC services and national level general support 
for growth in their numbers in response to stated con-
cerns about shortages of emergency medicine doctors, 
increased patient demand and decreased quality of emer-
gency services.

“Professional groups such as advanced clinical prac-
titioners, pharmacist clinicians and physician asso-
ciates are also being developed and supported to 
take on collaborative, frontline clinical roles in EDs 
under the supervision and mentorship of consultants 
in emergency medicine. These groups form an impor-
tant part of today’s emergency care workforce, giving 
it greater resilience and sustainability” p9 [32]

Aside from the specific allocation in 2017 of national 
funds to train 42 existing health professionals in 14 
NHS organisations to be advanced clinical practitioners 
(ACPs) in the ED [32], the national statements were of 
general support for NMPs rather than specific instruc-
tions for employment. In the response to a parliamen-
tary select committee recommendation that efforts to 
improve staffing in EDs be redoubled, the government 
listed actions on NMPs including the opportunities for 
ACP training fellowships but no directives to the NHS on 
their employment [38].

At the meso level of the health care system we noted 
that the regional offices of NHS England, NHS Improve-
ment, HEE, and the regional major trauma networks had 

very limited web presence with few publicly available 
documents. One in-scope document was found but made 
no reference to NMPs in EDs/UTCs. At the sub regional 
level, in scope documents were found published by 32 
integrated care systems; of which 15 referred to devel-
oping NMP posts in support of the service transforma-
tion and primary care objectives of the 2019 NHS Long 
Term Plan [39]. Of these 15 policy statements on NMPs, 
two specifically referred to NMP development in urgent 
care settings and one to the consideration of ACP roles in 
emergency departments but without explicit rationale or 
actions, as in this exemplar:

“There are a number of new roles we need to consider 
in our long-term strategic workforce planning at 
both a local and whole system level. These include: 
………. advanced clinical practice roles (especially 
A & E, cancer, elective specialities).” Hampshire and 
Isle of Wight Integrated Care System Strategic Deliv-
ery Plan 2019-2024. working draft version 6 last 
edited 17th February 2020 p 10 [40].

At the sub-ICS level (clinical commissioning groups 
transferring to integrated care boards and integrated 
care partnerships during the period of the study), 12 in 
scope documents were retrieved. While seven referred to 
plans for improving urgent and emergency services, none 
referred to NMPs as part of the solution to identified per-
formance problems.

In summary while there was macro, government level 
general support for NMPs in EDS/UTCs as a policy solu-
tion to shortages of emergency medicine doctors, there 
were no direct implementation instructions to NHS 
organisations and at the meso-level of the system we 
found little policy attention to developing or employing 
NMPs in EDs/UTCs.

The stakeholder interviews
We now report on themes identified against our research 
question from the stakeholder interviews. First, we note 
how the interviewees contextualised their responses 
through the experience and impact of the COVID-19 
pandemic before discussing views as to rationales for 
NMPs, factors supporting and inhibiting the develop-
ment of roles and NMP employment in EDs/UTCs.

Table 2  Participants in interviews

System level of stakeholders’ role Number invited Declined/non- response to second 
invitation

Agreed Interviewed

National (macro) 35 26 10 9

Regional and subregional (meso) 29 18 10 9

Total 64 44 20 18
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The COVID‑19 pandemic context
All the interviewees commented on the experience of 
providing health care and health professional education 
through the COVID-19 pandemic as creating a changed 
context in comparison to pre-2020. The participants 
reported the increased demands on services and on 
an already overstretched workforce. Some participants 
noted the pandemic period had increased patient and 
public familiarity with different forms of health care 
practices and different types of staffing. The pandemic 
was described as having stimulated rapid change in 
working practices, deployment / utilisation of differ-
ent staff groups as well as collaborative ways of meeting 
challenges.

“If COVID has taught us anything, it’s that where 
we show strength is when we’re working together. 
Any schemes, any new risks we’ve taken, any differ-
ent services we’ve done, have been in partnership 
with other professions or other stakeholders. Why 
would that change when we come out of COVID?” 
Participant 18 regional, clinician, manager

These changes were observed to have subsequently 
created the opportunity to re-think the types of staffing 
needed in a service, as in this exemplar:

“We suddenly have to provide COVID care, and we 
didn’t have a workforce to provide that care. We’ve 
had to pull it from other bits of the workforce. In 
doing that, we’ve realised, I think, where the gaps 
are across the workforce as a whole. For example, 
if you pull three junior doctors from an area of 
medicine to go and work on a COVID ward, …..Is 
it more junior doctors who need to fill that gap or 
should you be asking a different question?” Partici-
pant 17 regional, clinician

However, a different view was offered by one partici-
pant who argued that the ongoing legacy problems of 
the COVID-19 pandemic meant commissioners were 
now paying more attention to the wider system of pri-
mary care in a local geography to address the increased 
problems in emergency services, rather than being 
interested in the internal provider issues of workforce,

Rationale for the development and employment of NMPs 
in EDs/UTCs
For those participants able to comment on reasons why 
NMPs were being trained and employed, they reported 
the long-term medical shortages in emergency medi-
cine as the most significant issue for which NMP posts 
were seen as one part of the solution.

“It’s [employing NMPs] just a new way to bring 
capacity into the system, and we desperately need 
it.” Participant 6, national, policy

“Unless they’re going to suddenly train a whole 
load of medical students to become doctors, but 
that’s going to take five years, ten years, even if the 
numbers went up. You’ve got to think about it dif-
ferently. You’ve got to stop thinking hierarchy and 
think about, if you’re a patient and you’re ill, who 
is the best person to treat you, and who can you get 
to see the patient, and who is available to see the 
patient?’’ Participant 10, regional , sub regional , 
clinician.

Some participants suggested that another driver was 
the need to provide a greater proportion of permanent 
members in ED staffing, with concomitant benefits to 
patient and staff experience as in this exemplar.

"I think a really important thing now is about the 
continuity of care, so the junior doctors move round 
all the time, don’t they? They do, like, rotations 
whereas if you have ACPs or PAs in a department 
they would be quite long-term….you would get a 
kind of stability within a department”. Participant 
11, national, layperson

It was also suggested by some participants that NMPs, 
as part of a stable ED/UTC workforce, contributed to and 
improved the training of other professionals including 
doctors. Another rationale linked to workforce stability 
was reported to be the need to retain experienced emer-
gency service nurses. NMP roles were considered to offer 
an attractive clinical career pathway and some examples 
were given of very high application levels for NMP train-
ing posts in emergency and urgent care services.

“[NMPs] are a focus for the nurse career progression 
and other colleague progression as well…… it’s bet-
ter to retain and give our nurses something to work 
towards.” Participant 1, regional, clinician, manager

There was a consensus that NMPs in EDs/UTCs were a 
relatively small group but were thought to be growing in 
numbers. Although no one was able to offer exact num-
bers or specify type of professional background, most 
participants considered that nurses were in the majority 
in NMP roles.

“I sit on a multi-professional rota in practice. In 
that role, it can’t be a registrar. It has to be a general 
practitioner or an advanced practitioner. In reality, 
it’s still mainly nurses, but could be a paramedic, it 
could be a pharmacist, or it could be a physio”. Par-
ticipant 16, national, clinician
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There was also agreement that NMPs were not uni-
formly employed across the regions of England. One 
explanation was that emergency medicine workforce 
problems had not been experienced to the same degree 
in different regions.

“It’s very patchy across the UK, never mind getting 
into the devolved nations, how such roles have been 
adapted, supported, and implemented……As I say, 
the [name of region] is terribly late to the party, 
for the reason that it hasn’t had medical work-
force issues, historically.” Participant 20, national, 
regional, clinician

Factors supporting the NMP employment and development
As reported above the context of the COVID-19 pan-
demic and its legacy (i.e., increased patient demand in 
EDs/UTCs and workforce shortages), were seen as very 
influential in supporting NMP employment. Beyond the 
pandemic impact, the participants described evidence of 
the value of NMPs to services, familiarity with NMPs and 
national and regional policy on NMPs as factors support-
ing NMP employment and development. The three types 
of factors were often reported to be intertwined.

Evidence of NMP value to the service
Some participants considered that a supporting factor 
was evidence of benefit to the service. It was commented 
on that this often took time as it required NMPs to have 
completed their training programmes, and induction 
periods in their ED/UTC posts.

“It wasn’t until they were allowed to kind of go 
through the training, flourish, get to the other end, 
that they [medical clinicians] then began to really 
see the value, and the ACPs weren’t just doing what 
the consultants wanted them to be able to do. For 
example, I don’t know, manage a trauma safely, 
be able to request specific imaging and be able to 
interpret that quickly and efficiently, but actually 
they then saw them in the light that they [the ACPs] 
were then beginning to educate their medical train-
ees; that they were developing, they were looking at 
ways that service could be improved” Participant 8, 
regional, clinician, commissioner

From the patient’s perspective, NMPs were seen to add 
value by reducing ED/UTC waiting times, making visits 
more efficient and positive:

“We know that the public angle is that the demands 
on urgent care and accident and emergency depart-
ments is huge. People are waiting for a very long 
time, so that makes them very anxious. I think they 
would be much less anxious seeing a senior practi-

tioner from any type of background than waiting for 
hours not seeing somebody.” Participant 5, national, 
layperson

While some participants speculated that a factor posi-
tively influencing the employment of NMPs would be 
that they were cheaper than doctors, participants with 
more direct knowledge were able state that NMPs were 
less costly than locum doctors but not middle grade 
doctors:

“ACPs are not cheaper than middle-grade [doctor] 
counterparts; that’s not true. In fact, ACPs are ever 
so slightly, for hour-for-hour of direct patient care, 
slightly more expensive. However, when you com-
pare that to a locum, which is your only real other 
alternative to that [middle grade doctor] workforce, 
[ACPs] are considerably less financially burden-
some”. Participant 1, regional, clinician, manager

Many participants viewed the history of incremental 
development of NMP types of posts, with meso-level sys-
tem support over many years, as increasing the familiar-
ity of clinicians and managers as particularly helpful.

“So, the development started [in the NHS region] 
back in 2005, and that was funded by the strategic 
health authorities at the time, and then it became 
NHS [name of region]”. Participant .8 regional, clini-
cian, commissioner

Participants reported that NMPs were more widely 
accepted. The nearly twenty-years of incremental devel-
opment of NMP posts, combined with recognition of 
ACPs by RCEM [17] was considered by many to have 
contributed to the acceptability of employing NMPs in 
EDs/UTCs.

Some participants also reported that senior clinical 
and managerial decision makers familiar with NMPs and 
viewing them as of value, took that knowledge with them 
to other organisations and influenced the spread and 
adoption.

“..a lot of it is probably to do with whether there’s 
someone in senior management wanting to cham-
pion that [NMPs] as a kind of way of improving the 
workforce. ……..someone who’s moved from some-
where else where they’ve been doing that, and then 
there’s kind of like a snowball effect I think some-
times….. they take that idea with them”. Participant 
11, national, lay.

Some participants considered that factors that were 
aiding the implementation of NMPs in urgent and emer-
gency care came from all levels of the health system: the 
national policy statements by HEE and NHS England as 
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well regionally funded training programmes. Several par-
ticipants pointed to the value of training programmes 
that made explicit the level of NMP competency in emer-
gency medicine to other clinicians, Examples were given 
of bespoke regional programmes as well as the credential-
ing process of RCEM [17]. The lay participants reported 
that, in the main, patients were content to be treated by 
the most suitable staff in terms of skills, knowledge, and 
experience rather than role. They reported the patient 
perspective as emphasising competent health profession-
als with good communication skills that engendered trust 
and confidence in the triage decisions.

“You’ll get very little about, ’It would have been bet-
ter if I’d seen a doctor quick.’ I don’t think you will. 
I think people are much more…they want to just 
get to the right person who they can talk to and get 
treated.” Participant 5, national, layperson

There were, however, also views expressed that a 
minority of patients expected to consult doctors and that 
there was considerable public confusion about who and 
what these new NMP roles were.

Participants described supportive factors for NMP 
employment as NMPs bringing a breadth of skills to the 
effectiveness of the team. Examples were given of NMPs 
from nursing and PA backgrounds bringing strong com-
munication skills, NMPs from physiotherapist back-
grounds having expertise in musculoskeletal conditions, 
NMPs from paramedic backgrounds having exper-
tise in sudden deterioration of patient conditions and 
NMPs from pharmacy backgrounds having expertise in 
medicines.

“I think the broadening of the workforce (with 
NMPs), and one of the things that brought me into 
emergency medicine…. I appreciate and value 
multidisciplinary working and I think it brings a 
far more holistic care to patients. Participant 20, 
national, regional, clinician

Two participants commented that while there was 
some research evidence as to the contribution of NMPs 
in EDs/UTCs this was very limited and there was a need 
for more. This was viewed by some as one of the factors 
inhibiting the wider employment of NMPs, which we 
now report.

Factors perceived to be negatively influencing 
the implementation and future intentions for non‑medical 
practitioners in the urgent and emergency care workforce
The reported hindering factors grouped into overlap-
ping themes about: the extent of evidence of value of 
NMPs, the variation in scope of NMP practice and 
regulation with concomitant concerns about clinical 

risk; variation in workforce models deploying NMPs, 
the absence of long-term workforce plans with associ-
ated business plans, system inertia and professional 
resistance.

Some participants argued that there was very limited 
evidence as to the value, safety and benefit of NMPs in 
EDs/UTCs. Others considered that the gap was in knowl-
edge transfer about value and safety to local organisa-
tions in a way that was useful to decision making:

“I think a really clear articulation at a national level 
of actually what are the benefits, what are the risks? 
Where has this been done well? What can we expect 
from this workforce that might be different? So that 
can be something that’s used for your local organisa-
tion.” Participant 17, subregional, clinician

As reported earlier, commissioners were thought to be 
focused on out of hospital services to address problems 
in EDs/UTCs and some suggested that NMPs working 
outside of hospitals could help provide solutions rather 
than NMPs within EDs:

“Because of the development of advanced practition-
ers, physicians’ associates, specialists in advanced 
practice, what we [ commissioners of services] can do 
is give people more treatment in their place of living.” 
Participant 18, national, clinician, commissioner

New models of emergency department care were 
described, which were addressing the wider problems of 
patient flow out of EDs/UTCs, and which did not neces-
sarily require NMPs in the ED. Examples were given of 
in-reach into the ED from consultant speciality teams, for 
example from geriatrics, that included speciality specific 
ACPs. Others suggested that there was increased use of 
other professional groups in the ED/UTC, such as para-
medics and pharmacists, but this was not necessarily in 
NMP roles:

“Some trusts are looking? at taking paramedics on to 
do front door streaming [of the ED], not necessarily 
in that ACP role.” Participant 13, regional, clinician, 
commissioner

Many participants pointed to the negative impact of 
the lack of national, regional and often local level health 
care workforce plans. The lack of funding was thought to 
deter the creation of training programmes; training posts 
with associated training and supervisor time; as well as 
NMP posts with associated medical supervisory time. A 
few participants argued that local detailed ED workforce 
planning based on the organisation context and patient 
demand should be used to inform regional and national 
workforce plans, rather than some national superim-
posed template of staffing. However, these participants 
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were in unison in observing that there was an absence of 
long-term workforce planning.

“The NHS only seems to really plan for the next 12 
months from April to April, and we really struggle 
to persuade organisations that, actually, this is part 
of a five-year, ten-year plan, and they’ve got to invest 
now [in ACP in ED training] in order to have that 
positive effect much later on down the line”. Partici-
pant 1, Regional, clinician, manager

A few participants described public sector organisa-
tions as incapable of swift, radical changes and conse-
quently this was deterring wider NMP implementation. 
Variation between local level NHS organisations was 
cited as evidence of different attitudes to innovation. 
Devolved decision making within organisations was 
thought by some participants to result in risk averse 
choices rather than innovation.

“I think there’s real desire, actually, at the top of 
the trust to do this and to support this [introduc-
tion of NMPs]. But the long and short is the budget 
doesn’t sit with the board. The budget sits with the 
operational units…..We’re talking about them tak-
ing a risk. We’re talking about them converting one 
type of post into another type of post. Or, actually 
even worse for them, investing to save…... But I think 
we’re talking about such a fundamental shift that it 
becomes really hard for risk-averse divisional man-
agers to, to decide to take that risk.” Participant 17, 
sub-regional, clinician

The variation in scope of practice and training of differ-
ent NMPs (i.e., leading to uncertainty in the competency 
and capability of NMPs), was identified by several partic-
ipants as a factor that deterred inclusion of NMPs in ED/
UTC workforces. This factor was mitigated, as described 
previously, for some participants by programmes that 
provided quality assurance of knowledge and skills; for 
example the RCEM ED-ACP programme [17]. A few par-
ticipants pointed to a tension amongst senior decision 
makers as to how to standardise and quality assure com-
petency amongst NMPs in EDs/UTCs.

“At the moment, there is a want [to fill medical 
vacancies], and there are those who would put a 
white coat on a clapping monkey and call it a cli-
nician. You have to say, ’No, this has to be a qual-
ity assured measurement and training, because at 
the end of this is the patient’s safety.” Participant 20, 
national, regional, clinician

Individual professional organisations were thought to 
be ambivalent as to NMP roles and credentialing pro-
cesses by other professional organisations. This was 

another factor that was considered to inhibit NMP 
development:

“The organisations who represent the professions 
are more hesitant. The organisations who repre-
sent trust leaders or employers are much more 
pro, because we can see the value”. Participant 6, 
national, policy

The absence of licensure by health professional regula-
tory bodies in the UK for advanced practice and for PAs, 
combined with linked restrictions (such as paramedics 
unable to prescribe certain classes of medications), was 
described as an ongoing deterrent for employers.

“The lack of regulation over physician associates 
…..It’s a real shame, because we could really bene-
fit from seeing, for instance, prescribing rights. And 
that can only come with regulation. And it will just 
help in the workforce planning piece to know how far 
people can work up in terms of skill sets”. Participant 
6, national, policy

Finally, resistance within the medical profession to the 
development of NMPs roles was discussed by some par-
ticipants. Only one participant reported direct objection 
from concern about future jobs:

“I know there’s been a little bit of resistance when 
the ACP programme was first set up, from people 
who felt like, perhaps medics, who felt like their jobs 
might be, not be protected if they start training other 
people who can do quite a lot of their job”. Partici-
pant 9, national, policy, commissioner

Medical consultants were described as consider-
ing a doctor as the ‘gold standard’ (Participant 17, sub-
regional, clinician) in the workforce and consequently 
considered any other professional in that post would con-
stitute a loss. Other participants reported more mixed 
views amongst doctors as to the acceptability or other-
wise of NMPs. It was also pointed out that other profes-
sional groups could display negative behaviours towards 
the concept of NMPs.

“They [nurse ACPs] also got kickback. They can 
get sometimes bullying, effectively from… Or snide 
remarks from their colleagues. ’Oh well, you’re not 
one of us anymore because you’re on that [ACP 
rota].” Participant 16, national, clinician

The tension between occupational groups was 
described by several participants as most frequently 
observed in the defence of staffing budgets against con-
version to NMP posts. Staffing budgets were reported to 
be ringfenced to specific professional groups rather than 
the service in total.
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“For me, again, one of the big tensions is around 
developing these roles, ’Oh, well, where’s the money 
coming from? Is it out of the nursing budget or the 
medical budget?”. Participant 20, national, regional, 
clinician.

The ambiguity over the position of NMPs vis-a-vis both 
medicine and nursing, was considered to influence dis-
cipline specific budget holders not to support the use of 
their professions’ staffing finance for NMPs.

Discussion
This study explored the macro and meso level factors 
influencing the implementation of NMPs in EDs/UTCs 
in England in the context of a National Health Service. 
While there are many studies of the introduction of NPs 
in primary care [41–43], to our knowledge this is the first 
study to explore this issue specific to EDs/UTCs from a 
national perspective, and the first for multiple types of 
professions in NMP roles. We found new evidence that 
suggested the numbers of NMPs were relatively small, 
unevenly distributed and faced uncertain growth. Similar 
views have been reported for multi-professional ACPs in 
all types of secondary care services in England [44].

In this first policy analysis study, we identified that the 
macro level policy in support of NMPs in EDs/UTCs 
was written in general terms rather than a prescription 
to the rest of the health service. Greenhalgh et al.’s model 
of implementation of innovation notes the importance 
of policy mandates in adoption of innovation. [33] The 
national policy statements on NMPs in EDs/UTCs had 
broadly desired implementation and outcomes i.e. they 
were normative in nature [45]. It has been argued that 
normative policies are subject to political contexts of 
ambiguity and conflict in implementation decisions [45]. 
Our finding that the employment of NMPs in EDs/UTCs 
was largely absent from the meso-level policies of NHS 
planning and commissioning organisations may be in 
part explained by the lack of directive from the national 
policy. Views of the national and regional level partici-
pants give weight to this explanation. The participants 
pointed to the absence of a national funded NHS Eng-
land workforce plan as an inhibiting influence on further 
meso level actions in support of the spread and adoption 
of NMPs in EDs/UTCs. The absence of a national health 
care workforce plan has been commented on before in 
the NHS England context, although not specifically in 
the context of ED/UTC services [46]. A recent national 
recovery plan to improve ED/UTC patient waiting times 
and experience has committed (amongst other actions) 
to increasing the workforce throughout the urgent and 
emergency care system, including “increasing the num-
bers of advanced practitioners in priority areas, including 

emergency care “ (p 20, [47]). As part of this NHS Eng-
land has required the local ICS to develop specific work-
force plans for urgent and emergency care services [47]. 
On 1st June 2023 a new national NHS England work-
force plan was published [48]. This committed to funding 
increased numbers of advanced practice and physician 
associate training places, with specifically 150 advanced 
practice paramedic training places a year to support the 
same day emergency care initiative. The national plan 
committed to work with local level ICS organisations to 
implement the policy, however, it remains to be seen if 
the implementation plans are more prescriptive. Fur-
ther longitudinal study is required on the impact of these 
national and sub-regional workforce plans on the num-
bers and spread of NMPs in ED/UTCs in England.

Participants identified that areas with long standing, 
and acute shortages of emergency medicine doctors 
were more receptive to the innovation of NMPs in their 
workforce. In Greenhalgh et  al.’s model this represents 
readiness for change of an unworkable situation [33]. The 
COVID-19 pandemic experience of having to innovate 
suddenly in workforce deployment and ways of working 
was considered by participants to have also contributed 
to system and service readiness for change. Participants 
reported that evidence of value and acceptability of 
NMPs to services, clinicians and patients was influential 
in supporting the spread and growth of NMPs; that is 
NMPs demonstrated the relative advantage as described 
in Greenhalgh et  al.’s model for adoption of innovation 
[33]. However, there was also uncertainty and differing 
views amongst participants. Divergent views were offered 
as to whether there was publicly available evidence of 
clinical safety, efficiency, and cost effectiveness i.e., rela-
tive advantage of having NMPs in EDs/UTCs. Synthe-
sis of evidence, primary research and modelling over 
long-term periods is required to provide clinicians and 
managers with the information to decide on the relative 
advantage, or otherwise, of NMPs.

There were also differing views as to which of the fol-
lowing problems NMPs were part of the solution to: 
medical shortages, problematic patient flow into and 
through EDs, failure to retain experienced ED nursing 
staff or lack of staffing continuity resulting from train-
ing rotations of doctors. Further ambiguity was identified 
as to which workforce models involving NMPs should 
be pursued to improve ED/UTC experience and ser-
vices. Participants offered the following variety: NMPs 
in primary care to reduce patient demand at EDs/UTCs, 
NMPs attached to secondary care specialties to enhance 
in-reach into EDs/UTCs for specific groups of patients, 
NMPs with prior professional backgrounds to target spe-
cific patient groups in the ED/UTC e.g., physiotherapists 
and patients with musculoskeletal problems and NMPs 
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working generically within the ED/UTC as senior clini-
cal decision makers to help improve patient flow overall. 
Greenhalgh et  al.’s model proposed that for successful 
introduction the innovation must be understood by all 
parties and be compatible with current ways of work-
ing [33]. Apart from differing NMP workforce models, 
participants reported uncertainties derived from varied 
NMP training, competencies, regulation and govern-
ance, as well as confusion among patients and the pub-
lic. Counterbalancing these uncertainties were the macro 
and meso level work by some organisations to provide 
benchmarked training and accreditation for some types 
of NMPs working in ED/UTCs [17]. Further study over 
time is required to investigate whether these develop-
ments impact on decisions to include NMPs or not in 
ED/UTC workforces.

In the absence of national or regional policies, par-
ticipants pointed to the positive impact of change 
management activities by individuals at the meso and 
micro-organisation level such as senior influential cham-
pions, which features in Greenhalgh et  al.’s model [33] 
and has been described many times in relation to the 
introduction of NP’s roles in individual organisations [49, 
50]and in ED/UTC settings [21, 22].

Multiple reviews of the introduction and spread of 
advanced and expanded health profession roles have 
pointed to national health workforce policies as ena-
bling but that these have been dependent on the extent 
of opposition or support of other professions, most nota-
bly medicine [51–54]. Our documentary policy review 
provided evidence of active support at the national level 
by medical organisations to NMPs in ED/UTC, although 
the interviews provided a more nuanced view at the meso 
organisational level. Participants reported mixed views 
amongst doctors, with some being actively supportive, 
some that were neutral and some being unsupportive 
for a variety of reasons. These reasons included the ero-
sion of medical roles and medical training opportunities, 
uncertainty as to the capability of NMPs and concern 
about the adequacy of the funding for medical supervi-
sion for NMP roles. Surveys of emergency medicine 
doctors in Australia and the US have similarly reported 
divided opinions [55, 56]. The innovation of NMP roles 
is fundamentally a disruption to current ways of working 
and the work boundaries between professions. Abbott’s 
seminal work offered a theory of the system of profes-
sions, characterized as a jostling, interdependent ecology 
in which the activities of one occupational group impact 
on others and are tied up with issues of power, status, and 
rewards [57]. Abbott argued that at the micro level of the 
team, these boundaries were always blurred or fuzzy, and 
it was at the organization and broader societal level that 
the boundaries were significant in claims for professional 

jurisdiction, clients, knowledge, resources and rewards 
[57]. The uncertainties on regulation, governance and 
multiple credentialling systems, which were reported by 
participants as inhibiting factors to the development of 
NMPs in EDs/UTCs, could be viewed as evidence of the 
national level jostling between some professional organi-
sations for jurisdiction and resources. The reported pref-
erence not to redeploy resources from one professional 
group (i.e., medicine or nursing) to long term funding of 
NMP posts in EDs/UTCs will continue to be inhibiting to 
wider spread and adoption.

Further investigation is required to consider whether 
these findings are generalisable to other specialties, and 
to similar health systems in other countries.

Limitations and strengths
We identified three limitations of the study. The first 
limitation was that the mixed methods data collec-
tion was dependant on publicly available documents of 
NHS organisations and details of senior NHS posthold-
ers, which proved less accessible at the meso level due 
to NHS reorganisations before and during the study. We 
tried to mitigate this through a systematic method of 
national and regional website searching and cross refer-
encing. A second limitation was the smaller number of 
senior participants interviewed than we had planned, in 
part due to the timing of approaches through surges of 
the COVID-19 pandemic and associated public health 
campaigns. We were able to ensure that participants who 
were able to be interviewed represented diversity in lev-
els, regions and organisations of the health system. The 
third limitation was that some of the research team have 
investigated new roles in the NHS through a number of 
funded studies which may have influenced their inter-
pretation of the findings from prior knowledge, although 
this could also be a strength. Input from the wider team 
helped mitigate this as it included members who have 
not undertaken investigations of this topic and brought 
diverse clinical, managerial, and academic discipline per-
spectives. A strength of this study use of mixed methods 
which enabled data collection at both macro and meso 
levels. A further strength was the study was framed theo-
retically, and this was used in the analysis and to propose 
new lines of empirical enquiry.

Conclusion
This study investigated the implementation of NMPs in 
EDs/UTCs in England from macro and meso perspec-
tives synthesizing evidence from documentary analysis 
and interviews. The evidence suggested the numbers of 
NMPs were relatively small, unevenly distributed and 
growth uncertain. A broad macro level policy support 
was identified but in a general rather than prescriptive 
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form which appeared to result in little tangible sup-
port at the meso level of the system. Subsequent to the 
study, further national policy has been issued directed 
to the recovery of the urgent and emergency services 
and increased employment of NMPs [47]. Longitudinal 
study is required to identify the extent to which this is 
implemented and whether factors identified in this study 
endure. While we identified many features of a system 
ready to introduce workforce innovation there appeared 
to be much ambiguity surrounding NMPs in EDs/UTCs 
and the potential for conflict with other professional 
groups. There were many uncertainties reported about 
regulation, governance and multiple credentialling sys-
tems of NMPs in ED/UTCs. This warrants consideration 
over time too and in the context of other health systems 
where regulation has been established. An additional 
reported area of ambiguity was whether or not there 
was research evidence documenting the relative advan-
tage of including NMPs within the staffing of ED/UTCs. 
The production of such evidence, disseminated in a for-
mat easily accessible to senior clinicians and managerial 
policy makers requires urgent attention for short- and 
long-term workforce planning. Further investigation is 
required to consider whether these findings are general-
isable to other specialties, and to similar health systems 
in other countries.
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