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ABSTRACT
Background: Musculoskeletal First Contact Practitioners (FCPs) are employed in primary care to assess patients and decrease
workload for general practitioners. FCP training requirements are outlined in The Roadmap to Practice (RTP), which includes
clinical supervision.
Methods: In this qualitative study, 12 musculoskeletal FCPs who had completed FCP training at a specific English university
participated in semi‐structured interviews that explored their clinical supervision in primary care.
Results: Thematic analysis identified three themes: operational factors, the role of personal and professional identity and the
dynamics of learning. Participants reported variation in support and organisation provided in their places of work and the
impact on their learning; specific barriers related to employment contracts were highlighted. Participants reflected on personal
and professional factors that were inconsistently addressed, including cultural competence and the relevance of neurodiversity
for both patients and professionals. Positive elements were raised relating to learning dynamics, including accessing supervision
from more than one individual and representatives from more than one profession. The bidirectional learning opportunities
offered from clinical supervision were highlighted, including supervisors who are not musculoskeletal specialists accessing
musculoskeletal expertise from their mentees and the FCPs benefitting from supervisors who have extensive experience of
managing complex consultations in primary care.
Conclusion: Clinical supervision experiences of FCPs in this study were typically positive. High‐quality supervision is
dependent on stakeholders fully understanding the role and is optimised by multi‐professional involvement. Future studies
could include evaluation of referral patterns and clinical outcomes of FCPs from varying employment frameworks.

1 | Introduction

Musculoskeletal First Contact Practitioners (FCPs) are ‘physio-
therapists who are able to assess, diagnose, treat, and discharge
without medical input, and they are competent at managing the

full spectrum of musculoskeletal patients’ (Stynes et al. 2020, 3).
Musculoskeletal conditions constitute up to 30% of primary care
consultations in England (NHS England (a), n.d.) where the
FCP role supports General Practitioners (GPs) with this case-
load, aiming to optimise patient care by ensuring appropriate
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expertise at the start of patient pathways (HEE/NHSE 2021).
Studies demonstrate that FCPs provide safe, clinically effective,
cost‐beneficial care with high levels of patient satisfaction
(Walsh et al. 2024; Goodwin et al. 2021; Wood et al. 2022).

Health Education England (HEE) (known now as NHSEngland
[NHSE]) published the Musculoskeletal FCP ‘Roadmap To
Practice’ (RTP) (HEE/NHSE 2021), that defines the FCP role,
entry criteria, education, training processes and required capa-
bilities, building upon the Musculoskeletal Core Capabilities
Framework (HEE/NHSE 2018). Training was initially evidenced
via an independent ‘portfolio route’ or ‘taught higher education’
route; this was amended in 2024 so that higher education in-
stitutions now guide and support both routes. A study exploring
experiences of FCPs navigating the ‘independent portfolio route’
concluded that the volume of evidence required and limited
guidance was overwhelming for many, particularly novice FCPs
who expressed preference for a higher education route (Carus
et al. 2023).

Clinical supervision is detailed as an integral component of the
RTP (HEE/NHSE 2021); however, challenges to accessing
quality supervision have been previously identified in those
undertaking the independent ‘portfolio route’ (Millington
et al. 2024). This study explores the lived experiences of FCPs
undergoing clinical supervision as part of the ‘taught route’ for
fulfilment of the RTP. This study aims to:

� Explore elements associated with FCP clinical supervision,
including logistics, clinicians involved, common areas of
practice development and the impact of this training
requirement.

� Investigate the facilitators and barriers to effective
supervision.

� Support the development of supervision models for FCPs.

2 | Method

A qualitative design was chosen applying an interpretivist
approach underpinned by constructivism (Bryman 2021). This
approach enables inductive analysis of data from a small
number of participants with detailed exploration of individuals'
experiences. The researcher assumes a central role by intuitively
examining emerging meanings whilst looking for deeper inter-
pretation. Researchers achieve this by engaging participants
using personal knowledge and experience whilst undertaking
personal reflexivity during the research process (Ayton
et al. 2024; Braun and Clarke 2022).

The research team consisted of academics and physiotherapists
experienced in FCP education, its governance framework and the
clinical role. The interviewer (S.G.) possessed a shared academic
and clinical (FCP) role and had previously completed the RTP
requirements. A purposive recruitment strategy was followed;
participants invited (via email) had all completed the clinical
requirements of the RTP via a higher education route at the re-
searchers' workplace. For this particular university module,
eligible clinicians are fully qualified physiotherapists employed
in the musculoskeletal FCP role and supported by at least 1

‘clinical mentor’, a suitably qualified physiotherapist and/or
General Practitioner (GP). Students may access support from
more than one mentor. The term ‘clinical mentor’ is used for this
module; other institutions may use the term ‘supervisor’.

Participants represented a breadth of experience and de-
mographics including diverse UK geographical locations
(Table 1). Twelve participants were interviewed, enabling a
thorough exploration of the topic, collection of manageable data
quantity and evidence of data saturation. Similar studies within
the field had a comparable sample size (Bassett and Jackson 2022;
Carus et al. 2023).

A semi‐structured interview guide to explore FCP's clinical su-
pervision experiences was created by the research team. This
design process was informed by key methodological principles
including the need to ensure clarity of intent, enable participant
honesty and optimise responses directly related to the research
aims (Robson and McCartan 2016). As the research team
included clinicians employed as FCPs, interview piloting within
the team enabled question refinement, clarification of prompt
usage and development of an interview topic guide (Appen-
dix 1). Semi‐structured interviews (lasting 45–60 min) were
conducted with consenting participants via the digital platform,
‘Zoom Workplace’ (Version 6.1.6). Interviews were recorded,
anonymised for data analysis and reporting and transcribed.
The interviewer had no previous relationship with the partici-
pants. Transcription, coding, analysis and reporting of findings
were undertaken by team members (P.N. and S.I.), who hold
academic and clinical roles. Two participants undertook data
verification, and one minor amendment was made to maximise
anonymity.

Thematic analysis was guided using Braun and Clarke's six
phase approach (Braun and Clarke 2022) and the NVivo quali-
tative software programme (Version 14) utilised. Codes were
initially generated by one researcher (P.N.) who had undertaken
transcription; these were verified by a second researcher (S.I.)
and participant (F.B.). Inter‐coder reliability was established,
ensuring that groupings of data were consistent, illustrative of
the raw data and the trustworthiness of data analysis could be
evidenced (Castleberry and Nolen 2018). The analysis was
inductive without prior identification of concepts or theories to
test or explore. Initial coding provided evidence of data satura-
tion as few new codes were required for the final interviews—
markers of data saturation were verified by the participant
checker. Secondary coding followed and then development of
subcategories, categories and final themes.

Ethical approval for this study was granted by the University of
Essex, School of Sport, Rehabilitation and Exercises Faculty
Ethics Sub‐Committee (Reference: ETH‐2324‐0690).

3 | Results

3.1 | Demographics

Participant demographics are detailed in Table 1, and all
possessed the minimum experience requirements (5 years post‐
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qualification with 3 years musculoskeletal experience) as set out
by NHSE, ranging from 6 to 21 years post‐qualification experi-
ence. Participants had been employed as an FCP between
6 months and 3 years. There was an even distribution of role
banding between 7 and 8a (Agenda for Change or equivalent),
the recommended standard for this role (CSP 2018; HEE/
NHSE 2021). Geographical locations of participants varied
throughout England; one participant was based in Scotland
where FCP equivalent roles exist; however, the musculoskeletal
RTP and funding for FCPs under the Additional Roles Reim-
bursement Scheme (ARRS) only apply within England. Profes-
sional diversity was seen among mentors.

Table 2 summarises the coding framework. Three themes were
identified for review and discussion: operational factors, the role
of personal and professional identity, and dynamics of learning.
Examples of quotations from participants have been included to
support the presentation of themes.

3.2 | Theme: Operational Factors

Participants reported that their clinical supervision was affected
by factors related to the supervision environment, most notably
the connections between primary and secondary care services.
The category, ‘Service Connections’ was formed by contribu-
tions from several participants who highlighted the need for
knowledge of services beyond primary care. Value was placed
on accessibility of contacts and services in secondary care.
Participants who were employed in a split role between primary
and secondary care and were familiar with the processes,
pathways and contacts in each clinical environment emphasised
this advantage.

In my trust, our band sevens are normally a blended
role; it's good because it means that the system is very
joined up. So, when I refer into orthopaedics, I know
those people, I can talk to them about what I need to
do to refer, or is this appropriate? It's all very joined
up, which I think is often not the case when people
just work in FCP because they're a bit sort of
marooned.

(P8)

Participants who were only employed in primary care explored
the complexities of developing these service connections and
found that a small number had managed to access time in
secondary care as part of their FCP clinical learning experience.

…. the value of observing practitioners in secondary as
well as primary care, because I suppose that's half the
job; referring on and knowing if you're referring on
appropriately, things to look out for, that kind of thing.

(P5)

Resource availability was the second category of this theme;
variation was found between participants. Some were provided
with accessible clinical supervision in their own place of work,

the organisation was supported by service colleagues and time
was allocated.

The PCN were aware that we were both doing the
Roadmap…so when it became obvious that we'd
blocked an afternoon to do it together, there were no
questions asked. They were supportive.

(P10)

Others reported challenges in accessing the resources required
to complete this compulsory activity. Whilst accepting personal
responsibility for scheduling supervision, some had to address
contractual considerations. A participant employed by an NHS
Trust and then working for part of their role in primary care
explored this complexity:

The PCN clinical leads felt that the element of su-
pervision required formally should fall on the time of
the hospital Trust; they were employing the Trust to
provide a FCP service and felt that it was the time and
responsibility of the hospital Trust to provide that
supervision and not for them.

(P4)

Another explained that their employer support was restricted
and contractual complexities resulted in them completing the
clinical supervision in their own time and unpaid.

It wasn't part of my normal working hours, so it was in
addition to my normal work. From a financial point of
view as well, it was something that I had to do myself;
it wasn't paid work.

(P9)

3.3 | Theme: Role of Personal and Professional
Identity

The volume of material related to individual participant's per-
sonal characteristics and the relevance of these was noteworthy.
Participants reported that, as clinicians, their own cultural
background, personal and professional identity influenced their
clinical role and patient interactions.

I was based in a very rural, middle to upper class,
white, Caucasian area; a small village. Everyone's very
well‐to‐do. So I was the only person of colour there…
Understanding of different cultures isn’t there yet,
which can act as a barrier.

(P2)

A participant who had trained as a physiotherapist outside the
UK explained how their lack of familiarity with the UK system
presented some specific learning needs.

I sat in with a lot of people because when I started, I
was only four months into the FCP role, so I really

4 of 12 Musculoskeletal Care, 2025
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TABLE 2 | Data analysis: Coding framework.

Codes Sub‐categories Categories Themes
Primary and secondary care
interfacing

Links to secondary care Service connections 1. Operational factors

Primary—Secondary pathways

PCNs and other stakeholder
support

Employer's understanding of
process

Wider barriers around supervision
in primary care

Time blocked out for supervision Time Resource availability

Resource commitment for
supervision

Location logistics Location

Support from practice staff

Who facilitated organising
supervision

Accountability for organisation

Contractual impact

Personal cultural background Cultural identity Equality diversity and
inclusivity (EDI)

2. Role of personal and
professional identityPatient's cultural background

Neurodiversity of learners Neurodiversity

Neurodiversity of patients

Impact on clinical identity Professional identity Exploration of professional
identity of FCPScope of practice

Clear instructions Direction from higher education
institution (HEI)

Impact of directed learning 3. Dynamics of learning

Supervision structure

Application of learning from
taught stage 1 to stage 2

Teaching and assessment
strategy

Benefits of mentor not doing
summative assessment

Relationships: Mentor—Mentee—
Colleagues

Impact of professional
relationships

Influence of mentorship
relationship

Power dynamic

Selecting your own mentor Access to range of professions/
professionalsMentorship not restricted to 1

person

Poor mentorship strategies Negative influences Effectiveness of mentorship

Cutting corners with mentorship

Financial barriers

Diverse caseload Positive influences

Useful feedback

Time to reflect Learning opportunity Bidirectional learning

Value to mentor

Professional respect

Patients' reactions Patient acknowledgement of
process

5 of 12
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wanted to understand the system, because again, I'm
not from the system. I didn't grow up in the system.

(P3)

Some participants extended the discussion to include how their
clinical learning needed to acknowledge and be responsive to
patients' individual features, including their cultural
backgrounds.

My FCP mentor did point out a couple of bits about
ethnic minority patients, which were useful. I think
they were in the back of my mind. Indian patients
having a higher prevalence for diabetes, for example.

(P1)

Participants raised the significance of neurodiversity both for
themselves as students but also the need to identify and
acknowledge relevant neurodiversity issues with patients. As a
dyslexic, one participant highlighted that the university route to
meeting the RTP's requirements provided more guidance and
structure to alternative routes.

Being dyslexic and also struggling with …. what I was
doing, …. I thought I just need to go down the uni-
versity route and get guidance on how to do the task.

(P12)

Others commented that in relation to patients' neurodiversity
needs, formal training was limited but as clinicians in primary
care, they wanted to offer individualised and responsive patient
consultations.

In response to neurodiversity; trying to make reason-
able adjustments, trying to ensure that contact with
that patient is approachable and as beneficial for them
as can be.

(P7)

Professional identity was a topic that participants drew on as
they explored settling into and developing the FCP role. Par-
ticipants reported a widespread lack of role understanding,
commenting that they were regularly confused for ‘in‐house’
physiotherapists offering treatment and rehabilitation and
several highlighted that many patient consultations were not
first contact. The opportunities linked to this relatively new role
were discussed by some, who were keen to highlight innovation,
good practice and the impact of FCPs they respected. Topics
explored included the FCP's ‘position in the team’, (P7), the
value of professional specialisation in primary care ‘how much I
love being a (musculoskeletal) physio and not having the pressure
(of other specialisms)’, (P2) and the potential to ‘make your own
path as an FCP’, (P8). As participants explored their profes-
sional identity, they made references to the scope of practice and
associated complexities. Several noted that whilst additional
skills could be acquired and brought into the FCP clinic e.g.
injection therapy and independent prescribing, navigating skill
integration had to be carefully considered.

My GP is really supportive of me increasing scope of
practice and being able to do that. There's always that
potential fear of ‘treading on toes,’ and not taking
away from what the GP's do. There's a lot in the world
of social media about the role of physician associates
and what their scope of practice is. As a physio, you
feel where does that scope of practice start and end?
Where does it cross over into GP territory?

(P4)

The nuances of professional identification as a musculoskeletal
FCP were noted by all; individual, service wide and national
considerations were reported with a consensus that role
identity was not interpreted in a standard way. One participant
had used the university's coursework to explore this topic in
detail:

I did my service evaluation piece (module assessment)
on the understanding of our role, our professional
identity.

(P11)

3.4 | Theme: Dynamics of Learning

Participants all discussed factors relating to the dynamics of
learning, theme categories were: impact of directed learning,
influence of mentorship relationship, effectiveness of mentor-
ship and bidirectional learning. Participants reflected strong and
positive opinions relating to the value of clear direction and
guidance provided by the university.

…everything was very clear about what was expected.
(P3)

Two commonly reported findings related to the clinical mentor's
role and impact. Participants reflected positively that the clinical
mentor did not complete the formal module assessment—this
was the university's responsibility. The clinical mentor's role
was to facilitate clinical reasoning, reflection and learning in the
clinical environment:

It was a positive in the fact that their focus wasn’t on
the marking side of things, it was more on giving me
that feedback on practice only.

(P7)

I think that my mentor not grading me probably made
me more relaxed in terms of being able to have open
discussions, and being more of a learning process,
rather than an assessment process.

(P5)

The second commonly reported opinion was the value of
accessing more than one mentor and the acknowledgement that
different individuals will support different practice elements.

6 of 12 Musculoskeletal Care, 2025
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I draw on experience of a variety of members of the
primary care team and also secondary care as well. So,
I had a good, varied experience with different
professionals.

(P1)

Accessing professionally diverse team members throughout the
learning experience was regarded positively:

I sat in with as many people as I could…… they were
really good. The pharmacists and the wellbeing coach
and the social prescribers, they were very on board and
understanding.

(P11)

So I suppose we've all got different strings to our bow
and things that we’re good at. Someone supervised me
who was a very good communicator; very empathetic
approach, shared decision making. So I learnt a lot
from her and then another person is really into green
prescribing, I learnt a lot about local resources and
projects.

(P5)

Participants reflected on their clinical learning and shared
positive experiences that they felt had enhanced their practice.

The GP's were very refined and to the point with their
agenda setting and gaining the patients ideas and ex-
pectations specifically, so I think that fed in really
nicely to my own practice.

(P7)

Reducing and making my history maybe a little bit
more concise, making my questioning a bit more
concise. Talking less.

(P11)

So, there was a lot of chronic pain. There was a lot of
cases of mental health issues and people with financial
issues.

(P9)

A small number of negative experiences were shared when
participants did not feel a link between their personal devel-
opment needs and the mentorship.

There were a few times when he did jump in and start
talking… and it becomes a dialogue between the pa-
tient and the person observing.

(P10)

Several participants explored the impact of the mentorship ac-
tivity beyond their own learning noting mentors appeared to
have benefited from the experience. For some, it had been an
opportunity for the development of professional relationships as
mentors and mentees had learnt from each other.

He said I was the first person that really challenged
him, but that's a good thing.

(P2)

My mentor was incredibly supportive of the FCP role
and very much recognised the value of having an
expert musculoskeletal opinion within the clinic and
wanted to learn from me as well.

(P4)

Participants made links between the lack of formal assessment
undertaken by the mentor and patients' perceptions of the
process. Reflecting on discussions had with mentors and the fact
that bidirectional learning sometimes took place, the patients'
reactions were generally positive:

I'd have discussions in front of patients with my
mentor, the patients were always happy and con-
sented, and they quite enjoyed being talked about.

(P6)

I never got the impression that people thought that I
was being mentored, it was more just a collaborative
approach. I introduced it (supervision) as a routine
thing, that everyone should be doing as part of normal
practice.

(P5)

4 | Discussion

This study aimed to understand key elements of clinical su-
pervision, explore associated facilitators and barriers and sup-
port the development of supervision models for FCP's. These
will be discussed alongside the three themes emerging from the
data.

4.1 | Operational Factors

4.1.1 | Category—Service Connections

This review highlights the challenges of FCPs with navigating
referral systems across both primary and secondary care. The
role of FCP's as gatekeepers for secondary care referral has been
a key aim of FCP provision (Goodwin et al. 2021; Greenhalgh
et al. 2020; CSP, 2018). The CSP (2018) has previously docu-
mented that FCPs are better integrated across musculoskeletal
pathways with dual roles in primary and secondary care than
those who are employed by the incumbent musculoskeletal
provider. Being able to identify and streamline appropriate pa-
tients quickly and efficiently is seen as pivotal for practicing
clinicians (NHS England 2019). A lack of clear referral pathways
has been highlighted previously (Baird et al. 2022) and FCP's
working within ARRS roles may struggle to navigate the
healthcare system if clear referral pathways to secondary or
specialised care are not established. This study highlights the
requirement for stakeholders in clinical practice to enable and
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operationalise appropriate protocols and policies. These should
enable FCP's to escalate cases or refer patients to specialists
when needed.

4.1.2 | Category—Resource Availability

This review highlighted that whilst supervision is an essential
component of the RTP to ensure safe and effective patient care,
clinicians faced challenges accessing supervision and aligned
with other studies (Baird et al. 2022; Nozedar and O’Shea 2023;
Ingram et al. 2023). Barriers including limited supervisors/
mentors, time constraints, unclear expectations, workload and
resource strain have been identified as previous obstacles (Baird
et al. 2022). Time constraints and pressures are major factors
contributing to supervision difficulties in busy primary care
settings (Baird et al. 2022; Nozedar and O’Shea 2023). Having
access to regular, high‐quality supervision maybe challenging
for clinicians juggling clinical and administrative re-
sponsibilities, but the need for non‐patient contact time has
been recommended (Nozedar and O’Shea 2023).

The organisation and procurement of supervision is likely to be
underpinned by stakeholder relationships, funding arrange-
ments and administrative support. This review highlighted a
lack of organisation and contractual impacts as barriers. FCP's
and their supervisors are likely to require administrative sup-
port to ensure that supervision is properly documented and
feedback provided. Without support, the supervision process
may become cumbersome or neglected, perpetuating clinical
uncertainty, feelings of stress, and clinical burnout (Ingram
et al. 2023; Danczak and Lea 2017). Contractual arrangements
without supervisory detail or funding agreements within cur-
rent ARRs roles have been highlighted by previous reviews
(MacConnachie 2024; Baird et al. 2022; Bramwell et al. 2024;
Millington et al. 2024). Funding to cover time required for su-
pervision sessions, and additional administrative support should
be considered by stakeholders in future provision.

Additional implications for clinical practice relate to acknowl-
edging the need for psychological and operational support
relating to supervision. Enabling FCP wellbeing by ensuring
support is available for these clinicians who may experience
elevated levels of stress, burnout or fatigue (Nozedar and
O’Shea 2023; Thompson et al. 2024; Welford 2018; Ingram
et al. 2023; Venturini et al. 2024) is a consideration of current
and future stakeholders.

4.2 | Role of Personal and Professional Identity

4.2.1 | Category: Equality, Diversity and Inclusion

The cultural backgrounds of clinicians and patients were iden-
tified in this research as impacting learning and practice.
Challenges of FCPs working with ethnically diverse populations
and the impact of health beliefs have been previously identified
by Greenhalgh et al. (2020) leading to recommendations for

cultural competence training. Addressing cultural competence
more fully within FCP teaching, clinical supervision, and in
future iterations of the RTP is recommended and could signif-
icantly improve FCP job satisfaction, patient outcomes and ex-
periences (Kumar et al. 2019; Oelke et al. 2013).

The impact and challenges of neurodiversity were raised both
from a student and patient perspective. The challenges and
positive aspects of neurodiversity for healthcare clinicians have
been well documented (Butler 2024; Crouch 2019). With the
completion of the RTP being essential for an FCP role, this
research suggests that neurodiverse students' needs may be best
met in a HEI taught route. The collaborative learning environ-
ment created by studying with others offers belonging, support,
community, diversity of thinking, understanding and emotional
support that can assist with confidence for neurodiverse clini-
cians (Butler 2024; Robinson 2022). Future modifications to the
RTP content and options for completion should consider neu-
rodiversity more fully to improve accessibility.

Whilst challenges of access to healthcare for people with
learning disabilities are well recognised (Alborz et al. 2005),
there is a desire from FCP clinicians to be responsive to the
needs of individual patient's neurodiversity needs. The intro-
duction of The Oliver McGowan Mandatory Training on
Learning Disability and Autism (NHS England (b), n.d.) may
have raised awareness of this topic, but its effectiveness or
impact on patient experience has not been measured. Gaps in
the current evidence‐base present an opportunity for future
high‐quality research related to delivering patient‐centred care
for all (HEE/NHSE 2017).

4.2.2 | Category: Exploration of Professional Identity
of FCP

Professional identity concerns were highlighted in the early
stages of the development of the FCP role (Greenhalgh
et al. 2020; Morris et al. 2021, Wood et al. 2022) and have been
identified by other professional groups integrating into primary
care (Jorgenson et al. 2014). Nearly 5 years after the launch of
the RTP, professional identity remains a key theme highlighted
by recent research (Ingram et al. 2023; Lewis and Gill 2023;
Lamb et al. 2024; Thompson et al. 2024) and by all participants
in this study with a lack of understanding about the FCP role
remaining, and many still being confused for ‘in‐house’ phys-
iotherapists. The benefits of the FCP role for patients are clear
(Wood et al. 2022), but lack of role understanding may affect
patient accessibility to this service, prevent effective utilisation
of the extended scope skills many of these clinicians offer and
potentially impact clinical supervision strategies.

The speedy roll out of the role, constraints to support offered
from overseeing organisations and the relatively novel nature of
physiotherapists being in Primary Care could all contribute to
the lack of understanding of the FCP role, but further research
and role promotion support is urgently required to maximise the
positive impact of this role.
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4.3 | Dynamics of Learning

4.3.1 | Category—Impact of Directed Learning

Findings from this review demonstrate the value of having clear
direction and guidance provided by a university course. Having
a full understanding of what training and supervision is
required in a new role is fundamental to the learning process
(NHS England 2021). RTP documents aimed to establish the
capabilities of Allied Health Professions (AHPs) moving into
primary care and identify the supervisory support required via
either a portfolio or taught university route. However, these
roadmaps have been highlighted as being confusing and unclear
(Jones et al. 2024) and consequently seen as a barrier to
completing the portfolio route. The high level of satisfaction
with university support identified in this review aligns with
previous research identifying the taught route as being a more
attractive option (Carus et al. 2023).

Findings from this review revealed universal support for formal
assessment to be carried out by the university and not the
clinical mentor. One supervision element is the completion of
paperwork, which is not only time consuming but can also be
difficult due to complex marking criteria (Carus et al. 2023).
Taking away this responsibility protects the mentors' time
whilst valuing their contribution to learning through observa-
tion, open discussion, and critical feedback. It also challenges
the hierarchical relationship of traditional mentoring and allows
a more collaborative approach (Teo et al. 2024).

4.3.2 | Categories—Influence of Mentorship
Relationship and Effectiveness of Mentorship

Another aspect of learning emphasised in this study is the
benefit of accessing more than one mentor from a range of
professions to support different elements of practice. In recent
years, it has become increasingly common for supervision to be
conducted across disciplines, not just for FCPs but for all
medical professionals (Launer 2018; NHS England 2021;
McGuinness and Guerin 2024). Some of the benefits include
offering different perspectives to practice (Launer 2018) and
providing a catalyst for new ways of working (Davys et al. 2021).
This may offer considerable benefits to clinicians such as FCPs,
who are moving into new roles and settings (Millington
et al. 2024). In addition, previous literature has acknowledged
‘supervision fatigue’ with GPs often supervising medical stu-
dents, foundation doctors, and GP registrars as well as ARRS
staff within a practice (NHS East & West Midlands Clinical
Senates 2025). Therefore, taking a multi‐professional approach
to mentoring and supervision is also an effective way of sharing
this responsibility.

4.3.3 | Category—Bidirectional Learning

Clinical mentorship is increasingly recognised as a bidirectional
process that benefits both mentors and mentees (Burgess
et al. 2018). Having FCPs with valuable musculoskeletal
expertise has been highlighted as an opportunity for other

members of the primary care team to upskill in musculoskeletal
care (Moffatt et al. 2018), and this review further establishes this
beneficial relationship. Given the consistent lack of under-
standing of the role and scope of FCPs (Goodwin et al. 2021;
Lamb et al. 2023), this bidirectional learning also offers an op-
portunity for other healthcare professionals to gain greater
insight and ensure the full potential of FCPs can be realised.

5 | Strengths and Limitations

This study methodology has been optimised through alignment
of its key domains: research team and reflexivity, study design,
analysis and findings with the COREQ consolidated criteria for
reporting qualitative research (Tong et al. 2007). Researchers'
reflexivity has been considered; their established understanding
of the musculoskeletal FCP role has enabled participant
recruitment, high level discussion during interviews, and anal-
ysis that was subsequently explored with reference to the
contemporary healthcare landscape. Engagement of participants
in data checking, analysis and the publication process has
further contributed to methodological rigour (Stringer and
Aragón 2020). Potential bias of the research team must be
considered as they were all employed at the university where
the participants had completed their FCP training but the
strategies outlined above were used to ensure that transparency
and credibility have been optimised. Recommendations for
future research have been proposed in Table 3.

6 | Conclusion

Clinical supervision is a requirement of FCP role training that
presents an opportunity for professional development. Its suc-
cess and impact are dependent on governance structures that
support mentor availability and enable engagement with a range
of healthcare professionals. The FCP role is not consistently
interpreted, and individual clinicians have acknowledged that
their personal and professional identities are evolving; factors
such as cultural competence and further training relating to
neurodiversity should be considered as part of FCP training.

TABLE 3 | Suggestions for future research.

Exploration of referral patterns and clinical outcomes of
FCPs from varying employment frameworks e.g those
employed directly by primary care service and those from
integrated services

Evaluation of supervisory models with more than one
profession/professional involved

How do clinical supervisors and higher education
institutions address trainee and patients' individualism for
example, cultural diversity and neurodiversity during clinical
supervision?

Exploration of service provision leads' and policy makers'
understanding and responses to financial, resource and
contractual elements associated with FCP supervision

What is the clinical training experience for FCP supervisors?
Is bidirectional learning a consistent outcome?
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Integration of pedagogical principles relating to optimal
learning dynamics should be considered when designing and
implementing FCP clinical supervision.
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Appendix 1

Interview Topic Guide

Introduction/Consent

Welcome to this interview and thank you for agreeing to take part
in our research study. Today is [insert the date and time of the
interview]. As you are aware, we are exploring FCP experience of
supervision. The participant information form has been provided
and summarises the topics that will be investigated; we hope to
explore these in this interview. Are you happy with the information
which you have received about the study and do you understand
this fully?

Do you agree to participate in the research project, ‘First Contact
Physiotherapists experiences and reflections of the clinical supervision
element of part 2 of the “Roadmap to Practice” (Higher Education
Route)’ and for me to record this interview?

Interview Questions

1. First of all, thinking back to your stage 2 FCP supervision, can you
clarify when this took place?

2. Are you able to reflect on your supervision, can you summarise
the key elements, for instance who was involved, how did you feel
it went, any positive or negative experiences?

3. Clarification of professionals involved (FCP or GP). What pro-
portion involved which professional?

4. Reflecting on the different clinicians, what was similar and what
was different?

5. What do you think constitutes good practice within supervision?
You have already mentioned (e.g. time, approach), can you
expand?

6. Was there anything about how the formalities or structure of the
supervision and arrangement affected the power dynamic between
you and the supervisor? (for this specific stage 2 part of the
‘roadmap’ the supervisor didn't have to formally assess/judge you,
did this have any influence on the supervision dynamic?)

7. When you reflect back on the supervision period, were there any
limitations to your supervision—anything that you feel could have
been enhanced?

8. If multi‐professional supervision: You had supervisors with
different professional roles that is, a GP and an FCP, was there
anything that you received which was different from the indi-
vidual supervisors within their different professional roles? How
did this impact your professional development?
OR: If single profession supervision: You had supervision from 1
profession, what was the impact of this? Can you consider how
things may have differed if you had accessed supervision from
more than 1 profession?

9. What was the effect of the whole supervision process and super-
visors' profession(s) on your personal professional identity?
(Explore understanding of scope). Did your view of your role as an
MSK Physiotherapist change? Did this affect your approach to
MSK consultations? Was there anything you changed in clinical
practice as a result?

10. Thinking now of the individuals involved, yourself and patients,
how responsive was the process to all individuals' features and
needs? Prompts relating to equality, diversity, inclusivity, health
literacy, socioeconomic factors, learning needs and neurodiversity.

11. Was your supervision conducted locally with your own patient
population/caseload or elsewhere? What was the impact?

12. Considering the coursework completed for this part of the FCP
Roadmap, what was your view of the assessment methods and
your personal circumstances?

13. Is there anything else you would like to add? Thank you very
much for your time.

Closing

We will transcribe and analyse the data once all the interviews have
been conducted. We are inviting participants to take part in data veri-
fication analysis and elements of the publication writing up. Is this
something you would want to be contacted about?
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