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Executive Summary

Professional Nurse Advocates (PNAs) and Professional Midwife Advocates (PMAs) describe
their role as simultaneously supporting individual practitioners and influencing service
development through the A-EQUIP model.

Restorative clinical supervision and the creation of psychologically safe spaces are central

to how advocacy is enacted in day-to-day practice.

PNAs and PMAs perceive themselves as challenging blame cultures and enabling small,

practitioner-led changes that cumulatively improve quality of care.

While advocacy builds resilience and professional growth, there is a recognised tension
between strengthening resilience and inadvertently normalising unsustainable workplace

pressures.

Professional advocacy is a powerful lever for cultural change. When properly
resourced, it can strengthen wellbeing, retention and quality improvement by
embedding reflective, practitioner-led development into everyday work.




Beneficent Disruptors: A Qualitative Descriptive Analysis

Introduction

The introduction of the Professional Nurse Advocate (PNA) and Professional Midwife Advocate (PMA)
roles in England represents a significant workforce initiative aimed at improving retention, wellbeing and
quality of care. Rooted in the Advocating for Education and Quality Improvement (A-EQUIP) model, these
roles combine restorative clinical supervision, quality improvement, education and development, and
professional advocacy. National policy positions the roles as central to workforce transformation,
particularly in response to high vacancy rates, increasing complexity of care, and escalating reports of
stress and burnout across nursing and midwifery.

Despite ambitious policy intentions, there has been limited empirical exploration of how PNAs and PMAs
enact their role in routine practice. This qualitative descriptive study, conducted within a large NHS Trust
serving approximately one million people, addresses that gap by examining how registered PNAs and
PMAs experience and describe their work. Fourteen semi-structured interviews were undertaken with
eight PNAs and six PMAs across acute and community settings. Participants represented a range of
seniority, predominantly Bands 7 and 8, and brought diverse service perspectives. The study forms part

of a wider Trust-funded evaluation of the implementation and impact of professional advocacy.

Transforming in Tandem: Individual and Service Development

Thematic analysis revealed a role that participants understood as both relational and transformative. The
first overarching theme, described as “Transforming in Tandem”, captures how advocacy was perceived

to support simultaneous change at individual and service levels.

Rather than providing direct solutions, PNAs and PMAs described facilitating reflective conversations that
enabled colleagues to identify their own strategies for improvement. This approach was seen as critical
to sustaining change. By encouraging practitioners to generate contextually relevant actions, advocates
fostered ownership and professional agency. These individual insights often translated into small practice
changes, which cumulatively contributed to service development.

This reflects the core intention of the A-EQUIP model that quality improvement becomes embedded in
everyday practice through empowered staff engagement. Advocacy, therefore, was not described as

separate from quality improvement, but as a relational pathway into it.



Restorative Clinical Supervision: Emotional Processing and Reflection

Restorative clinical supervision emerged as a defining feature of the role. Participants consistently
described advocacy encounters as restorative in focus, centring on emotional processing, containment

and professional reflection.

In the aftermath of the COVID-19 pandemic, during which the PNA role was rapidly expanded, this
restorative function was particularly significant. Many practitioners were experiencing fatigue, moral
distress and burnout, and within this context, PNAs and PMAs saw themselves as offering structured time

and protected space to pause, reflect and recalibrate.

Importantly, restorative supervision was not described as purely therapeutic; it provided the emotional
groundwork necessary for practitioners to re-engage constructively with their roles. Reflection enabled
clarity, reframing and renewed professional confidence, which in turn supported safe and effective care

delivery.

Creating Safe Spaces: Psychological Safety in Practice

Closely linked to restorative supervision was the theme of creating safe spaces. Advocacy was
consistently characterised as distinct from managerial, investigatory or performance-driven
conversations. Participants emphasised confidentiality, non-judgement and psychological safety as
defining features of the advocacy encounter. By operating outside traditional line management
structures, PNAs and PMAs were able to provide a setting in which colleagues could articulate emotional
responses to complex clinical events, interpersonal tensions and organisational pressures. This
separation from appraisal or disciplinary frameworks was seen as essential in fostering openness.

The safe space also facilitated forward planning. Conversations often moved from emotional expression
towards constructive reframing and identification of realistic next steps. In this sense, psychological

safety was not an end in itself, but a precondition for professional growth and change.

Challenging the Status Quo: Counteracting Blame Culture

Another prominent theme concerned the subtle disruption of blame culture. PNAs and PMAs described
frequently encountering practitioners who internalised systemic pressures as personal failure. Advocacy
conversations sought to re-situate difficulties within organisational and contextual realities. This
reframing was experienced as empowering, shifting the narrative from individual deficit to system
complexity. Advocates enabled practitioners to move beyond defensiveness and towards problem-
solving, which aligns with contemporary patient safety principles that emphasise systems thinking rather
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than individual culpability. In this way, PNAs and PMAs acted as quiet cultural disruptors, challenging
entrenched norms without adopting adversarial positions, with their influence being described as

incremental yet meaningful.

Empowerment, Development and Professional Growth

Empowerment and development formed a further thematic strand. Participants viewed advocacy as
fostering professional growth by helping colleagues recognise their potential and engage with continuing
professional development.

Advocacy encompassed emotional, educational and career-focused elements. Coaching techniques,
structured reflective prompts and facilitated conversations were used to stimulate insight and goal-
setting, and participants frequently described moving beyond immediate issues to explore longer-term
aspirations and development pathways. This integration of restorative and formative functions
demonstrates the breadth of the A-EQUIP model. Advocacy was experienced not simply as support during
difficulty, but as an ongoing developmental relationship that could enhance professional confidence and

engagement.

The Complexities of Resilience

Resilience was frequently invoked both as an outcome and a goal of professional advocacy. Participants
described supporting colleagues with rebuilding confidence, strengthening coping strategies and
maintaining professional commitment in demanding contexts. However, the findings also revealed a
nuanced understanding of resilience’s limits. Some advocates expressed concern that an overemphasis
on individual resilience might obscure structural issues or inadvertently normalise excessive workload and
chronic stress. Supporting resilience was viewed as necessary, but insufficient in isolation.

This tension highlights the need for professional advocacy to operate alongside organisational change,
but building individual capacity must not replace systemic responsibility for safe staffing, supportive

leadership and manageable workload.

Organisational Integration and Implementation Challenges
While participants were largely positive about the potential of the PNA and PMA roles, they also described
practical barriers. These included limited protected time, variable managerial understanding of the role,

and inconsistent visibility across services.



The literature review conducted within the wider project similarly identified limited practice-based
evaluation and few clear service-level strategies for implementation. Without explicit organisational
endorsement and integration into governance structures, the impact of advocacy is likely to be
constrained. Sustained success appears to depend on strategic alignment, protected time allocation, and

clear communication regarding the distinct purpose of advocacy within the workforce support framework.

Conclusion

PNAs and PMAs in this Trust described their role as quietly challenging unhelpful norms, fostering
reflective dialogue and enabling incremental change. Their work operates at the intersection of emotional
support, professional development and quality improvement.

The findings suggest that professional advocacy functions as a cultural mechanism within healthcare
organisations, and embedding restorative supervision and reflective practice into everyday work, PNAs
and PMAs contribute to staff wellbeing, professional agency and service improvement. However, for
advocacy to reach its full potential, it must be adequately resourced and integrated within broader
organisational strategies.

As workforce pressures continue, professional advocacy offers a structured and relational approach to

sustaining both practitioners and the quality of care they deliver.
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