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1  | BACKGROUND

Nurse consultant (NC) roles aim to provide better outcomes for 
patients by improving services and quality (Department of Health, 
1999). These posts were established to retain senior nurses mid‐
wifes and health visitors in practice, keep their clinical and manage‐
rial expertise at the bedside and provide leadership in their teams 
(Manley, 1997, 2002). They can help ensure the highest standards 
of care and effective treatment is provided (Stevenson Ryan & 
Masterson, 2011). They bridge expert nursing practice with learning, 
evaluation and measurement in the workplace, as well as providing 
clinical and political leadership (Giles, Parker, & Mitchell, 2014). The 
role demands extensive and highly specialized knowledge to deliver 
the following functions:

• An expert practice
• Professional leadership and consultancy
• Education, training and development
• Practice and service development
• Research and evaluation (Redwood, Carr, & Graham, 2005).

In 2000, the NHS modernization agenda stated that up to 5,000 
consultant posts would be formed. Nearly two decades later, it 
seems the number of NC roles created is lower than envisaged, a 
recent cancer nurse workforce survey in England indicating less 
than 1% of nurses specializing in cancer are working in NC roles 
(47 WTE posts) (Macmillan Cancer Support, 2018). This suggests 
that decision‐makers underappreciate the value and worth of these 
roles (Franks, 2014). Yet England's Cancer Workforce Plan (Health 
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Education England, 2017) highlights the need for a specialist cancer 
workforce in supporting the rising numbers of people now surviving 
cancer. Its ambition is to have enough skilled staff in the right areas 
to deliver the cancer strategy. It is therefore imperative that the con‐
tribution NCs can make to health care is articulated.

A key component of the cancer strategy is improving cancer sur‐
vivorship – transforming support for people living with and beyond 
cancer (Cancer Research UK, 2015). Emerging evidence reveals the dif‐
ficulties people can face when the treatment is over (Armes, Crowe, & 
Colbourne, 2009; Corner, Wagland, Glaser, & Richards, 2013; Glaser et 
al., 2013); one in four have to deal with the consequences of their treat‐
ment (Macmillan Cancer Support, 2013a) and up to a third consistently 
report problems associated with cancer and its treatment (Macmillan 
Cancer Support, 2013b). To address this, a package of interventions 
was designed to support people through their recovery including ho‐
listic needs assessment, a cancer care review, additional information on 
their treatment and after‐care to support self‐management and events 
to promote healthier lifestyles. Many organizations looked to nursing 
to help implement this “Recovery Package” (Henry, 2015).

At London North West Healthcare University NHS Trust, a 
Macmillan nurse consultant in Colorectal Cancer post was created 
with an expectation that the postholder would lead on cancer survi‐
vorship and implementation of the Recovery Package in addition to 
caring for those with complex needs. This was a new post so from 
the outset there was an expectation from the charity, Macmillan 
Cancer Support (who funded it for the first two years), that its im‐
pact would be evaluated.

2  | METHOD

In line with recommendations by McSherry, Mudd, and Campbell 
(2007), the NC met with her manager and a Macmillan Development 
Manager before role commencement (March 2015) to decide on 
which data to collect with a view that these would subsequently 
be collated in a report to Macmillan. Their priority for review was 
the NC contribution to the Trust's “Living with and beyond cancer” 
(LWBC). A review period of 30 months from April 2015–September 
2017 was chosen for pragmatic reasons. At the end of the data col‐
lection period, formal discussions with the Macmillan Partnership 
Quality Lead, Partnership Manager and Evaluation Lead took place 
to agree a framework for the evaluative process. The framework 
chosen was the Donabedian conceptual model for measuring qual‐
ity care (2005). It has three components to it: structure, process 
and outcome. Structure effects process which in turn influences 
outcome, with each of these reflecting different attributes by 
which to evaluate – in this case, the service for those LWBC.

The evaluation questions were as follows:

1. How has the role contributed to Recovery Package 
implementation?

2. How has the role contributed to influencing at a regional, national 
and international level?

3. How did this NC post contribute towards outcomes at patient 
level/professional level/system level?

4. What difference does it make having a clinical person in a LWBC 
focussed role (in terms of “added value” of having a clinical 
background)?

The evaluation did not include other aspects of this NC’s role which 
must be acknowledged since a considerable proportion of the NC’s 
activity involved working to a complex colorectal cancer service giv‐
ing direct patient care, managing 3 weekly team meetings/clinics, 
monitoring service delivery and making patient‐focused improve‐
ments to the cancer consequences’ service. These are outside the 
scope of this evaluation.

Four evaluation methods were used for this review:

2.1 | Collection and analysis of Recovery 
Package activity

There are 4 main components to the Recovery Package which the 
Trust report quarterly activity on to the Cancer Vanguard (a partner‐
ship of 17 organizations working together to improve care across 
local cancer pathways). These include numbers of patients receiving 
the following:

• Holistic need assessments (HNA) – at two key points on the care 
pathway, within 30 days of diagnosis and 6 weeks of completing 
primary treatment.

• Treatment summary (TS) – prepared by the clinician delivering 
cancer treatment at the end of their treatment.

• A Health and Wellbeing event (HWBE) – offered to people who 
have completed treatment to learn about recovery, healthy life‐
style and supported self‐management.

• Numbers of breast, colorectal and urology patients entering the 
proposed new model of follow‐up care whereby those who are 
well can be stratified to a supported self‐management programme 
of after‐care.

These metrics were collated quarterly for the 18‐month period under 
examination and analysed for trends. These objective data helped an‐
swer questions 1 and 3.

Impact
• This paper provides a longitudinal account of the impact 

of the nurse consultant role and how it is enacted in a 
specific context to enhance care delivery to people living 
with and beyond cancer.

• It demonstrates that the evaluation of the nurse consult‐
ant role must not be viewed in isolation of the complex 
teams and systems that they work within to deliver pa‐
tient care.
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2.2 | Use of the NC template

The template developed by Gerrish et al (2011) was adopted for pro‐
spective data recording; its aim was to capture the personal, profes‐
sional and organizational levels of influence the NC had. It enabled 
quarterly recording of clinical, educational and leadership activity 
over 30 months. The content of all 6 of the templates completed 
during this time was analysed – an example of one section of the 
detailed quarterly summaries can be seen in Table 1. These data as‐
sisted answer questions 2 and 3.

2.3 | 360‐degree feedback

The HS360 Nurse Leaders survey was selected to gain 360‐degree 
feedback. Thirteen individuals were purposively chosen who regu‐
larly interacted with the NC and would provide a breadth of rep‐
resentation from each of the following groups: managers, senior 
clinicians, peers (internal), colleagues (external) and patients. They 
were invited to anonymously complete the survey in January 2017 – 
by which stage the NC has been in post 20 months. The survey was 
comprised of the following six domains: Patient Focus and Quality; 
Clinical Expertise; Service Improvement and Change Management; 
Self‐Awareness and Impact on Others; and Leadership and Inspiring 
Others and Managing Services. A summary report was produced with 
highlights, lowlights and all respondents’ free‐text comments on the 
NC’s contribution. These external data provided insights which sup‐
ported the answers to question 3 and to a lesser extent question 4.

2.4 | Personal reflections

Using the template data, the impact of key LWBC service changes 
which the NC had either led or facilitated was charted over time 
to summarize LWBC service changes. A SWOT analysis was also 
completed to appreciate facilitating factors and intervening vari‐
ables. These subjective data aimed to address all four questions. 
Research Ethics Committee approval was not required for this ser‐
vice evaluation.

3  | RESULTS

The data collected through these four different evaluation methods 
are now presented to answer the four agreed evaluation questions 
in turn.

3.1 | How has the NC role contributed to Recovery 
Package implementation?

The implementation of four different components of the Recovery 
Package (RP) to the Trust was objectively evaluated by analysing ac‐
tivity over 30 months. Data were collated each quarter, and 3 of the 

Recovery 
Package metrics HNA X 2

Treatment 
summary, % HWBE, %Period

Within 31 days of 
diagnosis, % Within 6 weeks, %

Q1 2015/16 51 29 14 4

Q2 2015/16 44 33 10 2

Q3 2015/16 50 42 17 4

Q4 2015/16 38 30 11 1

Q1 2016/17 38 29 19 0

Q2 2016/17 58 38 7 0

Q3 2016/17 67 25 15 5

Q4 2016/17 42 18 28 5

Q1 2017/18 86 25 27 15

TA B L E  1   Activity over time across 
the three main Recovery Package 
interventions for all primary cancer 
patients in the Trust

TA B L E  2   List of NC influencing at Cancer Vanguard regarding 
LWBC 2015–7

The NC influence in the regional LWBC Pathway group member 
included the following:

1. Co‐organized a London‐based HWBE for 100 + people LWBC 
colorectal cancer

2. Gave a clinical fora presentation on consequences of treatment
3. Co‐led on the production of 3 documents:

• Guidance on Health and Wellbeing events – which was 
adopted

• Consequences of cancer position statement – circulated to 
Trusts in the Vanguard

• 3 HNA fact sheets – these are still available to all healthcare 
professionals to use across the LCA

NC influence in the regional Colorectal Cancer pathway included 
the following

1. Gave 2 clinical fora presentations: (a) Recovery Package and (b) 
stratified follow‐up

2. Co‐produced the following documents: (a) treatment sum‐
mary and (b) health and well‐being events for colorectal cancer 
patients

3. Co‐facilitated 4 educational events for CRC nurses in the 
Vanguard to explain the Recovery Package and encourage its 
roll‐out

4. Led on the production of guidelines for the management of 
chemotherapy‐induced peripheral neuropathy across Cancer 
Vanguard
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4 components are presented in Table 1. Over the time period under 
review, HNA, TS and HWBE activity increased across all four of the 
metrics. The greatest increase in activity was seen in the completion 
of an HNA within 31 days diagnosis.

Benchmarking the Trust's RP activity was compared against 
the target set by the Cancer Vanguard that 70% of patients di‐
agnosed with cancer will receive all the RP interventions. Table 1 
reveals this target was only met for one of the 4 listed interven‐
tions – the completion of an HNA and care plan at diagnosis. 
However, the Trust's RP activity compares favourably with the 
other 11 Trusts in the Vanguard at Q1 2017/8, sitting in 5th po‐
sition overall.

The fourth component of the RP was the number of patients 
entering on to a supported self‐management programme of after‐
care. Over 90% of breast patients were entered on to this pathway 
which was above the target of 70% – a figure which was sustained 
over time. Whilst this was mainly due to the efforts of a proactive 
and experienced Lead Breast Care CNS, the NC supported this post‐
holder providing advice and equipment. The colorectal and urology 
surveillance pathways were more complex to introduce than breast 
cancer after‐care, requiring the development of a safe IT monitoring 
system. IT project support and financial investment by the Trust be‐
came the main obstacles to the further development of these two 
pathways.

3.2 | How did this NC role contribute to influencing 
at a more regional and national level?

Influencing at regional level occurred in three main ways; firstly, the 
NC was on the steering member of a regional LWBC pathway group 
which was a very dynamic partnership through this time, developing 
many useful resources, running educational events and disseminat‐
ing information across the 14 Trusts to the Vanguard (at that time). 
The NC was able to use this membership to influence the Colorectal 
Cancer pathway group, acting as adviser to its members on LWBC 
issues and promoting cross‐fertilization of knowledge between the 

two pathway groups. This regional activity during the 30‐month pe‐
riod is summarized in Table 2.

A second influencing mechanism came through establishing a 
new regional service based at the Trust, for which the NC was the 
nurse lead. Her role in this is summarized in Table 3.

The third main way the NC was able to influence the LWBC 
agenda regionally was by sitting on the steering committee of the 
Rehabilitation group, Transforming Cancer Services in London 
(TCST), to influence priorities for cancer care across London. During 
this time, this group developed evidence and resources to directly 
improve cancer rehabilitation across London with a further aim to 
influence services commissioning.

At a national level, the NC was involved in raising nurses’ aware‐
ness to the needs of those LWBC and the associated support and 
interventions available through being a steering group member of 
the Cancer Nursing Partnership (CNP). The CNP was able to reach 
20,000 UK nurses through producing monthly e‐bulletin journal ar‐
ticles and conference presentations. The NC was also Chair of the 
National Colorectal Cancer Nursing Network (NCCNN) through this 
time and invited key speakers on LWBC to both the 2016 and 2017 
NCCNN annual conference.

Table 4 highlights the national activities the NC delivered during 
the review period.

3.3 | How did this NC post contribute towards 
outcomes at patient level/professional level/system 
level?

The quarterly recording of the NC’s clinical, educational, leadership 
and research activity demonstrated the breadth and variety of ways 
the NC contributed to outcomes at patient, professional and system 
levels. See Table 5 for an illustration of activity across these four 
domains for one quarter at a patient level.

Additional insight of the NC activity is offered by specific exam‐
ples at each of the three levels indicated by Gerrish, McDonnell, and 
Kennedy (2011):

TA B L E  3   List of activities regarding new regional service for 
people LWBC

The NC influence in the development of the GI consequences’ 
service

• Organized the GI consequences’ service launch event for 
the service with help from Macmillan – regional leads in 
Gastroenterology and Oncology were invited

• Organized a GP educational event for the service for local GPs to 
attend

• Introduced patient information on common conditions diag‐
nosed and had them approved by the Trust's communications’ 
department

• Co‐developed rectal bleeding score as a PROM
• Co‐developed sucralfate pathway to ensure patient care coordi‐

nated and any patient prescribed sucralfate is referred to the NC/
senior nurse.

• Established patient database to monitor patients and record 
treatment outcomes

TA B L E  4   List of national activities in addition to membership of 
national groups

National presentations

In 2017, the NC gave 4 national conference presentations and one 
internal masterclass which featured LWBC

A joint abstract was accepted at ASCO, Survivorship Symposium in 
the USA

National publications

The NC co‐authored 5 papers with relevance to LWBC

National guidance

Invited section contributor to NICE’s national guidance (manage‐
ment of anterior resection syndrome – a consequence of CRC 
treatment)

The NC was invited to participate in one of the Cancer Task Force 
workshops, subsequently writing a joint letter to the Task Force to 
highlight the importance of addressing cancer survivors’ needs
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1. At a patient level – the NC was spending 50%–70% time in 
clinical practice, much of the time supporting patients with 
significant consequences of being treated for cancer who there‐
fore had complex needs. This might involve referring to other 
specialist services such as physiotherapy, welfare advice and 
pain clinics as well as working therapeutically with individuals 
to help them regain enough control and confidence in their 
recovery to self‐manage.

2. At a professional level – the NC provided consultancy to many 
CNSs on LWBC, for example mentoring a CNS working in Midlands 
who wanted to start a “Anterior Resection service” and also to na‐
tional charities: Macmillan Cancer Support, Beating Bowel Cancer 
and Pelvic Radiation Disease Association (PRDA).

3. At a system level – the NC worked to her employing organization 
to ensure that LWBC became understood as an integral part of 
cancer care. This is evidenced through the changes presented in a 
chronological order in Table 6.

The 360‐degree feedback survey was conducted to gather ob‐
jective feedback on the NC’s competencies and to then compare 
the NC’s self‐evaluation against each of the individual behavioural 
questions. All 13 people approached responded and completed the 
survey. The scoring system in this survey allows a score on each of 
the 48 items to a maximum of 5; scores of 4 represent very good 
and scores of 5 signal a clear strength, indicating an individual oper‐
ates nearly always with a high level of effectiveness. Scores received 
were all rated as very good or above with a range of 4.43–4.79 and a 
median score of 4.67. External scores were higher than the self‐eval‐
uation scores in 4 out of 6 of the domains.

The survey respondents perceived the NC to have the strongest 
competencies in having a patient focus (4.79) and providing clini‐
cal expertise (4.76) and lowest competencies in managing services 
(4.52). The scores for leadership were highest when acting as a role 
model (4.67) and inspiring others to work towards a shared vision 
(4.67) and lowest for having a visible presence (4.43). The free‐text 
comments (shown in Table 7) indicate the NC is perceived as fulfilling 
a leadership role.

3.4 | What difference does it make having a clinical 
person in a LWBC focussed role (in terms of “added 
value” of having a clinical background)?

The NC was a member of the CNS cancer team and spent over half 
the week delivering direct patient care. The team could observe her 

addressing LWBC issues with her patient group whilst also lead‐
ing on LWBC events and initiatives. She therefore assumed both 
an individual and collective responsibility to deliver on the LWBC 
agenda.

The NC with support from the Lead Cancer Nurse was able 
to influence the clinical nurse specialist (CNS) contribution to the 
Recovery Package (RP) by making HNA a key performance indicator. 
She established and supported a forum to discuss the challenges in 
changing practice. It was through these conversations that CNSs in 
the team expressed frustrations about their difficulties performing 
the second HNA – planned to assess patient concerns after treat‐
ment, as many patients are transferred to other Trusts to receive 
cancer treatments. Fortunately, the NC was attuned to the complex‐
ity in patient pathways to the Trust and appreciated that for certain 
tumour sites it was not going to be possible to meet the 70% target 
of HNA completion for patients at this time.

In late August 2016, the NC detected anxiety amongst some 
team about delivering on the Recovery Package. The NC con‐
ducted a survey early in 2017 to understand this further and iden‐
tified clinical overload as the most common perceived barrier to 
implementation. Some of the CNSs indicated they lacked time in 
their work plan to perform high‐quality HNA and then complete a 
detailed care plan. The NC was aware from her own practice that 
each HNA could take 30 min to complete and empathized with the 
clinical pressures each CNS service faced, but she noted the CNSs 
were (perhaps without realizing) regularly making detailed patient 
assessments which they could convert with relative ease into a 
formally recorded HNA. This led to open discussions to the team 
about how each CNS could feasibly implement HNA activity into 
their work plan. Conversations about CNS workload also helped 
the NC understand why despite making improvements in HNA ac‐
tivity after treatment from 29%–42% during 2016, this was not 
sustainable in 2017.

The NC was cognisant of other barriers the CNSs faced in try‐
ing to support patients LWBC; for example, not being able to refer 
individuals with significant emotional distress to a dedicated psy‐
cho‐oncology service proved a disincentive to exploring emotional 
concerns. It was possibly easier for a NC as a clinician, rather than 
a project manager, to support discussions on such matters in the 
meetings – in this case the therapeutic value of the assessment 
and the other options available to support people in distress. These 
suggestions were perhaps more readily accepted when delivered by 
someone who was similarly managing these difficulties in their own 
clinical practice.

TA B L E  5   NC metrics for patient activity Q4 2016/7

Level Expert practice Leadership Teaching Research

Patient Continue to be key worker to complex colorectal 
cancer patients; 45 patients referred this quarter

GI consequences’ service – 4 new patients and 
now working with OPD nurse manager to provide 
joint service

Recruited 1 more facilitators 
from team for the short HOPE

Interviewed by national nursing 
journal regarding the GI nursing 
service – article in February 
issue

Organized and ran 2 HWBE
Co‐facilitated a short HOPE 

programme – 13 patients 
22.2.17

Collated 
Q3 LCA 
survivorship 
metrics
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The personal reflection below in Table 8 provides further in‐
sights into this process.

4  | DISCUSSION

The evidence presented demonstrates how the NC role con‐
tributed to the implementation of the RP to the Trust and the 
wider activities undertaken to influence the LWBC agenda re‐
gionally and nationally. The findings are now evaluated using the 
Donabedian model using the three components: structure, pro‐
cess and outcomes.

4.1 | Structure – input measures

At the time of the NC’s role commencement, the Cancer CNS team 
had a low level of awareness of the work of the National Cancer 
Survivorship Initiative and contribution they could make to the 
needs of those living with and beyond cancer. Only a third of the 
teams had started to offer HNAs by using paper copies of the tool. 
There was no recording of any of this RP activity by the CNSs as 
no team had any administration assistance or support worker. The 
Breast Care team were running an end of treatment nurse‐led clinic, 
but the consultation did not include HNA or TSs, and there was con‐
cern about a high non‐attendance (DNA) rate with risk of patients 

Feedback source Comment

Patient Communicates thoughtfully, carefully and effectively

Patient Very approachable. Makes time for you, regardless of how demanding 
her workload is. A true professional with a great balance of fairness and 
empathy

Senior Clinical expert. Inspirational leader of service improvement. Researcher

Senior Claire leads projects and gets results across organizational boundaries. 
She should be encouraged to develop this skill and do more of it

Peer Communicates well and responds to patients’ needs and requirements

Peer Claire has an amazing ability to complete a large volume of work in a 
timely manner. She encourages others to improve themselves

Junior From my perspective, very direct, informative and gives advice and as‐
sistance as required. Has great passion for her specialist area whilst not 
losing sight of the patient

Junior Claire Taylor is a visionary and a leader who works hard towards service 
improvement where patients receive evidence‐based and individualized 
care. She is fair and treats all staff and patients with respect and dignity. 
She is always there if the need arises

TA B L E  7   360‐degree feedback – free‐
text comments

TA B L E  6   Examples of service changes which had meaningful impact within the Trust 2015–2017

When What happened What impact did it have

June 2015 LWBC became a regular agenda item on monthly Cancer 
CNS team meeting

NC had opportunity to share knowledge, present metrics 
and offer support. LWBC become a familiar concept which 
all teams had to buy into

December 2015 HOPE programme facilitator training completed NC and CNS started running the HOPE course, switching to 
the shorter version “HOPE: Taking control” in 2017 which 
runs 3 x year

January–October 
2016

Development of Infoflex module in Trust NC part of working group to develop IT solutions for RP 
implementation. By using this Infoflex module, CNSs could 
record their HNAs electronically rather than on paper

August 2016 Quarterly senior nurse LWBC meetings established Created a forum for review and problem‐solving, developed 
a LWBC nursing strategy and enhanced peer support

September 2016 Recruited first full‐time LWBC Support Worker Enabled delivery and evaluation of monthly HWBE and 
other patient events through the year

January–July 2017 Recruited 2 further LWBC Support Workers (SWs) to 
support CNSs

Supported development and delivery of HNA telephone 
clinics, streamlined reporting of HNA activity and mainte‐
nance of site‐specific databases for LWBC

August 2017 Established monthly SW LWBC meetings Enabled discussion and collaboration which helped with the 
production of operational policies and a range of patient 
resources including a folder of local support agencies 
across the locality to support patient events
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being lost to follow‐up. Patients seeking further support after com‐
pleting cancer treatment in the Trust could access a patient support 
programme twice in one year facilitated by the Penny Brohn char‐
ity. The team started offering their own HOPE (Life after cancer) 
programme in February 2016 and an established HWBE schedule in 
June 2016 (previous attempts have been made to run HWBEs, but 
they were still in evolving up until this point).

By the end of the evaluation time period, review of the struc‐
tural changes to the team highlighted that many of the site‐specific 
CNSs had made substantial and sustained advances in their nurs‐
ing practice, integrating HNAs into their usual care and inviting all 
their patients to HWBEs. The Breast CNS team formalized their 
end of treatment offer to ensure all patients received a HNA, TS, 
after‐care information and offer of a HWBE. Teams started tracking 
their patients using excel spreadsheets to ensure no one was lost 
to follow‐up. The CNS team recognized the role they could play be‐
yond treatment in signposting people LWBC to services in the local‐
ity to improve their health and well‐being such as exercise referral 
schemes.

Certainly, one of the main influencers for the development of the 
LWBC service to the Trust was the addition of the support workers 
(SW) to the cancer nursing team. The SWs were instrumental to the 
running of the HWBEs and HOPE programme. The NC, the Breast 
Senior CNS and the Lead nurse all provided the SWs with valuable 
support and training opportunities; however, it was the NC that led 
recruitment to these posts and monitored their performance. As 
their experience developed and confidence increased, their reliance 
on the NC lessened so that by September 2017, the SWs were work‐
ing well as a team and could lead the HWBE without seeking weekly 
guidance from the NC. Their contribution to RP implementation was 
significant.

4.2 | Process – the way systems and processes work 
to deliver the desired outcome

The NC helped drive and support RP activity by providing bespoke 
educational events, securing additional resources, for example IT 
applications, agreeing a HWBE budget, developing localized patient 

information and chairing the quarterly LWBC senior CNS meetings. 
The NC particularly focused on supporting the “early adopters” 
in the three largest CNS teams by offering positive feedback and 
encouragement to further relevant nurse‐led activity. She made a 
direct contribution to RP activity by undertaking HNAs with her pa‐
tient group, at the two time points.

The NC organized and facilitated the running of HWBE through 
this time and whilst numbers started to grow, activity remained 
under target until support workers were recruited. By the end of 
the evaluation period, all CNSs were involved in these events, in‐
dependently led sessions to the agenda and took responsibility for 
recruiting their patients to them. The NC was dominant to creat‐
ing this embryonic service change whereby all the team became 
engaged and enthusiastic about these events. Sharing the positive 
patient evaluations soon after each event with all the team and 
praising the staff involved was one important strategy.

Engaging clinical teams to complete treatment summaries (TSs) 
by providing education, resources and personal support proved 
more challenging. The breast CNS team fully embraced TS imple‐
mentation appreciating how it could improve communication be‐
tween both patient and GPs and personalize after‐care. However, 
across the other site‐specific cancer teams, TS activity remained 
low despite the NC briefing all (MDTs). On reflection, the NC 
may also have achieved greater engagement across the multidis‐
ciplinary team had she managed to get the LWBC agenda on to 
the Trust Cancer Board agenda sooner (since this did not happen 
until later in 2017), making it a quality improvement measure rel‐
evant to all. Nonetheless, it could also be argued that the target 
set – 70% of patients to receive a TS on completing treatment – is 
unrealistic since the implementation of TSs has been similarly slow 
across all Trusts in the Cancer Vanguard with none reaching even 
half the target number at Q1 2017/8.

The 360–degree feedback highlighted the NC’s passion for pro‐
moting service development but due to other role demands, perhaps 
insufficient time was devoted to project management to meet all tar‐
gets set. Yet, even in Trusts that employed a full‐time LWBC project 
manager many of these targets were not met reflecting the complex‐
ity of this change process (Doyle, 2019; Greenfield & Proctor, 2018; 
RMPartners, 2018).

The NC made a considerable investment through both aca‐
demic publications (N = 7), national presentations (n = 4) and pro‐
duction of patient information/guidance for national charities (>10) 
during this time which added to the knowledge base of LWBC for 
both patients and healthcare providers. Considerable time was 
spent working at a regional and national level to effect change at a 
wider, strategic level.

4.3 | Outcomes – impact on the patient and the 
result of the improvement

The implementation of the RP had direct benefit on patient care in 
this Trust in three main ways: (a) by providing clarity of and conti‐
nuity in the care delivered to those completing cancer treatment; 

TA B L E  8   Personal reflection June 17

Personal reflections and summary

Achieving a comprehensive service to those LWBC requires a 
considerable cultural shift within the Trust – and this takes time. 
I aimed to influence by offering senior leadership to the cancer 
nursing team and being a role model to others. I have both great 
persistence and enthusiasm, but it took longer than expected for 
people to own these changes. The lack of administrative support 
and IT resource available initially certainly delayed implementa‐
tion. Nonetheless, I believe we have done well in implementing 
most aspects of the Recovery Package in the Trust to some extent. 
I consider my knowledge and understanding of survivorship has 
been a positive influence on team development. Further work is 
needed in order to align practices across teams and instil individual 
clinician accountability
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(b) by identifying needs through conducting HNAs with subsequent 
care planning offering a more person‐centred approach; and (c) by 
enhancing partnership working between the CNSs and patients as 
they interacted at the HWBE on equal terms.

Redwood et al. (2005) suggests that a NC who offers trans‐
formational leadership can help create a context and culture that 
facilitates the integration of evidence into practice. What is less 
well described in the published literature is that such leadership 
can also produce tangible changes in the workplace culture, in this 
case achieved by the CNS teams working together on a shared goal 
and more openly discussing issues – often at the LWBC meetings – 
promoting wider collaboration and peer support (Manley, Sanders, 
Cardiff, & Webster, 2011).

There are perhaps less obvious benefits from the NC’s wider in‐
fluencing of the LWBC strategic agenda and the outcomes from such 
activity are harder to discern. Peer feedback in the survey identified 
the tension that NCs can have in striking a balance between local 
work and regional work as time spent away from the Trust meant 
the NC was not as available and visible as some would have liked. 
This view might however reflect a lack of appreciation that a NC role 
should be multidimensional, diverse and take on broader strategic 
roles (Duffield et al., 2011; Por, 2008).

It is difficult to state how much the NC role alone may have influ‐
enced this change process since health care is delivered in complex 
systems and any influence the NC had did not happen in isolation 
from the interactions between the other individual components 
(Carballo, 2016). For example, the importance of having administra‐
tive support in this improvement process was underestimated at the 
outset – our activity increased once the SWs employed.

In line with Leary, Whittaker, & Hill (2017), the cancer CNSs in 
this Trust felt overworked and some resisted this “change process” 
due to fear of the additional work demand. By seeing their concerns 
from the “inside,” it was perhaps easier for the NC to work alongside 
them and find solutions. Also, the NC’s direct role in delivering these 
interventions not only enhanced her credibility but also enabled ef‐
fective role modelling (Redwoo et al., 2005).

The NC was conscious of the pressures on the Trust to meet 
the 62‐day target (promising patients a start date for their cancer 
treatment within 62 days of an urgent referral being received) but 
was keen that operational demands did not dominate the senior 
management agenda at the expense of quality improvements, pre‐
dominantly achieved by educating clinicians, challenging attitudes to 
LWBC and promoting concepts such as supported self‐management 
and patient‐centred after‐care. Embedding new mindsets takes time 
but is necessary precursors to transforming roles and responsibil‐
ities (Giles et al., 2014; Kearney, Miller, Paul, Smith, & Rice, 2003). 
NCs are well‐placed and can act as a powerful force in creating and 
sustaining change at the patient–provider interface to enhance the 
quality of the patient care provided (Kitson, 2001; The King’s Fund, 
2018). The findings presented in this reported evaluation are reflec‐
tive of those from Kennedy et al's review (2012) of 36 studies which 
suggest the largely positive influence NCs can have on a range of 
clinical and professional outcomes.

Nevertheless, NC role outputs are dependent to a large extent 
on the skills and experience possessed (Gerrish et al., 2011; Pottle, 
2018). This NC was new in role but did have considerable expertise 
in the specialty, experience in facilitating individual/team learning, 
research approaches and transformational leadership (Manley, 1997, 
2000, 2002). Role achievement is also dependent on organizational 
support and prevailing Trust culture if nurses are to function at their 
highest capacity (Fernandez, Shepppard‐Law, & Manning, 2017; 
McCorkle et al., 2012). Since this Trust's stated priority is patient 
care, the NC’s clinical workload always took priority over service de‐
velopment, education and research. Protecting time for these other 
essential aspects of the NC role is a known and commonly reported 
challenge (Dyson, 2014).

Future research is needed to demonstrate the importance of NCs 
maintaining all four of the role functions that define this highly special‐
ized role, over and above the provision of expert practice; professional 
leadership and consultancy, education, training and development prac‐
tice and service development and research and evaluation.

5  | LIMITATIONS

This evaluation used four different methods together to look at the 
various influences of a NC in one team with respect to the LWBC 
agenda. Ideally, data sources should have included more patient 
feedback with just 3 patients included in the 360‐degree feedback 
process. However, individual patients would not have been able to 
comment on how service delivery might have improved over time. 
Additional external appraisals might have made the feedback more 
objective, but there was insufficient funding to do this.

Another difficulty proved to be extrapolating the unique contri‐
bution the NC may have made as just one individual to a multidisci‐
plinary team of a complex healthcare system Richardson, Ainsworth, 
Humphreys, Stenhouse, and Watkins (2008) concur and suggest that 
this is best addressed through the use of both quantitative and qual‐
itative approaches, as undertaken here. Overall, the four evaluation 
questions have been answered and the aims of this role evaluation 
have been met using the methods described.

6  | CONCLUSIONS

This evaluation of a NC role in one important aspect of practice – 
living with and beyond cancer – has highlighted the nature of con‐
tribution that it can offer not just to patient care but also in broader 
ways by helping shape delivery of after‐care in one secondary cancer 
service whilst also advancing professional understanding at both a 
regional and national level. It has indicated ways the NC was able to 
directly and indirectly enhance outcomes over two and a half years 
in post, with evidence of a continued commitment to achieving re‐
sults over the evaluation period.

In working as a transformational leader to her team, the NC 
drove a vision of care needed not just to meet targets but ultimately 
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to improve the lives of those LWBC. She inspired others to deliver 
better care and developed a culture where the needs of patients 
remained at the heart of clinical care. Consequently, the Recovery 
Package became embedded into working practice and delivery of its 
core interventions became “usual care.”

7  | RELE VANCE TO CLINIC AL PR AC TICE

There is increasing pressure on senior nurses to identify and measure 
their individual impact on patient outcomes. The outcomes reported 
by this evaluation illustrate the influence that the NC can have not 
just only on the development of services but also on workplace cul‐
ture. NCs must be clear about their scope, responsibilities and core 
functions if they are to successfully articulate their value. The use 
of a framework which highlights connections between structure, 
process and outcome may help make their role contribution to the 
healthcare team more discernible.

ACKNOWLEDG EMENTS

We would like to thank Macmillan Cancer Support who funded the 
nurse consultant role for 2 years.

CONFLIC T OF INTERE S T

The authors have no competing interests.

ORCID

Claire Taylor  https://orcid.org/0000‐0002‐3449‐2328 

Theresa Wiseman  https://orcid.org/0000‐0002‐3355‐1269 

R E FE R E N C E S

Armes, J., Crowe, M., & Colbourne, L. (2009). Patients’ supportive care 
needs beyond the end of treatment: A prospective, longitudinal sur‐
vey. Journal of Clinical Oncology., 27(36), 6172–6179.

Cancer Research UK (2015). Achieving world‐class cancer outcomes, a 
strategy for England 2015–2020. Available at: https ://www.cance 
rrese archuk.org/sites/ defau lt/files/ achie ving_world class_cancer_
outco mes_‐_a_strat egy_for_engla nd_2015‐2020.pdf

Carballo, L. (2016). Exploring the patient‐centred contributions of colorectal 
clinical nurse specialists to multidisciplinary meetings in cancer care: A 
mixed methods study. A thesis submitted in partial fulfilment for the 
Doctorate in Healthcare (Nursing) King’s College London.

Corner, J., Wagland, R., Glaser, A., & Richards, M. (2013). Qualitative 
analysis of patients’ feedback from a PROMs survey of cancer pa‐
tients in England. British Medical Journal Open, 3, e002316.

Department of Health (1999). Making a difference: Strengthening the 
nursing, midwifery and health visiting contribution to health and health‐
care. Retrieved from https ://webar chive.natio nalar chives.gov.uk/+/
http://www.dh.gov.uk/en/Publi catio nsand stati stics/ Publi catio ns/
Publi catio nsPol icyAn dGuid ance/DH_4007977

Doyle, N. (2019) Personal communication.

Duffield, C., Diers, D., O’Brien‐Pallas, L., Aisbett, C., Roche, M., King, 
M., & Aisbett, K. (2011). Nursing staff, nursing workload, the work 
environment and patient outcomes. Applied Nursing Research, 24, 
244–255.

Dyson, S., Traynor, M., Liu, L., & Mehta, N. (2014). Scoping the Role of 
the Nurse Consultant A report commissioned by HENCEL and produced 
on behalf of Middlesex University. School of Health and Education. 
Retrieved from https ://www.mdx.ac.uk/__data/asset s/pdf_file/ 
0027/19801 8/6.‐scopi ng‐report.pdf

Fernandez, R., Shepppard‐Law, S., & Manning, V. (2017). Determining the 
key drivers and mitigating factors that influence the role of the Nurse 
and or Midwife Consultant: A cross‐sectional survey. Contemporary 
Nurse: A Journal for the Australian Nursing Profession, 53(3), 1–23. 
https ://doi.org/10.1080/10376 178.2017.1338525

Franks, H. (2014). The contribution of nurse consultants In England to 
the public health leadership agenda. Journal of Clinical Nursing, 23, 
3434–3448. https ://doi.org/10.1111/jocn.12593 

Gerrish, K., McDonnell, A., & Kennedy, F. (2011). Capturing impact: 
A practical toolkit for nurse consultants Sheffield Hallam University. 
Retrieved from https ://resea rch.shu.ac.uk/hwb/ncimp act/NC%20
Too lkit%20fin al.pdf

Giles, M., Parker, V., & Mitchell, R. (2014). Recognising the differences 
in the nurse role across the context: A study protocol. BMC Nursing, 
13:30. https ://doi.org/10.1186/1472‐6955‐13‐30

Glaser, A. W., Fraser, L. K., Corner, J., Feltblower, R., Morris, E. J. A., 
Hartwell, G., & Richards, M.. (2013). Patient‐reported outcomes of 
cancer survivors in England 1–5 years after diagnosis: a cross‐sec‐
tional survey. British Medical Journal Open 3, 002317. https ://doi.
org/10.1136/bmjop en‐2012‐002317

Greenfield, D., & Proctor, J. (2018). Implementing the Recovery Package: 
A survey of cancer workforce readiness. Cancer Nursing Practice, 10, 
1476. https ://doi.org/10.7748/cnp.2018.e1476 

Health Education England (2017). Cancer Workforce Plan phase 1 ‐ 
Delivering the cancer strategy to 2021. Retrieved from https ://www.
hee.nhs.uk/sites/ defau lt/files/ docum ents/Cance r%20Wor kforc 
e%20Pla n%20pha se%201%20‐%20Del iveri ng%20the %20can 
cer%20str ategy %20to%202021.pdf

Henry, R. (2015). The role of the cancer specialist nurse. Nursing in Practice. 
Retrieved from https ://www.nursi nginp racti ce.com/artic le/role‐
cancer‐speci alist‐nurse 

Kearney, N., Miller, M., Paul, J., Smith, K., & Rice, A. M. (2003). Oncology 
health care professionals’ attitudes to cancer: A professional con‐
cern. Annals of Oncology, 14(1), 57–61. https ://doi.org/10.1093/
annon c/mdg018

Kennedy, F., Kennedy, F., McDonnell, A., Howarth, A., Pollard, C., & 
Redman, J. (2012). Evaluation of the impact of nurse consultant roles 
in the United Kingdom: A mixed method systematic literature review. 
Journal of Advanced Nursing, 68(4), 721–742. https ://doi.org/10.111
1/j.1365‐2648.2011.0581

Kitson, A. (2001). Nursing leadership: bringing caring back to the future. 
BMJ Quality & Safety 10, ii79–ii84.

Leary, A., Whittaker, AJ, Hill, A. (2017).  Developing the next genera‐
tion of specialist cancer nurses. Cancer Nursing Practice, 16(9), 25–30. 
https ://doi.org/10.7748/cnp.2017.e1453 

Macmillan Cancer Support (2013a). Cured at what cost? Retrieved from 
https ://www.macmi llan.org.uk/docum ents/about us/newsr oom/
conse quenc es_of_treat ment_june2 013.pdf

Macmillan Cancer Support (2013b). Throwing light on the consequences 
of cancer and its treatment. London. Retrieved from. https ://www.
macmi llan.org.uk/docum ents/about us/resea rch/resea rchan deval 
uatio nrepo rts/throw ingli ghton theco nsequ ences ofcan ceran ditst 
reatm ent.pdf

Macmillan Cancer Support (2018). Cancer workforce in England: A census 
of cancer, palliative and chemotherapy specialty nurses and support 

https://orcid.org/0000-0002-3449-2328
https://orcid.org/0000-0002-3449-2328
https://orcid.org/0000-0002-3355-1269
https://orcid.org/0000-0002-3355-1269
https://www.cancerresearchuk.org/sites/default/files/achieving_worldclass_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf
https://www.cancerresearchuk.org/sites/default/files/achieving_worldclass_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf
https://www.cancerresearchuk.org/sites/default/files/achieving_worldclass_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf
https://webarchive.nationalarchives.gov.uk/+/http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4007977
https://webarchive.nationalarchives.gov.uk/+/http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4007977
https://webarchive.nationalarchives.gov.uk/+/http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4007977
https://www.mdx.ac.uk/__data/assets/pdf_file/0027/198018/6.-scoping-report.pdf
https://www.mdx.ac.uk/__data/assets/pdf_file/0027/198018/6.-scoping-report.pdf
https://doi.org/10.1080/10376178.2017.1338525
https://doi.org/10.1111/jocn.12593
https://research.shu.ac.uk/hwb/ncimpact/NC Toolkit final.pdf
https://research.shu.ac.uk/hwb/ncimpact/NC Toolkit final.pdf
https://doi.org/10.1186/1472-6955-13-30
https://doi.org/10.1136/bmjopen-2012-002317
https://doi.org/10.1136/bmjopen-2012-002317
https://doi.org/10.7748/cnp.2018.e1476
https://www.hee.nhs.uk/sites/default/files/documents/Cancer Workforce Plan phase 1 - Delivering the cancer strategy to 2021.pdf
https://www.hee.nhs.uk/sites/default/files/documents/Cancer Workforce Plan phase 1 - Delivering the cancer strategy to 2021.pdf
https://www.hee.nhs.uk/sites/default/files/documents/Cancer Workforce Plan phase 1 - Delivering the cancer strategy to 2021.pdf
https://www.hee.nhs.uk/sites/default/files/documents/Cancer Workforce Plan phase 1 - Delivering the cancer strategy to 2021.pdf
https://www.nursinginpractice.com/article/role-cancer-specialist-nurse
https://www.nursinginpractice.com/article/role-cancer-specialist-nurse
https://doi.org/10.1093/annonc/mdg018
https://doi.org/10.1093/annonc/mdg018
https://doi.org/10.1111/j.1365-2648.2011.0581
https://doi.org/10.1111/j.1365-2648.2011.0581
https://doi.org/10.7748/cnp.2017.e1453
https://www.macmillan.org.uk/documents/aboutus/newsroom/consequences_of_treatment_june2013.pdf
https://www.macmillan.org.uk/documents/aboutus/newsroom/consequences_of_treatment_june2013.pdf
https://www.macmillan.org.uk/documents/aboutus/research/researchandevaluationreports/throwinglightontheconsequencesofcanceranditstreatment.pdf
https://www.macmillan.org.uk/documents/aboutus/research/researchandevaluationreports/throwinglightontheconsequencesofcanceranditstreatment.pdf
https://www.macmillan.org.uk/documents/aboutus/research/researchandevaluationreports/throwinglightontheconsequencesofcanceranditstreatment.pdf
https://www.macmillan.org.uk/documents/aboutus/research/researchandevaluationreports/throwinglightontheconsequencesofcanceranditstreatment.pdf


     |  77TAYLOR And WISEMAn

workers in England in 2017. Retrieved from https ://www.macmi llan.
org.uk/_image s/cancer‐workf orce‐in‐engla nd‐census‐of‐cancer‐palli 
ative‐and‐chemo thera phy‐speci ality‐nurses‐and‐suppo rt‐worke rs‐
2017_tcm9‐325727.pdf

Manley, K. (1997). A conceptual framework for advanced practice: An 
action research project operationalising an advanced practitioner/
nurse consultant role. Journal of Clinical Nursing, 6(3), 179–190.

Manley, K. (2000). Organisational culture and nurse consultant out‐
comes: Part 1 organisational culture. Nursing Standard, 14(36), 34–38.

Manley, K. (2002). Refining the nurse consultant framework: 
Commentary on critique of nurse consultant framework. Nursing in 
Critical Care, 7(2), 84–87.

Manley, K., Sanders, K., Cardiff, S., & Webster, J. (2011). Effective work‐
place culture: The attributes, enabling factors and consequences 
of a new concept. International Practice Development Journal, 1(2), 
https ://www.fons.org/Resou rces/Docum ents/Journ al/Vol1N o2/
IPDJ_0102_01.pdf

McCorkle, R., Engelking, C., Lazenby, M., Davies, M. J., Ercolano, E., & 
Lyons, C. A. (2012). Marianne J. Davies, AOCNP®, Ellyn Ercolano, 
MS and Catherine A. Lyons Marianne J. Davies, AOCNP®, Ellyn 
Ercolano, MS and Catherine A. Lyons. Perceptions of roles, practice 
patterns and professional growth opportunities: Broadening the 
scope of advanced practice in oncology. Clinical Journal of Oncology 
Nursing, 16, 382–387.

McSherry, R., Mudd, D., & Campbell, S. (2007). Evaluating the perceived 
role of the nurse consultant through the lived experience of health‐
care professionals. Journal of Clinical Nursing., 16(11), 2066–2080. 
https ://doi.org/10.1111/j.1365‐2702.2006.01594.x

Por, J. (2008). A critical engagement with the concept of advancing nurs‐
ing practice. Journal of Nursing Management, 16, 84–90. https ://doi.
org/10.1111/j.1365‐2934.2007.00795.x

Pottle, A. (2018). Reflection on the development of the nurse consul‐
tant role. Nursing Standard, 33(6), 45–49. https ://doi.org/10.7748/
ns.2018.e11251

Redwood, S., Carr, E., & Graham, I. (2005). Perspectives on the consultant 
nurse role. Institute of Health and Community Studies Bournemouth 
University. Retrieved from https ://core.ac.uk/downl oad/pdf/75093.pdf

Richardson, J., Ainsworth, R., Humphreys, A., Stenhouse, E., & 
Watkins, M. (2008). Measuring the contribution and complexity of 
nurse and physiotherapy consultants: A feasibility study. The Open 
Nursing Journal, 2, 8–14. https ://doi.org/10.2174/18744 34600 
80201 0008

RMPartners (2018). Annual Review 2017/18 https ://rmpar tners.nhs.uk/
wp‐conte nt/uploa ds/2018/11/RM‐Partn ers_AR_2017_18_FINAL_
LOW‐RES_ONLINE‐1.pdf

Stevenson, K., Ryan, S., & Masterson, A. (2011). Nurse and allied 
health professional consultants: Perceptions and experiences 
of the role. Journal of Clinical Nursing, 20, 537–544. https ://doi.
org/10.1111/j.1365‐2702.2010.03506.x

The King’s Fund (2018). Transformational change in health and care Reports 
from the field. Retrieved from https ://www.kings fund.org.uk/sites/ 
defau lt/files/ 2018‐05/Trans forma tional_change_Kings_Fund_
May_2018_0.pdf

How to cite this article: Taylor C, Wiseman T. Review of a 
nurse consultant’s role: Identifying the contribution made to 
people living with and beyond cancer. Nursing Open. 
2020;7:68–77. https ://doi.org/10.1002/nop2.407

https://www.macmillan.org.uk/_images/cancer-workforce-in-england-census-of-cancer-palliative-and-chemotheraphy-speciality-nurses-and-support-workers-2017_tcm9-325727.pdf
https://www.macmillan.org.uk/_images/cancer-workforce-in-england-census-of-cancer-palliative-and-chemotheraphy-speciality-nurses-and-support-workers-2017_tcm9-325727.pdf
https://www.macmillan.org.uk/_images/cancer-workforce-in-england-census-of-cancer-palliative-and-chemotheraphy-speciality-nurses-and-support-workers-2017_tcm9-325727.pdf
https://www.macmillan.org.uk/_images/cancer-workforce-in-england-census-of-cancer-palliative-and-chemotheraphy-speciality-nurses-and-support-workers-2017_tcm9-325727.pdf
https://www.fons.org/Resources/Documents/Journal/Vol1No2/IPDJ_0102_01.pdf
https://www.fons.org/Resources/Documents/Journal/Vol1No2/IPDJ_0102_01.pdf
https://doi.org/10.1111/j.1365-2702.2006.01594.x
https://doi.org/10.1111/j.1365-2934.2007.00795.x
https://doi.org/10.1111/j.1365-2934.2007.00795.x
https://doi.org/10.7748/ns.2018.e11251
https://doi.org/10.7748/ns.2018.e11251
https://core.ac.uk/download/pdf/75093.pdf
https://doi.org/10.2174/1874434600802010008
https://doi.org/10.2174/1874434600802010008
https://rmpartners.nhs.uk/wp-content/uploads/2018/11/RM-Partners_AR_2017_18_FINAL_LOW-RES_ONLINE-1.pdf
https://rmpartners.nhs.uk/wp-content/uploads/2018/11/RM-Partners_AR_2017_18_FINAL_LOW-RES_ONLINE-1.pdf
https://rmpartners.nhs.uk/wp-content/uploads/2018/11/RM-Partners_AR_2017_18_FINAL_LOW-RES_ONLINE-1.pdf
https://doi.org/10.1111/j.1365-2702.2010.03506.x
https://doi.org/10.1111/j.1365-2702.2010.03506.x
https://www.kingsfund.org.uk/sites/default/files/2018-05/Transformational_change_Kings_Fund_May_2018_0.pdf
https://www.kingsfund.org.uk/sites/default/files/2018-05/Transformational_change_Kings_Fund_May_2018_0.pdf
https://www.kingsfund.org.uk/sites/default/files/2018-05/Transformational_change_Kings_Fund_May_2018_0.pdf
https://doi.org/10.1002/nop2.407

