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Glossary of terms

Auscultation: Auscultation involves listening to internal bodily sounds using a stethoscope.
Auscultation is performed for the purposes of examining the respiratory and circulatory
systems (breath and heart sounds) and the gastrointestinal system (bowel sounds) to aid
diagnosis.

Community advanced clinical practitioner (ACP): An autonomous practitioner who works
with complex and acutely unwell patients, often with undifferentiated diagnosis, and has the
clinical skills to assess, diagnose, prescribe and treat. These are senior, highly experienced
practitioners who have completed a clinically based university advanced practice master’s
degree programme.

Complex patient: A patient with a complex medical history and multiple conditions.

Health related diagnosis: Health related diagnosis is a judgement about what a particular
health problem or illness is, made in conjunction with history taking, physical examination and
pathology.

High acuity patient: A patient who is unwell and at risk of deterioration.

Inspection: Inspection involves examining bodily parts closely to support diagnostic
information.

Observation: Observation is used by skilled clinicians to glean information about patients
using senses to aid diagnosis.

Palpation: Palpation provides diagnostic information. The sense of touch with the hand is used
to assess temperature, organ size and location, rigidity, masses, swelling, pulsation, texture,
moisture, vibration, crepitation and pain. Specific areas of the hand are used for palpation,
depending on the body part being examined.

Percussion: Percussion requires tapping body parts with fingers or small instruments as part
of a physical examination, to obtain diagnostic information. It is used to assess absence or
presence of fluid in body areas, and the consistency, size and borders of body organs.

Physical assessment skills: The systematic assessment of each bodily system, involving
inspection, palpation, percussion and auscultation.

Red refusal: A seriously ill patient who declines hospital admission.

Safety netting: Advice shared with patients and carers to help them know when to seek medical
help if their condition changes, i.e., deteriorates.



Abbreviations

ACM
ACP
AHP
ANP
AP
CNS
CM
COPD
CSPD
DH
DN
GP
ICT
MPAS
NHS
NHST
NMC
NP
PA
RCN
RN

Active case manager

Advanced clinical practitioner

Allied health professional

Advanced nurse practitioner
Advanced practitioner

Clinical nurse specialist

Community matron

Chronic obstructive pulmonary disease
Community Specialist Practitioner Degree
Department of Health

District nurse

General practitioner

Intermediate care team

Medical physical assessment skills
National Health Service

Nursing home support team

Nursing and Midwifery Council

Nurse practitioner

Physical assessment

Royal College of Nursing

Registered nurse
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Abstract

Background: Numerous government White Papers have predicted significant health
professional skills gaps in meeting patients’ needs within the National Health Service (NHS).
Community advanced clinical practitioners (ACP) were identified as key skilled workers to
support both patients and doctors. A wide range of physical assessment skills are essential to
assess, diagnose and treat acutely unwell complex patients at home by providing safe, effective,
timely care. Existing research is predominantly quantitative and focuses on the use of physical
assessment skills; no studies have explored how these skills are maintained. Aim: This study
explores the concept and application of community ACP roles, identifies practitioners’
understanding related to factors influencing maintaining their physical assessment skills, and
generates a framework of how these skills can be optimised and supported in practice. Design
and methods: A qualitative interpretivist single case study design using one-to-one semi-
structured interviews with ACPs was conducted, and data generated analysed thematically.
Findings: Community ACPs worked in highly autonomous roles assessing, diagnosing and
managing acutely unwell patients with complex health needs, thus required wide ranging
physical assessment skills. Accessing continued professional development (CPD) and clinical
supervision were major contributing factors to difficulty maintaining some physical assessment
skills, including those used less frequently. This reflected isolated working practices and the
busyness of their environment, with reduced opportunities to rehearse skills. Clinical training
gaps made it difficult for them to achieve their full potential. Innovative approaches for
maintaining physical assessment skills were exposed, and multiple opportunities to gain
practical experience, as opposed to one-off training courses, were seen as a necessity. Greater
understanding on the part of employers would benefit skill maintenance. Recommendations:
Advanced practice training needs to give more consideration to generic community roles to
support practitioners in fully developing and maintaining their skills. Refresher courses
incorporating opportunities for practical experience in varied clinical settings, regular clinical
supervision and more opportunities for collaborative learning between doctors and this group
of professionals are recommended. Contribution of knowledge: This study makes a unique
contribution to understanding factors influencing community based ACPs maintaining their
physical assessment skills. The findings supported the development of an innovative
framework to promote CPD in this area of practice and demonstrate how skills can be optimised

and supported in these highly autonomous roles.
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Chapter 1 Introduction

1.1 Study introduction

With a nursing career in the National Health Service (NHS) spanning a quarter of a century,
working exclusively in community settings, it was clear to me that community roles required
significant change to meet challenging population health needs and provide care closer to
home. Semi-retiring from the NHS five years ago, on return as a senior advanced clinical
practitioner I supported establishing a community crisis response service. The service was
created to prevent hospital admissions through ACPs leading patient care using physical
assessment skills, along with history taking and clinical decision-making skills (skills
traditionally used by doctors), to diagnose and treat acutely unwell patients at home. ACPs are
registered health and care practitioners educated to advanced practice master’s level and whose
role is characterised by their high levels of clinical autonomy and complex decision-making
(Health Education England [HEE], 2017). Physical assessment within this community role
crucially helped address huge NHS gaps created by the increased prevalence of long-term
conditions (Department of Health [DH], 2019), an ageing population (Office for National
Statistics [ONS], 2018), increasing complexity of healthcare needs (DH, 2019), shortages of
general practitioners (GPs) (Buchan, Charlesworth, Gershlick & Seccombe, 2019) and
increased demand on hospital services mainly due to unnecessary hospital admissions (NHS
England [NHSE], 2015). Delivering cost-effective timely care closer to home, however,

challenged NHS healthcare practices as it required significant workforce redesign.

Thus, the NHS had to find new ways of working and a workforce to meet patient need, by
shifting traditional well established clinical working boundaries across nursing, allied health
professions and medicine. Registered nurses (RN) and allied health professionals (AHP)
developed advanced physical assessment skills to provide more acute and chronic complex
care independently in specialist and generalist capacities (DH, 2019; HEE, 2017). Shifting care
from hospital to community, however, resulted in community ACPs providing much more
varied, complex care at home. Maintaining wide-ranging physical assessment skills within this
generic role was therefore crucial for safe, effective, and timely diagnosis and treatment. This

thesis examines whether those crucial clinical skills were being supported.

Studies have shown that many physical assessment skills taught were not being used and that

advanced nurse practitioners (ANPs) used fewer skills (Shin, Kim & Kang, 2009) than RNs



(Giddens, 2007), but these findings are difficult to corroborate as there has been limited
advanced practice research in this area. Papers, predominantly quantitative, have focused on

the number and frequency of skills used by ward-based RNs (Cicolini et al., 2015).

Finding this knowledge gap about advanced practice and physical assessment skills in
community settings was a significant driver in the research presented in this thesis. Maintaining
these skills was a poorly understood area of clinical practice and no primary research existed,
despite the ACP role being firmly grounded in clinical practice and direct patient care (Evans,

Pearce, Greaves & Blake, 2020; HEE, 2017, 2020a).

Working as a front-line community ACP in a diverse crisis response role and as mentor to
trainee and newly qualified ACPs further inspired me to explore these skills. Although
advanced practice involves a wide spectrum of clinical work, I felt that understanding how

ACPs maintain their physical assessment skills was important to supporting them in this role.

1.2 Study aim and objectives

The overarching aim of this research was to explore the concept and application of ACPs’ roles,
ultimately identifying community ACPs’ understanding related to factors influencing
maintaining their physical assessment skills. Generating a picture and plan related to

community ACPs’ roles involving these skills was an anticipated outcome of this study.

The primary objectives were:

(1) to explore the concept and application of ACP roles

(2) to identify community ACPs’ understanding relating to factors influencing maintaining
their physical assessment skills

(3) to identify how physical assessment skills can be optimised and supported through study

findings and recommendations.

1.3 Study design

I used an interpretative qualitative single case study approach to generate understanding and
context from selected participants using one-to-one semi-structured interviews. The adoption
of such an interpretivist approach employed Stake’s (1995) intrinsic case study design and
Braun & Clarke’s (2006) thematic analysis.



1.4 Thesis structure

Chapter 2 explores advanced physical assessment skills and gives definitions of the ACP role
and title, as there are many competing ideas both locally and internationally regarding what
this role involves and what it should be called. An examination of the role and the
socioeconomic demands on healthcare provision in community settings is detailed.
Consideration of national and international development of the role is factored into discussions
related to its regulation. Community ACPs’ front-line roles in the COVID-19 pandemic are

discussed.

Chapter 3 describes the approach used to locate and critically review literature to discover what
research had been undertaken and identify what is unknown within the topic area. The literature
review evidence supported the development of the research aim, objectives, interview question

guide and my methodological decisions.

Chapter 4 discusses research paradigms and presents the rationale for adopting a qualitative
interpretivist single case study design. The underlying epistemology and ontology of
constructivism that shaped the methodological approach is explored. The recruitment
procedures, sampling strategies, ethical considerations and data gathering methods used in this
study are outlined. Reflexivity, including my personal reflections as a researcher and
experienced practitioner are also discussed. A discussion of research trustworthiness, followed
by the application of the analytical framework and themes that emerged from the data

concludes this chapter.

Chapter 5 presents the findings. The analysis and presentation of ACPs’ reflections are
illustrated within the themes and sub-themes. Examples are provided showing how the

semantic meaning was elicited and how that contributed to the thematic finding.

Chapter 6 discusses the findings in relation to the wider literature. A newly developed
framework for supporting ACPs to maintain their physical assessment skills is also presented

within this chapter.

Chapter 7 presents a summary of the research aims and key findings. The study’s strengths and
limitations are discussed critically. The contribution of the study to the body of knowledge and
application to practice is provided. The recommendations from the study’s findings concludes

this chapter.



1.5 Changes in clinical terminology

When I began this study the term used for physical assessment skills within crisis response was
‘medical physical assessment skills’ (MPAS), but the phrase now used is ‘physical assessment
skills’. Similarly, the term ‘advanced practitioner’ (AP) has now been replaced by ‘advanced
clinical practitioner’. In the writing of this thesis I have used current terminology, unless

quoting from the literature or participants’ interviews.



Chapter 2 Background

2.1 Physical assessment skills

The starting point for this thesis was that definitions of physical assessment performed in
advanced clinical practice appeared to me to be limited, potentially failing to demonstrate the
detail and complexity involved. Definitions refer to general features, using terms such as high-
level autonomy and complex decision-making, without including specifics such as the

complexity of the assessment skills that ACPs use (HEE, 2017).

Baid (2006) offers a structured assessment framework focusing on: identifying the assessment
purpose; taking a detailed history; establishing the approach (comprehensive or focused);
examining the patient using physical assessment skills (inspection, palpation, percussion and
auscultation); and interpreting and acting on the findings. Bickley (2020) highlights that fully
understanding the patient’s chief complaint and medical history are essential to direct
practitioners as to which assessment approach to use. Clinicians working as ACPs are expected
to undertake comprehensive assessments, as most of their patients are likely to have complex
health issues that require an in-depth approach (Baileff, 2015; HEE, 2017). To examine patients
safely and effectively, ACPs are expected to be confident and competent in a range of standard
physical assessment skills, yet there is no current standardisation of the range of skills they
require (Mallinson, 2021; Nadaf, 2018). However, this may relate to the wide range of ACP
roles in both specialist and generic settings where skill sets may differ to meet health service
delivery needs (Gaskell, Beaton & Neville, 2015). Comprehensive physical examination is a
complex process involving a head-to-toe approach to examine different bodily systems
including cardiovascular, respiratory, gastrointestinal, musculoskeletal and neurological
systems, using physical assessment skills (Baid, 2006). This thesis focuses on the physical

assessment skills used during this process, as highlighted in Chapter 1.

Physical assessment skills are essential diagnostic and evaluation skills involving inspection,
palpation, auscultation and percussion used during physical examinations of patients to assess,
understand and discover both normal and abnormal anatomical signs (Bickley, 2020; Jarvis &
Eckhardt, 2023). For example, during a cardiac examination an ACP will palpate the anterior
thorax (the front of the chest) for heaves, thrusts or palpable murmurs, and heart sounds will
be auscultated at specific sites (aortic, pulmonic, tricuspid, mitral and Erb’s point) and their

characteristics summarised for abnormalities (Bickley, 2020). A heart murmur relates to blood



flow alteration across the heart values where further investigation (if it is a new problem) is
required (Thomas, Heaton & Makaryus, 2022), which demonstrates the important information
these skills can identify.

Physical assessment skills are an essential but not isolated aspect of the physical assessment,
requiring the clinical reasoning capability to integrate them with the patient’s medical history
and pathophysiology (Garibaldi & Elder, 2021). Physical examination yields approximately
20% - 25% of the clinical data supporting differential diagnosis and treatment plans (Toney-
Butler & Unison-Pace, 2022; Uddin, 2019). Although physical assessment skills provide less
information in the diagnosis process than history taking (Toney-Butler & Unison-Pace, 2022),
these skills are critical to confirm a suspected diagnosis (Jain & Jain, 2021). In a study by
Verghese, Charlton, Kassirer, Ramsey & loannidis (2015), dominant diagnostic errors were
related to underuse of these skills which demonstrates their importance in the diagnosis
process. It is clear from these findings that without the use of these skills there could be
diagnostic mistakes. Thus, when community ACPs working in isolated settings need to provide
timely diagnosis and complete episodes of care, physical assessment skills are essential to their
role (Garibaldi & Elder, 2021). This is a key reason why this aspect of the clinical assessment
is being explored in this thesis. Furthermore, as highlighted in Chapter 1, many of these skills
were taught but not used by ANPs in Shin et al.’s (2009) study, however this is difficult to
confirm due to lack of research in this area. The benefits of these skills are demonstrated in
Raleigh & Allan’s (2016) research, where the use of these skills increased ANPs’ role
autonomy through their diagnostic responsibility, thus enabling them to treat patients

independently.

For the ACP, ‘physical assessment’ is not simply applying advanced physical assessment skills:
it also involves interpreting and acting on clinical findings (Garibaldi & Elder, 2021).
Translating findings can be difficult if patients have complex medical histories and multiple
conditions. For example, if a patient diagnosed with chronic obstructive pulmonary disease
(COPD) and heart failure is having difficulty breathing, they must differentiate between the
two conditions, using complex history taking, physical assessment and decision-making skills.
The time it takes to make a diagnosis and provide treatment is critical, as the patient could
deteriorate rapidly, becoming severely unwell and requiring hospital admission (Garibaldi &
Elder, 2021). If the ACP listening to the patient’s breathing cannot interpret different types of

wheezes or crepitations, the consequences for that patient are serious, such as wrong diagnosis



and treatment (Zambas, Smythe & Koziol-McLain, 2016). Moreover, if they cannot interpret
findings, they along with the patient are disadvantaged. For community ACPs practising
autonomously, accurate interpretation is essential for safe patient care because, unlike in a
hospital, 24-hour medical care is not present in patients’ homes. Poor interpretation of physical
assessment not only threatens patient safety, as the probability of diagnostic errors increases,
but can also result in unnecessary investigations that might cause them harm (Verghese et al.,

2015) and drain NHS resources (Garibaldi & Elder, 2021).

The perfunctory use of physical assessment skills could weaken the diagnostic chain. For
example, a logical examination sequence is critical: abdominal palpation before auscultation
could induce bowel activity, falsely increasing bowel sounds and could influence the findings

(Zuin, Rigateli, Andreotti, Fogato & Roncon, 2017).

Signs and symptoms can be ambiguous and interpreting them can be difficult even for expert
physicians (Wears, 2009), adding to the complexity of physical examination. Wears reports the
case of a 20-year-old woman whose acute clinical presentation was diagnosed as postpartum
haemorrhage. Blood results indicated otherwise, so diagnostic possibilities shifted. However,
the patient rapidly deteriorated and puerperal sepsis was recorded on the autopsy report. This
example demonstrates the diagnostic difficulties that lone-working community ACPs may
face. Weick (1995) aptly reflects on the challenge of diagnosing in crisis response settings with

unwell patients with complex presentations:

“In real world practice, problems do not present themselves as givens. They must be
constructed from the materials of problematic situations that are puzzling, troubling,
and uncertain. In order to convert a problematic situation to a problem, a practitioner
must do a certain kind of work. He must make sense of an uncertain situation that
initially makes no sense.” (Weick, 1995, p. 9)
An example of constructing the clinical problem in a “troubling and uncertain” home
environment is a ‘red refusal patient’ (a seriously ill patient who declines hospital admission)
(Cottrell, Holland & Nicol, 2019). with chest pain and a language barrier that challenges history
taking. Although telephone translation services are available, timely chest pain assessments are
key to accurate diagnosis and effective treatment (Stepinska et al., 2020). Simple actions such
as surveying the patient’s environment for clues such as cardiac medication are also important.
In other conditions, such as COVID-19, signs and symptoms are multiple and change daily:
sometimes patients do not present with classic symptoms but are nevertheless virus positive

(Looi, 2023). Ambiguous presentations such as that discussed in Wears’ (2009) case study add



another layer of diagnostic complexity. Trying to make sense of uncertain crisis response
situations can be a challenge until vital diagnostic information is linked together. Thus, as
Weick (1995) points out, diagnosis is complex, detected and constructed rather than

assumption based, highlighting the diagnostic value of physical assessment skills.

Clinical reasoning and diagnostic skills are also core skills used by ACPs in conjunction with
physical assessment skills to support their diagnosis (HEE, 2017; Diamond-Fox & Bone,
2021). Clinical reasoning is defined as a complex ability requiring procedural (physical
assessment skills), and declarative knowledge (evidenced-based research) to support diagnosis
(Rencie, Lambert, Schuwirth & Durning, 2020). The ability to develop critical thinking skills
is central to preventing diagnostic errors (Jacob, Duffield & Jacob, 2017) thus developing these
skills is critical to the diagnostic process (Diamond-Fox & Bone, 2021). In Abrandt Dahlgren,
Valeskog, Johansson and Edelbring’s (2022) study, practitioners’ experience influenced the
cognitive process, where during diagnostic reasoning novice physiotherapists used a step-by-
step approach similar to hypothetico-deductive reasoning. Clinical experts are more likely to
use pattern recognition by drawing on their previous experience of similar patient cases to
support their diagnosis (Kicklighter, Barnum, Geisler & Martin, 2016). It may be inferred that
clinical reasoning skills are not instantaneous but based on practitioners’ experience. However,
being able to gather and synthesise the relevant information (medical history and physical
assessment findings) is the important part of diagnostic reasoning (Garibaldi & Elder, 2021)
which takes time to develop (Diamond-Fox & Bone, 2021). Thus, to support the development
of these skills, exposure to different clinical patient presentations and diagnosis was found to
be important (Rogers & Steinke, 2022). Physical assessment skills provide key data to the
clinical reasoning and diagnostic process (Jain & Jain, 2021). These skills in ACP roles have
improved access to prompt treatment (Evans et al., 2020; Oliver, 2017), offering more clinical

flexibility than traditional assessments such as the nursing process.

2.2 Traditional nursing assessment

Traditional UK nursing assessments focused on the nursing process of holistic patient care and
involved four stages: assessment, planning, implementation and evaluation (Yura & Walsh,
1967). Although this process was classed as a decision-making tool promoting nurses’ critical
thinking (Yildirim & Ozkahraman, 2011), advanced physical assessments (auscultation,
palpation, percussion and inspection) were missing, suppressing their autonomy. For example,

from my nursing experience for district nurses (DN) during the 1990s, physical elements of



traditional assessments were restricted to observational monitoring of temperature, blood
pressure and pulse. Patient findings outside ‘normal’ observational parameters were escalated
for GPs to action, passing diagnosis and treatment responsibility to them. Clinical reasoning
and decision-making are more apparent in the modern nursing process framework, which now
includes diagnosis (American Nurses Association [ANA], 2017; Standing, 2023; Watkins,
2020).

The argument for inclusion of physical assessment as defined in Section 2.1 is that it supports
nurses’ autonomy, their clinical judgement to firm up diagnosis and their ability to provide
holistic patient care. Nurses endeavour to provide holistic patient care; however, rounded care
requires skills to assess and understand patients’ underlying pathophysiology through effective
history taking and physical assessment skills to inform diagnosis and treatment. This process
aligns more with the core value of ‘holism’, where diagnosis and treatment reflect the entirety
of patients’ needs (The King’s Fund, 2011; Timmons et al., 2023), which is integral to
government policy (DH, 2019). The key point here is that physical assessment in nursing
reflects the whole patient, enabling the blending of bio-medical knowledge and skills with

psycho-social, physical, and spiritual assessment skills learnt in the nursing process.

Advances in assessment processes have equipped nurses to move away from fragmented care
and reliance on doctors towards much more independent approaches to patient care (Raleigh
& Allan, 2016). Developing roles using advanced physical assessment, history taking, and
high-level clinical decision-making is reflected in my job description as an ACP, critically
supporting patients’ increasing healthcare needs in the context of constrained NHS resources

and a challenged workforce in both hospital and community settings.

2.3 Hospital advanced clinical practitioner roles

RNs working in hospitals were required to extend and expand traditional nursing roles to
advanced nursing roles, taking on medical tasks such as physical assessment. The purpose of
this development was to: support the reduction in junior doctors’ working hours set by the
European Working Time Directive (Coombes, 2008); achieve clinical targets; and manage
cost-efficiency pressures (Tsiachristas et al., 2015). Junior doctors were substituted by ACPs
who absorbed medically focused work, and some performed consultants’ less complex tasks
(Hooks & Walker, 2020). Pressures resulting from inadequate junior doctor numbers and trusts

not being able to fulfil rosters still exist (Spence, 2019). However, ACPs today are viewed as



independent practitioners, seen not simply to be mopping up medical work through skills
extension and expansion but as valuable NHS assets with wide-ranging clinical practice
abilities, experience and knowledge (Hooks & Walker, 2020). Boundaries have been pushed
further across medical and non-medical professions, with skill margins reducing; for example,
some hospital-based ACPs have taken on general surgical roles (Hunt, 2016) and tracheal
intubations and arterial and central venous catheterisation in critically ill patients
(Kreeftenberg, Aarts, Bindels, van der Meer & van der Voort, 2020), thus advancing clinical

practice further.

The value of this hospital-based role has been acknowledged through ACPs’ rapidly
developing presence in most other secondary care areas (Imison, Castle-Clarke & Watson,
2016; McDonnell et al., 2015; Mannix & Jones, 2020). Those based in hospitals have close
support from medical colleagues and peers with their clinical findings, whereas those working
in the community are ‘the’ key risk assessors, making medical decisions without immediate
medical or peer support. Those working in medically orientated environments also have the
benefits of medical colleagues to help them develop and maintain their physical assessment
skills. In my work in the community, I found it difficult to access medical clinical supervision.
However, hospital-based ACPs are more likely to develop clinically in specialised areas such
as cardiology and respiratory medicine with defined patient groups (McDonnell et al., 2015),
which could narrow their assessment skills as they may not get the opportunity to assess outside
their speciality area. In comparison, community ACP roles are generic, thus wide-ranging
physical assessment skills are vital to support them making time-critical clinical decisions

(discussed in Section 2.1) (Raleigh & Allan, 2016).

2.4 Community advanced clinical practitioner roles

The community matron/advanced clinical practitioner (CM/ACP) was one of the first
community roles using physical assessment skills tasked to case manage older patients with
complex health and social needs (DH, 2004, 2005a, 2005b, 2009; Royal College of Nursing
[RCN], 2013). The aim of this role is to proactively support patients to manage their long-term
conditions so that they can recognise and act on early health changes to prevent them becoming
acutely unwell and requiring hospital admission (Barrett, Robinson & Molloy, 2018).
Community matrons’ role also involves facilitating patients’ care by referring them to other
members of the multi-disciplinary team for support such as occupational therapists and social

workers (DH, 2004, 2005a). Thus, the complex chronic and acute care traditionally provided
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in hospital settings could be delivered in patients’ homes by community matrons supporting

active case management and district nursing teams.

Shifting care from hospital to the community resulted in community nurses and AHPs
advancing their clinical skills beyond the realms of traditional roles to effectively manage
patients with acute and complex health needs (DH, 2005a, 2005b; HEE, 2017). They now use
medical skills previously located in the GP’s domain (medical history taking, physical
assessments, diagnostic reasoning and prescribing), enabling truly independent working.
Physical assessment together with clinical reasoning skills essentially help them to establish
diagnosis and make clinical decisions about whether it is safe to treat patients at home, who
would otherwise be sent to hospital. Community ACPs’ level of diagnostic responsibility
demonstrates the need for clinical training programmes that enable them to develop and
maintain generic assessment skills to support their role. They currently complete a two-year
advanced clinical practice master’s programme focusing on core modules and practical work-
based learning to support their clinical development (Salford University, 2023). Furthermore,
advanced practice training is continually evolving. A hub and spoke model introduced to
provide trainee ACPs in primary care (general practice settings) with robust built-in formal
clinical support by GPs during their two-year training has been found to support generical
physical assessment skills and clinical consistency (Gloster, Tomlins & Murphy, 2020), and
they also have a structured clinical capability framework to work through (HEE, 2020a).
Unfortunately, a similar training model is not available to those ACPs working in community
services, who also require wide-ranging generic skills to do their job effectively, particularly
those caring for ‘complex patients’ (patients with complex medical histories and multiple

conditions), including the elderly.

2.5 Long-term conditions and community advanced clinical
practitioners

Elderly people often have complex conditions with multiple comorbidities, making them
frequent users of GP resources (Yadegarfar et al., 2018) and putting extra pressure on services
in areas with GP shortages (Bostock, 2017). Furthermore, GPs’ ten-minute consultations are a
challenge to the management of long-term health and social care for elderly patients as GPs
are not able to give them enough time (Raleigh & Allan, 2016; Salisbury, 2019). However,
patients with long-term conditions experiencing illness episodes such as respiratory
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