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Executive summary 

Key Points 

• The evaluation examined how Professional Nurse Advocates (PNAs) and Professional 
Midwifery Advocates (PMAs) contribute to workforce wellbeing, staff retention, and service 
development in East Suffolk and North Essex NHS Foundation Trust (ESNEFT). 

• Despite a formal structure being in place, much of the professional advocacy (PA) occurs 
informally, driven by individual relationships and initiatives rather than systematic delivery. 

• PA roles are perceived as supportive and empowering, especially through their use of 
reflective practice, career coaching, and emotional support; however, access remains 
inconsistent, and the PA identity lacks clarity in the broader workforce. 

• The evaluation recommends structured, context-sensitive approaches to embed PA into 
routine practice, emphasising shared responsibility, operational integration, and sustainable 
role development. 

Background and Rationale 

This evaluation responds to the Trust’s strategic aim of embedding professional advocacy (PA) 
roles—Professional Nurse Advocate (PNA) and Professional Midwifery Advocate (PMA)—as 
mechanisms to address staff wellbeing, retention, and quality of care. PA roles were introduced 
nationally in response to workforce strain and professional stress, particularly following the COVID-
19 pandemic, with the Advocating for Education and Quality Improvement (A-EQUIP) model at their 
core. The model emphasises four pillars: restorative clinical supervision, personal action for quality 
improvement, education and development, and professional advocacy. 

Despite policy endorsements and increasing adoption across NHS Trusts, there is limited empirical 
evidence about how PA functions in practice. This evaluation was designed to fill this gap within 
ESNEFT and to support local and national service development. 

Evaluation Design 

Conducted over three years, the evaluation comprised four interlinked workstreams: 

1. WS-1: Organisational Context 
Mapped PA roles, governance structures, training uptake, and workforce distribution. Noted 
growth in registrations but highlighted persistent challenges in visibility, accessibility, and 
formal policy integration. 

2. WS-2: Qualitative Interviews with PAs 
Explored how PA is enacted by trained advocates. Identified themes around safe spaces, 
emotional support, empowerment, and the shift away from a blame culture. Advocates 
were described as “beneficent disruptors,” quietly promoting systemic and individual change 
through reflective dialogue and coaching. 

3. WS-3: Staff Perspectives (Survey and Focus Groups) 
Surveyed 407 staff and conducted 13 focus groups with 53 participants. Found varied 
awareness of the PA role, with access often relying on informal networks. Staff reported 
strong benefits when engaging with PA, particularly for emotional wellbeing and career 
planning, but highlighted uncertainty about how to engage and a lack of time/resources. 
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4. WS-4: Co-production of Resources and Recommendations 
Synthesised findings to co-design resources with staff and leaders. Developed actionable 
outputs (e.g., posters, intranet content, QR-based access systems) to improve 
communication and service uptake. 

Key Findings 

• Growth but Gaps: PA registrations have grown significantly—from 20 in 2022 to 73 in 
2025—but most remain clustered in senior roles at two main hospital sites, limiting reach. 

• Informal Influence: Much advocacy happens in hidden, unstructured interactions. These 
moments are deeply valued but not formally recognised in workload or governance. 

• Restorative Impact: Staff described feeling heard, supported, and empowered after 
engaging with PA. Career coaching and emotional support were often more impactful than 
technical skills-based conversations. 

• Access Barriers: Staff unfamiliar with PA frequently viewed it as inaccessible or irrelevant, 
particularly when unclear job descriptions or lack of protected time for PA delivery reduced 
visibility and effectiveness. 

• Cultural Tensions: The PA model’s emphasis on resilience occasionally risked reinforcing a 
culture of self-coping rather than institutional responsibility for workforce stress. 

Implications for Practice and Policy 

Professional advocacy in ESNEFT offers significant potential to transform staff experience and service 
quality. However, to achieve this, PA must transition from a niche, relationally driven initiative to a 
consistently delivered, well-integrated component of the Trust's organisational culture. 

This includes clearer messaging about what PA is and is not, adequate infrastructure and support, 
protected time for delivery, and strong strategic leadership to ensure visibility and uptake across all 
services. PA should not be reserved for crisis points but embedded in everyday practice as a 
preventive, developmental, and cultural asset. 

Recommendations 

Recommendation Assigned to 

1. 1. Strengthen organisational support and infrastructure for 
professional advocacy  

Chief Nurse 

2. 2. Enhance awareness and accessibility of professional advocacy 
services  

Lead PA 

3. 3. Expand and standardise CPD for professional advocates  Associate Chief Nurse 
(Education & Research) 

4. Embed professional advocacy into workforce retention 
strategies 

Head of Clinical Workforce 

5. Develop a systematic approach to evaluating advocacy impact  Lead PA 
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Foreword 

 

This report details a collaborative project between ESNEFT and ARU to investigate the role of ESNEFT 

staff in the development and delivery of professional advocacy. While we always knew that ESNEFT 

staff played a key part, this understanding was based on experience rather than documented 

investigation. We sought further, context-sensitive evidence. To achieve this, a mixed-method 

evaluation was undertaken over a three-year period, with data gathered from staff feedback and 

numerical analysis. The four workstreams combined detailed and broad approaches to understanding 

PA across ESNEFT. We deliberately focused on nurses and midwives, as PA was initially targeted at 

these workforce areas. However, we found that the principles and practices of PA are likely to be useful 

across the entire healthcare workforce.  

The findings reveal that professional advocacy is indeed taking place, often in hidden, informal 

interactions rather than in observable, structured PA sessions. The close relationship between the 

evaluation methods and the participants ensured that the project connected with day-to-day activities, 

rather than focusing solely on broader organisational and process issues. This approach represents a 

step change in understanding both the function and potential benefits of PA in the context of ‘real 

world’ application. 

The recommendations set out in this report are tactical, operational, and strategic. Moving forward, 

these recommendations can apply to individual circumstances and support managers and senior 

leaders in their strategic decision-making. The operational impact will come from supporting PAs and 

those who access the PA service to embed professional advocacy as part of routine practice, not just 

a process for when things go wrong. The strategic message is that professional advocacy needs to be 

delivered in a coordinated fashion while recognising the value of informal interactions. The central 

issue is to ensure clear and consistent messaging about what professional advocacy can offer in ways 

that are timely and relevant in busy environments. The need to access professional advocacy is often 

nuanced to the individual and closely tied to their everyday working practices and challenges; the 

overarching issues associated with engagement with professional advocacy span skill development, 

career conversations, and professional relationships. We observed less involvement with direct service 

improvement initiatives, but these were present in more subtle ‘in-situ’ ways. 

The outcomes from this project suggest that solutions are less about providing greater resources and 

more about ensuring that existing resources are better understood by Professional Advocates and 

those who access professional advocacy. No single mechanism will be successful; instead, a layered, 
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constant, and consistent messaging from individuals and the Trust, tuned to the workforce's needs, 

should ensure the best chance of matching those needs with provision. The hard work of the 

evaluation team is nearing an end, but the harder work for those supporting PA continues. 

 

 

Marie Alexander RMN, BA (Hons), MSc 

 

Associate Chief Nurse (Education and Research) 

East Suffolk and North Essex Foundation Trust
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1. Introduction 

The purpose of this evaluation (the project hereon) was to understand the implications of the newly 

established Professional Nursing (PNA) and Midwifery Advocacy (PMA) roles in East Suffolk and North 

Essex NHS Foundation Trust (ESNEFT - the Trust from hereon) in the UK. Set in the context of an 

increasing workload, shortfalls in staffing and the growing complexities of care, The Courage of 

Compassion document (West, Bailey, and Williams, 2020) indicates that nurses and midwives’ 

wellbeing is inherently linked to their professionalism, the quality of care they provide and the health 

outcomes for individuals and communities.  At a local level, the Trust commitment to exploring the 

implementation and efficacy of Professional Advocacy (PA from heron) was signalled by the 3-year 

funding and interorganisational approach.   

The concept of PA in relation to the nursing/midwifery professions stems from supervision in 

midwifery, with the roll out to the nursing profession coming as a direct response to the COVID-19 

pandemic (Ariss, Earley, and Merodoulaki, 2017).  Initially, PA used the Advocating for Education and 

Quality and Improvement (A-EQUIP) model. The function of A-EQUIP was expected to:  

‘support a continuous improvement process that builds personal and professional 

resilience, enhances quality of care, and supports preparedness for appraisal and 

professional revalidation. The aim of using the A-EQUIP model is that through staff 

empowerment and development, action to improve quality of care becomes an intrinsic 

part of everyone’s job, every day in all parts of the system’ [NHS England 2017, p11].  

With the roll out to nursing, a fourth function of the model was added: personal action and quality in 

practice improvement (Whatley, Stephens, and Sterry 2021). From this, the PNA/PMA role has four 

distinct elements, firstly to advocate for the patient, fellow midwives/nurses, and healthcare staff. 

Secondly, to provide clinical supervision using a restorative approach. Thirdly, enable midwives/nurses 

to undertake personal action for quality improvement and finally, to promote the education and 

development of midwives/nurses.   

The purpose of the PA role is strategically linked to the to the NHS Long Term Plan (NHS England 2019), 

NHS People Plan (2020/21) NHS England (2020), and to the NHS Workforce Plan (2023) as the central 

tenets surround retention through constructing positive and proactive workforce cultures. By raising 

the profile of continuing professional development and further integration with organisational local 

governance, the intension of the PA role is to support practitioners to develop themselves and the 

services that they work in. Despite ambitious intentions for the professional advocacy role in nursing 

and midwifery, to date, an initial rapid literature review suggested little was known about the efficacy 
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of PA, how the role was implemented at a local level and, the potential implications (or not) on 

professional wellbeing and retention.  This evaluation seeks to join this wider workforce conversation 

by examining what is happening in one Trust from a staff-based perspective.  
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2. Background 

In the UK, there are approximately 50,000 nursing and midwifery vacancies (Palmer and Rolewicz, 

2022). The NHS Staff Survey (2020) suggests this is likely to increase, with 49% of respondents 

reporting work-related stress that had impacted their health, and 40% indicating experiences of stress 

and burnout (Kinman, Teoh and Harris, 2020). This signals a critical need to support professional 

wellbeing within the work environment (Department of Health and Social Care [DHSC], 2022b), as well 

as a parallel need to retain nurses and midwives (Holmes, 2022) and strengthen service development 

(NHS England & NHS Innovation, 2021). One response to these issues has been the introduction of 

Professional Nurse and Midwifery Advocacy (PNA/PMA), collectively referred to in this report as 

Professional Advocacy (PA). 

PA, though rooted in midwifery supervision, has evolved into a broader mechanism for supporting 

clinical staff, particularly in response to the COVID-19 pandemic (Ariss, Earley, and Merodoulaki, 2017; 

May, 2021). Initially developed to replace statutory midwifery supervision, the A-EQUIP (Advocating 

for Education and Quality Improvement) model underpins the PMA and later the PNA roles. The model 

was created to boost resilience, support professional development, and improve care quality. Initially, 

A-EQUIP focused on restorative supervision, quality improvement, and education and development 

(NHS England, 2017) but was later expanded to include a fourth function—personal action for quality 

improvement (Whatley, Stephens and Sterry, 2021). 

The PA role is strategically linked to national workforce policies including the NHS Long Term Plan 

(2019), the NHS People Plan (2020/21), and the NHS Workforce Plan (2023). These documents all 

prioritise retention, professional development, and positive workplace culture. However, despite 

strong policy backing, the implementation and impact of the PA role remain under-researched. 

Emerging literature tends to focus on discrete outcomes such as empowerment (Lees-Deutsch et al., 

2023), burnout (Miles, 2023), and critical care support (Wade, 2023), rather than on how the role is 

understood and applied in routine practice across diverse settings. 

A significant challenge lies in the lack of consensus around what PA entails. While patient advocacy is 

a familiar concept (Annas and Healey, 1974; Curtin, 1979; Abbasinia, Ahmadi, and Kazemnejad, 2020) 

and defined by the Royal College of Nursing (2023) as supporting individuals to have their voices heard 

and rights upheld, there remains ambiguity around advocacy for professionals by professionals 

(Engward, 2025). Scott and Scott (2020) note the limited mention of advocacy in regulatory guidance, 

with the NMC (2018a; 2018b) offering minimal direction. Attributes such as empathy, motivation, 

accountability, and resilience have been suggested as critical to advocacy (Choi, 2015), but application 
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in the professional context remains emergent. Patient care remains central (Whatley, Stephens and 

Sterry, 2021), yet the evolving focus on peer support signals a paradigm shift that may need broader 

cultural and structural recognition. 

The origins of the current advocacy model lie in midwifery, where clinical supervision has historically 

responded to concerns around patient safety and professional standards (Flynn, 2012; Care Quality 

Commission, 2013; Francis, 2013; Kirkup, 2015; Ockenden, 2022). Although supervision is well 

established in guidance, there is little consistency in how it is practised across healthcare settings 

(Jones, 2022), nor in how it links to outcomes such as retention and wellbeing. The A-EQUIP model 

seeks to address this by integrating supervision with professional development and service 

improvement. However, there is limited empirical scrutiny of the model’s effectiveness or how the four 

elements—restorative supervision, education and development, personal action, and advocacy—are 

operationalised in practice (Proctor, 1987; NHS England, 2021). 

In midwifery, the transition to the PMA role marked a move from statutory to employer-led 

supervision. This shift was prompted by national reviews which concluded that supervision should be 

separated from regulation (PHSO, 2013; The King’s Fund, 2015; Department of Health, 2016). The 

value of supervision was preserved in the A-EQUIP model, which allowed NHS Trusts the flexibility to 

tailor implementation based on local workforce needs (Dunkley-Bent, 2017), although concerns 

remain around inconsistency and lack of resource allocation (Capito et al., 2022; Henshaw, Clark and 

Long, 2011). 

To support pandemic recovery, NHS England rolled out PNA training in March 2021. This level 7-

accredited programme incorporates all four A-EQUIP components, with an emphasis on restorative 

supervision and quality improvement. PA training aims to improve leadership capability, support 

professional reflection, and equip nurses and midwives to proactively respond to service pressures 

(NHS England/NHS Improvement, 2021; Whatley, Stephens and Sterry, 2021). Alongside this, national 

governance guidance was introduced, directing Trusts to maintain live PA registers and establish 

appropriate support ratios, alongside workforce reporting and data collection processes. 

However, despite these structures, the rollout has faced challenges, including limited operational 

guidance, resource constraints, and uneven implementation across Trusts (Smythe et al., 2023). There 

is a pressing need to understand how PA functions in real-world settings, how it is perceived by staff, 

and what facilitates or hinders engagement. Recent studies have begun to illustrate the potential 

benefits of the role. For example, staff supported by PAs report improvements in empowerment, 

resilience, job satisfaction, and quality of care (Armstrong et al., 2022; Ahmed et al., 2022; Lees-
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Deutsch et al., 2023; Sharman et al., 2024). Yet, concerns around access, clarity, and time to engage 

persist. 

This evaluation seeks to contribute to these emerging discussions from a practice-based perspective. 

By aligning with Trust priorities, it aims to explore how PAs understand and implement their roles, how 

their work is perceived by other professionals, and what prevents wider engagement. The evaluation 

structure focuses on the implications of PA for workforce wellbeing, service delivery, and sustainability, 

ultimately seeking to inform the future development and scaling of the PA role both locally and 

nationally. 

   

2.1 Search and Selection   

We conducted a rapid literature review between July 2022 – November 2022 because there was a 

more in-depth, national review underway, funded by NHS England, which was subsequently published 

by Lees-Deutsch et al (2023). Not to not to duplicate, we focussed on gathering a current overview 

(Table 1) of where literature and evidence is focussed on.  We then used this information to situate 

our evaluation.   

Table 1: Rapid literature review inclusion and exclusion criteria 

Criteria 

Inclusion PMA/PNA focus, UK, primarily practice based  

Exclusion Patient advocacy, advocacy for the profession, advocacy for the community, policy 

advocacy, not UK, primarily theory based.  

 

The data bases searched included: CINAHL Plus, Medline, Psychology and Behavioural Sciences 

Collection, Google Scholar.  The search and selection strategy identified 21 resources ranging from 

commentary to primary research and a thematic analysis generated three key findings.  

2.2 Findings  

Firstly, the literature and evidence has focused on announcing the arrival of professional advocacy for 

midwives (Ariss, Earley, and Jokhi, 2016; Dunkley-Bent, 2017; Martin, Stephens, and Dennis, 2018; 

Purdy and Read, 2019, Kerelo, 2020) and nurses (May, 2021; Whatley, Stephens, Sterry, 2021; Capito 

et al, 2022, Pearce, 2022). Many publications describe the accepted A-EQIP model for providing 

advocacy, with connections to coaching and mentoring skills (Thomas, 2022; Wells, 2022). The lens of 

personal reflection is widely used to present ‘in-action’ narratives (Juergens, 2018; Darling, 2021). 
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There are some comparisons between previous supervisory models an A-EQIP (Wain, Britt and Divall, 

2018; Macdonald, 2019).    

Secondly, there is limited implementation information and how professional advocacy occurs from a 

service perspective and attention is given to aspects of the A-EQUIP model. In other words, there is a 

lack of service level strategies to make professional advocacy happen are unclear. Sterry (2019) has 

evaluated a professional midwifery advocate quality improvement project, however attention is mostly 

given to the individual experience (Devereaux, 2022; Kont, 2022), rather than the processes required 

to roll professional advocacy out to the workforce. Similarly, Griffiths (2022) focussed using restorative 

supervision to help nurses during the Covid-19 pandemic.    

Thirdly, practice-based evaluation is missing from the evidence, both in terms of the methods for 

evaluation and the outcomes of evaluation.  There is some commentary about the barriers and 

enablers to implementation for professional midwifery advocacy (Rouse, 2019). Where evaluation is 

present, the work is mostly framed in the educational context rather than the practice setting (Muscat, 

Morgan, and Hammond, 2021).   

2.3 Conclusion   

In the disciplines of nursing and midwifery, the literature and evidence base for professional advocacy 

is evolving. However, practice-based inquiry relating to implementation is limited. The need to enquire 

further into the understanding and application of PA from a multi stake-holder perspective is apparent. 

Therefore, this evaluation is necessary and timely to develop strategic, evidence-informed and context 

sensitive decision-making aligned to the requirements of the Trust and the workforce.   
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3. Evaluation Design 

This evaluation used a mix of methods approach (Creswell and Plano Clark, 2018). The range methods 

used allow different perspectives to be gathered and used to meet the evaluation objectives. Four 

workstreams (WS) were identified, each with its own method, recruitment, data collection, analysis, 

and reporting. The project team integrated the data sets and findings from the four workstreams to 

gain an understanding of what is happening using a variety of viewpoints to ascertain if, how, when 

and where PA is functioning or could function more effectively in the Trust. Therefore, the implications 

(or not) of PA were investigated through the lived experiences of those who are PA’s, those nursing 

and midwifery staff who use of the role, and importantly, those who do not.  Each workstream (WS) is 

detailed as follows. This project implemented a novel interorganisational role to support delivery and 

dissemination of the project. This in-place project coordinator role is explained in detail in Appendix F. 

3.1 Project Design  

3.1.1 Workstream 1 

Workstream 1 (WS-1) scoped the organisational context of the Trust, internal policy and documents 

were analysed and compared to nationally held data, PMA guidance (NHS England, 2017), PNA 

guidance (Whatley, Stephens, and Sterry, 2021) and information from the recent national evaluation 

(Lees-Deutsch et al, 2023). Ongoing charting provides evidence of the numbers and locations of those 

on the ESNEFT PA register.   

3.1.2 Workstream 2  

Workstream 2 (WS-2) aimed to understand the PNA/PMA experience of implementing the role in 

practice, semi-structured interviews using open ended questions were conducted with PNA’s/PMAs 

across the organisational locations. Questions were developed from the wider literature review, key 

national policy documents and analysis of local organisational scoping review. The questions centred 

on participant experiences of being a PNA/PMA, including what they hoped to achieve. Examples 

included how professional advocacy may/may not have resulted in QiP, retention and wellbeing, 

barriers to implementing the role, and their thoughts as to how the role could be best utilised in 

relation to QiP, retention and wellbeing.  Descriptive demographic questions were asked to identify 

the band of the interviewee, current position, length of service and area of practice. To ensure 

consistency, one interviewer conducted the WS2 interviews. In preparation, two pilot interviews pre-

tested the interview schedule and recording technology. The interviews were anticipated to last for 1 
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hour to allow for detailed conversation, instigated by the prompts. The interview transcription 

redacted all biographical/identifiable details. Thematic analysis identified themes and their 

concomitant categories. As a data repository, NVivo provided team access to the data for blind coding 

to check credibility as the coding progresses, and the increase the capacity for cross-linking data in the 

four workstreams. The qualitative findings are integrated with the quantitative data from the WS3i 

(staff cross sectional survey) and WS3ii Focus groups.   

3.1.3 Workstream 3  

Workstream 3 provided an understanding of the nursing/midwife staff awareness of PNA/PMA, this 

workstream was split into two parts (i and ii).  

Part i (WS-3i) conducted a whole nursing/midwifery staff (n = 3,650) online survey to identify if the 

PNA/PMA role is known, how it may be known /used/types of impact resulting from engagement, and 

conversely, if the role is not known. The survey questions were informed by the data analysis from 

WS1 & 2, and from wider available data detailed in the extant literature. The calculated intended 

sample size (a return from 360 nurses/midwives for a 95% confidence interval) was exceeded (N=407) 

3 weeks before the anticipated survey end. The project team collaborated with the Trust 

Communications Team to, 1) distribute the online survey used JISC Online Surveys via the Trust staff 

email system, 2) issue notifications issued across the staff intranet and 3) display posters (with the 

survey QR code) throughout the Trust. The project coordinator also visited services and teams to share 

information and provide direct survey access using a digital tablet    Survey completion was voluntary, 

confidential, and anonymised. The survey offered the option to participate WS3ii focus groups, 

detailed below. The survey analysis is presented as descriptive and inferential statistics. The data from 

WS3i informed the composition and prompt questions for WS3ii.   

Part ii (WS-3ii) collected data from 13 focus groups, with 53 participants. Participant recruitment 

involved either their agreement to take part from the staff survey, or through a general invitation sent 

across the Trust sites and e-communications. The main question asked what an effective ESNEFT PMA 

/ PNA Service ‘looks like’ in practice? Hence the prompt questions sought to draw out the participants’ 

attitudes, feelings, beliefs, experiences, and reactions to issues identified in WS2 and WS3i. Two focus 

groups were held with nurses and midwives who had accessed professional advocacy, nurses and 

midwives who had not accessed professional advocacy, PMAs and PNAs, and Trainee PNAs and PMAs. 

The focus groups promoted interaction between participants to highlight their views, language, values, 

and beliefs of PA. Interaction also enabled participants to ask questions of each other, as well as to re-

evaluate and reconsider their own understandings of professional advocacy in the context of their own 
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practice. WS3ii provided a mechanism to check and refine insights developing from the previous 

workstreams and inform the programme of activities for WS4 (application and dissemination).   

3.1.4 Workstream 4 

Workstream 4 was co-developed and responded to the project evidence and Trust priorities. Using the 

integration of findings from the prior three workstreams, working groups were held between 

December 2024–May 2025 comprising of Trust stakeholders, including PA’s, nurses / midwives who 

had used/not used the PA service along with Trust leaders. As a result, co-produced resources were 

generated to raise the prominence of PA in the Trust as well as offering source of reusable information 

products that could be set across various communication platforms. This real-world approach to 

translating the findings into practice ensures context-sensitive outcomes.  

3.2 Sample and Recruitment  

 3.3.1 Sampling  

Purposeful recruitment was used for each workstream, aligned with objectives to ensure 

representation of PAs and nurses/midwives who had or had not used the PA service. Sampling occurred 

across various Trust locations (city, rural, coastal) and involved snowballing by word of mouth. Table 2 

details the recruitment and data collection strategy. The Trust gatekeeper managed the agreed 

recruitment, and the project coordinator promoted opportunities to participate across organisational 

networks, e.g., staff e-mail, staff meetings, newsletters. The project was advertised on flyers and 

posters and agreed with the Trust Communications Team, including an ARU hosted website.   

Potential participants were provided with a Participant Information Form (PIF) and Consent Form (CF) 

detailing data management, data collection, analysis and reporting. Following the return of a signed 

consent form, timings were negotiated for the interviews and focus groups. Prior to involvement in 

any of the data gathering activities, information was given about participant rights, including 

withdrawal options and the ethical implications of participation and data dissemination plans.  
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Table 2: Recruitment and data collection strategy 

WS  Objective  Sample  

 1  To scope the current organisational context 

in uptake of PNA/PMA roles  

Scope of organisational policy and PNA/PMA 

register  

 2  To understand the experience of being a PA, 

and the role in relation to QiP, staff wellbeing 

and retention  

PNAs and PMAs n = 14  

 3  To understand how staff 

understand/access/use PA services 

Part i: Whole nurse/midwife workforce online 

survey re: awareness of PA role n = 3652  

Part ii: Focus groups (n = 53):   

x2 for those who have used PA   

x2 for those who have not   

2x registered PMA’s and PNA’s   

2x trainee PMA’s and PNA’s   

4  To co-develop Trust-specific, evidence-

based, sustainable resources and 

recommendations for embedding PA. 

Consultation with core stakeholders e.g., 

PNA/PMAs, nurses and midwives, Trust leaders 

etc  

  

3.3 Data Collection Methods   

WS  Rapid 

Review  

Interviews  Survey  Focus 

groups   

Workshop  PNA  PMA  Nurses & 

Midwives  

Trust 

Leads  

1  X     -- -- -- -- 

2   X    X X   

3i    X     X  

3ii    X  X X X  

4      X    X 
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3.4 Ethical Approval  

Ethical approval was gained by ARU Research Ethics Committee for each workstream (WS-1: ETH2223-

0409, WS-2: ETH2223-2520, WS-3i: ETH2223-9518, WS-3ii: ETH2223-2520). Permission for the 

evaluation was gained from ENEFT Research and Development for the evaluation life span. As this was 

an evaluation and explored staff experiences and views, IRAS approval was not required (confirmed 

via the IRAS checklist, the Trust Research Team and ARU Ethics Panel). The deputy chief nurse held the 

gatekeeping role. The Trust seconded a PMA to coordinate communication, recruitment, and data 

collection. Honorary contracts were issued to the ARU project team and a Data Sharing Agreement 

confirmed via the legal teams in each organisation on 14/12/22.  
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4. WS-1: Organisational context 

4.1 Introduction  

Workstream 1 aimed to describe the context of professional nursing and midwifery advocacy in the 

Trust (Diagram 1). The data represents initial scoping from December 2022 and tracks the project's 

development, including the number of registered PAs, their roles, and their locations within the Trust. 

 

Figure 1: Workstream 1 purpose 

  

4.2 Timeline   

A longitudinal series of scoping exercises (Table 4) details information about nursing and midwifery 

staff registered on the Trust data base as PNA’s and PMA’s during the lifespan of the project. This report 

details data collected between Sept 22 – Jan 24.  

Table 3: Workstream 1 timeline 

Workstream 1: Preparation    From    To  

Organisational scoping (1)  01/09/22  01/02/23  

Extended mapping   07/03/23  31/11/23  

Registration review (2)  01/07/23  31/09/23  

Workstream 1 write up 31/11/23  01/02/24  

Registration review (3)  01/02/24  01/03/24  

Registration review (4)  01/09/24  01/10/24  

Registration review (5)  01/02/25  01/03/25  
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4.3 Scoping Organisational Advocacy Registrations 

NHS England issued Trust-based governance guidance for data collection and reporting in December 

2021 (updated October 2023). The guidance states that the implementation of the PNA and PMA roles 

is employer-led. Workstream 1 used NHS England's suggested actions (2021) to underpin the scoping 

exercise. The objective from NHS England (2021) directed each Trust to organise and maintain a live 

PNA/PMA register. This register aims to facilitate succession planning and maintain a 1:5 to 1:20 

PNA/PMA-to-nurse ratio, depending on the setting, while establishing a PNA/PMA community of 

practice. 

Table 4: Organisational Scoping 1 (first data set presented by the Trust) 

Question   Outcome  

How many professional advocate roles (registered 

positions) are currently in the Trust?    

13 PNA  

7 PMA  

Which services are aligned to a professional 

advocate (PNA & PMA)?    

Professional nurse advocate not specifically aligned to 

services  

What is the ratio between professional advocate 

and supervisees?  

Insufficient numbers of current PNAs / PMAs to give 

reasonable ratio; Approx 3000 registered nurses and 

midwives are working in the Trust.     

What is the process for connecting professional 

advocate with supervisee?  

No current policy. Anecdotally, word of mouth.  

What are the current supervisory structures / 

policies?    

Clinical supervision policy (in process of update)  

What is the process into the professional advocate 

role for nurses and midwives?    

General notification sent out via global Trust systems   

What types of support mechanisms/ services staff 

access in practice?  

Wellbeing Hub  

How do staff know how to access PNA / PMA?  Midwives – PMA established in routine practice (legacy 

knowledge, previous supervisory structures)   

Nurses – Individual contacts (e.g., know someone)  

Informed via OSCE training  

 

In addition, a monthly provider workforce return (PWR) and qualitative data from PNA/PMA was 

requested to enable local, regional, and national oversight and evaluation of the implementation of 

the PA role and A-EQUIP model (starting 01/11/21). However, Smythe, et al (2023) noted that 

nationally, the PA roll out faced a combination of challenges including limited practical implementation 



 

 21 

guidance and operational pressures. Table 5 presents the findings from the initial scoping (September 

2022 to January 2023).  

Therefore, the ongoing organisational scoping review described:   

1) the number of registered PNAs/PMAs   

2) the process and structures for training, registering, and supporting PNA/ PMA   

3) organisational service mapping   

 

 

Figure 2: ESNEFT Trust map 
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4.4 Organisational Service Mapping   

Given ESNEFT's size and complexity, the project coordinator created a Trust 'map' (Figure 2) to develop 

an email directory of key leads and advocates. To raise the project profile, we used internal media 

briefings, face-to-face discussions, and presentations. 

4.5 Continued Scoping of Organisational Advocacy Registration Reviews 

The registration reviews gave insight into the number and distribution of PAs in the Trust. This 

highlighted trends in registration, service alignment, and PA accessibility. 

4.5.1 Growth in Registration Numbers 

The registration numbers steadily increased, demonstrating a growing commitment to PA in the Trust. 

In December 2022, the Trust registered 20 PNAs and PMAs. By September 2023, this number rose to 

32, with further increases noted in subsequent reviews. This growth reflects improved registration 

tracking and personnel investment in PA roles. Notably, the September 2024 review also introduced 

the registration of 2 Allied Health Professional (AHP) Advocates, alongside 4 AHP trainees. 

 

Table 5: PA registration reviews 

  Review 1  Review 2  Review 3  Review 4  Review 5 

  December 2022  September 2023  February 2024  September 2024*  February 2025  

PNA  13  20  24  34 (+7)   46 

PMA  7  12  15  15 (+1)   21 

AHP PA  -  -  -  2 (+4)   6 

Total   20  32  39  51 (+12)   73 

* Numbers in brackets are student PAs who are resubmitting their training portfolios 

4.5.2 Distribution of PNAs and PMAs 

A breakdown of PA’s primary locations in September 2023 showed the majority (85.5%) were based at 

the two main hospital sites, while 12.5% were in community settings. Data from February 2024 

provided a more granular, service level view. The majority of PA’s were in clinical settings at Ipswich 

and Colchester.  
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Ipswich   Colchester   

Levington Medical  Theatres  

Rushmere Medical  Mersea surgical ward  

Virtual ward  Clinical Education    

Breast service  Langham medical ward  

Theatres   SAU  

Kesgrave Elderly  Frailty team  

ED  CCU  

Clinical Education  Clinical workforce  

Practice Development Midwife  ED  

Fetal monitoring midwife  Delivery Suite Coordinator  

In-patient midwife  Community  

QI midwife    

Community midwife    

Bluebird Lodge    

 

4.5.3 Organisational Advocacy Infrastructure & Supervision Structures 

As of February 2024, ESNEFT continued working towards a full PA alignment ratio of 1:20 by 2025. 

Although services have not yet reached this target, there was notable progress in Midwifery, Clinical 

Workforce, Clinical Education, Theatres, and Critical Care. 

Current (as of March 2025) professional advocate-to-supervisee ratios stand at: 

• 1:90 for nursing, midwifery and AHP staff overall (6,537 staff at ESNEFT) 

• 1:99 for nurses and unregistered nursing staff (4,540 nurses at ESNEFT) 

• 1:23 for midwives and unregistered midwifery staff (485 midwives at ESNEFT) 

• 1:252 for AHPs and unregistered AHP staff (1512 AHPs at ESNEFT) 

• Internationally Educated Nurses (IENs): 4 nurses were enrolled but rejected due to insufficient 

level 7 academic credits, affecting diversity and inclusion. 

A strategy framework and Standard Operating Procedure (SOP) are currently in development to better 

integrate PA with existing ESNEFT wellbeing services. 
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4.6 Access to Professional Advocacy Services 

Efforts are underway to advance visibility and accessibility of PAs across the Trust: 

• A QR code/email and Microsoft Forms system will facilitate access. 

• Posters are being printed and will be circulated Trust-wide. 

• The formal service launch and intranet promotion are on hold until team capacity is 

established and ring-fenced. 

• Job descriptions and role expectations to feature in the Trust advocacy strategy. 

• A business case for protected hours for advocacy roles is under development. 

 

4.7 Supervision Support and Training 

To consolidate supervision effectiveness, the following initiatives are in place: 

• Mentorship during training (self-initiated with milestone check-ins and competency sign-off) 

• Monthly PA meetings (dissemination of regional and national updates, sharing best practices, 

peer support, and training opportunities—though uptake remains low) 

• Preceptorship and International Nurse RCS sessions 

• Sessional RCS support (triaged via PNA email requests and self-referrals) 

• Booster training sessions in QI and Career Coaching  

• Annual PMA conference and regional away day events 

• PNA Integrated Care Board (ICB) meetings for professional development 

• Future NHS Platform webinars related to professional advocacy 

• PA newsletters featuring wellbeing resources 
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4.8 Roles & Banding 

Since December 2022, a wider range of PA roles have emerged. As of February 2024: 

• 20 distinct roles were represented (15 in nursing, 5 in midwifery) 

• PNAs primarily hold Band 6 positions or above 

• PMAs are exclusively Band 7 or higher, occupying specialist roles 

The majority of PNAs remain in clinical positions, with a small number in non-clinical roles connected 

to practice education. 

 

4.9 Summary & Future Scoping 

The number of registered PAs within the Trust has shown a steady and consistent increase. The highest 

levels of PA presence are in Colchester and Ipswich, with a clear trend of advocates holding senior 

(Band 6 and above) positions. 

Looking ahead, two further reviews are planned to continue tracking the evolution of professional 

advocacy at ESNEFT, focusing on: 

• Changes in registration numbers (growth, retention, and role transitions) 

• Further distribution shifts across service areas 

• Implementation of support structures and access improvements 

Continued use of these ongoing reviews will provide context specific information about PA impact, 

supporting ESNEFT workforce planning and advocacy service expansion. 
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5. WS-2: Beneficent Disruptors - A qualitative descriptive 

study of professional advocacy in healthcare 

5.1 Overview 

Background In England, the Professional Nurse Advocate (PNA) and Professional Midwifery Advocate 

(PMA) role places nurses and midwives at the centre of workforce retention and transformation. The 

PNA/PMA role blends professional nursing leadership and clinical supervision through the Advocating 

for Education and Quality Improvement (A-EQUIP) model, which is grounded in directing change and 

steering service development. Taken collectively, the overarching impetus for the PNA/PMA role is to 

improve quality of care whilst developing and sustaining cultures of professional wellbeing and 

nurse/midwife retention. To date, however, little is known about what the impact the PNA/PMA role 

might have on the day-to-day practice of nurses and midwives, nor if it improves quality in practice, 

professional wellbeing, and retention. This part of the evaluation examines the impact of the 

PNA/PMA role on nurse/midwife involvement in quality improvement, wellbeing, and retention in the 

Trust. 

Inquiry design and methods During 2022, fourteen semi-structured interviews were conducted with 

PNA’s and PMA’s who had completed their training and are included on the Trust PNA/PMA register. 

The interviews were transcribed verbatim and analysed through qualitative thematic analysis. 

Results Thematic analysis detected 5 themes and 10 subthemes: (1) Transforming in Tandem (a) Role 

of Advocacy, (b) Restorative Focus, (2) Creating Safe Spaces, (c) Emotional Support, (d) Interpersonal 

Relationships,  (3) Challenging the Status Quo (e) Counteracting Blame Culture, (f) Empowering Change 

(4) Empowerment and Development (g) Building Resilience (h) Building Resilience, (5) Types of 

Advocacy (i) Educational and Emotional Advocacy (j) Coaching and Conversations.  

Conclusions The findings suggests that the most effective aspects of the Professional Nurse Advocate 

(PNA) and Professional Midwife Advocate (PMA) roles are those that directly empower individuals and 

create a supportive, reflective environment.  However, while bolstering resilience is necessary, it is 

equally important to recognise its limits and ensure that healthcare professionals are not pushed to 

the point where their resilience is a barrier to their well-being and the overall improvement of their 

work environment. 

 

The purpose of this part of the evaluation is to qualitatively describe the experiences of registered 

PNAs / PMAs in one UK NHS Trust. This work will shed light on how NHS England guidance (NHS 
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England, 2017; NHS England, 2023) is understood and translated into day-to-day practice by those 

undertaking the role. As this is a relatively new initiative, practice-oriented evidence is limited, and the 

findings from this workstream will inform both local and national conversations about the role and 

contribution to the workforce, service provision and patient outcomes.  

5.2 Methods 

5.2.1 Design and data collection 

In line with the descriptive purpose of the workstream, a qualitative evaluative design was chosen 

within an interpretivist framework. Interpretivism assumes that the concept of reality is subjective, 

shaped by individual experiences, historical context, and cultural backgrounds. This diversity in 

perception highlights the complexity of understanding reality as a singular truth, suggesting that 

multiple realities exist, each valid within its own framework. Consequently, a qualitative descriptive 

methodology was suitable to explore the subjective PA perspectives of undertaking this role in their 

practice context. 

Following Sandelowski’s (2010) suggestion, it was important to approach this part of the evaluation 

from a viewpoint that encompassed a naturalistic, comprehensive, and realistic understanding of the 

self-generated experiences of working as a PNA/PMA. Therefore, this type of flexible qualitative 

descriptive methodology, which was not guided by a predetermined theoretical stance supported the 

evaluation team to develop new understandings by focusing on the participants’ experiences rather 

than adopting a specific philosophical position (Sandelowski, 2000; Polit & Beck, 2014). To achieve this, 

we applied the method of semi-structured interviews, which are commonly used to seek individually 

oriented data. 

To prioritise the subjective and intersubjective construction of meaning, we examined the data using 

thematic analysis to identify themes and their concomitant categories. This inductive approach, with 

its open coding of data, cultivated a commitment to understanding the participants' viewpoints, 

ensuring that their ascribed meanings guided the analysis. NVivo served as a data repository, allowing 

the team to access data for blind coding to ensure credibility and cross-linking capacity within the 

wider project. 
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5.2.2 Recruitment 

After securing organisational permission and ethical approval, a Trust based gatekeeper identified 

potential participants from a register of nurses and midwives who had completed the required PNA / 

PMA training and made initial contact with them, offering information about the project and an email 

address for a member of the project team who was available to explain more about the workstream, 

should they wish to participate. With their agreement, participants were then sent a copy of the 

Participant Information Sheet (PIS) and consent form by email. Interview participants were required 

to sign and return the PIS and consent form prior to being interviewed.  

5.2.3 Participants 

The inclusion criteria for recruitment comprised of all registered PNA’s and PMA’s, with no exclusion 

criteria. Information and invitations were provided through informal meetings, email exchanges and 

practice-based networking by the project co-ordinator. In total 14 agreed to participate (8 PNA and 6 

PMA). Following ARU ethical approval (ETH2223-2520) and gatekeeper permission, the project co-

ordinator liaised with the participants and project team to share the participant information, answer 

any questions, seek consent, and organise interview dates and times. The interviews took place over 

a 6-week period, online via MS Teams, and recorded with verbatim transcription. The primary work 

base for the participants covered 2 acute hospitals (N=4 / n=8) and those working in community 

services (n=2) and included NHS grade bands 5 (n=1), 6 (n=1), 7 (n=10) and 8 (n=2).  

5.2.4 Data Collection 

To understand the PNA/PMA experience of implementing the role in practice, semi-structured 

interviews with open-ended questions were conducted with PNAs/PMAs across various organisational 

locations. The interview schedule (Table 7) was developed by the Trust-based project coordinator 

(Goldspink et al., 2024 – in press) to ensure relevance and intelligibility. Questions were derived from 

a wider literature review, key national policy documents, and an analysis of the local organisational 

scoping review. They focused on participant experiences as PNAs/PMAs, including their goals, the 

impact of professional advocacy on QiP, retention, and wellbeing, barriers to implementing the role, 

and suggestions for optimising the role in relation to QiP, retention, and wellbeing. Two pilot interviews 

were conducted to pre-test the interview schedule and recording technology. Descriptive demographic 

questions identified the interviewee's band, current position, length of service, and area of practice. 

To ensure consistency, all interviews were conducted by one experienced qualitative interviewer. 



 

 29 

Interviews were expected to last one hour to allow for detailed conversations prompted by the 

questions. Transcriptions redacted all biographical and identifiable details. 

The function of the interviews was to reveal how the PNA / PMA role was enacted (or not) in everyday 

practice. The participants shared a range of experiences which included positive recollections as well 

as frustrations and concerns. Therefore, the interview conversation required sensitive and ethically 

minded handling as the interview experience can be troublesome (Brinkman and Kvale, 2018). 

Although, talking through thoughts and events may also be a helpful and heartening experience as 

opportunities may arise for alternative insights are gained about everyday situations (Engward et al., 

2023). Following data collection, the project co-ordinator remained in contact with the participants to 

keep them updated about our findings and the wider project.  

Table 6: Interview schedule 

Question   Purpose  

How did you start in your PMA / PNA role?  General context  

How would you describe what you do as a professional advocate?   Comparing ‘in practice’ to the 

national model  

What works / doesn’t work in professional advocacy (and why) – 

can you give examples?   

Explaining what factors make 

professional advocacy efficient and 

effective (or not)  

In what ways have you seen professional advocacy help?  Talk me 

through examples in terms of what you did and what the nurse / 

midwife did and how this impacted on practice.   

Identifying the impact of professional 

advocacy   

What impact does your role as a professional advocate have on 

you? What support do you receive as a PNA /PMA or would like to 

receive?   

Exploring the needs of PMA’s/PNA’s 

and those who engage with 

advocacy   

What are the options for you to develop as PNA /PMA, do these 

meet your needs or would you like something else?   

CPD (Continuing Professional 

Development)  

What are the opportunities and barriers for professional advocacy 

in the Trust?   

‘In practice’ appraisal  

If you were mentoring a new PMA /PNA, what advice would you 

give and why?   

Finding ways to optimise the 

organisational structures for PMA & 

PNA  
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With permission from each participant, the MS Teams audio and video recording facility was used and 

generated an audio verbatim transcription.  The recording and transcript were downloaded and stored 

onto a secure, password protected system. After checking the transcripts for accuracy, the video 

recordings were deleted. To ensure anonymity, the data set did not include any identifying information 

(e.g., name, role, work location).  The 14 interviews gathered approximately 25 hours of transcribed 

data.   

5.2.5 Data Analysis 

The data were analysed using a thematic analysis approach to identify themes and patterns 

(Sandelowski, 2010). After cleaning the raw data to remove identifying content and verifying accuracy 

with audio recordings, two independent analysts (HE and SG) familiarised themselves with the data 

and uploaded the transcripts to NVivo to generate and assign initial codes. Open coding was 

performed, followed by axial coding to assemble themes across the data set. The analysts, members 

of the academic project team, ensured no preconceived biases about the PNA/PMA role. Fourteen 

interview data sets were analysed to develop initial codes. The original analysts then performed 

thematic analysis by searching, reviewing, defining, and naming themes. Two additional analysts (AT 

and NvV) examined the themes and data extracts to ensure transparency, accuracy, coherence, and 

relevance to the evaluation purpose. The overall findings describe the interpreted meanings that 

highlight the participants' subjective and collective experiences.  

 

Figure 3: Data analysis process 

Reporting of findings

Determine significance of themes

Reviewing themes

Combining codes into themes

Generation of codes

Uploaded to Nvivo - Familiarisation of data

Raw data cleaned to remove all identifying content & 
checked with the audio recording for accuracy
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Throughout the analytic process, the project team reflexively questioned their observations, 

vocabulary, and decision-making to heighten awareness of potential bias and safeguard data-derived 

codes and themes. 

5.2.6 Trustworthiness 

To ensure the trustworthiness of this workstream, we focused on quality and rigour at each stage of 

the design process (Nowell et al., 2017). Our appraisal framework included transparency, credibility, 

intelligibility, dependability, confirmability, auditability, and reflexivity. We established strategies for 

recording activities and organising data, using NVivo's memo function to document observations and 

decision-making. Interviewer field notes were logged with recordings and transcripts. To ensure 

transferability, intelligibility, and authenticity, we revisited transcripts to compile rich explanations 

from raw data. Despite debates on transferability (Drisko, 2024), we aimed to provide detailed 

information for readers to compare outcomes with their situations, including verbatim narratives to 

link raw data with findings. 

 

5.3 Findings 

The PA role centres on empowering individuals in clinical roles to identify and develop solutions within 

their own contexts. In particular,  

• PAs are not providing solutions; instead, they create an environment where a person reflects 

on their practice and learns to independently handle challenges.  

• By anchoring discussions in the person’s real-world context, PAs help reduce catastrophising 

and encourage constructive problem-solving. This approach creates a subtle yet 

transformative process, where both the individual and the service evolve together. 

Importantly, participants described PA actions as active, framed as care, and directed towards 

supporting the overall wellbeing of others. 

5.3.1 The Context and Purpose of PA Actions 

PAs offer support in varied contexts, primarily through clinical conversations and career-focused 

discussions. In RCS, PAs assist individuals in reflecting on incidents, particularly when clinical skills have 

been challenged. As outlined by two participants: 



 

 32 

“Clinical supervision tends to be around incidents that have happened and what they could 

have done differently,” and “I’ll do a couple of drug rounds with them, and if I’m happy with 

their practice, then I’m happy for them to carry on.”  

Career discussions are also facilitated, often using tools such as coaching cards to help individuals 

clarify their goals. One participant explained,  

“I have a pack of barefoot coaching cards… they pick two or three cards, and then we sit down 

and discuss why they picked each one. Things sort of develop from that.” 

A primary concern for PAs is restorative support, focusing on staff emotional wellbeing and personal 

growth. A participant puts it as, 

“I think the role of the PNA works because it focuses more on people’s emotions and how 

they’re feeling… the PNA is more about things that have happened, how it made them feel, 

their emotions, and how they handled it emotionally.”  

This affective element is essential, aiming to provide an empathetic, supportive presence:  

“Pastoral is paramount,” and “It’s also that pastoral side of support as well.” 

In addition to skill development, PAs work to reduce staff loneliness or isolation by actively listening 

and addressing worries. One participant shared,  

“My concern for them means that they’re actually being listened to, and something is 

happening rather than just being told to go back to being on their own.” 

5.3.2 Contextual Actions in Support 

PAs engage staff in reflective questions to deepen their understanding of practice and advance 

problem-solving abilities: 

• “What did you do?” 

• “Why did you do it?” 

• “Why do you think that was the right thing to do?” 

• “Let’s look at it from another angle.” 

These questions are designed to deconstruct challenges and reduce catastrophising. As one participant 

noted,  

“It [the problem] sort of comes back and forth, then it becomes a big mole, and then you feel 

a bit better because you’ve let it off a little.”  
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These interactions help reframe perspectives, encouraging staff members to view challenges in a more 

balanced way by prompting further exploration, such as “How can we process what you’re feeling? Is 

there an additional service you might need?” 

This reflective process often results in collaborative action plans, for example, by linking continuing 

professional development (CPD) directly to clinical practice: “Making CPD really real and linked to 

practice.” However, this integration is not solely about skill acquisition; rather, it aims to nurture 

transformation at both individual and service levels: “So it’s about developing the individual and the 

service, together, at the same time.” This approach acknowledges individuals as catalysts for change, 

where their personal growth contributes to a healthier, more resilient service. One participant 

observed, “The PMA can facilitate that discussion, offering restorative supervision for the service… the 

service needs ways of managing stress together.” Another added, “People who develop themselves 

can develop their teams; this isn’t just about individuals for me; it’s about how, as individuals, we can 

make a difference.” 

The role PA work is seen as distinct from traditional clinical supervision, emphasising a non-blaming, 

supportive culture. A strong commitment to challenging a culture of blame is essential, ensuring that 

the support provided encourages growth without judgement. 

 

5.3.3 Beneficent disruptors.  

The primary purpose of advocacy is to create a safe space that supports colleagues in making 

meaningful changes to their practice and within their practice environments. PA’s work quietly and 

persistently, using their professional and organisational knowledge to empower others to harness their 

own potential to improve practice. In doing so, they serve as understated disruptors to the traditionally 

passive status quo (represented in Figure 4). 

Advocates accomplish this through three key avenues: 

Interpersonal safe space: Providing a secure environment for nurses and midwives to talk openly 

about their experiences, focusing on them as individuals and addressing both emotional and 

professional aspects of their roles. 

No-blame support: Offering a supportive space that transcends mere task completion, aiming to 

establish trust and a constructive perspective on practice issues. 
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Collaborative problem-solving: Helping individuals to work through challenges by stimulating 

solutions from within, rather than imposing them from above. 

 

Figure 4: Conceptual diagram of the professional advocate as a beneficent disruptor 

 

PA creates a space where staff members can openly discuss themselves within the context of their 

specific practice environment: 

“Just allowing her space to say all the what-ifs and helping her explore her thoughts through 

that.” 

“That what they say isn’t gonna get shot down. They are gonna be more willing to share ideas 

and be really invested in what they’re doing.” 

“So, it’s about finding someone with whom you can have those difficult conversations.” 

“I’m here to talk about practice.” 
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This safe, peer-to-peer space acknowledges that care work is inherently emotional. PA’s provide an 

outlet for practitioners to process their feelings in a way that acknowledges the challenges of practice 

alongside their mental and emotional wellbeing: 

“It’s about people actually having that space and time to think through their thoughts and 

work through things themselves.” 

“What emotions are you feeling, and how do we process those emotions, and what can we 

do about those emotions?” 

“There was one member of staff who couldn’t really explain why she felt the way she did, but 

she was completely overwhelmed.” 

“It’s more about things that have happened and how it made them feel emotionally... rather 

than the actual incident itself.” 

Advocacy emphasises workplace relationships and interactions, recognising the role of interpersonal 

dynamics in emotional and professional wellbeing: 

“And then we ended up having some sessions about it, which opened a cascade of issues 

because it was about workload.” 

“It’s more about work relationships and things that people tend to be upset about.” 

“Taking very much from a person’s perspective and where they’re at and addressing their 

needs.” 

“How do you meet the needs of a person? That’s deep listening... to give them tools to go 

back stronger, to be able to carry on that job.” 

For effective support, advocates provide a separate space away from the immediate practice area. This 

allows staff members to process their experiences and emotions outside the demands of their roles, 

and offers a different viewpoint: 

“Every single one of those nurses couldn’t tell you how they were feeling at that moment, they 

just can’t because they are too wrapped up in the task of caring. But at the end of their shift, 

or in between, there’s someone to talk to and kind of vent, verbalise it, process it, and see if 

anything could be done.” 

“When it’s my team coming to me with their distress, I struggle more with that because I have 

more affinity with them… Although I know them, I’m able to take a step back from what 

they’re telling me, because it doesn’t affect me in the same way.” 
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Advocacy thus provides a safe, intentional space for reflection and emotional processing, separate, but 

related to the work environment. 

 

5.3.4 Looking forward 

The PA’s adopted a proactive approach, focusing on future solutions, redirecting strategies, and 

minimising reactive, short-lived problem-solving: 

“I just kept trying to encourage her to think about how she could handle things going forward. 

Like, what would you like to see change from this situation?” 

“To point you in a different direction.” 

“To stop some of the firefighting.” 

This future-oriented stance emphasises the belief that staff members have the ability to make 

empowered, positive changes within their practice: 

“It’s to support them in understanding if something has happened in their own practice, how 

they approach things, analyse their own way of working, and look back to guide them in 

understanding if any changes can be made. I’m not here to tell you what to do.” 

“I’m here to support you, to help you get your head around anything that’s happened and 

process things that have happened. I’m here to talk about practice.” 

In this approach lies a quiet yet powerful notion of using conversation to challenge the organisational 

culture: 

“Nurses talk, don’t we? We talk and talk... you get a group of nurses together, and you just 

talk about anything and everything. You put the world to rights, but let’s make those 

conversations productive. Let’s now do something about it and make it productive.” 

One way to make conversations productive is by unpacking organisational factors that challenge the 

everyday practice of nurses and midwives. PA subtly addresses the context in which practice occurs, 

focusing on understanding external factors contributing to these challenges rather than blaming 

individuals,  

“It’s about trying to take away that guilty feeling... actually, let them see that if they weren’t 

looking after two women at the same time, trying to provide intrapartum care, or they had a 
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postnatal woman as well because they can’t move the postnatal woman upstairs, something 

is gonna get missed. That’s not their fault.” 

This deliberate focus on organisational factors aims to counteract the perception of individual blame 

and move toward proactive, collective responsibility for change: 

“I don’t want it to look like we’re attributing blame, but sometimes people do feel that way, 

even if it’s under the surface. No one goes into work to cause an issue or harm, but sometimes, 

when the external pressures are so much, things do happen.” 

Through this focus on systemic factors, PA confront the perceived blame culture, helping staff members 

to recognise they can make meaningful changes that improve patient care. This approach empowers 

colleagues to reject a passive acceptance of the status quo and take active steps towards improvement. 

To address blame culture, PAs actively worked to disrupt the idea that staff lack the agency to effect 

change. They do so, in part, by challenging habitual, unproductive moaning: 

“Looking at it slightly differently... not just moaning about things, but thinking about how you 

could, how you can change it, how you can reflect on it, make it better. You reflect on it, but 

you sit and think about it a bit, and they’ll see things that were really OK, or things that you 

could have done differently.” 

“People moan, or let off their worries, or talk about things to colleagues, who are also dealing 

with a lot, and it comes back and forth, and then it becomes a big mole. You feel a bit better 

because you’ve let it off a little bit, but nothing actually changes.” 

By gently challenging these behaviours, PAs introduce a quiet disruption to traditional, passive 

approaches in the practice environment, empowering staff to believe in their ability to create change, 

triggering a ripple effect throughout the workforce. 

5.3.5 Empowering for change. 

Supporting the idea that small changes in practice can lead to significant differences empowers change 

and positively impacts individuals, the profession, and the service: 

“They think that, well, that's the service or quality improvement midwives’ job, that's a 

specialist job, and I'm not in that specialist job. So, I don't have a role to play in that, but you 

can. You absolutely can. And if you're seeing something that's really frustrating you? 

Absolutely. Get involved in those conversations.” 
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“I'm actually there to help you develop and you'll be more self-aware which improves your 

practice and improve your care, and you'll be able to pass this on to other people that have 

been in the same situation and be able to support your peers better.” 

“But less you ask them, empower them to find their own solutions, they don't know it's a good 

idea. They don't”. 

An important factor is recognising that small changes in practice benefit everyone, described as the 

‘inch wide mile deep’ theory. This made sense because, from intuitive practice of knowing that small 

change can have big impact.  

“I'll talk to you about the, you know, inch wide mile deep theory, of just picking one small 

thing, but delving down and really picking out what could be changed and what could be 

improved.” 

“Having these little ideas that sometimes people will just poo poo. But actually, if they've got 

that support to help them follow through, can make huge differences.” 

 

To empower the individual: 

“It might be the little things at work, but you just need to talk through the possibilities.” 

‘She said, I really struggle with my hand over because the folders with the patient's details 

and all the notes there are in such a mess, like a proper mess. Nothing's in the same place, 

she said, you know, I've got some ideas where we could really sort of do that. And I went 

brilliant. Go and speak to you award manager and talk this through”.  

“Figure out which one you think is best and then have someone encourage you to make the 

change.” 

“It's like maybe picking just one small thing and being able to actually, you know, make a 

difference. It might only seem a small thing, but the deeper you delve into it, the more change 

you could improve. And again, with that you're changing patient care.” 

“Before we can improve services, we need to improve staff wellbeing and resilience.” 

However, empowering individuals alone is insufficient; they must support and empower each other to 

motivate collective growth and strengthen the entire profession. 
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5.3.6 Empowering the profession 

The realisation of empowerment in the context of PA is through the shared understanding that 

enhancing skills, growing confidence, and recognising capabilities leads to improved practice, better 

care, and enrich peer support through collective development: 

“It’s empowering people to sort things out in ways that make sense as a nurse.” 

“It's empowering and building each other up. It's nurses building nurses, which I think I think 

it could be amazing.” 

“Sometimes, people don’t know how capable they are because they have had experiences like 

her and have been put down, for whatever reason. For me PMA is about building people up, 

helping them to see that they are good at what they do, offering development to make them 

even better, but it comes from a place of helping, of sharing, of developing as midwives, 

together.” 

“I'm actually there to help you develop and you'll be more self-aware which improves will 

improve your practice and improve your care and you'll be able to pass this on to other people 

that have been in the same situation and be able to support your peers better.” 

Therefore, a connection is made between empowering the individual, empowering the professional, 

developing services and improving patient care:  

“To create a culture where they're able to be honest about what isn't working for them as 

well.” 

“The bit the I feel strongly about is the development bit, you know the idea that you can 

develop yourself but also you can develop the service that you work in.” 

“PMA could facilitate that discussion, kind of restorative supervision for the service, because 

the service is stressed, but the service needs to find a way of managing that stress together.” 

5.3.7 Building collective resilience 

Resilience, both individual and collective, is viewed as underpinning a stronger workforce. However, 

while resilience is viewed as necessary, especially in high-stress environments like those experienced 

during COVID-19, there is also a risk of overemphasising resilience to the point where individuals feel 

they must cope alone. Therefore, the goal of the PA’s is to equip staff with the tools and support 

needed to manage challenges effectively without feeling overwhelmed or isolated: 
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“It’s all about building resilience and therefore a stronger workforce. So that’s the end 

goal.” 

“It is interesting because when I when I’ve done some group sessions and I’ve done a little 

bit of what resilience is and afterwards I sit there thinking, gosh, I’m talking to the 

converted. Why am I even saying this? They’ve just survived working through COVID, you 

know, I mean, the ward I work on is quite busy, It’s quite stressful working with high 

dependency patients. It’s intense. So, I think if you’re surviving in that environment, you’ve 

got that resilience going to a fine art, but I do also of course see when staff are struggling 

and perhaps you know there are ways to build up that resilience.” 

“It is about not taking everything quite so hard. In a way thinking well, yeah that was 

difficult, but I managed.” 

“I think what they’re hoping for is a better resilience and therefore retention of staff 

because they feel they can, they’ve got better coping mechanisms, they’ve got the tools 

and the skill set to be able to, you know that that resilience is much more prevalent and 

they won’t feel like next time they’ve got a handle, you know, handle a situation like that, 

that they’re not, that there is out of their control. It’s all about building resilience and 

therefore a stronger workforce. So that’s the end goal.” 

But there is a sense that being too resilient is counteractive: 

“Historically, as nurses, it’s that get on with it and cope, you know with that’s what we’ve 

done on our lives, isn’t it? When you think about the troubles and NHS and the way wards 

are staffed, and you just are expected to go on with it, and put up with it, and resilience, 

which is this big buzzword. Just noise, isn’t it? You know, it’s all about being resilient, and 

that was a big part of our training for the PNA role is, you know, helping people to be 

resilient. But people are too resilient. Sometimes I think in that you know; you can go too 

far the other way. And, actually, I can cope by myself, I have to do this. That’s what’s 

expected of me, and I think that is where we’re at really with a lot of stuff.” 

While the participants acknowledge that resilience is necessary, especially in high stress environments, 

they also indicate that overemphasising resilience is counterproductive, leaving individuals detached 

from the available support. Rather, the intention of the PA’s is to galvanise staff to effectively manage 

work-based challenges without feeling overwhelmed or isolated.  
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5.3.8 Types of advocacy 

The data presented PA as multidimensional to address different needs. 

Dimension Examples from data 

Educational • Identify gaps in their knowledge 

• What are you interested in?  

• Teaching clinical skills  

Allowing emotions  • Focus on people’s emotions and how they’re feeling, 

• Understanding emotions, how they dealt with them, rather than 

the incident itself 

• What did you feel at the time?  

• What could help you? 

• Looking at different ways of managing things 

• Linking support to pastoral care 

• Understand that feelings are normal, valid, and temporary, that 

things will move on  

Linking small changes 

made to CPD 

• Linking ideas to CPD to practice 

• Linking CPD to practice  

• Revalidation  

Personal development 

 

• Exploring what happened via reflection  

• Reflecting on how you can change  

• Thinking how to change negative to action 

Career conversations 

 

• Assist with application for a new job  

• Talking about stress 

• Talking about what to do next 

Coaching conversations • Using coaching cards  

• Priorities game 

Bringing people together  

 

• Action reviews  

• Debriefing 

• Talk about how they’re feeling, not what happened and what can 

be learnt?  

5.3.9 What PNAs/PMAs are not doing 

PA is different from clinical supervision. The participants framed clinical supervision as focussing on 

rectifying actions that are wrong: 

“If you say clinical supervision to a nurse, it immediately gives a negative feeling, cause 

supervision is linked to doing something wrong, like what have I done?” 

“If somebody's made a mistake or done something wrong, people will be put under clinical 

supervision. So, it's the terminology is negative.”  
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PA was explained to be ‘completely the opposite’.  

“I'm not there as a higher grade than you or say this is what you should have done and tell 

you off.” 

“I'm not there to sign a bit of papers as you're fit to practice. I'm not there to judge your 

practice. I’m not your gatekeeper.” 

“Knowing that I am going to be there and I'm not gonna judge them, I'm not going to make 

them feel stupid.”  

“I’m not a counsellor, I’m here to support you, to help you get your head round anything that's 

happened and process things that have happened.” 

Unlike previous conceptualisations of clinical supervision, which is often associated with 

correcting mistakes, PA asserts the need for a more accepting and collegiate atmosphere to 

examine practice issues and inspire professional autonomy. 

5.3.10 Characteristics of being an advocate 

Empathy, listening, and helping individuals find their own solutions are indicated as essential to the PA 

role.   Value is observed in providing support in the background, using everyday interactions to provide 

guidance, and encouraging professional intuition to challenge the status quo. Courage and initiative at 

different professional levels is aligned with making the best decisions for patients while taking care of 

themselves: 

“When you do the PMA, your training, very specific skills, you know empathy and the listening, 

counselling kind of advisory capacity but also getting them to find the answers within 

themselves as well, which is a whole different level.” 

“Then say, I'll catch up with you after you know where I am. If you need me, best of luck and 

hopefully from that they'd then feel like ohh OK yeah, that did work, you know? Or it didn't 

work, and you go back to the drawing board, and they try again.” 

“I feel guilty that I'm like, well, I haven't done any PMA. But then my friend who sits next to 

me, she says you do PMA, all Yes, all the time and all your conversations. I'm like, I don't. I 

don't think I do, but she, she says I do that kind of thing.” 

“It's about making people realise that you might not be doing what you call a PNA session, 

but actually in your conversations you're using those skills all the time.” 
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“But I feel that the impromptu stuff and people seeing me, I get more discussion with people 

that way rather than people responding to an email.”  

“Whereas now as a band seven I not only have the experience, but I'm around people where 

I can see that actually you can use your initiative and your common sense, and you can go 

doesn't exactly fit policy. But do you know what? It's the best thing for the patient and I think 

we can justify that we can really use that. I don't think anyone, if we were to explain our 

situation, would stop us from doing this. It's the right thing to do, but I think it's about 

empowering everyone to feel that way. That's what I want PNA’s to do for people, empower 

them to question and do the best for the patients while taking care of themselves too.” 

Understanding differences between grade bands: 

“I think it's about courage for me. As a band 5, I didn't go outside the guidelines. I followed 

policy and procedure even though I didn't want to all the time because I didn't necessarily 

agree with it. I was so scared of retribution and consequence. Whereas now as a band seven 

I not only have the experience, but I'm around people where I can see that actually you can 

use your initiative and your common sense, and you can go doesn't exactly fit policy. But do 

you know what? It's the best thing for the patient and I think we can justify that we can really 

use that. I don't think anyone, if we were to explain our situation, would stop us from doing 

this. It's the right thing to do, but I think it's about empowering everyone to feel that way. 

That's what I want PNA’s to do for people, empower them to question and do the best for the 

patients while taking care of themselves too.”  

Providing support through everyday interactions and encouraging professional intuition are 

prominent features of the PA role. By empowering staff in their patient-centred decision-making 

while taking care of themselves, promotes a culture of courage and initiative across different 

professional levels. 

5.3.11 What PNA/PMAs need to develop 

There is consensus that PA role is important, despite its intangible nature. Emphasis was placed on 

mentoring and skill development to support staff in the workplace. Although, confidence was more 

evident in providing informal support and debriefing and there was less comfort with formal PA 

activities, such structured RCS.  

“I wouldn't say I focused on my own development as much as I should, considering it's the crux 

of you know, it is it is the main crux of a PNA”. 
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“I’m not sure, probably because it's not tangible” 

“To develop skills, get a skill set to sustain them in the workplace as well, and a lot of it could 

come from mentoring”. 

“I've done a lot of support. I've done a lot of chats. We do some sort of debriefing and that kind 

of thing, but I've not done really very much structured RCS, so I don't feel particularly confident 

in that. But if anyone wants to come and talk to me about anything, I feel quite happy to deal 

with those things. So, I think that makes me a little bit nervous to think someone says, oh, can 

you run an RCS session”? 

There is a consensus on the importance of the PA role, yet there is a difference in how comfortable the 

participants are with engaging with distinct types of PA activities. Of note is the discrepancy between 

what is perceived as informal and formal activity. However, the overall picture is of PAs are creating 

safe spaces for practitioners to discuss experiences and emotions, fostering mental and emotional 

wellbeing. The data underlines the importance of positive interpersonal relationships and reflection 

away from immediate practice demands. By adopting a proactive approach, PA’s encourage future 

solutions and robust problem-solving to challenge organisational culture and blame. In their view, 

empowering individuals through small changes leads to significant improvements in practice, care, and 

peer support. Therefore, the PAs are focusing on support rather than judgment, using empathy, 

listening, and guidance to help individuals find their own solutions and expand individual and collective 

resilience. They are working to shift the expectation (either real or perceived) that staff are expected 

to cope alone. However, the attention given to support others may have left little room for the PAs to 

consider what they need to develop.  

 

5.4 Discussion 

The findings of this workstream illuminate the nuanced role of the PA in transforming both individual 

practice and the wider healthcare environment. The following discussion seeks to situate these 

findings within the broader context of workforce wellbeing, retention, and quality improvement, as 

well as the potential and limitations of the A-EQUIP model. 
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5.4.1 Empowering through advocacy 

The outcomes from this workstream underscore the transformative power of PA when it prioritises 

empowerment and reflection within routine practice (Lucas, 2023). PAs are acting as beneficent 

disruptors, catalyse meaningful changes in practice by creating environments that are safe, supportive, 

and which promote the insightful use of professional knowledge. These environments enable staff 

members to process their professional and emotional challenges without fear of judgment, thus 

strengthening resilience (Barratt, 2018) and capacity for self-improvement. The emphasis of advocacy 

on reflective practice aligns with the aim of the A-EQUIP model (NHS England, 2023) of embedding 

quality improvement and education into daily routines, creating a culture where personal 

development becomes integral to professional practice. 

The participants’ narratives revealed that PA is most effective when it focuses on collaborative 

problem-solving and challenges systemic barriers to improvement. This aligns with existing literature, 

which suggests that empowering individuals within their own context strengthens their ability to 

contribute to collective service progression (Walker 2025). Notably, the data highlights PA’s ability to 

address the relational and emotional dynamics of clinical practice. This interpersonal dimension of PA 

is crucial, given that workplace relationships significantly influence staff satisfaction and retention. 

Engeström's (1987) Cultural-Historical Activity Theory (CHAT) is a useful lens to illuminate the 

significance of collective activity systems, where the interactions between what people do, think can 

inform and transform practices (Qureshi, 2021). By recognising this interconnectedness, PA can 

effectively address both individual and systemic issues, cultivating a more collaborative and supportive 

work environment.  

5.4.2 Building resilience and its boundaries 

The role of PA in progressing resilience developed as a central theme, highlighting the need for 

healthcare professionals to withstand demanding care environments (Unjai et al., 2024). Participants 

valued equipping individuals with coping mechanisms to manage stress, aligning with NHS strategies 

that identify resilience as key to improving retention and reducing burnout (NHS England, 2020). 

However, these findings caution against overemphasising resilience as a sole solution to systemic 

issues. Traynor (2025) argues that current views on resilience oversimplify solutions and distract from 

underlying problems like high workload and ineffective structures. Participants were concerned that 

focusing too much on individual resilience might perpetuate a culture of endurance rather than 

addressing root causes of stress and burnout which connects to the contemporary findings of Daniel, 

Mesharck, and Otor, (2023) and Butler (2025). This critique aligns with arguments that resilience 
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discourse can shift responsibility from organisations to individuals, neglecting structural factors 

contributing to staff dissatisfaction (Kim and Chang, 2022). Thus, while resilience-building is crucial in 

the PA role, it must be complemented by efforts to tackle systemic barriers for sustainable 

improvements in the working environment. 

5.4.3 Counteracting blame culture 

One of the most striking findings was the potential of PAs to challenge and counteract blame culture 

within healthcare settings (Hawkins, Jeong and Smith, 2019). According to Stone (2020), an error-free 

healthcare environment is impossible to achieve, and when mistakes happen, the support provided is 

often insufficient and intolerant. By creating a non-judgemental and supportive environment, PA helps 

staff members explore workplace behaviour to improve patient care without fear of reprimand. 

Through adopting a learning-oriented approach to incidents, enables practitioners to focus on 

improvement rather than defensiveness or speculation. Buhlmann, Ewns and Rashidi’s (2022) 

qualitative study reiterates how workplace incidents can leave professionals feeling emotionally and 

physically distressed. The accessibility of organisational and peer support is vital to wellbeing, 

maintaining professional duties and service development, for both individual and staff groups. Such 

an approach corresponds with the broader objectives of the A-EQUIP model, which seeks to embed a 

culture of continuous improvement and accountability without assigning blame. 

The participants identified the role of advocacy in shifting perspectives, encouraging practitioners to 

view challenges as opportunities for growth. This non-punitive perspective is particularly valuable in 

high-stakes healthcare environments, where errors can have significant consequences. By reframing 

the narrative around incidents, PAs contribute to a culture where practitioners can feel more 

connected and more supported to innovate and improve their own practice, the practice of others and 

the services they work in. 
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5.4.4 Limitations and opportunities in advocacy 

While this workstream highlighted the significant contributions of PA, it also revealed limitations in the 

implementation of the PA role. At a national level, the NHS Workforce Plan (2023) identified clinical 

supervision as necessary for nurturing professional development and safeguarding patient care.  

However, in their local context, the participants described challenges in balancing their advocacy 

responsibilities with clinical workloads, suggesting that insufficient time for advocacy undermines its 

potential impact. This finding aligns with earlier critiques of employer-led models of supervision, which 

caution against the risks of under-resourcing, misunderstandings linked to the purpose and 

inconsistent implementation across trusts (Sterry, 2018; Masamha et al, 2022).  

Moreover, the findings suggest that PA’s transformative potential is not fully realised without clear 

organisational support and integration. This observation corresponds with Rothell et al’s., (2021) 

international rapid evidence review which associated successful supervision with individual factors 

such as protected time and supervisor and supervisee trust. In contrast, barriers were related to 

broader systemic issues, such as a lack of organisational backing. Hence, PA cannot effectively operate 

in isolation; it must be integrated within broader organisational goals, policies, and support systems. 

Greater alignment is needed between the emphasis on PA as a vehicle for systemic change and the 

organisational commitment required to recognise and prioritise the PA role as fundamental to 

workforce development and service improvement. 
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5.4.1 Implications for practice and policy 

This workstream offers several implications for the future development of the PA role. First, it 

highlights the importance of embedding Pa within organisational structures and policy to ensure 

consistent support and visibility. Second, it underscores the need for ongoing training and professional 

development to equip PAs with the skills and confidence required to navigate complex interpersonal 

and systemic challenges. Finally, it calls for greater attention to the interplay between individual and 

organisational resilience, advocating for a holistic approach addressing personal and systemic factors. 

5.5 Strengths and limitations 

Having one experienced evaluation team member complete all the interviews secured constancy in 

data collection, which can improve the dependability of the findings. Including participants from a 

range of service areas and with various level of PA role experience allowed varied perspectives to be 

heard. The use of semi-structured, qualitative interviews offered the opportunity for deeper inquiry 

by enhancing the conversational flow to sensitively seek detailed examples and explanations of 

participants' practice-based experiences, opinions, and insights. The ability to manoeuvre around the 

flexible interview schedule, resulted in the combination of vivid, subtle and insight-led data as the 

interviewer modified the interview questions in response to the participants' replies.  

The small sample size (fourteen participants), in one Trust provides a snapshot of a single context. The 

nature of qualitative inquiry means that the findings are characteristically subjective and are 

developed via the interpretation of what the participants' have said. Therefore, no claims of 

generalisability could or should be inferred. The participant data presents useful (and contextually 

sensitive) insights of what it is like to be a PA and what the role currently looks like in their practice. 

The outcomes of this workstream need to be cautiously considered, with an understanding of the 

parameters of qualitative data gathering and data analysis. 

5.6 Conclusion 

This workstream highlights the significant and diverse potential of PA in healthcare. The PA role is 

pivotal in cultivating a supportive and empowering environment for healthcare professionals. Through 

the implementation of the A-EQUIP model, PAs significantly contribute to professional wellbeing, 

workforce retention, and service improvement. The findings highlight the transformative power of 

advocacy, with PA’s acting as "beneficent disruptors" by challenging traditional hierarchical structures 

by promoting a culture of reflective and resilient practice. PA is characterised by creating safe 

interpersonal spaces, enabling emotional support, and empowering individuals and teams to pursue 
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incremental but impactful changes. Therefore, PA not only augments individual practice it also drives 

collective service transformation, addressing systemic challenges and counteracting blame culture. 

However, the findings also caution against over-reliance on resilience as a cure-all, advocating for a 

balanced approach that prioritises both individual and organisational wellbeing. The insights gained 

offer valuable strategies for refining the implementation of the PA role, ensuring their sustained impact 

on healthcare delivery. Therefore, the introduction PA holds great promise in addressing critical 

workforce challenges, implementing innovation, and enhancing the quality of care. Continued 

exploration and refinement of this role will be essential to align it with the evolving needs of a dynamic 

healthcare system. 

  



 

 50 

6. WS-3i: Evaluating the integration of professional nurse 

and midwifery advocacy roles within a large healthcare 

organisation: assessing their impact on staff wellbeing and 

retention – a cross-sectional survey 

 

6.1 Overview 

Background: In England, the Professional Nurse Advocate (PNA) and Professional 
Midwifery Advocate (PMA) role places nurses and midwives at the centre of workforce 
retention and transformation. The PNA/PMA role blends professional nursing leadership 
and clinical supervision through the Advocating for Education and Quality Improvement 
(A-EQUIP) model, which is grounded in directing change and steering service 
development. Taken collectively, the overarching impetus for the PNA/PMA role is to 
improve quality of care whilst developing and sustaining cultures of professional 
wellbeing and nurse/midwife retention. To date, however, little is known about what the 
impact the PNA/PMA role might have on the day-to-day practice of nurses and midwives, 
nor if it improves quality in practice, professional wellbeing, and retention. This paper 
reports one part of a larger NHS funded project to explore the impact (if any) of the 
PNA/PMA role in relation to nurse/midwife involvement in quality improvement, 
professional wellbeing, and the retention of nurses/midwives.  
 
Aims: The aim is to present the findings from a survey of one NHS organisations 

nursing/midwifery staff access to and utilization of the PNA/PMA role. 

Study design: This workstream used a cross-sectional self-report survey, self-report 
survey conducted with 407 nursing and midwifery staff, between October 2023 and 
January 2024.  

 

Findings: The survey identifies substantial gaps in awareness and access to PA services, 

with 64.9% of participants unaware of the role and 80.6% reporting no prior engagement 

with the service. However, 95.3% expressed interest in future utilisation, indicating strong 

positive attitudes toward its potential benefits. Midwives demonstrated greater familiarity 

and access to PA services, likely reflecting their longer exposure to the role, while nurses 

expressed higher interest in repeated use. Informal awareness channels, such as word-of-

mouth, were prevalent, highlighting the necessity for more formal communication 

strategies. Participants highly valued the PA role’s provision of emotional support, 

advocacy for staff rights, and career development, with confidentiality and accessibility 
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identified as key priorities. Emotional support during workplace challenges was 

emphasised. The PA role was perceived as a driver of staff empowerment, positively 

influencing wellbeing, job satisfaction, burnout reduction, and retention. 

Conclusions: Integrating PA services effectively can serve as a cornerstone for structural 

and psychological empowerment among nursing and midwifery staff, thereby improving 

staff wellbeing and retention. Barriers to access include time constraints, concerns about 

confidentiality, and inadequate managerial support. Addressing these challenges is 

essential to optimising the potential of PA services. Addressing these barriers would enable 

PA services to amplify staff wellbeing and professional growth. 

Relevance to Clinical Practice: The study reveals critical gaps in awareness and uptake 

of PA services, particularly around concerns regarding confidentiality. Enhancing formal 

communication, ensuring secure and accessible services, and furthering managerial 

support are critical steps to addressing these barriers. The perceived benefits of PA 

services for staff wellbeing, professional development, and workplace culture underscore 

their vital role in promoting a more empowered and sustainable healthcare workforce. 

Investing in these services can ultimately advance staff retention, morale, and the quality 

of clinical care 

6.2 Methods 

The overall purpose of the large project was to explore the PA role in one large NHS Acute 

Trust. The objective of workstream 3i was to understand how nurse and midwives in the 

trust accesses and uses the PA service. To achieve this, a cross-sectional self-report survey 

design was used to collect quantitative and qualitative data from all nurses and midwives 

in that Trust. The survey questions gathered data on staff knowledge, including awareness 

and familiarity with the service, attitudes and interest in it, access, utilization, and potential 

impact on psychological wellbeing (Figure 1). The content of the survey was informed by 

discussions with stakeholders from the Trust, a literature review aimed at assessing the 

utilisation of professional advocacy services and their impact on staff wellbeing, was 

guided by the A-EQUIP professional advocacy model (NHS England, 2023), a framework 

of structural empowerment (Laschinger et al., 2001) and Anderson’s (2008) service 

utilisation model.  

The survey comprised 20 questions over 3 parts. Part 1 collected demographic data. Part 

2 focused on staff awareness, access, and utilisation of professional advocacy services. 

This included the frequency and method of access, attitudes towards the service, and the 

intention to use it again (as detailed in appendix Table 1A). Participants’ awareness of the 
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role was assessed using six questions: three multiple-choice questions, two utilising a 6-

point Likert scale to gauge their level of agreement regarding their awareness of the role, 

and one open-ended question. Access to and utilisation of the service were evaluated 

through eight questions: four multiple-choice questions, one employing a 6-point Likert-

type items, ranging from 1 (Strongly disagree) to 6 (Strongly agree)  to measure agreement 

on the ease of access to the service, one question using a 4-point Likert-type items, 

ranging from 1 (Never) to 4 (Often)to assess the frequency of access, and finally, two open-

ended questions. Attitudes towards accessing and using the service were measured using 

five questions: two multiple-choice questions and three employing a 6-point Likert-type, 

ranging from 1 (Strongly disagree) to 6 (Strongly agree) to assess participants' attitudes 

towards using the service. The Likert-type questions provided scores for each section, 

including awareness, ease of access, frequency of access, and attitudes. The survey 

included open-ended questions about barriers to accessing the service, preferred 

methods of access, and suggestions for improving its relevance and effectiveness. Part 3 

included questions about the impact of the professional advocacy role on various aspects, 

such as wellbeing, burnout, satisfaction, and retention, psychological empowerment 

(Laschinger et al., 2001) based on the A-EQUIP model domains (NHS England, 2023) and 

other factors such as burnout (Bakker & Demerouti, 2007) employing a 6-point Likert-type 

items, ranging from 1 (Strongly disagree) to 6 (Strongly agree) (Table 1). 

Table 7: Professional advocate survey items on impact 

For each item, please select the option below that best indicates how much  

you agree with the following statements. The PMA/ PNA support will 

Item statement Domain 

... enhance my role in leading on service improvement A-EQUIP 

... enhance my contribution to patient care and safety 

... enhance my abilities to improve my practice 

....enhance my professional development 

... increase my job satisfaction Job satisfaction  

... have positive influence on my retention in my organisation Retention  

...have a positive influence on my wellbeing Wellbeing 

... reduce my feeling of exhaustion from work Burnout  

...reduce my feeling of disengagement with work 

...have increase my feeling of being valued by my organisation Structural 

empowerment ...increase my feeling of the importance of my job to me 

...increase my feeling that the work I do is meaningful to me 

...increase my confidence in my abilities to do my job 

...increase my feeling of autonomy in determining how I do my job 

...increase my  impact on what happens in my department 

....increase my feeling that I have significant influence over what happens in my 

department 
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The survey was pilot tested by an academic specialising in professional advocacy, two 

senior evaluation team members, senior clinical staff with experience in professional 

advocacy, and a nurse leader to check for internal consistency. OR The survey was pilot 

tested on a sample of 10 participants to check face validity of the tools and the clarity of 

its content. Feedback identified the initial survey length to be excessive resulting in items 

being removed and reworded to improve clarity and the flow of the survey. The survey was 

live between 1 October 2023 and 15 January 2024. 

6.1.1 Sampling and recruitment 

Purposive sampling of Registered Nurses and Midwives in the NHS trust. The sampling 

frame of eligible members from which the final participant sample was drawn consisted of 

4,000 participants.  The sample size was determined to be 385, considering a 50% 

response rate, a 95% confidence interval, a significance level of 0.05, and a margin of error 

of 5% (Naing et al., 2006). To account for potential non-respondents and missing data, a 

total of 407 registered nurses and midwives were recruited.  

Because of the complexities of inter-organisational inquiry (Goldspink et al, 2025), 

recruitment was led by the project coordinator, who is a midwife working in that 

organisation. The importance of the project coordinator was instrumental to the 

recruitment and completion response to the survey. Nurses and midwives were invited to 

participate through various organisational communication channels, including whole staff 

newsletters, internal communication boards, distribution of printed invitation posters 

throughout the organisation, and emails sent by the organisation's communication team. 

Alongside, the project coordinator visited different wards with electronic tablets inviting 

staff to take part, providing ease of access to complete the survey.   

The survey was administered through a secure online platform provided by the Joint 

Information Systems Committee (JISC) (https://www.onlinesurveys.ac.uk/). The online 

survey introduced purpose of the workstream activity and how the information they 

supplied would be used and the evaluation team members contact details and that all 

responses were anonymous, and completion of the survey was considered consent to 

participate participants received three subsequent email reminders prompting them to 

complete  
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6.1.2 Data analysis 

Data analysis was performed using Version 28 of the Statistical Package for Social Sciences 

(SPSS). The data were quantified through means, frequencies, and standard deviations 

(SDs). Initially, histograms and Shapiro-Wilk's test were employed to assess the 

approximate normality necessary for parametric tests. As the datasets did not meet the 

assumptions for parametric analysis, non-parametric statistical tests were carried out, 

Spearman's correlation coefficients were utilised to assess the correlations between 

demographic variables and key study variables (see Results section). To investigate any 

difference and the impact of demographic factors on staff awareness, level of access, and 

potential impact of professional advocacy, the Kruskal-Wallis Test was conducted. The 

statistical significance was set at an alpha level of p < 0.05. 

The content of the open-ended questions in the survey was analysed using descriptive 

thematic analysis guided by the steps outlined by Braun and Clarke (2021). Transcripts were 

extracted from the online survey platform and imported into NVivo 14 software for 

systematic examination. The focus of the analysis was on identifying factors affecting staff 

awareness, access, and how to make the service relevant to them. Each anonymised 

response was assigned a participant number ranging from 1 to 407, facilitating the 

referencing of quotations. For instance, the 10th response was denoted as participant ten 

(P10). 

It is reported in accordance with the Consensus-Based Checklist for Reporting of Survey 

Studies (CROSS) (Sharma et al, 2021). 

6.3 Findings 

The following section initially presents the quantitative results of the survey followed by a 

section qualitative finding of the survey. 

6.2.1 Quantitative results  

Table 2 illustrates that 66.1% (N= 269) of respondents are primarily nurses, predominantly 

in the adult field (51.4%; N= 209), while 30.5% are midwives, and 3.4% hold dual roles as both 

nurses and midwives. The majority (85.5%) of respondents work in clinical settings, with 

over half (57.2%) employed on a full-time basis. Most participants hold positions either as 

staff nurses (34.2%, NHS Band 5) or midwives or senior nurses (Band 6 (39.6%). Notably, 

95.6% of respondents do not currently occupy a professional advocacy role. Most of the 
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participants were not professional advocates (95.6%; N= 389), with only 4.4% of the 

participants holding professional advocacy roles. 

The average age of participants is 39.94 years, with an average of 14.13 years of professional 

experience. Remarkably, 80.6% of participants have never accessed professional advocacy 

services.  

Table 8: Demographic 

Characteristics  Number (%) 
  

Profession  Nurse 
Midwife 
Nurse and Midwife 

269 (66.1) 
124 (30.5) 
14 (3.4) 

NMC-Registration Adult 
Mental health 
Paediatric 
Learning Disability 
Midwife 
Dual registration 

209 (51.4) 
6 (1.5) 
43 (10.6) 
1 (0.2) 
124 (30.5) 
24 (5.9) 

Work settings Mainly clinical 
Mainly non-clinical 
Combination clinical and non-clinical 
Other  

348 (85.5) 
27 (6.6) 
30 (7.4) 
2 (0.5) 

Contract  Full time 
Part time 
Staff bank  

233 (57.2) 
162 (39.8) 
12 (2.9) 

Job title Staff Nurse 
Senior nurse or midwife 
Sister or charge or senior midwife 
Advance practice or specialist 
Manager 
Research or education 
Other  

139 (34.2) 
142 (34.9) 
44 (10.8) 
40 (9.8) 
22 (5.4) 
12 (2.9) 
8 (2.0) 

Range of clinical 
experience (years)  

0-5 
6-10 
11-15 
16-20 
21-25 
26 and above 

115 (28.3) 
71 (17.4) 
74 (18.2) 
48 (11.8) 
34 (8.4) 
65 (16.0) 

Advocacy role Not a PNA/PMA 
PMA/PNA 

389 (95.6) 
18 (4.4) 

Characteristics Mean (SD) Range  
Minimum  Maximum 

Age (years) 39.94 (11.48) 20 70 
Experience (years) 14.13 (11.80) 1 53 
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This could partially be attributed to a low level of awareness about these services, as only 

35.1% indicated awareness of such support within their department, and 44.2% have 

familiarity with the role and responsibilities of the professional advocate. However, despite 

this, a significant majority (95.3%) expressed interest in accessing such support if made 

available to them. Furthermore, nearly all respondents who had previously accessed 

professional advocacy services reported their intent to seek this support again in the 

future. These findings underscore a keen interest, positive attitudes, and the positive 

perceived value of professional advocacy support among staff members. 

Knowledge, attitudes, and access 

Nearly two-thirds of the participants (64.9%; N=264) were not aware of the professional 

advocate role, and only 55.8% were familiar with professional advocacy services, indicating 

a limited current knowledge and awareness of these services (Table 3). Most of the 

participants (80.6%; N= 328) did not access the PA services, while among those who did 

(17.9%), the majority (99%) expressed strong interest in accessing the service again. 

Additionally, nearly all participants (95.3%; N=388) indicated an interest in accessing PA 

support if it became available to them. Nurses and midwives moderately agreed that they 

would recommend the service to colleagues and strongly disagreed that the service lacks 

benefits. There was a slight agreement that it is easy to access, and leadership encourages 

the use of the service. Most of the participants had no preference on whether to meet a PA 

who is known or unknown to them (58%), followed by a preference of a third of the sample 

for seeing someone they know (30.2%). Most of the participants who accessed the service 

used self-referral rather than colleague or manager referral. Overall, despite limited access 

and support from direct managers, participants showed strong positive attitudes toward 

the PA service. 

The level of awareness was higher among midwives with statistically significant difference 

in the level of awareness about the services between nurses and midwives H (2) =94.1, p 

<0.001). Midwives exhibit greater familiarity, with a higher level of access H (2) = 45.89, p 

<0.001, while nurses demonstrate more positive attitudes toward repeating access H (2) 

=36.8, p <0.001 and midwives had more access H (2) = 27, p <0.001. This could be explained 

by the availability of professional advocacy to midwives for the last seven years compared 

to two years at the time of conducting this part of the evaluation. Both nurses and midwives 

expressing similar interest in accessing the service H (2) = 0.972, p =.615.  
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Table 9: Knowledge, attitude, and access 

Characteristics  Number (%) 
  

Awareness of a local PA  Not aware 
Aware  

264 (64.9) 
143 (35.1) 

Familiarity of the role  Unfamiliar  
Familiar  

180 (44.2) 
227 (55.8) 

Accessed PNA/PMA support  No 
Yes 
Other  

328 (80.6) 
73 (17.9) 
6 (1.5) 

Initiate contact  Self-referral 
A colleague recommended. 
Other 
Didn’t access 

59 (14.5) 
13 (3.2) 
7 (1.7) 
328 (80.6) 

Preference of PA Known 
Unknown 
No preference either  

123 (30.2) 
48 (11.8) 
236 (58) 

Frequency of access in the last 
year 

Never 
Rarely  
Sometimes  
Often  

334 (82.1) 
43 (10.6) 
28 (6.9) 
2 (0.5) 

Interest in accessing the service Interested  
Not interested  
Prefer not to say 

388 (95.3) 
11 (2.7) 
8 (2) 

Would you seek their support 
again in the future? 

No 
Yes 
Didn’t access 

2 (0.5) 
77 (18.9) 
328 (80.6) 

Characteristics Mean (SD) Range  
Minimum  Maximum 

Effort to access (how easy) 3.49 (1.89) 1 6 
Access is encouraged by 
leadership 

3.2 (1.96) 1 6 

Recommend PNA/PMA to my 
colleagues  

4.9 (1.4) 1 6 

Can’t see any benefits from it  1.68 (1.23) 1 6 
 

The multiple-choice questions demonstrated that the highest frequency methods of 

awareness about professional advocacy were word of mouth (19.2%) and colleagues 

(18.9%) (Figure 2). This suggests that informal networks play a key role in disseminating 

information about the role of professional advocates more than formal communication and 

perhaps there more work required to increase staff awareness of the service via formal 

communication channels. There are several potential reasons behind this trend. Most 

participants preferred face-to-face sessions, likely due to the nature of the issues being 
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addressed (Figure 3). The 47% preference for in-person interactions suggests that 

participants value personal connection and immediacy. The emotional and complex 

nature of advocacy makes individuals more comfortable discussing sensitive topics 

directly with PA, promoting greater trust and understanding. 

 

Figure 5: Methods by which staff became aware of the service. 

 

Figure 6: Methods of staff preference for accessing the service. 
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Level of impact and usefulness of the service 

Table 4 shows Cronbach’s alpha, the mean score, and standard deviations (SD) for all the 

scales used in the survey. The results illustrate an excellent level of reliability, 

demonstrated by Cronbach’s alpha being equal to or above 0.90 for all the items used. The 

overall mean score of perceived impact was 77.36 (SD = 15.93) on a scale of 16-96, 

indicating a high level of overall perceived positive impact of PA on the scale domains. The 

mean score of the impact of using the A-EQUIP model (enhancing the leadership on 

service improvement, contributing to patient care and safety, ability to improve practice, 

enhancing professional development) was 19.16 (SD = 3.93) on a scale of 1-24, which again 

indicates a high level of perceived positive impact. Participants perceived that PA would 

have a high positive impact on empowerment (mean = 33.66, SD = 7.72) (Figure 3), reducing 

burnout (mean = 9.46, SD = 7.72), increasing satisfaction (mean = 4.89, SD = 1.11), improving 

retention (mean = 5.02, SD = 1.09), and psychological wellbeing (mean = 5.17, SD = 0.99) 

(Figure 4). Overall, participants perceived the PA service to be clinically useful and believed 

it could positively impact their wellbeing, retention, and ability to enhance patient care. 

Table 10: Perceived impact of PA role on variables 

 

 

Although both nursing and midwifery participants reported high potential impact as 

discussed above, nurses perceived to have higher level of impact compared to midwives 

which was statistically significant. The findings reveal significant differences between 

nurses and midwives across several key areas (Table 6 and Figure 5). In terms of overall 

Characteristics Mean (SD) Range  Cronbach’s 

Alpha   Minimum  Maximum 

Overall potential impact of the PA role across 

all variables 

77.36 (15.93) 16 96 0.976 

A-EQUIP 19.16 (3.93) 4 24 0.949 

Structural_ empowerment 33.66 (7.72) 7 42 0.964 

• Meaning of work 9.78 (2.33) 2 12  

• Confidence and Autonomy 9.74 (2.27) 2 12  

• Staff impact and influence  9.73 (2.27) 2 12  

Burnout 9.46 (2.52) 2 12 0.944 

• Exhaustion  4.67 (1.35) 1 6  

• Disengagement 4.79 (1.25 1 6  

Satisfaction 4.89 (1.11) 1 6  

Retention 5.02 (1.09) 1 6  

Wellbeing 5.17 (0.99) 1 6  
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impact, nurses reported feeling a greater effect from their work compared to midwives, 

with a highly significant result (H = 16.25, p < 0.001). This pattern was similar for the meaning  

Table 11: Differences on perceived impact between nurses and midwives 

Ranks H df P value 

  Nurse or Midwife N Mean 

Rank 

   

Overall impact Nurse 269 220.59     

Midwife 124 170.23    

Nurse and midwife 14 184.43    

Total 407 
 

16.25 2 <0.001 

Meaning of work Nurse 269 221.26    

Midwife 124 169.17    

Nurse and midwife 14 180.86    

Total 407 18.55  2 <0.001 

Impact and influence  Nurse 269 217.55    

Midwife 124 174.54    

Nurse and midwife 14 204.50    

Total 407 
 

12.19 2 <0.002 

Burnout  Nurse 269 222.0    

Midwife 124 166.78    

Nurse and midwife 14 187.39    

Total 407  20.1 2 <0.001 

A-EQUIP domains Nurse 269 214.1    

Midwife 124 180.98    

Nurse and midwife 14 213.39    

Total 407 
 

7.18 2 .028 

Satisfaction  Nurse 269 216.43    

Midwife 124 178.85    

Nurse and midwife 14 187.82    
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Total 407 
 

9.93 2 .007 

Confidence and 

Autonomy  

Nurse 269 217.55    

Midwife 124 174.54    

Nurse and midwife 14 204.50    

Total 407 
 

7.12 2 .002 

Wellbeing Nurse 269 208.32    

Midwife 124 196.91    

Nurse and midwife 14 183.75    

Total 407 
 

1.43 2 .490 

Retention Nurse 269 214.86    

Midwife 124 183.49    

Nurse and midwife 14 177.11    

Total 407 
 

7.68 2 .022 

 

of work, where nurses reported a stronger sense of meaning compared to midwives (H = 

18.55, p < 0.001). Regarding impact, nurses again reported feeling more significantly 

affected by their roles than midwives (H = 12.19, p < 0.002). When it came to burnout, nurses 

experienced higher levels than midwives (H = 20.1, p < 0.001). A significant variation was 

also observed in the A-EQUIP domains, with nurses scoring higher than midwives (H = 7.18, 

p = 0.028). Similarly, nurses reported greater satisfaction in their roles compared to 

midwives (H = 9.93, p = 0.007), as well as more confidence and autonomy in their work (H = 

7.12, p = 0.002).  

No significant difference was found in terms of wellbeing across the groups (H = 1.43, p = 0.490). 

However, nurses showed a stronger intention to stay in their roles compared to midwives, with a 

significant difference (H = 7.68, p = 0.022). These results suggest that nurses consistently report higher 

levels across domains such as impact, burnout, satisfaction, and retention compared to midwives. 

6.2.2 Qualitative analysis 

The analysis of the participants’ responses to the open-ended question results in three 

major themes regarding staff perceptions and experiences of the professional advocacy 

service. These themes illustrate how the professional nurse advocate and professional 
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midwifery advocate services could be used to shape and provide an upsurge in service 

integration, effectiveness, and utilisation. 

 

Staff knowledge of the PA service 

Most participants described the PA role as primarily providing essential support to nursing 

and midwifery staff, with emphasis on emotional, confidential, and peer support. Emotional 

support was identified as the advocate's main responsibility, aiding staff in managing 

stress, burnout, and compassion fatigue. PAs actuate safe environments for open 

discussions, facilitate debriefing after critical incidents, and promote self-care and 

resilience strategies. Confidential support was equally valued, with advocates offering a 

non-judgmental space for addressing interpersonal conflicts and personal issues. 

 

A PMA provides support both professionally and emotionally; it is a supportive, non-

judgemental role." (P187) 

"To support workplace, debrief after an incident and to ask for help when feeling 

psychologically unsafe to speak to managers and for personal development conversations." 

(P213) 

 

Beyond their supportive functions, advocates were seen to play a key role in clinical 

supervision and advocating for improved resources and working conditions. Regular 

supervision sessions facilitated staff reflection on practice, ethical dilemmas, and patient 

safety concerns. 

 

"To provide a safe space for a conversation about work-related or personal matters." (P76) 

"To provide a safe non-judgemental space where staff can explore clinical experiences and 

reflect." (P402) 

 

However, participants made limited connections between the advocate's role and direct 

improvements in patient care. While their contributions to clinical supervision and 

professional development were acknowledged, the advocate role was primarily viewed as 

supporting staff wellbeing rather than driving quality improvement in clinical practice. 
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Figure 7: Differences between nurses and midwives on perceived impact 
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Make the advocacy service effective and relevant  

Participants’ responses highlight the usefulness of the professional advocacy service in a 

few key domains. Five sub-themes emerged as central to staff expectations: supportive 

environment and wellbeing, advocacy and guidance, availability and accessibility, 

confidentiality and privacy, and career and professional development. Most participants 

emphasised the importance of making supportive environments happen to improve staff 

wellbeing. PAs are expected to provide emotional support during challenging times, 

helping staff manage workload pressures, burnout, and compassion fatigue. Staff also 

expect advocates to promote resilience through wellbeing sessions, mental health 

support, and welfare initiatives. 

"A supportive service 7 days a week where I can contact for me or signpost another colleague 

to for help." (P137).  

Advocacy and guidance were also highlighted as critical. Advocates are expected to 

champion staff rights, address workforce challenges, and offer support in ethical decision-

making.  

"Speaking up for me and helping me to speak up." (P72).  

Some participants also valued the role of advocates in facilitating career and professional 

development by identifying opportunities, ensuring fair access to training, and supporting 

growth. "Fair access to training opportunities." (P212). 

The availability and accessibility of the service were seen as essential. Staff expect 

advocates to be consistently present and visible in the workplace, galvanising trust and 

encouraging engagement. "Regular visible known team in the work environment who I can 

contact when I am struggling." (P101). 

Confidentiality and privacy were equally vital. Participants expect advocates to offer 

impartial advice while safeguarding sensitive information, creating a safe and trusted 

environment. "Assured confidentiality when seeking support." (P186). 

Resolving barriers to accessing the Service 

 

Barriers to accessing PA services can be grouped into three overarching sub-themes: 

practical constraints, psychological and emotional concerns, and organisational and 
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managerial support. These sub-themes highlight the multifaceted challenges staff face 

when seeking advocacy support. Practical constraints emerged as significant barriers, with 

time and logistical challenges frequently cited. Participants noted that demanding 

workloads and inflexible schedules often prevented them from accessing services. 

Geographical distance further compounded these issues, making it difficult to attend 

sessions located far from their workplace or residence.  

“Lack of time away from clinical work” (P302).  

Psychological and emotional concerns presented substantial barriers. Many participants 

expressed fears about confidentiality, worrying that information shared might be leaked to 

managers or colleagues, potentially harming their reputation or career.  

“Worried about my manager finding out” (P43).  

Embarrassment and discomfort about seeking help also featured prominently, as 

participants feared being perceived as weak. Addressing these deeply personal concerns 

is crucial for initiate a safe and non-judgmental environment. Hesitation to seek support 

was further influenced by fears of judgment or being labelled a troublemaker.  

“Scared to speak up for fear of reprisal and repercussions” (P172).  

Organisational and managerial support was the third major theme. A lack of 

encouragement from managers and limited-service availability during working hours were 

significant barriers. Managerial indifference further exacerbated access issues. 

 “Lack of availability... If not allowed time out in working day to seek advice” (P99).  

“My line manager didn’t actively support me” (P223).  

These findings highlight the critical role of organisational culture and leadership in 

enabling access to advocacy services, emphasising the need for visible, active support 

from management to normalise and encourage engagement. 

 

6.4 Discussion 

The findings from our survey offer a detailed understanding of nursing and midwifery staff 

perceptions, knowledge, and the perceived usefulness of professional advocacy (PA) 

services within a large NHS Trust. The survey highlights the significant role of PA in 

enhancing staff wellbeing and professional development, while also identifying gaps in 

awareness and access that could limit the service's effectiveness. 
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Only 4.4% of participants currently hold professional advocacy roles, and 80.6% have never 

accessed the service, with just 17.9% reporting any usage. These low utilisation rates may 

reflect limited awareness, only 35.1% of respondents were aware of the service’s availability, 

and 55.8% were familiar with its offering, as well as the early stage of its implementation in 

the surveyed organisation. In contrast, Lees-Deutsch et al. (2023) reported higher access 

rates among UK nurses, with 57.5% receiving RCS from a PA. Despite low uptake, interest 

in PA services is strong, with 95.3% of participants expressing a desire to access the service 

if available, and 99% of previous users indicating a willingness to use it again. This aligns 

Sharman et al. (2024), where 508 staff accessed the service over 21 months, and 16% 

returned for repeat support. 

A notable difference emerged between nurses and midwives: midwives reported greater 

familiarity and access to PA services, while nurses expressed more positive attitudes 

toward re-accessing the service. This could suggest that while midwives benefit from 

longer-term access, nurses may perceive the service as more beneficial or are optimistic 

about its potential, possibly due to their relatively newer exposure to it. 

The overall mean score for the perceived impact of PA services was high, with respondents 

associating the role with improvements in staff empowerment, burnout reduction, job 

satisfaction, retention, and psychological wellbeing. These findings align with recent 

studies (Lees-Deutsch et al., 2023; Smythe et al. 2023; Wade, 2023; Sharman et al., 2024), 

which demonstrate high satisfaction levels and positive impacts on practice and wellbeing 

among supervisees. Additionally, the broader literature supports the link between 

empowerment, organisational support, and clinical supervision in improving staff 

wellbeing, burnout and retention (Mansour & Mattukoyya, 2018; Martin et al. 2021; 

Abdulmohdi, 2024). Participants in our study primarily associated the PA service with staff 

wellbeing and professional development rather than direct contributions to patient care. 

Similarly, Sharman et al. (2024) noted that only 18% of PA service utilisation was related to 

quality improvement, with the majority focused on staff support and career development. 

Access to professional development opportunities and the ability of staff to influence their 

work environment have been identified as significant factors in enhancing staff retention 

(Leone et al., 2015). Interestingly, nurses reported a higher perceived impact of PA 

compared to midwives, suggesting that while both groups recognise its benefits, nurses 

may feel a greater need for or derive more value from it. 

Barriers to accessing PA services were significant, with time constraints due to workload 

cited most frequently. Other barriers included concerns about confidentiality, fear of 

repercussions, and limited awareness of how to access services. These findings echo 
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those of previous studies, which identified practical and psychological barriers as key 

limitations to workplace support initiatives. Time constraints to attending PA support, for 

example, have been described as disempowering for staff (Lees-Deutsch et al., 2023) 

similarly Sharman et al. (2024) identified as a major barrier for staff accessing the service 

and for professional advocate to deliver the service. Additionally, reliance on informal 

communication channels like "word of mouth" highlights the need for structured 

awareness-raising strategies. The Royal College of Nursing (RCN, 2022) has similarly 

identified managerial support, staff valuation, and manageable workloads as critical factors 

influencing retention. 

Our findings highlight the importance of visible advocacy roles, managerial 

encouragement, and organisational support and increasing access to PA services. 

Participants expressed a preference for face-to-face interactions (47%), underscoring the 

significance of personal engagement in building trust. This aligns with Sharman et al. 

(2024), where 65% of PA sessions were delivered in person. Limited awareness, familiarity, 

and availability of the services, coupled with key barriers such as time constraints, 

concerns about confidentiality, the service being in its early stages of development, and 

the need for managerial support, are significant factors affecting access to and utilisation 

of the PA services. Overall, all staff expressed positive attitudes and perceive the PA 

support as having a positive impact, making it a key driver for investment in the 

development of the service to better meet their needs. While attitudes towards the service 

are positive, structural and cultural barriers remain significant impediments to its full 

utilisation. Ensuring that advocacy services are accessible, confidential, and actively 

supported by leadership is essential to addressing staff needs and effectively overcoming 

these barriers.  

 

6.5 Strengths and limitations 

This survey used a relatively large sample size of 407 participants, representing a diverse 

group of nurses and midwives across a large healthcare organisation. The survey design, 

incorporating quantitative and qualitative data, provided comprehensive insights into the 

perceptions, utilisation, impact and barriers associated with PA roles. The survey was co-

designed with input from stakeholders, clinical staff, experts and informed by established 

frameworks such as the A-EQUIP model and structural empowerment theory, ensuring 

validity and relevance to practice. The reliance on self-reported data may introduce 

response bias, and the cross-sectional design limits causal inferences. Awareness and 
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access to PA services may vary across organisations, potentially affecting the 

generalisability of findings. Additionally, the study did not fully capture the perspectives of 

organisational leaders, whose support is critical to the effective implementation of PA roles. 

Future studies should address these limitations to inform the robustness and applicability 

of the findings and consider experimental design to evaluate the effectiveness of this 

service. 

 

6.6 Conclusion 

The survey highlights the crucial roles of PA in supporting nursing and midwifery staff, 

particularly in providing emotional support, advocacy, and professional development. 

Despite the clear benefits, there is a significant gap in awareness and access to these 

services, with only a small percentage of staff currently utilising them. Nurses and 

midwives both recognise the positive impact of these roles, with nurses reporting a slightly 

higher perceived benefit. However, barriers such as time constraints, concerns about 

confidentiality, and limited awareness impede broader access to these services. To 

maximise the impact of PAs, it is essential to address these barriers, invigorate awareness, 

and ensure that PA services are accessible and visible to all staff members. Additionally, 

increasing formal communication about the availability of PA could help in overcoming the 

current reliance on informal methods of awareness-raising, ultimately leading to better 

utilisation and greater support for healthcare professionals. 
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7. WS-3ii: Untapped resources: practitioner perspectives of 

professional advocacy 

7.1 Overview  

This workstream aimed to explore and describe the experiences and perceptions of those involved and 

not involved in professional advocacy services in the Trust. For this part of the evaluation, we asked 

the question, what does an effective PMA / PNA Service ‘look like’ in practice?  

The objectives were,  

• To gain insight into the perceived and tangible opportunities and barriers to an embedded PA service. 

• To identify the ways in which the purpose of PA is understood in the Trust 

While the broader evaluation covers various aspects of the implementation, this focus group analysis 

specifically aims to gather nurses' and midwives' perceptions of PA, as well as their experiences and 

opinions about the factors that might facilitate or prevent the uptake and provision of PA services.  

7.2 Methods 

To align with descriptive aim of this workstream, an exploratory qualitative descriptive design was 

used, as recommended by Sandelowski (2000).  Doyle et al., (2020) suggests that the intention of this 

type of design is to comprehensively summarise the participants subjective understandings, opinions 

and experiences. Originating from the interpretivist paradigm, qualitative descriptive inquiry 

acknowledges that reality and truth are socially constructed and that complex phenomena can have 

multiple interpretations. As such, this approach is popular in healthcare research and evaluation due 

to its straightforward and practical nature, aiming to present the participants responses without 

altering them significantly (Holloway and Wheeler, 2010). Hence, the premise of qualitative descriptive 

inquiry describes phenomena rather than attempting explain what is happening.  

7.2.1 Focus group design 

As a type of naturalistic inquiry, qualitative descriptive studies often use focus groups to gather 

information because the interactive group setting offers a space where participants' attitudes, beliefs, 

and experiences may be revealed (Barbour, 2021). The facilitated conversation provokes idea-sharing 

and deeper insights, and the flexible format allows the evaluation team members to explore new topics 

as they arise. Real-time feedback is also harnessed, which is valuable when exploring the developing 

role of PA. 
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By bringing together nurses and midwives from diverse clinical backgrounds and experiences in 

professional advocacy, the purpose of the focus groups was to shed light on a range of perspectives 

and uncover common themes. Ellis (2023) suggests this method is also cost-effective, gathering 

multiple viewpoints in a single session, which was of benefit when the participants are busy healthcare 

professionals. To increase the likelihood for participation, we opted for online focus groups with semi-

structured, open-ended questions to gather the participants’ perceptions of professional advocacy. 

We noted that the social dynamics of focus groups make them particularly effective for uncovering 

attitudes, beliefs, and experiences. Therefore, the selected data collection method is particularly 

suitable for this type of inquiry. Characterised by minimal data transformation, our intention was to 

capture the participants’ voices as accurately as possible to convey their ‘real world’ experiences. 

Online focus groups using MS Teams were conducted between May and June 2024. We were cognisant 

of the opportunities and challenges of conducting online conversations (Engward et al., 2023) and 

structured the meetings to ensure the focus group conversations were ethically constructed and 

facilitated, with attention given to the participants and facilitators psychological comfort and 

confidentiality (Sim and Waterfield, 2019). Online contact was chosen due to the participants’ wide 

geographical distribution and varied shift patterns within the NHS Trust, making in-person meetings 

awkward to organise. Our decision was further supported by the capacity to remove travel 

requirements and to plan meetings at a time and format that suited the participants’ availability 

(Santhosh, 2021).   

Purposive sampling (Ritchie, 2014) recruited 53 participants in 13 focus groups comprising of those 

who had accessed professional advocacy, those who had not accessed professional advocacy and 

those training to be professional advocates (see Table 12). 

Table 12: Focus group participant roles 

Group Nurses Midwives 

Those who have used PA 

services 
0 7 

Those who have not used PA 

services 
14 13 

Registered PNA or PMA 11 

Trainee PNA or PMA 7 
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7.2.2 Data collection and analysis 

Following the advice set out by Poliandri et al, (2023), each of the focus groups were prearranged with 

two facilitators, one acting as the group leader, the second evaluation team member working as co-

facilitator ensuring that participants could access the meeting, deal with any technical issues, observe 

and note significant issues raised by participants' and, oversee participant wellbeing. We chose not to 

use an observation grid due to the limited knowledge in this area. We aimed to avoid pre-empting 

participant responses, as Kim et al. (2017) assert that genuine curiosity in naturalistic investigations 

requires facilitators to remain open to their observations and descriptions. 

Thirteen focus groups were scheduled, with 1 hour allocated to each. One member of the evaluation 

team took responsibility for organising the focus groups (Goldspink et al., 2025, in press). Prospective 

participants were each provided with a participant information sheet and consent form. Once the 

completed consent for had been returned, participants were offered a choice of 2 focus group times 

(depending on which criteria they met e.g., nurse or midwife / with experience of professional 

advocacy / without experience of professional advocacy, working a professional advocate/ training to 

be a professional advocate). Following the uptake of three to six participants to the allocated focus 

group, the meeting time was set and undertaken.  

Each focus group commenced with opening instructions which reiterated the information on the 

participant information sheet and set out the expectations for the conversation, such as ensuring in 

that everyone has space and opportunity to speak, upholding politeness and respectfully managing 

any disagreements. As the participants were all registrants of the UK Nursing and Midwifery Council, 

the were also reminded of their duty to act in accordance with their code of professional conduct 

(NMC 2018a) and this also set the parameters of the conversation (e.g., should unprofessional or 

unsafe practice be revealed).  The focus groups each filled the full assigned hour, with the facilitator 

flexibly using the semi-structured interview guide to maintain conversational flow. All thirteen 

meetings produced dynamic discussions, where a range of unprompted personal and professional 

experiences were freely shared. The participants offered examples to support their recognised 

emotions, impressions and opinions.  

The semi-structured interview guide was developed from the findings of Workstream 2 and 3i (Table 

13). A flexible, non-directive stance was adopted for focus group facilitation. At the end of each 

meeting, the two facilitators debriefed to discuss their observations, allowing them to note key details 

about the meeting. The focus group conversations were recorded and transcribed verbatim by a 

member of the evaluation team and examined using qualitative analysis (Sandelowski, 1995), with 

each focus group regarded as a separate unit of analysis. The analytic process involved two members 
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of the evaluation teams and comprised familiarisation, initial open coding (based on similarity of 

meaning), thematic development, and a confirmation phase.  
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Table 13: Focus group trigger questions 

Focus  

group  

Trigger Questions 

Nurses who 

have accessed 

PA  

What is your experience of accessing PNA support? 

Pre: Why did you decide to seek professional advocacy?  

During: What happened when you saw the advocate? 

After: What did you gain through professional advocacy?  

Nurses who 

have not 

accessed PA  

What do you know about professional advocacy? / Why do you think someone might access a professional advocate?  

Have you thought about seeing a professional advocate but not accessed them? What happened?  

Do you know of others who have accessed professional advocacy – if so, do you know why they went?  

Midwives who 

have accessed 

PA  

What is your experience of accessing PMA support? 

Pre: Why did you decide to seek professional advocacy?  

During: What happened when you saw the advocate? 

After: What did you gain through professional advocacy?  

Midwives who 

have not 

accessed PA  

What do you know about professional advocacy? / Why do you think someone might access a professional advocate?  

Have you thought about seeing a professional advocate but not accessed them? What happened?  

Do you know of others who have accessed professional advocacy – if so, do you know why they went?  

Registered 

PMA’s / PNA’s 

How do you get things done as a PNA / PMA? - Can you give examples?  

What needs to happen (differently) to make advocacy work in ESNEFT?  

What support would you like to see for advocates? 

What guidance would you give to new professional advocates?  

Student PAs How do you think you will do to get things done as a PNA / PMA? - Can you give examples?  

What types of ‘know how’ do you anticipate using in your professional advocacy role?  

What do you think needs to happen to make advocacy work in ESNEFT?  

In what ways are you linking with other professional advocates?  

What support do you think you are going to need as an advocate? 
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7.3 Findings 

7.3.1 Awareness and understanding of Professional Advocacy  

A recurring theme across focus groups was the limited awareness of professional advocacy roles. Many 

participants, particularly those who had not accessed advocacy services, had little understanding of 

what the role entailed or how it could benefit them. Some described professional advocacy as an 

"under the radar" resource that was not actively promoted within their teams.  

Those who had accessed professional advocacy, however, spoke positively about its impact. They 

highlighted the benefits of structured, confidential discussions that provided emotional and 

professional support, particularly during times of stress.  

7.3.2 Barriers to engagement  

Several factors were identified as barriers to engaging with PA services:  

• Workload Pressures: Many participants felt that seeking advocacy support was an additional 

burden on top of their already overwhelming workloads. The perception that PA required time 

away from clinical duties discouraged participation.  

• Organisational Hierarchies and Culture: Some participants expressed concerns about stigma, 

fearing that accessing advocacy might be viewed as an admission of weakness. Others felt that 

advocacy roles were not embedded effectively into leadership structures, limiting their influence.  

• Inconsistent Availability: While some departments had active professional advocates, others 

lacked trained advocates altogether. This inconsistency led to unequal access to support across the 

Trust.  

7.3.3 Perceived benefits of Professional Advocacy  

For those who engaged with PA, several key benefits were identified:  

• Psychological Safety and Well-being: The ability to discuss professional challenges in a 

confidential and supportive environment was valued. Participants described advocacy 

sessions as opportunities for "offloading" without fear of judgement.  

• Workforce Retention and Resilience: Some participants believed that access to advocacy had 

influenced their decision to stay within the NHS rather than seeking opportunities elsewhere.  
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• Improved Patient Care: By addressing staff stress and burnout, professional advocacy was seen 

as indirectly benefiting patient outcomes by promoting a more engaged and supported 

workforce.  

 

7.3.4 Participant recommendations for strengthening Professional Advocacy  

Participants suggested several ways to improve the accessibility and effectiveness of professional 

advocacy:  

• Stronger Promotion and Awareness Campaigns: Greater visibility of professional advocacy 

roles within the Trust, including induction training and staff communications, could invigorate 

engagement.  

• Integration into Organisational Structures: Embedding professional advocacy within 

governance frameworks, rather than treating it as an add-on service, could increase its 

legitimacy and impact.  

• Flexible and Accessible Support Models: Some suggested integrating advocacy sessions into 

routine staff well-being initiatives to make them more accessible without requiring additional 

time commitments.  
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Figure 8: Themes identified in focus group data
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7.4 Discussion 

The findings of this workstream align with existing research that highlights professional advocacy as a 

valuable yet underutilised resource in the NHS. While the role has the potential to address staff well-

being and retention issues, it remains inconsistently embedded within healthcare organisations. This 

echoes previous work demonstrating the positive impact of professional advocacy on psychological 

safety, stress management, and workforce resilience. However, barriers such as workload pressures, 

professional hierarchies, and inconsistent implementation hinder its effectiveness.  In response, 

activity theory may provide a useful framework for understanding these challenges, highlighting the 

interaction between individual roles, workplace structures, and cultural norms. To fully integrate PA 

into the NHS workforce model, systemic changes in action and perception to address both practical 

and cultural barriers.  

A recurring theme across focus groups was the limited awareness of the function and purpose of PA. 

Many participants, especially those who had not accessed advocacy services, had little understanding 

of what PA entailed or how it could assist them. This lack of awareness was evident in the way 

participants described PA as an "under the radar" resource that was not actively promoted within their 

teams. Advocacy services were not viewed as prominently featured in staff communications, training 

sessions, or team meetings, leading to a lack of visibility. Consequently, many of the participants were 

unaware of the existence of PA or how to access it, contributing to a general reluctance to actively seek 

out the service. In this situation, Activity Theory (Engeström, 2001) can be a useful lens to better these 

type of complex dynamics as it suggests that human activities are systemic and socially situated 

phenomena, involving interactions between the subject (healthcare professionals), the object (the 

goal of accessing PA), and mediating artifacts (tools and resources such as Trust based 

communications, policy and procedures). The lack of visibility and promotion of PA can be seen as a 

deficiency in the mediating artifacts, which are crucial for facilitating the activity of seeking and 

providing PA support. 

The perception of PA as an "under the radar" resource also highlighted a broader issue within the 

organisational culture. PA services were recognised as integrated into the everyday operations of 

healthcare teams, making them seem peripheral rather than essential. However, the potential for 

positive impact was raised, even from those who had not access the service. The consensus was that 

PA is an untapped and much needed resource. Many participants believed that once understood and 

accepted into practice, PA could provide essential support in navigating workplace challenges, offering 

emotional support, and guiding professional development. To fully realise the advantages, recognising 
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PA's potential underscores the importance of understanding and overcoming barriers, as well as 

increasing awareness and accessibility of PA. 

However, the barriers to engaging with PA presented in the focus group data are not straightforward; 

rather, they form a complex picture that includes both obvious and more subtle reasons. On the 

surface, workload pressures are a significant barrier. Many healthcare professionals feel that seeking 

advocacy support adds to their already overwhelming responsibilities. The perception that PA requires 

time away from clinical duties can discourage participation, as staff may feel they cannot afford to take 

time out from their busy schedules (Morrell-Scott and Robinson, 2025). Beyond these apparent 

reasons, there are more nuanced factors at play. Organisational hierarchies and culture can create an 

environment where accessing advocacy services is seen as an admission of weakness. This stigma can 

prevent staff from seeking the support they need, fearing that it might negatively impact their 

professional reputation (NHS England, 2023). Additionally, the lack of integration of advocacy roles 

into leadership structures was thought to limit their influence and effectiveness, making it harder for 

PAs to provide meaningful support. Another subtle barrier is the inconsistency in the availability of 

trained advocates across different departments. While some departments had active an active PA 

presence, others lacked trained advocates altogether. This inconsistency led to unequal access to 

support across the Trust. 

For those who had engaged with PA, the personal and professional gains were clear and multifaceted. 

One of the most significant advantages is the ability to discuss professional challenges in a confidential 

and supportive environment. This aspect of PA is highly valued by participants, as it provided a safe 

space for "offloading" without fear of judgement. These findings are similarly to Lees-Deutsch et al. 

(2022), who reported those who had accessed PA spoke positively about its impact. Sharman et al.'s 

(2025) service evaluation also highlighted the value of structured, confidential discussions that 

provided emotional and professional support, particularly during times of stress. The evidence is 

building to suggest that PA interactions can significantly improve psychological safety and well-being, 

allowing healthcare professionals to express their concerns and challenges openly. The impact of PA 

on workforce retention is also noteworthy. Some participants expressed that access to PA influenced 

their decision to remain within the NHS rather than seeking opportunities elsewhere. This highlights 

the crucial role of PA in retaining skilled professionals within the healthcare system. By providing 

emotional and professional support, PA helps to mitigate the factors observed by Butler (2025) that 

contribute to staff turnover, such as stress and burnout. Moreover, by addressing staff stress and 

burnout, PA positively influences patient outcomes. Indeed, Daniel et al (2023) argues that a more 

engaged and supported workforce is better equipped to provide high-quality care. When healthcare 
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professionals feel valued and supported, they are more likely to be motivated and committed to their 

roles, which can lead to improved patient care and satisfaction. 

Therefore, the benefits PA extend beyond individual support, playing a crucial role in promoting a 

culture of openness and resilience within healthcare teams (Whatley, Stephens and Sterry, 2021). By 

normalising the use of advocacy services, the Trust can create an environment where staff feel 

empowered to seek help without fear of stigma. In line with the work from The King's Fund (2023), 

which emphasises the importance of developing and maintaining a supportive and inclusive culture 

within the NHS to improve staff morale and patient care outcomes, the cultural shift identified by the 

participants was seen as essential. This shift aims to promote a workplace where practitioners, often 

working in challenging circumstances, feel valued and understood. By investing in a supportive and 

inclusive environment, the Trust can enhance staff well-being and ultimately improve the quality of 

patient care. Examples illustrated through the data provided 7 key elements (Table 13), each 

contributing to a more supportive and resilient environment.  

Table 14: data driven elements for culture shift 

Culture shift Example 

Normalising mental 

health discussions 

• Regular informal peer-to-peer check-ins 

• Structured PA activities such as RCS,  

• PA related workshops, and training sessions that focus on 
mental health awareness and coping strategies. 

Promoting inclusivity 

and diversity 

• Encouragement of diversity within the PA provision 

• Provision of peer-peer support to enhance cultural competence 

• Support for increased diversity in the PA workforce 

Encouraging feedback 

and continuous 

Improvement 

• Reinforcement of a PA culture where feedback is actively 
sought and valued 

• Delivery of feedback mechanisms such as surveys, suggestion 
boxes, and PA facilitated forums 

Recognising and 

rewarding contributions 

• Continuing the formal recognition of PA registration  

• Extend to PA awards (both for the PA and those who 
engagement with PA) 

• Recognition of PA work in Trust newsletters and 
communications 

Fostering collaboration 

and teamwork 

• PA collaboration and teamwork as routine to create a cohesive 
PA service.  

• Involvement in cross-departmental working 
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• Inclusion in inter-disciplinary PA activities  

• Continued development of an online PA presence where staff 
can collaborate and share ideas. 

Providing professional 

development 

opportunities 

• Investment in PA development (both formally and informally),  

• Support for formal and informal peer-to-peer PA training, 
mentorship opportunities 

Fully integrating PA 

services 

• Improved connection with organisational structures  

• As routine, promote the availability of PA  

• Ensure that PAs have the resources and managerial backing to 
provide meaningful support. 

 

Ultimately, the cultural shift suggested embraces professional advocacy (PA) to improve patient care 

outcomes. A workforce that feels supported and engaged is more likely to be motivated and dedicated 

to providing high-quality care. Focus group data highlighted the positive impact on staff well-being, 

which was credited with transformative effects on patient interactions, higher levels of patient 

satisfaction, and better overall health outcomes. Therefore, investing in a culture of resilience and 

support improves both the employee and patient experience. Using concepts from Activity Theory 

offered a way to reconsider barriers to PA engagement as contradictions within the organisational 

system. For example, the contradiction between the need for PA and the lack of awareness and 

promotion can be addressed by enhancing mediating artifacts, such as better communication 

strategies and further integration into routine practice. Additionally, organisational hierarchies and 

culture that create stigma around accessing PA can be seen as rules within the system that need to be 

re-evaluated and adjusted to support a ‘culture shift’ for the activity required. 

Therefore, actions to develop PA in the Trust necessitate re-evaluating the organisational rules and 

norms that create hidden and apparent barriers to PA engagement. This involves addressing the stigma 

associated with seeking PA support and promoting a culture where accessing PA is seen as a strength 

rather than a weakness. Insights gathered from Activity Theory can inform targeted strategies to 

enhance PA’s visibility, acceptance, and effectiveness within healthcare teams, ultimately leading to 

improved psychological safety, well-being, workforce retention, and patient care outcomes. To improve 

the accessibility and effectiveness of PA, activity theory directs attention toward enhancing the tools 

and resources that facilitate the activity of seeking PA support. This includes: 

• Increasing visibility of PA roles within the Trust: Making PA roles more prominent in 

staff communications and organisational structures. 
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• Including PA in induction, mandatory training, and staff communications: Integrating 

PA into routine training needs conversations and supporting staff undertaking 

educational opportunities helps embed learning into practice and creates 

opportunities to strengthen the workforce.  

• Incorporating PA in governance frameworks: Ensuring PA is part of the organisational 

governance, rather than treating it as an add-on service. 

• Integrating PA into routine staff well-being initiatives: Embedding PA into regular 

well-being programs to normalise its use and benefits. 

In conclusion, absorbing Activity Theory into the analysis contributed to meaningful observations into 

the systemic and socially situated nature of the barriers and facilitators to engaging with PA. By 

providing a confidential and supportive environment for discussing professional challenges, PA 

significantly improves psychological safety and well-being. It also plays a crucial role in workforce 

retention by influencing healthcare professionals' decisions to remain within the NHS. Furthermore, 

by addressing staff stress and burnout, PA directly benefits patient outcomes by promoting a more 

engaged and supported workforce. The broader implications of PA include establishing a culture of 

openness and resilience, which can lead to improved job satisfaction and better patient care outcomes. 

 

7.5 Strengths and limitations 

Strengths 

• Multiple Voices Contributing a Range of Perspectives: The inclusion of diverse participants 

provided a broad spectrum of insights and experiences, enriching the data and ensuring a 

more comprehensive understanding of the issues discussed. 

• Use of Online Focus Groups Maximised Availability for Participation: Conducting focus 

groups online allowed for greater flexibility in scheduling, enabling more participants to join 

from various locations without the constraints of travel or physical presence. 

• Skilled Moderation: The presence of experienced moderators ensured that discussions 

remained focused and productive, facilitating meaningful dialogue and ensuring that all voices 

were heard. 

• In-Place Project Coordinator’s Role in Promoting Focus Groups and Recruiting Participants: 

The project coordinator played a crucial role in engaging potential participants and 
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encouraging their involvement, which was essential for achieving a representative sample and 

high participation rates. 

Limitations 

• Self-Selecting Sample: The reliance on volunteers may have introduced bias, as those who 

chose to participate might have had stronger opinions or more interest in the topic than those 

who did not. 

• Less PNA’s Represented: The underrepresentation of PNA may have influenced the 

transferability of the results to this specific group. 

• Time Needed for Efficient Scheduling of 14 Focus Groups: Coordinating and scheduling many 

focus groups required significant time and effort, which could have impacted the overall 

efficiency and timeliness of the research process. 

• Management and Data Extraction of Multiple Data Sets: Handling and analysing data from 

numerous focus groups posed logistical challenges, including ensuring consistency in data 

extraction and managing the volume of information effectively. 

 

7.6 Conclusion 

The benefits of PA are extensive and multifaceted. Beyond individual support, PA fosters a culture of 

openness and resilience, leading to improved job satisfaction, reduced turnover rates, and better 

patient care outcomes. By normalising the use of advocacy services, healthcare organisations can 

create a supportive environment where staff feel empowered to seek help, ultimately benefiting both 

employees and patients. Moreover, normalising the use of PA can lead to reduced turnover rates. A 

culture of openness was indicated by the participants as significantly improving their job satisfaction, 

as they felt more connected and supported by their peers and management. The ability to express 

concerns and receive guidance in a confidential and non-judgemental setting alleviated stress and 

enhanced their overall well-being. Therefore, the cost of providing PA services needs to consider the 

organisational costs and disruptions associated with staff turnover. Retaining experienced and skilled 

professionals is vital for maintaining continuity of patient care and ensuring high care standards. By 

addressing the factors contributing to burnout and dissatisfaction, PA is helping to create a more stable 

and committed workforce.
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8. WS-4: Overall project outcomes, recommendations and 

implications 

Following the development of an interim report (presented to the Trust in June 2024) and the 

discussion of the findings, the final workstream involved the project team working alongside Trust 

representatives to translate the outcomes of the evaluation into practice. Therefore, the direction of 

Workstream 4 included collaborative decision-making. A timeline of September 2024 to May 2025 was 

agreed on to complete this final phase, with the remainder of the project time allocated for 

dissemination activities (up to May 2026).   

Initially, an implementation pilot project was proposed and subsequently developed (Appendix B). 

However, due to operational demands and time pressures, this plan was reviewed and redirected 

toward developing evidence-led legacy resources based on the project findings. The decision to co-

create accessible and multidisciplinary video resources responded to the need for greater awareness 

and information sharing and complimented current ESNEFT resources. The content of the videos 

aimed to promote the importance of advocacy and the advocate role, helping to secure time and 

support from leadership. They also raised awareness and made it easier for staff to find and use 

advocacy services by providing consistent, and context sensitive information in a versatile format to 

allow online and in-person access.   

8.1 Overview of the findings from the combined workstreams  

Workstreams 1, 2, 3i, and 3ii have collectively offered a multifaceted view of the implementation of PA 

within the Trust. Each workstream employed distinct methodologies to gather a diverse array of data. 

This approach has enabled the formulation of evidence-based, context-specific recommendations 

tailored to the Trust's unique needs and circumstances. Table 14 provides a summary of findings for 

each workstream. 

Table 15: Summary of workstream findings 

Workstream Findings 

1 NHS England's guidance for Trust-based governance on data collection and 

reporting, issued in December 2021 and updated in October 2023, emphasizes 

employer-led implementation of Professional Nurse Advocate (PNA) and 

Professional Midwifery Advocate (PMA) roles. Trusts are directed to maintain a 

live register for succession planning and to establish a community of practice with 

a PNA/PMA-to-nurse ratio of 1:5 to 1:20. Initial scoping revealed insufficient 

numbers of PNAs/PMAs, with anecdotal connections and ongoing updates to 

clinical supervision policies. Despite challenges in national rollout, registration 
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numbers have steadily increased, highlighting trends in service alignment and 

accessibility. Efforts to improve visibility and support structures include QR codes, 

posters, mentorship, and training initiatives. Future reviews will focus on 

registration growth, service distribution, and support structure implementation. 

2 Workstream 2 highlights the transformative role of Professional Advocates (PAs) in 

enhancing individual practice and the broader healthcare environment. By 

prioritizing empowerment and reflective practice, PAs create supportive 

environments that foster resilience and self-improvement. They effectively 

address relational and emotional dynamics, contributing to staff satisfaction and 

retention. While building resilience is crucial, the findings caution against 

overemphasising it as a sole solution, advocating for systemic changes to address 

root causes of stress. PAs also play a key role in counteracting blame culture by 

promoting a non-judgmental, learning-oriented approach to incidents, thus 

fostering a culture of continuous improvement and accountability. 

3i The survey findings from ws3i reveal that while Professional Advocacy (PA) 

services significantly enhance staff wellbeing and professional development, there 

are notable gaps in awareness and access within a large NHS Trust. Only 4.4% of 

participants hold PA roles, and 80.6% have never accessed the service, indicating 

limited awareness and early-stage implementation. Despite low usage, interest in 

PA services is high, with 95.3% of participants willing to access them if available. 

Midwives reported greater familiarity with PA services, while nurses showed more 

positive attitudes towards re-accessing them. The perceived impact of PA services 

is high, particularly in improving staff empowerment, burnout reduction, job 

satisfaction, retention, and psychological wellbeing. However, barriers such as 

time constraints, confidentiality concerns, and limited awareness hinder access. 

The survey underscores the need for visible advocacy roles, managerial support, 

and structured awareness-raising strategies to enhance service utilisation and 

meet staff needs effectively. 

3ii The findings from ws3ii align with existing research that highlights professional 

advocacy as a valuable yet underutilised resource in the NHS. While the role has 

the potential to address staff well-being and retention issues, it remains 

inconsistently embedded within healthcare organisations. This echoes previous 

work demonstrating the positive impact of professional advocacy on psychological 

safety, stress management, and workforce resilience. However, barriers such as 

workload pressures, professional hierarchies, and inconsistent implementation 

hinder its effectiveness.  

Activity theory may provide a useful framework for understanding these 

challenges, as it highlights the interaction between individual roles, workplace 

structures, and cultural norms. To fully integrate professional advocacy into the 

NHS workforce model, systemic changes are needed to address both practical and 

cultural barriers. 
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8.2 Workstream synthesis 

NHS England's guidance for Trust-based governance on data collection and reporting, updated in 

October 2023, emphasises employer-led implementation of PA roles, directing Trusts to maintain a live 

register for succession planning and establish a community of practice. Despite challenges in national 

rollout, registration numbers in ESNEFT have steadily increased, highlighting trends in service 

alignment and accessibility. Workstream 2 underscored the transformative role of PA in enhancing 

individual practice and the broader healthcare environment by fostering resilience, self-improvement, 

and counteracting blame culture. The survey findings in WS3i, revealed significant gaps in awareness 

and access to PA services within the Trust, with only 4.4% of participants holding PA roles and 80.6% 

never accessing the service. However, interest in PA services is high, but barriers such as time 

constraints, confidentiality concerns, and limited awareness have hindered access. Overall, this 

evaluation highlights the need for visible PA roles, managerial support, and structured, ongoing 

awareness-raising strategies to enhance service utilisation. Existing research aligns with our evaluation 

findings, suggesting that while PA has the potential to address staff well-being and retention issues, 

systemic changes are needed to overcome practical and cultural barriers. The central themes form 

each workstream are summarised in Figure 9, which deliberately uses gerunds to articulate the active 

nature of the data gathered from Trust participants.  

 

Figure 9: Summary of key workstream themes 

 

WS1

•Implementing through community building
•Increasing visibility through integration with existing support structures

WS2

•Empowering through self-directed problem solving
•Changing systems through counteracting blame culture

WS3i

•Building impact through increasing interest in PA services
•Reducing barriers through closing awareness gaps 

WS3ii
•Utilising PA as an untapped resource through leadership backing
•Integrating PA through routine practice 
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PA is recognised as essential for developing healthcare staff and services (Walker et al., 2025). The 

combined data shows that PA is becoming more prominent in the Trust, although there is still progress 

needed. The strategic decision to allocate PA leadership roles is pivotal in this ongoing endeavour. 

There is evidence of community building, and PA support networks are growing. Plans to integrate PA 

services with existing support structures will provide increased visibility and further the integration of 

PA within the Trust (NHS Confederation, 2021). In line with NHS England (2023), continued 

empowerment of staff through self-directed problem-solving is directed toward nurturing a culture of 

innovation and autonomy, which is crucial for a productive and healthy workforce. Additionally, efforts 

are apparent to challenge systems and processes by counteracting blame culture continue to promote 

a collaborative and constructive environment. The positive impact of PA is strengthened by ongoing 

efforts to generate interest in PA services, reduce barriers, and close awareness gaps, making PA 

services more accessible and providing secure foundations for future PA initiatives. Overall, the data 

reveals that there is no one solution or quick fix; rather, a comprehensive and enduring approach to 

embedding PA in the Trust not only supports the effective implementation of PA but also aligns with 

wider commitments to support the needs of healthcare professionals, ensuring their individual and 

combined efforts are compassionate, impactful, sustainable, and patient-oriented (NHS England, 

2022). 

8.3 Overview of resources produced during project  

• Information video for those considering becoming a professional advocate 

• Information video for managers to ensure consistent messaging about the PA role, function, 

and training 

• Information for staff considering accessing the advocacy service 

• Ready-to-implement impact monitoring package to be used by ESNEFT at a later date of their 

choosing following implementation of the new EPIC EPR (see Appendix B). 

To complement the resource development and dissemination, a ‘walking the wards’ strategy was 

introduced to speak directly to staff about PA. As follow-up, reusable co-designed business cards and 

a banner with information about how to access the service were distributed across the Trust (Appendix 

E), along with a poster campaign (Appendix E), all for longer-term use. In addition, a mapping exercise 

of all support services is now underway to enhance signposting, which will be distributed to all staff 

support service teams to enhance internal support referral mechanisms.   

In addition to these Trust focused resources, we produced a range of peer-reviewed papers and 

conference presentations during this evaluation (see Appendix C). 
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8.4 Overall recommendations for policy and practice 

This section outlines the key recommendations for policy and practice development based on the 

findings from WS2, 3i and 3ii, further actionable detail is provided in the recommendations.  

8.4.1 Recommendations for Policy 

1. Increase Awareness and Access 

• Implement structured (and repeatable) awareness campaigns to improve familiarity 

with PA services. 

• Ensure strong managerial encouragement and practical support to fortify trust and 

increase access to PA services. 

2. Standardise Availability 

• Address inconsistencies in the availability of PA services across departments to ensure 

equal access. 

3. Confidentiality and Trust 

• Promote the confidential and supportive nature of PA services as to alleviate concerns 

about professional repercussions following disclosure of practice concerns or personal 

matters affecting practice. 

8.4.2 Recommendations for Practice 

1. Face-to-Face Interactions 

• Prioritise face-to-face advocacy sessions and 1:1 interaction to reinforce personal 

engagement, confidence and trust. 

2. Address Workload Barriers 

• To mitigate time constraints due to workload, integrate PA sessions into routine staff 

well-being initiatives / staff meetings / development activities. 

3. Focus on Staff Wellbeing 
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• Emphasise the proactive role of PA in enhancing staff empowerment, burnout 

reduction, job satisfaction, retention, and psychological wellbeing. 

4. Professional Development 

• Highlight the importance of PA in supporting skills acquisition, career development 

and professional growth. 

5. Holistic Approach 

• Balance resilience-building efforts with initiatives to actively address systemic issues 

like high workload and ineffective processes and structures. 

 

8.5 Project recommendations 

The supportive interventions provided by PAs enable nurses and midwives to feel recognised and 

included. In some cases, formal RCS, informal encouragement, professional development 

opportunities and career conversations are making it possible for practitioners who might otherwise 

leave the profession to stay. Such impact is crucial in the context of workforce retention challenges. 

However, the formalised implementation of the A-EQUIP model to support wider service 

transformation via quality improvement initiatives was less apparent.  

The focus of PA attention centred at the individual level, and it became evident that PA is happening 

and is successful for those who access the service. So, while systems and processes are in 

development, this has not precluded PA from making a difference to the workforce. Tangible site-level 

arrangements involving key stakeholders need to be carefully considered and put in place to allow the 

time and space for PA to expand more formally across the Trust. Although PA remains a service in 

development, the primary goal of delivering practitioner-led, work-based support has 

transformational potential for those who provide care and the services they are part of. The following 

five key recommendations are evidence-led and contextually sensitive and build on innovations 

currently in action to amplify the effectiveness of the PA roles:  

 

1. Strengthen organisational support and infrastructure for professional advocacy  

Our work highlights that while PAs provide critical support to staff, their integration into ESNEFT 

remains inconsistent. A major barrier to uptake is the lack of formal organisational support, including 
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time allocation, leadership endorsement, and recognition within governance structures. To maximise 

the impact of PA, key action areas are:  

• Embed PA roles in organisational structures by creating dedicated (visible) PA positions within 

teams and departments. This will support PAs and PA activities in each practice area and assist 

with the current PA leadership arrangements.  

• Agree on the consistent allocation of protected time across the Trust for PAs and include this 

in the development of policy and in communications with Trust leaders. 

• Integrate PA roles into formal workforce development plans. For example, include PA roles in 

job descriptions, education and training expansion, performance appraisals, Trust induction, 

and revalidation activities.  

• Ask all new employees if they have a PA qualification and include on Trust register. 

• Implement Trust-wide policies that include PA training, CPD and support systems, as well as 

the authority to perform PA duties effectively. This includes clear guidelines on their 

responsibilities, access to professional development opportunities, and mechanisms for 

regular feedback and evaluation. 

• Provide leadership support at all levels, including ward managers and team leaders, clinical 

leads, service managers, and senior management. Ensure that advocacy is recognised as a 

central feature of workforce development, staff well-being, and retention. 

2. Enhance awareness and accessibility of professional advocacy services  

  

Findings indicate that a significant portion of nursing and midwifery staff are unaware of PA services, 

despite strong interest in accessing support when informed. Additionally, informal awareness 

channels, such as word-of-mouth, dominate, leading to inconsistent uptake. To address this, actions 

could include:  

• Implement a structured communication strategy, including regular and targeted campaigns, 

comprising of posters and business cards, ‘walking the ward’ events’, signposting to digital 

resources, and include PA information at staff inductions and at staff appraisals.  

• Include a regular featured articles ‘PA in focus’ in Trust newsletters and intranet 

communications to provide ‘real life’ stories of PA work and the benefits to those who have 

received the support.  

• Establish a clear and widely circulated referral pathway, ensuring that staff can easily access 

PA support, and adopt a single email point of access.  
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• Encourage line managers to actively promote the role of PA as a key workforce resource by 

providing targeted information to them.  

By improving visibility and accessibility, more staff will be able to engage with advocacy services, 

enhancing overall wellbeing and resilience.  

  

3. Expand and standardise CPD for professional advocates  

  

The evaluation suggests that while PA training is beneficial, there is variation in how advocates apply 

their knowledge in practice. Some advocates feel unprepared for complex workplace challenges, 

particularly in managing team dynamics and structural barriers to quality improvement. To support 

PA’s, Trust actions need to:  

• Provide a continuous professional development programme that covers all aspects of 

professional advocacy, beyond just restorative clinical supervision. This programme should be 

well-publicised within the PA community and led by its members. It is crucial that CPD events 

are not one-off events but are offered as an ongoing series of developmental opportunities. 

• Offer structured mentorship and peer support networks for new advocates.  

• Develop an internal framework ensuring a consistent standard of PA practice across the 

organisation, which includes a minimum level of CPD participation.  

A robust and standardised professional development approach will empower advocates to fulfil their 

roles effectively and ensure staff receive high-quality support.  

 

4. Embed professional advocacy into workforce retention strategies  

  

The findings identify that professional advocacy contributes to job satisfaction, emotional resilience, 

and retention. However, without strategic alignment with broader workforce policies, its impact may 

be diluted. To leverage advocacy as a retention tool, the Trust should:  

• Ensure that PA is mapped with the existing stepped approach to staff wellbeing provision, with 

an outline of the function and purpose of each service. This information could be represented 

by an infographic as it needs to be overt and shared with staff, managers and wellbeing 

services.  
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• Link advocacy services with existing career development pathways by incorporating into staff 

appraisal. 

• Use data from advocacy interventions to inform policies addressing burnout and workplace 

stress.  

• Develop a checklist for staff and managers to inform when PA might be useful and to 

encourage early intervention, rather than waiting for issues to escalate. 

Strengthening connections between peer-peer support will ensure PA is not just a reactive service but 

a proactive mechanism for long-term workforce sustainability.  

 5. Develop a systematic approach to evaluating advocacy impact  

  

Despite positive qualitative feedback, there is limited systematic evaluation of the impact of the PA 

role impact on workforce wellbeing and patient outcomes. To compile a compelling case for ongoing 

investment, the development of the following is suggested:  

• Establish key performance indicators to measure the effectiveness of professional advocacy 

services.  

• Include ’informal’ PA contacts alongside ‘formal’ PA contacts.  

• Conduct regular staff surveys to assess engagement with PA support.  

• Use outcome-based metrics, such as retention rates, absence levels, and quality improvement 

initiatives, to evaluate success.  

A data-driven approach (which includes quantitative and qualitative data) will provide evidence to 

refine advocacy models, justify resource allocation, and demonstrate tangible benefits to both staff 

and patients.  
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9. Overall strengths and limitations  

As an interorganisational project, this evaluation has notable strengths and limitations.  

Overall strengths  

• Enhanced Collaboration: This evaluation has consolidated collaborative efforts between 

ESNEFT and ARU, leading to a more integrated approach to the evaluation. 

• Diverse Perspectives: Bringing together nurses and midwives from various services within 

ESNEFT allowed for a diversity of perspectives, which has underpinned the quality and 

comprehensiveness of the evaluation design and findings. 

• Resource Sharing: This interorganisational collaboration has enabled resource and expertise 

sharing which has led to robust and well-supported evaluation outcomes.  

• Improved Policy Development: The findings from this evaluation can inform policy 

development, leading to context sensitive professional advocacy practice. 

• Strengthened Professional Networks: This wide-reaching evaluation has promoted the 

development of professional networks, which will be beneficial for future collaborations and 

professional development. 

Strengths associated with the ‘In-place’ Project Co-ordinator 

• Streamlined Communication: The project coordinator ensured clear and consistent 

communication among all stakeholders, reducing misunderstandings and enhancing 

collaboration. 

• Efficient Resource Management: The ‘in-place’ nature of the role enabled effective and 

efficient use of time and resources thereby contributing to a positive and productive working 

environment. 

Limitations 

• Timing: PA is a relatively new role, which is not nationally yet well established. Therefore, this 

evaluation took place at a time of the PA service introduction and development which 

influenced the project scope and design.  

• Scope: ESNEFT provides healthcare over a wide geographical area and includes a range of 

acute and community services making it challenging to coordinate efforts across different 
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parts of the organisation to ensure as many nursing and midwifery staff were included as 

possible.  

• Complexity of Collaboration: Effective collaboration required time and effort to establish, this 

included navigating complex organisational systems and boundaries, plus integrating diverse 

practice-based and academic expertise.  
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10. Conclusion 

This report details how the evolution has met the aim of exploring how PA is understood and 

implemented in the Trust. The evaluation focused on the implications of PA for workforce wellbeing, 

service delivery, and sustainability, ultimately seeking to inform the future development and scaling of 

the PA role both locally and nationally. The findings identify that PA has significant potential to 

contribute to workforce development, well-being, and retention. Using data from four workstreams, 

this evaluation offers tangible recommendations to progress PA, against a backdrop of existing support 

mechanisms. To support the expansion of PA in the Trust, reusable resources have been co-constructed 

to enable the ongoing promotion of what PA is and how the service can be accessed. 

Importantly, this evaluation contributes to the understanding of PA and demonstrates that ESNEFT is 

leading the way in the national roll-out of PA. The report identifies the transition from conceptualising 

advocacy for patients to advocacy for peers and how this shift, while taking time, is leading to a positive 

impact for those who access the advocacy service. Clear examples are provided of how professional 

wisdom is shared and the implications for developing both individuals and services. The insights gained 

can inform the development of future interorganisational work, ensuring that the lessons learned are 

applied to fortify collaboration, efficiency, and outcomes in subsequent projects. 

Therefore, the findings suggest that to progress PA, a shared understanding is needed regarding the 

advantages and parameters of this service at all levels within the organisation. This shared 

understanding will help to ensure that the full potential of PA is realised, contributing to a supportive 

and collaborative environment that benefits both staff, those who access healthcare services and the 

wider organisation. Overall, ESNEFT is well placed to remain at the forefront of the development and 

delivery of PA. 

Next Steps for Implementation: 

1. Implementation of PA strategy: Incorporate the project data and findings to present a context 

specific, evidence-led approach to PA in ESNEFT.  

2. Training and Education: Continue to support PA training, including ongoing PA CPD. 

3. Promote Awareness: Utilise various communication channels, highlighting the benefits of PA 

and how it can be accessed. 

4. Embed PA into routine practice: Remain committed to integrating PA as an ‘everyday’ feature 

of the practice environment.  



 

 95 

5. Monitor and Evaluate: Include PAs in the ongoing monitoring and evaluation of impact and 

using feedback to make necessary adjustments. 

6. Develop Reusable Resources: Maintain a programme of activity to create and distribute 

resources that promote PA and support its ongoing implementation. 

7. Foster a Supportive Environment: Encourage a culture of support and collaboration, ensuring 

all levels of staff understand the function, purpose and boundaries of PA. 

 

 

 

WS  Objective  Met? Evidence 

 1  To scope the current organisational 
context in uptake of PNA/PMA roles  

Yes  Improvement on PA numbers reported on 
p. 22 of this report. 

 2  To understand the experience of being 
a PA, and the role in relation to QiP, 
staff wellbeing and retention  

Yes Findings reported in chapter 5 of this 
report 

 3  To understand how staff 
understand/access/use PA services 

Yes Findings reported in chapter 6 and 7 of 
this report 

4  To co-develop Trust-specific, 
evidence-based, sustainable 
resources and recommendations 
for embedding PA. 

Yes  List of resources and recommendation 
presented in chapter 8 of this report 
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Appendix A: Evaluation Team 

Dr Sally Goldspink is an Associate Professor and Director of the Professional Doctorate in Health & 

Social Care. Her area of interest is applied public service research. With a background as an 

Occupational Therapist and over two decades in clinical and academic roles, she has been instrumental 

in advancing knowledge and methodologies related to adult learning and practitioner development in 

healthcare settings. Sally's expertise in empirical phenomenology, Interpretative Phenomenological 

Analysis (IPA), researcher positionality, reflexivity and qualitative research further contributes to the 

development of new methodologies for studying complex phenomena in health and social care. Her 

work supervising doctoral students as a UKCGE supervisors involves supporting postgraduate research 

projects on workplace topics including, the experiences of lecturers working with service-user experts, 

advanced care planning, preparing child nurses for patient death, forest school education, sixth form 

vocational education, free birthing, school health promotion and social workers' experiences of 

interprofessional working.  

Dr Nieky van Veggel is a senior research fellow and academic with expertise in applied social science, 

qualitative and quantitative research, and evidence-based practice. He leads the ARU Grounded 

Theory Network and the ARU OneWelfare Research Group. His work focuses on developing evidence-

based approaches to Animal Assisted Services, and enhancement of professional practice wihin 

multidisciplinary environments. He is actively involved in doctoral supervision, supporting EdD and 

DProf students, and leads Stage 2 of the DProf in Health and Social Care. His teaching includes 

qualitative research methods, professional practice, and grounded theory methodology across 

doctoral programmes. His research portfolio includes studies on human-animal interactions and 

disability, grounded theory methodology development, evidence-based leadership, and 

interdisciplinary collaboration.  

Dr Hilary Engward is an Associate Professor Applied Social Science and Deputy Director of the Veterans 

and Families Institute for Military Social Research. Hilary writes widely on raising awareness of veteran 

health and wellbeing in the health and social care professional literature. Hilary co-leads the 

Professional Doctorate, Health and Social Care (DProf HSC), on which she teaches, and writes on issues 

relating to health professional education and higher education. She supervises and examines PhD, EdD 

and DProf Health and Social Care Post Graduate Research.   

Dr Naim Abdulmohdi is Senior Lecturer and Director of Quality Improvement Research. His expertise 

in critical care nursing and his research focuses on clinical simulation, health workforce and clinical 

decision making. He works on research projects concerning using clinical simulation, clinical decision-
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making research, patients, and staff experience. Naim has worked in various critical care settings since 

2001, including general and cardiothoracic critical care at Royal Papworth Hospital. He has developed 

and led numerous modules and courses in critical care, showcasing extensive experience in curriculum 

development for both undergraduate and postgraduate programmes. Serving as an external examiner 

in critical care nursing, Naim holds roles in internationally distinguished institutions such as King’s 

College London and University College Dublin. He actively contributes to the Critical Care Doctoral 

European Nurses Group (CCDEN), engaging in collaborative research in critical care. Naim's research 

focuses on clinical simulation, clinical competency, staff and patient experiences, health workforce 

research, and the use of mixed-method research designs. As a member of the health workforce 

research group and NIHR Academy Committee for Clinical Doctorate, Naim leads the simulation 

interest research group and the mixed-methods research interest group.  

Andrea Tuckwell is a Senior Midwifery Sister, at the Colchester hospital site (ESNEFT) with Maternal 

Medicine Specialist and Governance knowledge, and is a practicing clinical Midwife and Staff Nurse, 

with Critical Care experience. Areas of responsibility within the clinical setting include Maternity Bleep 

holder, Birth Trauma Debrief clinic, PROMPT emergency skills and drills teaching for Multidisciplinary 

staff, Professional Midwifery Advocate (former Supervisor of Midwifery), TRiM Practitioner, Wellbeing 

Ambassador and Dilapan-S Induction of Labour Champion. Secondment to Project Coordinator Role 

includes providing a link between the clinical and academic institution, to enable ARU to design and 

undertake the evaluation activities, inform service development, communicate the PA national 

agenda, and inform and assist the PA implementation strategy, at ESNEFT.  
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Appendix B: Pilot intervention package 

In support of further development of professional advocacy in ESNEFT, and in line with our 

recommendations, we have designed a pilot of PA in a clinical setting, possibly a high-stress clinical 

setting, based on our evaluation findings. A focused implementation can provide a clear evaluation of 

the PA role. Note, the more challenging the clinical area, the more likely evidence of efficacy is 

likely. We propose the following implementation plan: 

Preparation for Implementation phase: 2 months.  

Orientation & Development: Upskill PAs as based on the evaluation outcomes, with a focus on 

understanding unique cultural barriers within the clinical area, understanding informal support and 

the value that making small changes is enabling for staff wellbeing and quality in practice. Essential to 

challenging cultural constraints. Suggest this done via formal CPD specific for the PA role (as devised 

from the evaluation data and findings) in the form of a pre-training package and a post-training 

package.  

Strategic Role Magnification: Preparing leadership/managerial structures to explicitly recognise the 

value of the PA role and enable PAs to maximise advocacy actions. This includes ringfencing allocated 

time to ‘do’ the role, set spaces for PA to meet advocate’s away from the clinical area, and staff being 

able to access the PA at such times during rota’s duty.  Essential to challenging structural constraints.  

Visibility Campaign: Increase visibility of PA through posters in high staff volume areas (e.g. toilet 

cubical doors), team meetings, and digital communications to raise awareness.   

Pilot PA activity recording method: Implement simple means for advocates to log advocacy activity 

using e.g.  PANDO or a similar app.  

  

Implementation phase: 2 – 6 months 

Doing of professional Advocacy using new resources.   

  

Evaluation of implementation phase: 6 months 

Qualitative Measures  
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Focus Groups: Conduct focus groups with staff at 3-month and 6-month intervals to gain insights into 

their experiences and perceptions.  

Case Studies: Develop case studies on specific instances where PA made a difference in resolving 

emotional/professional issues.  

Impact on Well-being and Professional Development: Measure through self-reported scales on 

perceived support, empowerment, and confidence.  

Organisational Culture: Assess changes in the perception of blame culture and openness to seeking 

support.  

 

Rapid evaluation of PA practise, utilisation and activity app  

Evaluate both formal and informal contact rates: Record top-level data on PA utilisation (formal or 

informal contact, location of contact, length of contact, type of activity).  

Evaluation use of app by PAs: ease of use, usefulness.  

 

Self-reported Indicators of Success in the clinical setting 

Increased PA utilisation: Aiming for a __% increase in staff using PA services.  

Reduction in feelings of burnout: Aim for a reduction in feelings of burnout over 6 months.  

Improved feelings of job satisfaction: Increase in feelings of job satisfaction scores.  

Positive feedback from staff: Increase staff reporting a positive PA experience.  

Contact recording: Centralise and streamline data gathering, evidencing PA activity.  

This implementation design will ensure a comprehensive understanding of the role and impact of PAs 

and guide further integration across the organisation.  
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Table 16: Proposed pilot intervention timeline 

Months  Nov  Dec  Jan  Feb  Mar  Apr  May  Jun  Jul  

Phase 1: preparation  

ESNEFT pilot agreement                    

Campaign preparation                    

Ethics approval                    

Strategic role magnification                    

Phase 2: implementation  

Visibility campaign                    

Doing PA                    

Light touch area check-in/lessons being learnt                    

Phase 3: evaluation  

Collect PA usage metrics                    

Collect PA, staff and management feedback                    

Reporting                    

Onward planning                    
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Appendix C: Academic project outputs 

Peer-reviewed papers 

Buaki-Sogo M. Goldspink, S. and Engward, H (2023) Workforce assets: recognising the value of long-

serving nurses and midwives. Nursing Times, 119: 11. 

Engward, H., Goldspink, S., Abdulmohdi, N., Alexander, M., van Veggel, N., and Tuckwell, A. (2024) 

‘Understanding Professional Advocacy: A protocol for a mixed method project to explore professional 

nurse advocacy and professional midwifery advocacy in one NHS trust.’, SocArXiv. Available at: 

https://doi.org/10.31235/osf.io/9zr7n. 

Goldspink, S., Engward, H., Alexander, M., Abdulmohdi, N., van Veggel, N., Tuckwell, A. and White, M. 

(2025) ‘Developing sustainable knowledge partnerships: Joining the DOTS between inter-

organisational research’, International Journal of Collaborative-Dialogic Practices, 0(0), p. in press. 

Engward, H., Goldspink, S., Veggel, N. van, Abdulmohdi, N., Tuckwell, A. and Alexander, M. (2025) 

‘Advocating for Professional Advocates in Nursing and Midwifery’, Policy, Politics, & Nursing Practice, 

0(0). in press. Available at: https://doi.org/10.1177/15271544251331052. 

Goldspink, S., Engward, H., van Veggel, N., Abdulmohdi, N., Tuckwell, A. and Alexander, M. (2025) 

‘Professionals In-Place: The Role of the Practice-Based Research Coordinator’, Nurse Researcher, 0(0). 

in press. Available at: https://doi.org/10.31235/osf.io/3ke9x_v1. 

Goldspink, S., van Veggel, N., Engward, H., Abdulmohdi, N., Tuckwell, A. and Alexander, M. (2025) 

‘Beneficent Disruptors: A qualitative descriptive study of professional advocacy in healthcare’, SocArXiv 

[Preprint]. Available at: https://osf.io/bd47y_v1. 

van Veggel, N., Goldspink, S., Engward, H., Tuckwell, A., Abdulmohdi, N. and Alexander, M. (2025) 

‘Revisiting Advocacy in Midwifery’, MIDIRS Midwifery Digest, 0(0). in press. 

van Veggel, N., Goldspink, S., Engward, H., Tuckwell, A., Abdulmohdi, N., and Alexander, M. (2025) PA 

in focus: a qualitative descriptive study of nurses’ and midwives’ perceptions towards professional 

advocacy in one UK NHS Trust, Human Resources in Health. under review. 

 

Conferences 

RCN Education Research Conference & Exhibition (York April 2024) Joint Presentation on anonymised 

findings from cross-sectional survey (N Abdulmohdi & A Tuckwell) Exploring the perceptions, use, and 

https://doi.org/10.31235/osf.io/9zr7n
https://doi.org/10.1177/15271544251331052
https://doi.org/10.31235/osf.io/3ke9x_v1
https://osf.io/bd47y_v1
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impact of nurse and midwifery advocates roles on staff wellbeing and retention: a cross-sectional 

survey study.  

RCM Conference (Liverpool May 2024) Abstract submitted, on in-place coordinator role linking 

academic research to clinical practice. A Tuckwell attended as delegate to understand the wider PMA 

perspective/agenda on Professional Advocacy and Trauma informed care.  

Nursing Live Conference (Liverpool 9-10th November 2023) A Tuckwell attended as delegate to 

understand the wider PMA perspective/agenda on Professional Advocacy and A-Equip dissemination 

strategy.  

Goldspink, S & Engward, H. Tuckwell, A. Abdulmohdi, N. (2024). People in Place: Defining the Practice-

Based Co-ordinator Role for Impactful Interorganisational Research.  Faculty of Health, Education, 

Medicine & Social Care (ARU) Research for Impact. 10th Annual Research Conference. ARU May 10, 

2024.  

Abdulmohdi, N., Tuckwell, A., Goldspink,, S. and Engward, H. (2024). 'Exploring the integration and 

impact of nurse and midwifery advocate roles on staff well-being and retention: a cross-sectional 

survey study', RCN Education Forum and National Conference, York, April 2024. 

Tuckwell, A. Abdulmohdi, N., Goldspink, S., Engward, H., (2024). Exploring the integration and impact 

of nurse and midwifery advocate roles on staff well-being and retention: a cross sectional survey study. 

Faculty of Health, Education, Medicine & Social Care (ARU) Research for Impact. 10th Annual Research 

Conference. ARU May 10, 2024. 

Goldspink, S & Engward, H., (2023). An exploration of practice impact for the Professional Nurse 

Advocate (PNA) & the Professional Midwifery Advocate (PMA) roles in one NHS Acute Trust. Faculty of 

Health, Education, Medicine & Social Care (ARU) Research & Public Value 9th Annual Research 

Conference. ARU May 12, 2023. Invited Presentation 

Buaki-Sogo M. (2023) Inspiring Careers, Invited Nursing Panel member, 2023 Nursing Live conference, 

Liverpool, 10 November. 

Buaki-Sogo, M. (2023).  A Narrative Inquiry into Long Serving Nurses and Midwives: Understanding 

Opportunities, Barriers, and Professional Development in an NHS Trust (Poster) RCN International 

Nursing Research Conference 2023, 6-8 September, University of Manchester. 
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Appendix D: Governance structure 

This project has 2 key governance structures:  

A governance committee will meet 6 monthly over the 3-year project. Membership consists of 

representation across practice, academia, and lay perspectives. The governance group is positioned to 

develop and maintain transparency, trust, respect, generosity in knowledge exchange by contributing 

to a shared language for positive practice-orientated change.   

 

Governance Committee membership   

Role Name Affiliation 

Co-Chair   Prof. Barbara Pierscionek  ARU  

Co-Chair  Marie Alexander   ESNEFT  

Project Lead   Dr Sally Goldspink  ARU  

Project Lead  Dr Hilary Engward  ARU  

PMA Representative  Karen Bartholomew   ARU  

PNA Representative  Linda Flack  ARU  

Trust Representative  Lee Connell  ESNEFT  

External Advisor   Dr Jane Robinson   Independent   

  

To promote transparent and accessible communication, the evaluation team will use MS Teams as 

digital hub and meet every 2–4 weeks to review progress and focusing on the key cross-cutting themes 

as the stages progress. To establish inter-organisational networking and support, the evaluation will 

offer webinar updates and provide links to a range of PA related resources. A project webpage, hosted 

by ARU, and social media will be used to include and update the wider academic and practice 

community.  
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Appendix E: ESNEFT-based resources 
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Appendix F: The in-place coordinator 

Professionals In-Place: The Role of the Practice-Based Research Coordinator.   

  

Abstract  

Background This purpose of this paper is to introduce a new role to the research nurse remit, 
a term we call the ‘In-Place Research Coordinator’.    

Aim To achieve this, we will introduce, explain, and provide examples of how we devised and 
applied the role of the ‘in-place research coordinator’ within our research between a large 
university and a large NHS Trust.   

Discussion The success of this large inter-organisational research project relied on building 
positive partnerships and networks over three years. Recognising the challenges of working 
across different organisations, we created a role for a nurse to serve as an 'in-place research 
coordinator'. By recruiting directly from the NHS Trust, this coordinator brought valuable 
organisational insights to the research team whilst gaining research experience through 
applying their professional knowledge and connections.  

Conclusion This paper details, using practical examples, how the role of an ‘in-place’ 
research coordinator made this interorganisational research happen with measurable efficacy 
and impact.  

Key Words: Inter-organisation, research, collaboration, research coordinator, organisational 
knowledge  

  

Introduction  

This paper examines research conducted between a university and NHS Trust, focusing on 
Professional Advocacy in nursing and midwifery staff (Engward et al., 2024). Whilst we 
aimed to create a dynamic research environment (NHS England, 2021), working across 
these different institutions presented various challenges.  

Inter-organisational research between universities and healthcare settings involves complex 
challenges (Dickinson and Glasby, 2010; Ebers, 2015; Auschra, 2018), including 
administrative differences and conflicting priorities (Auschra, 2018). Though professionals 
often struggle with organisational cultural differences (Karam, 2018), such challenges can be 
overcome through trust-based networks (Elston, 2013). Recognising this, we established 
three priorities: understanding the Trust's geography, staff communication, and collaborative 
working. This led to creating an 'in-place' research coordinator role, which this paper 
explores through practical examples of addressing inter-organisational challenges.  

  

The In-Place Research Coordinator   

The 'in-place research coordinator' role was designed for a nurse/midwife with deep 
organisational knowledge to bridge university and Trust operations. Unlike traditional clinical 
research coordinators, this role served as a vital link between institutions, using contextual 
knowledge to engage Trust staff meaningfully. The position is fundamental to our inter-
organisational collaboration, which relies heavily on people within the organisation 
(Goldspink et al., in press).  
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The coordinator combines professional coordination skills with organisational expertise 
about where, when, and who to involve. They leverage existing networks and transferable 
skills to deliver information effectively, drawing on both practical experience and tacit 
knowledge. Their value lies in their practice-based insights and organisational 
understanding, as detailed in Table 1, rather than in developing traditional research 
capabilities.  

  

  

Diagram 1: the place of the In-Place research Coordinator.   

  

Theory in action  

Engeström's (2014) cultural-historical activity theory (CHAT) provides a framework for 
understanding complex activities (Gormley et al., 2020) and professional practice 
development in dynamic settings (Foot, 2014). This theory was particularly relevant to our 
inter-organisational research context, viewing organisations as interconnected systems with 
key elements including actors, resources, guidelines, stakeholders, and labour division.  

The 'in-place' research coordinator bridges university and NHS Trust systems by sharing 
insights about practitioners' work and organisational functions. Using the CHAT theoretical 
framework helped us align what Braithwaite et al. (2017) terms 'work as imagined' with 'work 
as done'. This approach enhanced our understanding of inter-organisational complexities 
and highlighted the importance of tacit knowledge in practice environments. This tangible 
example CHAT in action validates the coordinator's role as a critical mediator between 
academic and practice-based environments, whilst providing a foundation for broader 
application and evaluation.  
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In-Place research coordinator’s perspective  

The in-place coordinator therefore uses their existing knowledge and skills to advise the 
university-based research team about the research context and advises the organisation 
about the research process. To demonstrate this further, a reflective commentary from our 
researcher coordinator (AT) illustrates how she has understood and developed this role.  
  

“My evolving role bridges the gap between research and practice. Where I once viewed 
research as separate from practice, I now engage colleagues directly, ensuring staff 
involvement and their voices are heard. Initially, I worried about my limited research 
knowledge, but I work within a supportive team where we share our expertise. As a nurse, 
midwife, and professional midwifery advocate, I bring insight into the pressures of practice 
and a deep understanding of the organisation. This enables me to influence research design 
and processes, ensuring relevance to practice. Acting as a link between the Trust and 
University, I’m expanding my skills, highlighting the often-overlooked expertise of nursing 
and midwifery colleagues. I hope this project enhances the delivery of professional advocacy 
and inspires colleagues to see research as integral to practice, advocating for more 
organisational support.”  

  

Highlighting the In-Place research coordinator’s impact  

The 'in-place' research coordinator plays a vital role in bridging practice and university 
research settings. Their responsibilities range from managing ethical approvals to sharing 
findings, whilst coordinating with key staff and advising on data collection timing. Their 
contribution led to achieving the UK's largest nursing/midwifery advocacy survey sample. 
Through organising focus groups and implementing research outcomes, they ensure 
seamless integration between academic research and practical application.  

 

Conclusion   

Quality research is crucial for developing practice and enhancing patient outcomes (Richards 
et al., 2018; Powers, 2020). However, conducting research in practice requires navigation of 
various hurdles (Cleaver, 2020; Avery et al., 2022). These issues are magnified by a 
healthcare culture undervaluing practice-based research, limited access to mentoring, and 
prioritisation of clinical tasks (Cowley et al., 2020). The 'in-place' research coordinator role 
addresses these challenges, serving as a conduit for inter-organisational communication and 
unravelling organisational complexities. This role enhances research visibility in practice and 
links practitioners with research.  

Our experience demonstrates the ‘in-place research coordinator’ as an potentially valuable 
asset. We recommend incorporating this role in future collaborative inter-organisational 
research projects, with specific budgeting and recruitment from practice. This dual-purpose 
role establishes research where it happens, benefiting both individual project outcomes and 
embedding research in practice culture. The inclusion of an in-place research coordinator 
makes all phases of the research process visible, relevant, and useful, ultimately bridging the 
gap between academic research and practical implementation.  
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Table 1: In-Place organisational knowledge, professional skills, and application to inter-
organisational research.  

In-Place 
organisational 
knowing  

Types of knowing  Application to research  Transferable 
disciplinary skills  

Knowing the 
organisation  

Geographic spread  

Departmental 
responsibilities  

Stakeholder 
identification  

Governance selection  

Introducing research 
across contexts  

HR liaison  

Management liaison  

Stakeholder updates  

Communication  

Problem solving  

Time management  

Research skills  

Data collection  

Presentation  

Report writing  

Engagement  

Critical thinking  

Information 
gathering  

Professional knowing 
how  

Identifying key staff  

Coordinating ethical 
approval  

Creating branded 
recruitment materials  

Professional knowing 
who  

Understanding key roles  

Tracking personnel 
changes  

Collaborating in 
recruitment materials  

Stakeholder selection  

Professional knowing 
when  

Organisational timelines  
Staff location and 
schedules  

Timing research 
activities  

Stakeholder 
engagement  

Project phases  

Feedback sharing  
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