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Preface

The role of the clinical nurse specialist (CNS) has been defined as advanced, flexible and
multifaceted. The CNS role was established in North America in the early 1960s but its
implementation in the United Kingdom only started in the late 1970s. The CNS role is
the most debated of all the advanced practice nursing roles, and has generated consider-
able discussion and controversy. This is because the many sub-roles, activities and skills
of the CNS make their role expanded, versatile, and unique, but at the same time con-
tribute to the confusion surrounding the CNS practice. In addition, the role performance
of a CNS is influenced by a number of organisational and personal factors, as well as
expectations from different parties with whom the CNSs collaborate in their practice.

There is a wide range of theoretical and empirical literature in relation to the CNS
role especially from America, mostly published in journal articles. However, the studies
undertaken to explore the CNS role have only examined partial aspects of this role and
there has been no empirical research to encompass an in-depth exploration of this role.
Similarly, limited evidence exists on factors that enhance or inhibit the CNS role devel-
opment and implementation.

The aim of this book is to bridge this gap in the nursing literature by undertaking a
comprehensive in-depth exploration of all aspects of the CNS role, underpinned by a firm
theoretical framework. A thorough review of the existing literature regarding the CNS
role and a nationwide study in the United Kingdom were undertaken for this purpose.
The study involved 334 CNSs working in the area of diabetes. The concepts relevant to
the CNS role were identified, explored and construed in a validated theoretical frame-
work derived from the Role Theory field. Although the sample of the study involved dia-
betes specialist nurses (DSNs), the findings can be generalised to the wider population of
CNSs. The CNS role theoretical framework explored in this book can underpin the study
of any CNS role, independent of their speciality, and explains the CNS role development
and performance. '

The book is primarily intended for clinical nurse specialists but can be of great
interest to other advanced nurse practitioners and general nurses, as well as nurse
administrators, educators and nursing students. A detailed exploration of the develop-
ment of the instrument used to study the CNS role is undertaken by including a descrip-
‘tion of the study methods, data analysis and results. This aims to provide the researcher
undertaking similar studies with a useful guide in selecting and applying methods
appropriate to their research questions. All chapters of this book are underpinned by the
same theoretical framework and are interconnected. However, each can stand on its own
by exploring a specific and unique aspect of the CNS role.

Diabetes nursing as a speciality is a particular clinical nursing speciality and the
DSN and CNS roles follow the same principles. Therefore, the term ‘CNS’ in this book
includes that of the DSN. The use of the term ‘DSN’ denotes that the literature cited con-
siders exclusively the role of the DSN. This term is also used to refer to respondents in
the present study and its findings.
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A theoretical framework for clinical specialist nursing

The comprehensive exploration of each individual CNS concept and the validation
of the CNS role theoretical framework are undertaken in the first seven chapters. The
difference between specialisation in an area of nursing and nursing speciality, the role
characteristics of the CNS and evolution of the CNS role in North America and the
United Kingdom are explored in Chapter 1. The development and definition of the DSN
role in the UK are presented in the second part of this chapter. Chapter 2 discusses the
relevance of role theory to nursing and the development of the theoretical framework
underpinning the exploration of the CNS role. The CNS role-related concepts, Personal
Characteristics and Skills, Work and Organisational Factors, Role Development and
Role Performance, were explored in a UK study involving DSNs and are discussed in
Chapters 3 to 6 respectively.

Chapter 7 examines the associations between the above role concepts. A validated
theoretical framework was developed, which, although focused on the DSN role, can
guide the exploration of the CNS role and explains the interrelations between the factors
that influence role performance and development. This chapter also discusses the
strengths and limitations of the present study exploring the CNS role and its implica-
tions for nursing practice. The final chapter provides a perspective from a European
country—Greece—where the CNS role has not yet been introduced. It explores the feasi-
bility of implementing this role in the clinical setting and identifies barriers and obsta-
cles to its implementation, as well as strategies to overcome these.




Foreword

This book is timely as the number of clinical specialist nurses, in the UK, is rapidly
increasing. Furthermore, the Nursing and Midwifery Council (NMC) in its role in public
protection is, at the time of writing, reviewing specialist nursing and higher-level prac-
tice beyond initial registration. The Council clearly sets out the characteristics of nurses
with an advanced level of knowledge and competence and this book will go further in
informing that debate. By using Hamric and Taylor’s framework for the development of
clinical nurse specialists, Sofia demonstrates that the role of the specialist nurse is not
static. The findings of the research reported in this book can be applied to educational
programmes preparing specialist nurses and also for supporting specialist nurses in
post. It should be an essential text for those wishing to understand the complexities of
specialist nurses and all the attendant titles.

Professor Brenda Poulton
Professor Vivien Coates

University of Ulster
April 2005
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Evolution and definition of the clinical nurse
specialist in the USA and in the UK

1.1 Introduction

Specialisation in nursing infers a narrowing of the range of work to be done and an
increase in depth of knowledge and skills. The setting up of the first training school in
nursing by Florence Nightingale, after the Crimean War, can be considered as the start-
ing point for specialisation. The publication of her work ‘Notes on nursing: what it is and
what it is not’, which was directed mainly towards professional nurses, also contributed
to the establishment of specialist and advanced nursing practice (Castledine, 1998a).

This chapter presents a brief description of the evolution of the clinical nurse spe-
cialist (CNS) role in the USA and the UK. In addition, the distinction between clinical
specialist nursing and specialisation in nursing is discussed, and the role and character-
istics of the CNS defined. The final part of this chapter discusses the evolution and defi-
nition of the role of the diabetes specialist nurse (DSN) in the United Kingdom.

1.2 Evolution of the role of the clinical nurse specialist
1.2.1 Evolution of the role of the clinical nurse specialist in North America

Nightingale was the first to distinguish between two separate classes of nurses, the ama-
teur, hired, domestic servant and the professionally prepared hospital nurse. Although
Nightingale did not mention the term ‘clinical specialist’ in her writings, she introduced
some concepts basic to the role. She was respected for her clinical, administrative and
teaching skills. She was assertive and knew how to find and use power. Moreover, she
urged nurses to ally themselves with physicians in order to reach the objective of caring
for wounded soldiers (Nightingale, 1859).

The concept of the nurse specialist was first documented in the American Journal
of Nursing by an American private duty nurse, describing specialists in three areas: sur-
gical, paediatric and obstetrical nursing (De Witt, 1900). Designation was given to

‘nurses who had graduated from specialised hospitals or private-duty nurses who limited

their practice to the care of particular types of patients. De Witt’s perception of speciali-
sation was congruent with the long experience of a nurse in nursing practice. She noted
that nurses became so adept in a particular area they considered themselves ‘special-
ists’.

In the first half of the twentieth century, the terms ‘specialism’ and ‘specialist
nursing’ were restricted to knowledge and skills associated with a particular medical
condition or disease. Up until the late 1960s, nurse education was geared towards pre-
paring and sustaining nurse generalists in limited functional specialities. Moreover, due
to the lack of formal educational courses on specialisation, it would be difficult to say
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that these nurses developed specialist nursing skills; rather they were just good general-
ists who adapted well to medical task work (Castledine, 1994). White (1977; p41) criti-
cised this when she wrote:

‘As a profession we expect ourselves to know everything and if we continue to feel that
the general trained nurse must know it all, we shall continue to be a profession
which is broadly based in knowledge, but sadly lacking in depth.’

To overcome these limitations of nurses’ educational preparation, Johnson (1962; p99)
suggested the development of programmes where professional nurses would:

‘...need to think, to solve problems, to make decisions, and to use knowledge and
imagination in developing creative and original approaches in nursing care.
...Educational emphasis also is placed on the patient as a person requiring indi-
vidualised care.’

As a solution, Johnson suggested the introduction of clinical nurse specialists into nurs-
ing service. Reiter (1966) used the term ‘nurse clinician’ to refer to the nurse whose role
would be to demonstrate and provide nursing care, plan and supervise patient care given
by other nurses, and serve as staff consultant and educator. She asserted that organised
graduate education programmes represent the most efficient means of preparing such
practitioners. )

While specialisation initially referred to the long experience of the nurse in a spe-
cific speciality, the role of the CNS, as Hamric (1998; p57) emphasised, ‘...was clearly
developed to improve the quality of nursing care delivery by bring a nurse with special-
1zed experience and advanced formal education to the direct care interface’.

As early as 1952, the National League for Nursing (USA) proposed that the Bacca-
laureate programme should prepare the nurse for general professional nursing and the
Master’s programme for specialisation (Castledine, 1994). In the late 1960s in the
United States, it had become generally recognised that a clinical nursing speciality was
not only a designation for an expert clinician, but that graduate preparation in a speci-
fied area of clinical nursing was also an essential requisite. Furthermore, developing
nursing clinical education at the graduate level would increase the professional status of
nursing (Sparacino, 1986). In the early 1980s, the American Nurses Association (ANA)
issued a Policy Statement (ANA, 1980) (cited in Keeling and Bigbee, 2005), which clearly
delineated the criteria required to enter the CNS role. These included educational prepa-
ration at graduate level (Master's or Doctorate) and specialty certification through nurs-
ing’s professional society. ANA also announced that specialisation in nursing was clearly
established and indicative of the advancement of the nursing profession. By 1984 in the
United States, there were 129 accredited programmes preparing clinical nurse
specialists at Master’s level (Hamric, 1989).

In 1996, the American Association of Colleges of Nursing published The Essentials
of Master’s Education for Advanced Practice Nursing which provided a nationally agreed
blueprint for graduate nursing programmes, recommending a core curriculum common
to all Master’s students (Sparacino, 2005).
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1.2.2 Evolution of the role of the clinical nurse specialist in the United
Kingdom

The role of the CNS in the UK evolved much later than that in the USA and Canada, and
has still not been clearly defined. Nevertheless, its evolution was very much influenced
by the American model of clinical specialist nursing. The Nurses’ Registration Act of
1919, which was the first type of specialisation in nursing in the UK, identified four spe-
cialities: sick children, mental nursing, care of the mentally handicapped, and fever
nursing (Castledine, 1982). The development of degree programmes was a more recent
event than in the USA, and Manchester University was the first to offer a Master’s
degree in clinical specialist nursing in the late 1970s (Castledine, 1998a).

Castledine (1982) undertook the first research study in the UK aiming to identify
clinical nurse specialists in England and Wales, as defined by themselves and/or senior
nursing management or health authorities. In addition, the study aimed to compare the
development of their role with that of CNSs in the USA. The method of identifying par-
ticipants was carried out by writing to the press, the Royal College of Nursing, and other
specialist nurse interest groups. An appeal was made to nurses who held the title of CNS
to contact the researcher.

The study identified 353 CNSs, of whom 49 were self-defined. Only 8% of the par-
ticipants came significantly near to fulfilling the role of the CNS, but none held all the
essential characteristics of the role. Regarding the educational preparation for under-
taking the role, only two of the 353 nurses held a Master's degree in clinical nursing.
Moreover, the amount and type of management and research activities these nurses
were involved in were very limited. Castledine (1982) found that the development and
progress of CNSs in England and Wales were influenced by those of CNSs in North
America. However, he concluded that in the early 1980s the CNS role was still confined
to the medical profession’s model of areas for specialisation.

In recent years in the UK, although education at Master's level is not a prerequi-
site for a CNS, the nurse is required to undertake additional specialist preparation, and
have experience and educational qualifications at first degree level. Programmes of spe-
cialist education concentrate on four broad areas: clinical practice, care and programme
management, clinical practice development, and clinical practice leadership
(Castledine, 1995a).

1.2.2.1 The influence of different professional organisations on the CNS role
evolution

It is apparent that in the past three decades in the UK, the career pathway and structure
for CNSs have been greatly debated. Individual groups within nursing, as Castledine
(1998b; p38) maintained, ‘...have given a great deal of thought to issues such as how to
describe clinical expertise and development and what title to give clinical developers.’
The publication of different reports and documents contributed to the development of
clinical specialist practice. More specifically, the document on career pathways, pub-
lished by the Department of Health in 1995, highlighted the factors that influence career
development and diversity of available career roles and opportunities for qualified prac-
titioners, employers and educationalists (Castledine, 1998b).
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The Government has also acknowledged the development and advancement in
nursing roles. It is noted in the document The New NHS: Modern, Dependable that:
‘...expert nurses are taking on a leadership role, mentoring and educating nurses and
other staff, managing care, developing nurse-led clinics and district wide services’
(Department of Health, 1997; p46). This document gave CNSs many opportunities to
advance and clarify their role.

The Royal College of Nursing (RCN) has promoted the importance of a clinical
career structure for nurses for more than 20 years. In 1988, the RCN published a report
which described the development of specialities in nursing, and defined the role of the
CNS and its components (Royal College of Nursing, 1988).

The foundation of the United Kingdom Central Council for Nursing, Midwifery and
Health Visiting (UKCC)—currently known as the Nursing and Midwifery Council
(NMC)—in 1979 was, among others, an essential movement in the development and
expansion of clinical specialist nursing (Castledine, 1994). The document The Scope of
Professional Practice (UKCC, 1992a) maintained that professional practice requires the
application of knowledge and the simultaneous exercise of judgement and skill, which
takes place in a context of continuing change and development. It also recommended
that accountability and the range of responsibilities for individual professionals be
related to their personal experience, knowledge, education and skills.

Later, in the PREP (Post-Registration Education and Practice) document, it was
asserted that professional practice alone following registration is not enough to meet
additional specialist needs; further education is required for effective and safe practice.
It was also noted in this document that CNSs are the practitioners who are able to exer-
cise higher levels of judgement and discretion in clinical care (UKCC, 1994). However,
unlike the USA where a Master's degree is a requisite for entering the CNS role, in the
UK educational standards are less clearly defined and qualification for the role tends to -
depend largely on a nurse’s level of clinical experience and management discretion. With
the increasing emphasis on academic and clinical credibility, and as specialist practice
requires ‘...higher levels of judgement, discretion and decision-making in clinical care’
(UKCC, 1998; p1), educational preparation of the CNS at Master's level is becoming
imperative.

Formal accreditation of specialist nursing is another burning issue in the UK; that
is, there is no official recognition and approval for CNSs who undertake substantial pro-
fessional learning and acquire additional clinical competence. In the USA, CNSs gener-
ally are expected to hold a recognised advanced practice certification within a specialty,
although this expectation is problematic for CNSs in specialties without such
examinations (Hamric, 2005). In the UK, however, the CNSs (including DSNs discussed
in the next section), although required to be registered with the NMC in order to
practics, do not have professional certification for their speciality. This is expected to
change, given the implementation of the Agenda for Change in 2005 in the National
Health Service (NHS). This initiative aims to evaluate and accredit nursing roles based
on a nationally agreed Knowledge and Skills Framework (Department of Health, 2004),
which may involve certification by examination. A Master's level of education for
advanced practice nursing, which includes CNSs, is also recommended.
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1.3 Definition of the role of the clinical nurse specialist
1.3.1 The difference between specialisation in nursing and nursing speciality

Before attempting to define the role of the CNS, it is essential to make a distinction
between nurse specialists and nurses working in a speciality. The Royal College of Nurs-
ing (1988; p5) defines nursing speciality as:

“...a component of the whole field of nursing, usually identified by being concerned
with an age, sex or population group (for example midwifery or paediatric nursing),
a body system (such as renal nursing), a health or status situation (for instance
health visiting), a method of investigation (for example endoscopy or screening) or
another aspect of nursing. Specialities are derived from the major branches of nurs-
ing care: mental handicap,; mental health, care of the adult; care of the child; and
midwifery.’

On the other hand, specialisation (specialism) in nursing may have its roots in one or
more of the above branches, but the role of the specialist nurse is determined by function
rather than by the setting in which it is performed. Specialisation in nursing, therefore,
implies a deeper level of knowledge, skills and qualifications in a particular field of nurs-
ing care than the one that is acquired during general training. However, the Royal Col-
lege of Nursing (1988; p6) asserts that ‘this does not make the nurse specialist’, and goes
further to define CNSs as:

“...experts in a particular aspect of nursing care—they are nurses prepared beyond
the level of registration. They demonstrate refined clinical practice, either as a result
of significant experience or advanced expertise, or knowledge in a branch or special-
ity.’

Hamric (2005) noted that advanced practice nursing includes not only specialisation, but
it also involves expansion and advancement. The American Nurses Association (1984)
defined specialisation as a narrow focus on a part of the whole field of nursing, which
requires the application of a broad range of theories to selected nursing phenomena. This
secures depth of understanding as a basis for advances in nursing. The reduction in the
range of knowledge expected of nurse specialists results in the development of the depth
of knowledge and skills that can be applied directly in the clinical setting to enhance
patient care. Therefore, as Wade and Moyer (1989) characteristically stated, clinical
nurse specialists know more and more about less and less.

1.3.2 Role characteristics and definition of the clinical nurse specialist

Originally, the CNS role developed to provide an expert practitioner service at the bed-
side of the patient. Today, the role of the CNS has expanded beyond the hospital setting,
with a client-based focus (Beecroft and Papenhausen, 1989). Hamric (1989) states that
regardless of setting, CNS practice should be directed toward improving patient care and
nursing practice. Moreover, CNSs must be able to influence the quality of nursing care in
a larger group of patients than they can personally attend. If the CNS does not maintain
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clinical practice and a focus on patients/clients and their families, that individual ceases
to be a CNS and should not be allowed to use this title (Holt, 1984).

The role of the CNS from its inception was firmly grounded in clinical practice.
However, since the earliest days, the role included other components such as education,
consultation and research, besides direct patient care (Georgopoulos and Christman,
1970). The CNSs role is multifaceted and very complex, and therefore their practice is
flexible and changes in response to the needs of patients and/or institutions. Almost 30
years before Hamric, Hellman (1974; p167) maintained that the CNS role is a flexible
one and, therefore, must have a flexible definition. She noted that:

“The generalities of the role can be defined and communicated, and they express the
commonalities among all such practitioners, regardless of specialty. But the specif-
ics of the role can only be defined in the context of the individual practitioner in her
particular setting and in her time.’

Great confusion exists with the proliferation of nursing titles and roles following regis-
tration, especially in the UK. In the American literature the generic term ‘advanced
practice nursing’ encapsulates all the various advanced clinical nursing roles, such as
clinical nurse specialist, nurse practitioner, nurse consultant, nurse clinician, including
that of the clinical nurse specialist, certified nurse-midwife, and nurse case manager
(Hamric, 2005). In the UK, however, although there is agreement on the core skills and
competences as well as qualifications of graduate nurses, advanced practice is viewed as
independent of the clinical specialist practice (Castledine, 2003). The UKCC (1990)
report on post-registration education endorsed two concepts of practice development fol-
lowing registration as a nurse: clinical specialist nurse and advanced nurse practitioner.
In this book, the author has adopted the definition by Hamric (2005; p89) and
views clinical specialist nursing as part of the ‘advanced practice nursing’; this is:

“...the application of an expanded range of practical, theoretical, and
research-based competencies to phenomena experienced by patients within a spe-
cialized clinical area of the larger discipline of nursing.’

Hamric (2005) identified three primary criteria which must be met before a nurse can be
considered an advanced practice nurse (including the CNS). These include graduate edu-
cation at Master's or Doctoral level, professional certification for practice at an advanced
level within a nursing speciality, and practice focused on patients and their families,
with direct clinical practice as a central focus.

When explored independently of other advanced practice nursing roles, the role of
the CNS has been described as advanced, complex, multifaceted and flexible in response
to the needs of patients and/or institutions. It includes the following components
(sub-roles): expert practice, consultation, education, research, and management
(Hamric and Spross, 1989; Humphris, 1994a; McGee, 1998; Sparacino and Cooper,
1990). Newer work has focused on core competencies of clinical specialist nursing, which
include: direct clinical practice, expert coaching and guidance, consultation, research,
clinical and professional leadership, collaboration, and ethical decision-making
(Sparacino, 2005). In addition, the National Association of Clinical Nurse Specialists
(NACNS) in the USA has further defined the CNS role as practice in three spheres of
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influence: the patient/client sphere, the nurse/mursing practice sphere, and the
organisation/system sphere (NACNS, 2004).

1.4 The role of the diabetes specialist nurse in the United Kingdom
1.4.1 Evolution of the role of the diabetes specialist nurse

Diabetes nurses have been around for more than 70 years, following the discovery of
insulin. A painting in the entrance hall of the Joslin Centre in Boston, USA, depicting a
nurse seated beside a child, and demonstrating an insulin injection, shows clearly the
early understanding of diabetes nursing (MacKinnon, 1998b). In the UK, Walker (1953;
p447) was the first to point out the need for nurses to specialise in diabetes and noted
that:

“The need for field work in the care and aftercare of the diabetic patient becomes
apparent the longer one works in a central clinic. It is doubtful whether the family
doctor can find time to undertake all this work. Teaching the diabetic has to be slow,
painstaking, and above all consistent. ...This work can be done by a woman [nurse]
of the right personality who must have considerable tact as well as expert knowl-
edge.’

As early as the 1950s, a diabetes specialist health visitor was appointed at the Leicester
Royal Infirmary. The role was mainly concerned with patients’ direct expert care and
education in the diabetes clinic or at their homes. It also included teaching and informa-
tion sessions on diabetes for school teachers and day-care staff in facilities attended by
children with diabetes. This role was also extended to visits and provision of advice and
consultation to people working with adults with diabetes in their employment setting.
The diabetes specialist health visitor kept records of her visits and acted as a
co-ordinator of patient information within the diabetes team and for other health profes-
sionals. Facilitating collaboration of care between primary and secondary care was also
part of her role (Walker, 1953). It can be seen that the role of the diabetes specialist
health visitor, as described by Walker, included a number of activities which, even after
almost 50 years, form the basic functions of the DSN role.

Although the appointment of the diabetes specialist health visitor proved benefi-
cial in the care of patients with diabetes (Walker, 1953), it was not until January 1985
that the first DSN was officially appointed in Portsmouth (Cradock, 1991). Prior to this,
‘people with diabetes received their care and education from hospital ward staff or com-
munity nurses. The majority of nurses working in diabetes care were employed in the
early 1980s after the introduction of the U100 insulin, but did not hold the title of DSN
(Felton, 1989). Clients needed to be educated in how to safely calculate their dosages to
the new strength insulin. Thus, more nurses needed to be appointed to undertake this
education. For this reason, consideration was not given to the nurses’ role, qualifications
and entry criteria in the diabetes care field once clients were able to safely self-adminis-
ter their insulin.

Few of the nursing posts in diabetes in the 1980s were referred to as specialist
nursing posts. Castledine (1982) in his study identified at this time only five DSNs
appointed in England and Wales. However, he found that, although respondents held

7
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the title of the specialist nurse, none of them possessed all the key characteristics of the
CNS role as cited in the literature. Moreover, a major variation in titles (diabetes liaison
nurse, diabetes sister, diabetes nurse), responsibilities, grading, job descriptions, pay-
ment, and entry requirements was apparent (Da Costa, 2000). Hence, standardisation
and consistency in the role of nurses working in diabetes care at the end of the 1980s
were seen as an emergent necessity.

Furthermore, as the number and needs of people with diabetes increased, it was
clear that nurses working exclusively in that field had to be more skilful and knowledge-
able than general nurses. Therefore, the requirement for nurses to be able to identify
and solve many diabetes-related problems led to the development of the role of the DSN.
Kinson and Nattrass (1984) anticipated that the appointment of DSN posts would be a
slow process in the first years. It would also be unlikely for large numbers of these posts
to be established in view of competition for resources. Therefore, DSNs would have to
consider carefully how best to use their time and talents in order to prove their worth.

Today, nurses holding the title of DSN work wholly in diabetes care, full or part
time, and are based in the hospital or community, but may visit either, depending on the
need and their job description and responsibilities. They work either with adults or chil-
dren with diabetes and their families/carers, or with both. Many DSNs provide an
out-of-hours, weekend advisory service. This is very much valued by people with diabe-
tes, as a telephone call for advice may prevent acute situations arising (MacKinnon,
1998a). This community-hospital remit gives the DSN a unique overview of the
healthcare context of patients and their families.

According to Padmore (2000), the DSN as an expert clinical nurse of a higher level
should not be tied to a department but allowed to move freely within the organisation
and beyond. In this way, they become available and accessible to a range of profession-
als, patients, carers, teachers, employers and many others, as a consultant in the field of
diabetes. The role of DSNs and their responsibilities differ from district to district; inevi-
tably, the diabetes nursing service differs from place to place. Furthermore, DSNs are
autonomous, yet are members of, and work in, a multidisciplinary diabetes team and
with many other teams in primary and secondary care setting (MacKinnon, 1998b).

The number of DSNs has increased rapidly in the past decade. In 1993 there were
over 700 in post (British Diabetic Association, 1993) and almost ten years later more
than 1,000 DSNs were employed in the UK (Diabetes UK, 2000). However, regardless of
the above DSNs numbers, there is still a significant need for further appointments when
taking into consideration the rapid increase in the prevalence of diabetes.

1.4.2 Definition of the role of the diabetes nurse specialist

The role of the DSN is difficult to define, as it is interpreted in different ways, according
to locality and/or patients’ needs and expectations. Some may view the CNS, including
the DSN, as medical assistants and not specialists. Bowman and Thompson (1990) argue
that, although DSNs have a supportive and educational role, their skills stem from a
medical knowledge base. Cradock (1993) views the DSN as a senior nurse who provides
expert direct patient care and is able to influence other healthcare professionals provid-
ing diabetes care. It is evident that the DSN role has not been clearly defined. The varia-
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tion in role titles and responsibilities of specialist nurses working in diabetes led to con-
fusion, which had negative consequences to the development and definition of their role.

The general definition of the role of the diabetes specialist nurse (DSN) conforms to
that of the CNS, although it considers other significant and exclusive parameters within
the diabetes nursing speciality. According to the Royal College of Nursing (1991; p6), the
DSN is “...flexible in time and location of work, permanently involved in diabetes care,
innovative, and able to liaise with a variety of hospital and community personnel.’ DSNs,
while practising in the sub-roles constituting the CNS role, differ from the CNS proto-
type in some important respects. DSNs are not uniformly Master's prepared, although
the majority hold postgraduate qualifications in diabetes recognised by the UK Nursing
and Midwifery Council (NMC), i.e. the English National Board Course (ENB) 928 or 998
(Crowley, 2000). In addition, compared to CNSs in the USA, DSNs (as with all CNSs in
the UK), although required to be registered with the NMC in order to practise, do not
have professional certification for their speciality. However, as mentioned earlier, this is
expected to change given the implementation of the NHS Knowledge and Skills
Framework (Department of Health, 2004).

In order to clarify and offer a definition for the DSN, in 1991 the RCN Diabetes
Nursing Forum Working Party published a document which addressed the responsibili-
ties, title, career structure, and required qualifications for the role (RCN, 1991). To date,
this is the only formal document to define the role of the DSN in the UK. The Working
Party accepted the definition given by Castledine (1989) that the DSN is a nurse clini-
cian with extended knowledge and skills in diabetes management, an educator, counsel-
lor, manager, researcher, communicator and innovator held responsible for his or her
actions.

In addition, the members of the Working Party unanimously agreed to add to the
DSN role definition, the following points, particular to diabetes nursing as a speciality:

1. ‘The DSN works wholly in diabetes care, either full or part time;

2.  The DSN works with a consultant physician or paediatrician with an interest
or involvement in diabetes care, or with a consultant diabetologist;

3. The DSNis based in the hospital or community, but may visit either, depend-
ing on need, regardless of the funding of the post;

4. The DSN works either with adults or children with diabetes, and their
respective families, or both;

5. The DSN is a resource and advisor in nursing issues in diabetes for other
health professionals in the health authority;

6. The DSN is an educator in diabetes of colleagues in nursing and other disci-
plines, in hospital and the community; and

7.  The DSN works within the diabetes care team working towards a compre-
hensive and integrated diabetes service to the employing authority’ (RCN,
1991; p7).

Despite the attempts made to define the role of the DSN, it is regrettable that the defini-
tion still remains debatable and the qualifications, attributes and experience necessary
seem to be open to personal interpretation or institutional preferences. There are many
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DSNs who are paid at different rates and/or have different educational preparation or
experiential background, but are doing ostensibly the same job (Watkinson, 1997).
Therefore, it can be concluded that the clarification of the role definition for the DSN, as
for all other CNSs in the UK, and the establishment of a commonly agreed general role
definition and core description are crucial to successful role implementation.

1.5 Summary

The evolution of the role of the clinical nurse specialist in the USA and the UK, as well as
its definition and characteristics, was presented in this chapter. It was concluded that
the CNS role in the UK has followed the development pattern of the CNS in the USA.
However, further clarification of this role is needed, especially with regards to the CNS
educational preparation and certification.

The evolution and definition of the role of the diabetes specialist nurse (DSN) were
also presented in this chapter. This role conforms to the general definition of the CNS
role in the UK and requires further clarification. A nationwide study was undertaken
aiming to explore the role of the DSN in the UK. This is discussed in the following chap-
ters. A theoretical framework derived from role theory underpinned this study; the
development of this framework is presented in the next chapter.
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2

Role theory in exploring the role
of the clinical nurse specialist

2.1 Introduction

The CNS role performance does not exist in isolation, but is influenced either positively
or negatively by many factors and/or expectations. The literature regarding the CNS role
is very broad and covers a wide variety of concepts, not all related to role performance.

For these reasons, a firm theoretical framework to guide the review of the CNS lit-
erature according to the objectives of the study was crucial. This was also necessary to
underpin the investigation of the CNS role and the discussion of findings. As the main
concept under investigation was that of ‘Role’, role theory was considered the most suit-
able means of guiding the exploration of the CNS role.

This chapter explores concepts related to the CNS role derived from role theory.
The first part presents the importance of utilising a theoretical framework to guide this
study. In the second part, role theory is defined and its importance in the study of roles
highlighted. The development and perspectives of the role theory field are also intro-
duced. The concepts relevant to the CNS role are identified, and constructed into a theo-
retical framework according to their associations with each other. Finally, the concepts
that are explored in this book are listed, and hypotheses are made with respect to their
associations with each other.

2.2 Rationale for utilisation of a theoretical framework

The utilisation of a theoretical (conceptual) framework in studying the role of the CNS is
of vast importance. There seems to be a consensus that research lacking in theoretical
soundness is of little practical use in the development of a professional and scientific
knowledge base. According to Polit et al (2001), the purpose of theory is to make scientific
findings meaningful; therefore, linking theory and research is vital to the development
of nursing knowledge. Dickoff and James (1968) were two of the first nursing theorists
~who called for theory-linked research.

According to Fawcett and Downs (1992), the relationship between theory and
research is dialectic: theory development relies on research and research relies on
theory. Moreover, Polit and Hungler (1999) state that theory and research have recipro-
cal and beneficial ties, and their relationship has been described by Fawcett (1997) as a
double helix. Nursing research serves as an instrument or tool, the purpose of which is
inquiry into the development of nursing and the extension of knowledge, with a means to
improved patient care. The function of research is either to generate theory through the
study of nursing phenomena, or to test the validity of an existing theory (Dickoff et al,
1997).
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However, in a case where a phenomenon or role has not been previously studied,
theory functions as guidance for the research process. McKenna (1997) used the térm
‘Theory-framed research’ (TFR) to describe this type of theory-research linkage, and
states that its purpose is to guide the research study, to provide it with focus, and to
determine what questions will be addressed by the study and how the data will be col-
lected. The same author notes that when theory is used as a theoretical framework, it:

e ‘Gives direction to the investigation;
e Abstracts, summarises and orders research findings;
o Relates the study to previous work’ (McKenna, 1997; p206).

The theoretical framework used to guide the research process may be a theory borrowed
or adapted from another discipline, a nursing theory or a combination of theories or par-
ticular concepts of those theories. According to Brink and Wood (1994), a theoretical
framework is simply an explanation, based on the available literature, of how and why
different concepts are expected to relate to each other. When some knowledge is avail-
able to describe the relationships among the concepts studied, a conceptual framework
can be drawn, but it is understood that the relationships diagrammed are tentative and
must be confirmed in the empirical phase of the research. Creative appraisal and use of
literature is a tool for the development of the theoretical framework (Artinian, 1982).

2.3 Definition and importance of role theory in the study of roles

The theoretical framework underpinning the exploration of the CNS role was devised,
based on concepts from the field of role theory. According to Biddle (1979), the field of
role theory is of central importance in the study of human behaviour, and the main con-
cern of role theorists is to understand and explain many of the same complex aspects of
this behaviour. According to Conway (1988a; p63):

“...role theory represents a collection of concepts and a variety of hypothetical formu-
lations that predict how actors will perform in a given role, or under what circum-
stances certain types of behaviour can be expected.’

Although a number of schools and perspectives have been developed within this field,
authors use the term ‘role theory’ to refer to the study of individual or group roles and
behaviours. However, Thomas and Biddle (1966a; p18) clarify that, although called Role
Theory, it is not a grand theory; rather it is a ‘field of role’ which causes much specula-
tion, and

...consists of many hypotheses and theories concerning particular aspects of its
domain, but these propositions, like the knowledge to which they relate, have yet to
be reviewed and integrated.’

Later, Hardy (1978a) agreed with Thomas and Biddle (1966a), stating that it is more
accurate to talk about a role framework: the term ‘role theory’ refers to a selected body of
concepts and research with specific orientation towards social structure and social
behaviour. In this book, the term ‘role theory’ is used in accordance with the assertion of
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Thomas and Biddle (1966a) that it is not a grand theory, but rather refers to the field of
role theories and perspectives.

Role theory has evoked enthusiasm in scientists from different disciplines inter-
ested in the study of human behaviour, such as anthropology, sociology, psychology and
other health professions. The interdisciplinary nature of role theory offers a meeting
ground on which the various social sciences can come together (Biddle, 1979). However,
Hardy (1988) pointed out that its interdisciplinary nature and the scientific work that
comes from both clinical and academic settings, and the use of its terms by persons who
promote different perspectives, not only add to the richness of the conceptualisations but
also add to the conceptual confusion.

Role theory concepts are based on common language and appear natural and easy
to measure. Moreover, role theory has been commended for the rigour of its empirical
research, as its concepts have been studied with a wide variety of research tools, meth-
ods and approaches. Furthermore, role theory presents a unique field of study by com-
bining perspective, language, knowledge, theory and research endeavour (Biddle, 1979;
Thomas and Biddle, 1966a). For these reasons, health professionals are in a prime posi-
tion to make use of the role theory concepts and introduce new concepts and ideas respec-
tive to the healthcare setting.

2.3.1 The development and perspectives of role theory

The term ‘role’ as the central idea of role theory and role-related concepts has been cited
in the writings of social philosophers, psychologists and anthropologists, such as James,
Baldwin, Dewey, Durkheim, Sumner, Cooley and Piaget at the end of the eighteenth cen-
tury and the beginning of the nineteenth. Although these authors contributed to the
development and understanding of role concepts, they did not refer to these concepts in
technical or scientific terms (Hardy, 1978a; Riggin, 1982; Thomas and Biddle, 1966a).
The systematic study of roles only began in the 1930s, and the role theory field developed
rapidly in the period between the early 1960s and middle of the 1980s. The theoretical
literature after this period is limited, and the literature in this area is represented
mostly by empirical studies.

Among other early theorists, Mead, Linton and Moreno made a significant contri-
bution to role theory development, concept differentiation and refinement. Mead (1934),
a social philosopher and originator of the Symbolic Interactionist Role Theory, saw the
evolution of roles through reciprocal social interaction and the development of self
through the social process, where individuals learn to evaluate themselves as social

‘objects. He introduced Socialisation and Role-taking, concepts that indicate how roles
are learned. Symbolic Interaction emphasises the meanings that significant things or
symbols have for human beings. These meanings arise from reciprocal interaction and
are used by individuals, or modified according to their interpretations of internal and
external cues obtained within the process of interaction (Blumer, 1969). Moreover, Sym-
bolic Interaction focuses on individuals and their social integration and embeddedness
in a social context, and the reciprocal social processes within which individuals are
engaged (Hardy and Hardy, 1988a).

The Structural-Functional Role Theory was first introduced by Linton, an anthro-
pologist. This asserts that roles are linked to structural positions within social context,
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and consequently, the person is linked to performing multiple roles within the confines
of these positions (Hardy and Hardy, 1988a). Linton (1936) perceived ‘role’ as an exter-
nal constraint, and associated the behaviour of individuals with the position they occupy
in a social system. He was the first to make a distinction between the concepts of Status
(position)—a collection of rights and duties, and Role—the dynamic aspect of status.
Linton stated that:

“The individual is socially assigned to a status and occupies it with relation to other
statuses. When he puts the rights and duties which constitute the status into effect,
he is performing a role.’

(Linton, 1936; p114)

Cognitive Role Theory focuses on the relationship between role expectations and behav-
iour, and the impact of expectations on social conduct. It is also concerned with how per-
sons perceive the expectations of others and how those perceptions influence behaviour
(Biddle, 1986). Moreno (1934), a psychiatrist and originator of this approach, worked
with psychodrama and introduced the concept of role-playing. His main interest was
concentrated on changing human behaviour through role-playing, which may be ‘...con-
sidered as an experimental procedure, a method of learning to perform roles more ade-
quately’ (Moreno, 1960; p64).

The fourth perspective, the Organisational Role Theory, originated in the work of
Gross et al (1958), and was further expanded by the work of Katz and Kahn (1978), and
Kahn et al (1981). This perspective focuses on the study of roles in formal organisations
which

‘...are assumed to be associated with identified social positions and to be generated
by normative expectations, but norms may vary among individuals and may reflect

both the official demands of the organisations and the pressures of informal groups.’
: (Biddle, 1986; p73)

Despite the different perspectives of role theory, Conway (1988a; p72) states that none of
them °...alone adequately accounts for the wide variety of human responses possible in
the numerous and ambiguous situations where human actors confront each other’, and
recommends the development of conceptual or theoretical frameworks which include
concepts from different perspectives. Biddle (1986; p87) views role theory as an insepara-
ble field and suggests

‘...the gradual evolution of an integrated version of role theory... [which] ...is likely
to explain a lot more about human conduct than current, limited versions of theory.’

Therefore, it is important that the large and complex domain of role theory is analysed
and elucidated. Moreover, the theoretical and empirical knowledge in the field needs to
be reviewed, collated, organised, appraised, and formulated into general statements. It
is therefore necessary to establish an explanatory theory for the role field (Biddle, 1979;
Thomas and Biddle, 1966a).

Although this introduction into its perspectives was deemed necessary, the
detailed discussion of a broad and complex field such as role theory goes beyond the pur-
pose of this book. It is sufficient to say that the theoretical framework of this study was
based on those concepts of role theory that can be implemented in the exploration of the
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role of the CNS, and is not biased towards any particular perspective. The following sec-
tion is concerned with the exploration of role theory concepts that relate to the study of
the CNS role and their interrelation within a theoretical framework that underpins the
exploration of this role.

2.4 The relevance of role theory concepts to the CNS role

The exploration of the term ‘role’ in relation to nurses’ activities constitutes a significant
part of the nursing literature. More specifically, the CNS role has been given great con-
sideration by nursing scholars, although the empirical exploration of this role has
focused only on partial aspects of it (Aikin et al, 1993; Castledine, 1982; Chambers et al
1987; Georgopoulos and Christman, 1970; Hamric and Spross, 1989; McGee and
Castledine, 1998; Nuccio et al, 1993; Robichaud and Hamric, 1986; Scott, 1997;
Sparacino, 2005; Sparacino and Cooper, 1990; Tarsitano et al, 1986).

It is evident that role theory concepts can be related to health professions and in
particular to nursing (Hardy and Conway, 1988; Hardy and Conway, 1978). Hence, it
was felt that the investigation of the integrated role of the CNS should be conducted with
reference to role-related concepts derived from role theory that had been previously uti-
lised and validated. .

Literature shows that the role of the CNS is influenced by the following factors:
personal attributes and motivation; reciprocal interaction with significant others,
salient to his/her role; structure of the social environment and employing organisation;
and expectations that the CNS and significant others hold for this role. Due to the multi-
faceted and complex nature of the CNS role, none of the role theory perspectives alone
could provide an adequate insight into it; therefore, relevant concepts derived from all
perspectives of the role theory field and combined into a theoretical framework were
required to explore the CNS role.

Before examining concepts of role theory that relate to the CNS role, it is essential
to give a brief description of the meaning of the concept of role as presented within role
theory, and related to nursing. One of the constraints of role theory is that the definition
of role varies from author to author. The idea of role has been used:

“...to denote prescription, description, evaluation, and action,; it has referred to
covert and overt processes. [However,] ...perhaps the most common definition is that

role is the set of prescriptions defining what the behaviour of a position member
should be.’
(Thomas and Biddle, 1966a; p29)

Role has also been viewed as a set of norms and shared expectations that apply to the
incumbent (occupant) of a position and govern his/her behaviour (Banton, 1965; Graen,
1976; Sarbin and Allen, 1968; Scott, 1970). This set of behavioural expectations is
formed by significant others, whose expectations are particularly salient to the role
incumbent (Rosse and Rosse, 1981). For a nurse, significant others may be patient/cli-
ents and their families, nurse managers, physicians, colleagues, hospital administra-
tors, or employing organisations. Meleis (1975; p265) suggested that ‘...role, as a con-
cept, is useful in interpreting personal behaviour vis-a-vis significant others and in
understanding the context in which behaviour takes place.” Roles can be ascribed or
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achieved. When there is no control over the role played, it is said to be ascribed, and
includes factors such as age, gender, social class and ethnic origin. Achieved roles are
those filled through individual effort and competition, and include educational and occu-
pational levels (Elkin and Handel, 1989; Kelly, 1982). Professional roles are considered
to be achieved roles.

Biddle (1979; p56) determined that ‘...the role concept centres upon behaviours
that are characteristic of persons in a context.” This book explores the role behaviour of
CNSs in their occupational context. Role theory, as defined by Biddle (1979), is con- .
cerned with the study of human behaviours and the factors that influence those behav-
iours. The CNS role is influenced by expectations that CNSs themselves and significant
others hold for this role. Incompatible role expectations lead to role stress and role
strain. Moreover, this role is determined by the CNS socialisation into a role; that is, the
process in which CNSs acquire the knowledge and skills to perform their role.

On the basis of the above assertions, the exploration of the role theory literature
indicated that the following concepts are significant in the study of the CNS role: per-
sonal factors (personal characteristics, attributes and skills of the CNS in relation to
their role performance); context (the organisational context in which the CNS role per-
formance takes place); role performance; role socialisation (development of role); role
expectations; role stress and role strain resulting from incompatibility of role expecta-
tions. As can be seen in Figure 2.1, depicting the construction of these concepts into a the-
oretical framework, such concepts have linear reciprocal relationships with one another.
They are explored in detail in this chapter.

The design of the theoretical framework was in part influenced by the work of
McGarvey (1998), who examined the role of the nurse in the operating theatre depart-
ment. The theoretical framework that underpinned her study was derived from role
theory as defined by Biddle (1979), and constituted three interrelated basic concepts:
person, context and role performance. The concepts of role expectations and role sociali-
sation were subsumed within these three basic concepts.
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Figure 2.1: Theoretical framework underpinning the exploration of the role of the
clinical nurse specialist

To summarise, the relevance of the present theoretical framework to the study of the role
of the CNS was supported by the underlying assertions of role theory:

Behaviours are patterned and are characteristic of persons within contexts (Biddle,
1979). Individuals and their behaviours are dominated and shaped by their social
environment, but, in turn, under favourable conditions, they can change and mould
social environment (Linton, 1936) [Arrow 1]

Characteristics possessed by individuals, such as attitude, appropriate experience,
and specific training, result in effective and convincing role enactment (Sarbin and
Allen, 1968). Individuals’ values, attitudes, motives and beliefs influence their role
performance within the social and organisational environment. Similarly, effective
performance increases satisfaction and motivation in enacting the particular role
(Katz and Kahn, 1978; Merton, 1968) [Arrow 2]

The incumbent’s role performance is influenced by the context and the individuals
who perform in this context. On the other hand, adequate role performance can shape
the context in which role takes place in response to expectations for this role (Biddle,
1979; Katz and Kahn, 1978) [Arrow 3]

The concept of socialisation explains how role expectations are conveyed and roles are
learned (Biddle, 1979). It is a continuous non-ending process by which individuals
acquire the knowledge and skills to perform their roles adequately within society
(Bandura, 1977; Brim, 1966; Hurley-Wilson, 1988). Almost any normal individual can
be trained to perform almost any role adequately (Linton, 1936). The incumbent’s
socialisation is influenced by a third-party standpoint (context) which indicates what
role behaviour is expected from the incumbent (Turner, 1966) [Arrow 1; Arrow 4a-b]
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® Role expectations affect role performance, operate as imperatives pertaining to
individuals’ conduct and cognition while they enact their roles, and integrate
individuals with the social structure. Incumbents and occupants of interdependent
positions hold role expectations for each other, and their expectations are determined
to a considerable extent by the broader organisational context (Calkin, 1988; Conway,
1988b; Katz and Kahn, 1978; Sarbin and Allen, 1968) [Arrow 4b; Arrow 5; Arrow 6)

® A condition of role stress is identified when role expectations held by the social
structure (context) are incompatible with those of its role incumbents and affect both
parts. The occurrence of role stress results in impaired role performance (Hardy and
Hardy, 1988b) [Arrow 5; Arrow 6; Arrow 7; Arrow 4b]

e The role incumbent responds to the occurrence of role stress with role strain, which is
the difficulty felt in meeting role requirements (Hardy and Hardy, 1988b) [Arrow &].

The next six sections present a detailed exploration of the concepts that compose the the-
oretical framework underpinning the exploration of the CNS role. However, although
presented separately, they are in fact interrelated and overlap with each other. The fol-
lowing concepts are discussed with reference to nurses’ roles in general and to the CNS
role in particular. Reference is also made to the role of the diabetes specialist nurse
(DSN) as the empirical exploration of these concepts involved DSNs.

® Personal characteristics (the CNS)
Context for role performance

Role expectations

Role stress and role strain

Socialisation into role

Role performance.
2.4.1 Personal characteristics

According to Biddle (1979), roles are performed by persons, and the concept of role is con-
fined to the behaviours of human beings. Therefore, to some extent, incumbents’ individ-
ual characteristics and personality shape their role performance. Individuals differ in
intelligence, temperament, and in the learning that they have acquired. Those differ-
ences can be reflected in their particular total behavioural repertoire (Thomas and
Biddle, 1966b). Brim (1960) stated that, in order to conform to the demands of the role
they perform, individuals must:

1. Know whatis expected of them in a situation (adequate knowledge of a role);
2.  Have the ability to fulfil the demands of a role upon them; and
3.  Be motivated to perform a role.

The above variables describe the learning that individuals have accrued regarding a role,
and thus the level of their socialisation into that role (described later in this chapter).
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The individual is ascribed a set of positions and roles, such as age, gender, and
ethnic origin, and the remainder are hypothetically open for membership (achieved
roles). The individual is responsible for choosing among behavioural possibilities
(Biddle, 1979). However, according to Thomas and Biddle (1966b), not all the open posi-
tions or roles are viable alternatives and the individual’s choices will be determined by
various factors. Some roles are culturally disapproved and some too difficult to enter, or
demand relatively high achievement. Furthermore, individuals face a particular envi-
ronment of others who hold expectations of, and make demands upon, them, describe
their behaviour in given ways and react to them with approval or disapproval. Therefore,
the choice of a role does not depend entirely upon the incumbent. As early as the 1930s,
Linton (1936; pp95-96) posited that individuals’ behaviour is affected by their society,
but he also pointed out that:

‘Although the individual is dominated and shaped by his social environment, he is
not obliterated by it. Under favourable conditions he can even change and mould it.
Thus the personality of an outstanding individual, such as a successful religious
leader, may leave a mark upon his society which will endure for generations.’

The outstanding personality of Florence Nightingale gave the light for the development
of nursing as a science and marked its history. It can be asserted, therefore, that persons
are mutually affected by their social environment (context) and their roles are performed
through continuous reciprocal interaction with this.

With regard to occupational roles, role incumbents are selected according to the
personal characteristics they must possess in order to perform their roles efficiently.
Moreover, role expectations are influenced and/or modified by the characteristics of the
incumbent (McGarvey, 1998; Topham, 1987). In this case therefore, ‘...a “person” is
simply a human being who is related to task elements through a co-ordinating set of rela-
tionships called a position’ (Oeser and Harary, 1966; p93). How well individuals will per-
form these tasks, besides variables such as role expectations, context, and role demands,
depends on their differential role skills. According to Sarbin and Allen (1968; p514),
these are:

‘...those characteristics possessed by the individual which result in effective and
convincing role enactment: attitude, appropriate experience, and specific training.
...Persons differ in basic attributes, in past experience, and in relevant training, all
of which interact to influence role enactment [role performance].’

‘Role skills are not inherited; they can be acquired through the process of socialisation
and the individual’s role-learning abilities. According to Linton (1936), almost any
normal individual can be trained to perform almost any role adequately. An adequate
educational preparation of nursing students in the area of personal and professional
socialisation increases students’ ability to cope with the transition from the classroom to
the service area (Kelly, 1982). In addition, continuous and appropriate training will
enhance the status of their roles and, as Biddle (1979; p70) stated, ‘...not only will they
[roles] be differentiated more clearly from other roles, but also their practitioners will
come to be positionally designated and differentiated from others.’

Role theorists, also noted that experience plays an important part in the adequacy
of performance of a role. The longer the experience of performing a role, the more ade-
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quately the role is performed. Experience, however, as Benner (2001; p36) notes, does
not merely refer to the passage of time or longevity, but to ‘...the refinement of precon-
ceived notions and theory through encounters with many actual practical situations that
add nuances or shades of differences to theory.’

Individuals’ personal beliefs in, and motivation for, roles are also believed to be
related to the adequacy of their role performance. The same role can be viewed and expe-
rienced differently by different people, depending on how they perceive, and what they
expect from, their role. According to Katz and Kahn (1978), individuals have an occupa-
tional self-identity and are motivated to behave in ways that affirm and enhance their
valued attributes. However, they further stated that individuals may come to a job in a
‘role-readiness’ state, which includes the acceptance of legitimate authority and compli-
ance with its requests. This compliance for many people may extend to acts they do not
understand or that violate their own values. Cases have been reported where nurses
have to undertake actions that are required by the health organisation or the medical
profession, although these requirements conflict with nurses’ beliefs.

Motivation, as another personal characteristic, refers to what drives role occupants
to do what they do (Turner, 1991). According to Conway (1988b), a modern health organi-
sation considers the motivation of its workers to optimal effort in the performance of
their jobs to be a very important issue. Moreover, the same author pointed out that
highly motivated individual workers produce collectively a high output for the
organisation.

It can be seen that there are assertions that incumbents’ personal characteristics
affect their role performance. However, although these influence their role performance
and role expectations, role performance also affects incumbents’ personality—people
become what they do (Katz and Kahn, 1978). According to Kahn et al (1981), the nature
of an individual’s experience in a role can result to changes in personal attributes,
although such changes in personality take place over relatively long periods of time. As
Colomy and Rhoades (1983) stressed, personality needs lead an incumbent to adopt a
particular, characteristic manner in meeting role requirements, or to develop a particu-
lar personal pattern of compliance.

2.4.2 Context for role performance

According to Biddle (1979), roles are limited by contextual specification and do not repre-
sent the total set of all behaviours exhibited by the individuals studied at work and at
home, 24 hours a day, for 365 days a year. Context is defined as ‘...any condition or state
of affairs that affects behaviour’ (Biddle, 1979; p52). Katz and Kahn (1978) relate role to
context, and state that the role episode is shaped by contextual factors—individual,
interpersonal, and organisational. The organisational context determines to a consider-
able extent the role expectations held by its members, and, consequently, the role perfor-
mance of incumbents. In terms of expectations, in a particular setting, the role behaviour
of role occupants is influenced by the expectations of others for incumbents’ roles. CNSs
work in a multidisciplinary team and with many other teams in hospital and community
settings (MacKinnon, 1998a). Their role performance is, therefore, influenced by the
expectations of other members of the team.
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According to Turner (1991), a social organisation is composed of various networks
of statuses and expectations. Properties of an organisation, such as technology, struc-
tures of its subsystems, its formal policies, and its rewards and penalties, indicate what
the role occupant is supposed to do, with and for whom. Moreover, McGarvey (1998)
points out that, besides the contextual variables, administrators exercise an indirect
effect on the roles of nurses through decisions about the choice of products, technology,
and formal division of labour.

Biddle (1979) considers human beings as a type of environmental unit, and states
that persons form part of the context within which roles are performed. In an organisa-
tional context, according to Kahn et al (1981; p167), ‘...the relative positions of any two
persons within this total structure determine to a considerable degree the relations
which will obtain between them.” Therefore, the interpersonal relationships between
role occupants of an organisational group influence their role performance. However, as
Kahn et al (1981) pointed out, although the relations between members of an organisa-
tional group are considered interpersonal, they are in fact ‘largely depersonalised’. The
relations between individuals are shaped primarily by the formal structures of organisa-
tions, hence positional, rather than personal, attributes become the principal units of
analysis. For example, in a multidisciplinary team, the position of each member of the
team determines their behaviours and expectations towards other members.

Most of the positional roles are context dependent, indicating that they are impor-
tant and may change radically from context to context (Biddle, 1979). A CNS performs
different roles in different contextual settings. For instance, when she provides educa-
tion, she acts as an educator; when undertaking research, she acts as a researcher; in her
personal life she might be a wife and mother. Thus, researchers who study occupational
roles need to confine their attention to observing behaviours in contexts wherein the
individual is recognised as an occupant of the position (Biddle, 1979).

2.4.3 Role expectations

Roles never exist in isolation. The role occupants and those around them have notions
about what behavioural patterns should be (Holle and Blatchley, 1989). Designated role
expectations are the prescriptions and proscriptions held by incumbents and significant
other individuals or groups (Katz and Kahn, 1978). Sarbin and Allen (1968; p498) define
role expectations as:

“...collections of cognitions—beliefs, subjective probabilities, and elements of
knowledge—which specify in relation to complementary roles the rights and duties,
the appropriate conduct, for persons occupying a particular position. The structure
of role expectations is organised in such a way that meaningful behavioural units
(“husband”, “father”, “teacher”) are created from what would otherwise be a series of
disparate, isolated, and disconnected elements of behaviour.’

Katz and Kahn (1978) view role expectations being determined to a considerable extent
by the broader organisational context. The role expectation of a nurse is shaped by the
technology of the organisation, its organisational structure, its formal policies, and its
rewards and punishments (McGarvey, 1998). Role expectations act as evaluative stan-
dards applied to an incumbent of a position; that is, they evaluate and influence the
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incumbent’s role performance (Gross et al, 1958). Moreover, the role incumbent not only
endorses behavioural expectations for him(her)self, but also holds expectations for those
individuals occupying counter-positions (Jackson, 1998a).

Gerrish (1990) examined the role of the ward sister from a role theory approach
and identified a particular body of expectations held for this role. These differed between
individuals or groups of people; for instance, patients, other nurses, medical staff, visi-
tors or organisational administration. By attempting to meet these complex role
demands, the ward sister may experience role stress and role strain when the expecta-
tions are unclear, too many or mutually contradictory.

The concept of legitimacy, as described by Katz and Kahn (1978), is an important
attribute of an organisation. Members of the organisation comply voluntarily with the
rules and policies of the work setting because they perceive that it is the appropriate
thing to do when, in their opinion, the authorlty of those who make the rules is properly
vested (Conway, 1988b).

According to Parker (1997), the standards of care expected from the specialist
nurse are those of the competent nurse undertaking those roles. Therefore, as Parker
suggests, protocols can be helpful when justifying a nurse’s practice. They provide docu-
mentary evidence of the agreement between employer and nurse (expectations of the two
groups), and define roles and responsibilities. For instance, according to the Code of Pro-
fessional Conduct (United Kingdom Central Council, 1992b), nurses are required to
decline tasks or responsibilities unless they are able to carry them out in a safe and
skilled manner. The person who fails utterly to conform to the expectations of role is con-
fronted with removal from their position (Katz and Kahn, 1978). Thus, the inability of a
nurse to comply with the regulations set by the Nursing and Midwifery Council (NMC)
[known until March 2002 as the United Kingdom Central Council (UKCC)] would lead to
his or her exclusion from the National Nursing Register and of any rights to practise
nursing.

2.4.4 Role stress and role strain

According to Hardy and Hardy (1988b; p159), ‘when a social structure creates very diffi-
cult, conflicting, or impossible demands for occupants of positions within it, the general
condition can be identified as one of role stress.” Role stress affects both the role incum-
bent and occupants of interdependent positions, and is mainly external to the incum-
bent. Social structures, as a vital part of the incumbent’s environment, may address
incompatible expectations, attitudes, beliefs, and behaviours assigned to an incumbent’s
social position or set of statuses. Role stress may also result from interpersonal or
intrapersonal sources, the location of the role in the social structure, the inadequate
resources of role incumbents, and the social context (Hardy, 1978b).

Role stress may generate role strain, which is defined as the difficulty felt in meet-
ing one’s role obligations. Role stress differs from role strain in that it refers to conditions
generated from impossible, contradictory, incompatible, or excessive role expectations,
while role strain refers to the incumbent’s reaction to those conditions (Hardy and
Hardy, 1988b). Therefore, role stress is a prerequisite for role strain, and they hold a
linear relationship; the greater the number of stressors that incumbents are exposed to,
the greater the role strain they experience. Halsey (1978) explored the role of the nurse
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holding a leadership position, and noted that the nurse leader must deal with role pre-
scriptions from a variety of sources. Often the role demands and expectations of one
group of people are inconsistent with those of other groups. The nurse leader, when
unable to assimilate those conflicting expectations, experiences role strain.

Prolonged role strain places a considerable burden on the person. As Hardy and
Hardy (1988b) suggested, if uncorrected, it may have various psychological and physio-
logical consequences on the incumbent, such as anxiety, tension, irritation, resentment
and depression. Like role stress, role strain influences both role occupants and occupants
of counter positions, and in high levels it disrupts social interaction and prevents goal
attainment. In health professions, role strain not only leads to reduced quality of care,
but may even jeopardise lives. Moreover, healthcare workers may be drained of both
energy and commitment to professional values and patient care.

Response to role strain is influenced by resources of the role incumbent and by
characteristics of the social structure (Rubin, 1988), which means that different people
react with a different level of role strain to a difficult condition. Most of the time, incum-
bents do not tolerate role strain indefinitely, undertaking actions to deal with it. They
may restructure expectations for their role, develop strategies to cope with the difficul-
ties in overcoming role strain, or decrease the level of involvement by keeping role dis-
tance. Resigning from the position is another strategy to resolve role strain (Biddle,
1979). Hardy and Hardy (1988b; p159) suggest the following strategies for the manage-
ment of role strain:

“...redefining the role, redefining what is considered “adequate” role performance,
re-establishing priorities within a role and among roles, role bargaining with role
partners, and reduced interaction with role partners.’

Empirical research regarding role stress has mainly focused on its types rather than on
role stress in general. Hardy and Hardy (1988b; p162) identify seven classes in the
typology of role stress and define each of them as follows:

1.  Role ambiguity—vagueness, lack of clarity of role expectations;
2.  Role conflict—role expectations are incompatible;

3.  Role incongruity—self-identity and subjective values are grossly incompati-
ble with role expectations (role transition and poor self-role fit);

Role overload—too much expected in time available;

5. Role underload—role expectations are minimal and underutilise abilities of
role occupant;

6.  Role overqualification—role occupant’s motivation, skills, and knowledge far
exceed those required; and

7.  Role underqualification (role incompetence)—role occupant lacks the neces-
sary resources (commitment, skill, knowledge).

From the above definitions, it can be seen that all types of role stress are directly associ-
ated with role expectations, although they originate from various sources. According to
Rodgers-Ward (1986), the function of role stress is to produce role strain when normative
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and/or role expectations within social structure are inconsistent or conflicting. Hence,
when role expectations are congruent with incumbents’ perceptions and preferences,
role stress is minimal or absent. The literature reveals that the most prevalent types of
role stress regarding the role of specialist nurses are those of role conflict, role ambigu-
ity, and role overload.

2.4.4.1 Role conflict

Role conflict, which Biddle (1986; p82) defined as ‘...the concurrent appearance of two or
more incompatible expectations for the behaviour of a person’, is often present within the
nursing profession. According to Riggin (1982), role conflict in nursing occurs when the
incumbents’ educational preparation is in contradiction with the bureaucratic or admin-
istrative constraints that militate against utilisation of the knowledge, skills, values,
and expectations that incumbents hold for themselves as professionals.

Sarbin and Allen (1968) identified two types of role conflict: interrole and intrarole
conflict. Interrole conflict occurs when the incumbent occupies simultaneously two or
more roles or positions, and expectations are incompatible for the different roles. The
CNS may be at the same time wife and mother, and then undertake a post-graduate
course. If expectations held for each of these roles conflict with each other, the CNS will
be exposed to interrole conflict and experience role strain. Intrarole conflict occurs when
two or more role senders hold contradictory expectations for the same person. For
instance, members of the multidisciplinary team may expect the CNS to organise educa-
tional sessions for patients or undertake home visits and, at the same time the employ-
ing organisation expects her to undertake a research project. Being unable to conform to
both expectations simultaneously, the CNS is caught in an intrarole conflict.

Role conflict, if uncorrected over a long period, may have a severe impact not only
on the incumbent’s personality and role performance, but may also result in disturbance
of occupants of counter positions. However, in the short term, role conflict is considered
to be a very important source of motivation, which leads to social change through ‘...
some sort of undermining of the motivational bases of an established order which
includes the provision of motivationally acceptable alternatives’ (Parsons, 1966; p276).

2.4.4.2 Role ambiguity

Role ambiguity occurs when there is a lack of clarity of role expectations. When little
information is available on expected performance or the normative expectations for the
role are vague, ill defined, or unclear, the role incumbent may experience role strain
(Hardy and Hardy, 1988b). In other words, the occupant of a particular role is uncertain
about what he or she is supposed to do, and/or how to do it (Biddle, 1979; Katz and Kahn,
1978). Loudermilk (1990) in a review article identified the following sources of role ambi-
guity for CNSs: inadequate socialisation to the role, conflicting role expectations of
administrators and staff, inconsistent job descriptions, poorly defined job qualifications,
multiple accountability, inconsistent position within the bureaucratic framework, and
unclear criteria for evaluation.

Role ambiguity, like role conflict, although detrimental to the incumbent’s role per-
formance when prolonged, provides the opportunity for creativity within the role and in
role-making. The incumbent, being intolerant of role ambiguity, strives actively for clar-
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ity, structure and continuous definition of role (Hardy and Hardy, 1988b; Kahn et al,
1981).

2.4.4.3 Role overload

Role overload occurs when role expectations are excessive relative to the time available.
Although able to perform each of the role obligations competently, the role occupant is
unable to complete all of them within given time limits. At the same time, all the expec-
tations are of equal importance to the performance of a role. The incumbent experiences
role strain due to difficulties in deciding which expectations to comply with and which to
hold off (Hardy and Hardy, 1988b; Kahn et al, 1981). The large caseloads that a CNS may
have contribute to the occurrence of role overload. Evidence exists that the increased
workload of CNSs results in inadequate performance of all the activities and sub-roles
that are expected of them. The sub-roles that are more frequently affected are those of
education and research (Cradock, 1999; Crowley, 2000; Johns, 1997).

2.4.5 Socialisation for roles

According to Biddle (1979), most role theorists use the concept of socialisation to explain
the appearance of roles. This is the means by which role expectations are conveyed and
roles are learned (Muldoon-Mastey and Cole, 1992). McGarvey (1998) refers to socialisa-
tion as the process of induction into roles that have special requirements, obligations and
status. Such roles require persons to incorporate new knowledge, alter their behaviour
and change their definition of self within the social context. Biddle (1979; p282) defines
socialisation as:

“...changes in the behavioural or conceptual state of the person that follow from an
environmental condition and lead to the greater ability of the person to participate
in a social system.’

Socialisation involves two notions: that of accommodation (environment) and that of
learning. According to Goode (1966), the content of a role is partly an organisation of
norms as applicable to a particular situation. The application of inappropriate norms for
the particular role context is one of the reasons that the individual fails in a role obliga-
tion. Therefore, as Goode (1966) further noted, the significance of socialisation is that the
individual acquires a commitment to the norms of the society and accepts the rightness
of applying a particular norm or norms to a specified situation or context.

' The student nurse, for example, has to conform to a series of pre-set role expecta-
tions and demands during the educational socialisation process. When the new profes-
sional enters the work setting, the process changes, and may present difficulties for
many individuals. The nurse is faced with the need to make operational the values of the
profession in principally bureaucratic settings, which are not always supportive of pro-
fessional career development (Leddy and Pepper, 1989). Simpson (1979) explored how
nursing students become professional nurses, using data from a longitudinal study in
the United States. The study examined the occupational socialisation of successive
cohorts of students through their education and in the first year of their nursing
practice. It was noted that:
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‘...success of socialisation depends on the educational programme of a school, its fit
with the professional culture, and the opportunities it provides for students to
assimilate professional-role expectations through experiences that occur within pro-

fessional-role contexts or can be related to such contexts.’
(Simpson, 1979; p8)

Socialisation entails social learning. Inherent concepts in socialisation are those of role
modelling, role taking and role making. Bandura (1977) pointed out that reflexes are the
only inborn behaviours. People must learn all other behaviours, either by direct experi-
ence or by observation. They can be learned observationally through modelling, which is:
‘...from observing others one forms an idea of how new behaviours are performed, and on
later occasions this coded information serves as a guide for action’ (Bandura, 1977; p22).

Role modelling can be illustrated in the socialisation of nursing students, who
learn roles by observing ‘model’ nurses or nursing tutors, and thereafter base the perfor-
mance of their role on the information obtained through observation. Theoretical knowl-
edge acquired through education equips the student with a critical understanding of
what he/she observes. However, it would be arduous, if not hazardous, if student nurses
and novice or inexperienced nurses were to undertake nursing activities based exclu-
sively on their accrued theoretical knowledge.

Bandura (1977) identified four processes of observational learning: attention
(attraction to and accurate perception of the significance of the modelled behaviour),
retention (ability to remember and rehearse the observed behaviour), motor reproduc-
tion (ability to carry out the observed behaviour), and motivational processes (people
accept observed behaviours that they find self-satisfying and reject the ones they
disapprove).

Role taking, which was first articulated by Mead (1934), is another prerequisite to
the learning of roles, development of self and participation in social interaction. It refers
to the individual’s development of the capacity to take the role of the other; that is, the
individual anticipates the response of the other to his own behaviour (Hurley-Wilson,
1988). Following this, the role taker plans and performs his/her role by vicariously
assuming the role of the other. The concept of role taking, therefore, suggests that indi-
viduals learn roles in pairs through reciprocal interaction, and not singly (Meleis, 1975).
Biddle (1986) suggests that people who interact regularly or have similar backgrounds
have the ability to take one another’s roles more accurately than those who do not.

The process of role taking requires the role incumbent to adopt the attitudes of the
other person, to see things from his point of view and to predict his behaviour. Since the
behaviour of the significant other is the pattern for the incumbent’s further behaviour,
any lack of role-taking skills has significant effects on his role performance (Sarbin and
Allen, 1968). The student and novice nurse’s ability to take on the role of other senior
nurses or tutors facilitates their professional socialisation into nursing. Role theorists
relate the empathetic component of role skills to taking the role of the other. They define
empathy as the ability to put oneself in the other’s place, to understand his role and
judge his expectations accurately (Biddle, 1986; Sarbin and Allen, 1968; Turner, 1966).

The process of role taking may be also influenced by a third-party view, which indi-
cates the behaviour expected of the incumbent, depending upon the inferences made con-
cerning the role of the other. The third party may be a person or group, or may be deper-
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sonalised into a norm. The role of the other in this case becomes a datum necessary
implementing the third-party directive (Turner, 1966). Having to conform to the expectation
the third party, the role-taker adopts from the role of the other only those behaviours that accor
the expectations of the third party.

The procedures of undertaking nursing activities have been determined in different pr
cols, and thus, nurses are expected to perform their role in accordance with these protocols.
dent nurses, by taking the role of the senior nurse ‘model’, will learn to perform their role in
same way. If the nurse ‘model’ does not conform to the expectations of his/her role, the stud
nurse, being knowledgeable of what is expected in his/her socialisation into that role, will not ad
the behaviours of the nurse ‘model’.

According to Conway (1988a), role making refers to the process that takes place when
modification is consciously entered into. Role taking and role making both involve taking the a
tudes of others who are involved in an interaction. However, the difference in role making is
structuring of the interaction in such a way as to modify it and, consequently, to make explicit
tain aspects of the role. Role expectations and role prescriptions in nursing and health professi
cannot be specified in detail, because these roles are dynamic and often require unpredict
activities or behaviours. Therefore, in the role-making process, the initiated behaviour and
response pattern are altered or modified (Riggin, 1982).

Brim (1960) viewed socialisation as successful if it prepares individuals to perform
quately the many roles that will be expected of them throughout society in the course of t
careers. This requires an increased repertoire of behaviours by individuals in order to respond
variety of situational demands of different complexity. The focus thus is upon the variation wit
roles rather than between roles. When consistency in the behaviour of individuals in varied sit
tions exists, socialisation is considered to be unsuccessful. This means that role incumbents h
not been trained to discriminate between different situations or roles. Therefore, they appea
respond to similar circumstances in the same way by implementing a pre-determined list of r
and prescriptions.

As Benner (2001) explains, although making organisational rules explicit facilitates
co-ordination and implementation of procedures with some degree of quality control, a nurse
not, for instance, follow the written nursing care plan to the letter. If changes in the patientor e
ronment condition occur, the care plan will need to be modified accordingly. Therefore, a n
must acquire the skill of situational assessment and adjustment. Moreover, nurses need to ad,
the performance of a specific role to the individuality of each person. To illustrate this, let us
sider education as one of the sub-roles of the CNS. Although the performed role is education,
CNS uses different approaches when educating patients, carers or health professionals, or e

.when educating patients with the same condition, as each of them differs in their cognitive
physical abilities.

2.4.6 Role performance

Role performance refers to the differentiated behaviour or action of an incumbent relevant to a
cific position within a context (Hardy and Hardy, 1988b). The majority of the issues and conc
that have been examined in the previous sections are related to and influence role performa
Therefore, the purpose of this section is to bring together the relevant theoretical issues that re
to role performance. Role behaviour and role enactment are cited in the literature as synony
role performance and are used in this book with equal meanings. Katz and Kahn (1978: p
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define role performance as ‘...the recurring actions of an individual, appropriately inter-
related with the repetitive activities of others so as to yield a predictable outcome.” The
set of interdependent behaviours comprises a social system or subsystem in which
people perform their roles. :

In exploring the role theory literature, the following have emerged as fundamental
interrelated antecedents to the CNS role performance:

e Socialisation into role
e Role expectations and prescriptions

® Role stress and role strain associated with incompatible or conflicting role
expectations

® Personal characteristics of the role incumbent

® (Context for role performance (social and organisational structure, interpersonal
relationships with significant parties enacting within the work setting).

Role performance represents the result of the socialisation process of an incumbent into
a role. The socialisation process entails the learning of different roles (Biddle, 1979) and
thus, depending on its success, socialisation has a significant impact on the role perfor-
mance of individuals. Moreover, a role is never learned or performed perfectly, therefore
the socialisation into a role is a non-ending and continuous process, within which per-
sons acquire the knowledge, skills, and dispositions to enact the particular role (Brim,
1966). The conformity of incumbents to expectations held for their role by the social
structure (society, employing organisation) and significant other role senders deter-
mines to a certain level the adequacy of the socialisation process and hence, role perfor-
mance (Goode, 1966; Moore, 1969). Moreover, the personal characteristics required of
incumbents to perform a role, such as motivation, skills, knowledge, and innovation, are
determining factors in the success of socialisation (Bandura, 1977).

Role performance indicates the behaviour of a person given a set of role expecta-
tions. It consists of ‘...all those expectation-related acts that normally validate one’s
occupancy of a social position’ (Allen and van de Vliert, 1984: p7). According to Sarbin
and Allen (1968), role expectations affect role performance. Their clarity and consensus
determine the degree to which role performance is convincing, proper, and appropriate.
Meleis (1975) statesthat, in order to enact a role, incumbents need to have a clear idea
about the sort of role behaviours others expect them to perform, and an awareness of
mutual expectations in complementary roles.

When role expectations are unclear and ambiguous, behaviour will be less predict-
able, resulting in ineffective and dissatisfying social interaction. Conflicting or incom-
patible role expectations lead to role stress and role strain, which in turn influence either
the incumbent’s role performance, or his/her personal characteristics. However, role per-
formance does not imply high conformity to role expectations, as it is not a prepro-
grammed set of activities, but allows for variability according to the characteristics of the
person. Role expectations are usually concerned with broad values or the achievement of
certain goals. There is a latitude of acceptability, and within this latitude, a variety of
ways of reaching these goals will satisfy role expectations (Allen and van de Vliert,
1984), and consequently allow a smooth progression to the adequate performance of a
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role. Major (2003) developed a role theory framework to help employed parents cope with
their children’s chronic illness. She described a role negotiation process applied to meet
the emotional and medical needs of the ill child as well as to help parents to maintain
their physical and mental health and meet the demands of their other roles such as job
expectations.

The performance in a particular role is influenced by incumbents’ behavioural ten-
dencies, which are primarily determined by their personal attributes. These attributes
include personality characteristics, intelligence, ability, knowledge level, communica-
tion skills, interpersonal skills, motivation, and prior experiences (Topham, 1987). Indi-
viduals who lack sufficient ability in the cognitive, psychomotor, or social areas relevant
to the role will not perform it successfully, although their motivation to do so is very
strong (Sarbin and Allen, 1968). Formal or informal training is necessary before role per-
formance is considered appropriate and valid by others (Allen and van de Vliert, 1984).

Finally, the structure of the social setting (context) within which a role occurs
influences incumbents’ performance in the particular role. Contextual factors, as men-
tioned in the relevant section, can be individual, interpersonal, and organisational.
Within an organisation, behaviours of its role incumbents form a social system. There-
fore, as Katz and Kahn (1978: p189) assert, the best way to study role performance is
‘...to identify the relevant social system or subsystem and locate the recurring events
that fit together converting some input into an output.’ Understanding the nature of sys-
tems in healthcare organisations can help health professionals to cope more adequately
with problems that may arise as they attempt to perform their role (Conway, 1988b).

The exploration of the CNS role has, to date, mainly focused on the investigation of
components and activities that are subsumed within their role. No previous empirical
study explored the CNS role performance in relation to other factors that influence this
performance, namely, personal characteristics, context, socialisation into role, and role
expectations. Therefore, one of the objectives of the study presented in this book was to
examine whether factors combined within the CNS role theory framework influence the
CNS role performance.

2.5 CNS role-related concepts explored in this book

In this chapter, the rationale for the exploration of the CNS role using a theoretical
framework derived from role theory was justified. The purpose of the study presented in
the next chapters of this book was to explore the CNS role performance and the factors
‘that influence this performance from the CNS point of view. However, as only CNSs
were involved in the study it was not feasible to examine all the concepts constituting the
theoretical framework explored in this chapter.

As noted earlier, not only are role expectations determined by role occupants
(CNSs in this case), but also by significant other individuals or groups (Katz and Kahn,
1978). Therefore, role expectations can be explored when all the parties relevant to a role
are involved in the study. A number of studies have utilised this approach to examine the
expectations held for the CNS role (Boucher and Bruce, 1972; Gaines, 1981; Tarsitano et
al, 1986).
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Hardy and Hardy (1988b) stated that role stress and role strain derive from the
incompatibility of role expectations, and are difficult to examine separately. Moreover,
role strain reflects reactions (feelings) of role occupants to role stress and, for this reason,
a qualitative approach would seem more appropriate for their exploration. In the pres-
ent study, an open-ended question was addressed to respondents aiming to explore their
feelings and experiences relating to their role development (see Chapter 5). It was antici-
pated and confirmed that the data obtained would reveal types of role stress arising from
constraints in respondents’ practice. However, this approach was tentative and did not
aim to examine role stress and role strain.

The limited period of time and resources available for this study hindered exami-
nation of all the concepts constituting the theoretical framework underpinning the CNS
role exploration. The following concepts were explored:

1. The CNS personal characteristics and skills;
2. Work setting and organisational factors related to the CNS role;
3.  The CNS socialisation into role (role development); and

4.  The CNS role performance (role components and activities).
2.5.1 Hypotheses derived from the theoretical_framework

The following hypotheses were tested:

e The CNS role performance is influenced by their personal characteristics and skills,
by work setting and organisational factors related to their role, and by the process of
their role development

® The CNS role-related parameters explored in this study, role performance, personal
characteristics and skills, work setting and organisational factors, and role
development, are mutually interrelated.

2.6 Summary

This chapter discussed the importance of utilising a theoretical framework to guide the
exploration of the CNS role. This framework was developed from concepts derived from
the role theory field and constituted the following interrelated parameters:

Personal characteristics and skills of the role occupant;

Context for role performance (work setting and organisational factors);
Socialisation into role (role development);

Role performance (role components);

Role expectations; and

S Gk e

Role stress and role strain.

The first four parameters are explored in the next four chapters.
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3

Qualifications, skills and
personal characteristics of the
clinical nurse specialist

3.1 Introduction

The theoretical framework derived from role theory to underpin the exploration of the
CNS role was presented in the previous chapter. Four concepts of this framework were
examined in a nationwide study involving 334 CNSs working in diabetes. The review of
the literature in relation to the qualifications, competences and personal characteristics
required by CNSs to perform their role adequately is presented in the first part of this
chapter. The second part of this chapter discusses the development of the instrument
measuring the DSN personal characteristics and skills. The study finding are presented
and discussed in the final part.

Exploratory factor analysis was used to test the instrument exploring the following
DSN role concepts: personal characteristics and skills, work setting and organisational
factors, and role performance. A detailed description of the study design and methods, as
well as the results and statistical analysis, is presented with the aim of providing an
insight into the development of a validated questionnaire. It also aims to provide a useful
guide for future researchers undertaking similar studies. However, study methods and
data analysis are presented only briefly in the following chapters.

3.2 Review of the literature
3.2.1 Basic education, further training and qualifications of the CNS

It has been recognised that initial professional education is not enough to respond to
today’s complex, expanded, and advanced specialist nursing activities. Meeting the
needs of patients and their families demands that CNSs adopt multifaceted roles which
require further professional education and training (McGee, 1998). However, according
.to the International Council of Nurses (1992) specific practice requirements are rare,
and a wide diversity in CNS qualifications exists not only between different countries,
but also within countries. Although in the USA as early as the 1980s, a Master’s degree
or its equivalent was recommended for CNS practice (American Nurses Association,
1984), in the UK the entry requirements are still vague and vary from practice to prac-
tice. The present requirement for specialist practice is educational preparation at
first-degree level (United Kingdom Central Council, 1998), although a Master’s level of
education is recommended by the latest NHS Knowledge and Skills Framework (Depart-
ment of Health, 2004).

Graduate programmes for CNS preparation, although divided into specific special-

ities, should address the common key components of theory content, clinical practice,
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and research. They should prepare the CNS °...to think critically and abstractly, to
assess care situations at an advanced level, and to use and integrate research into clini-
cal practice’ (Sparacino, 2005: p419). During the postgraduate educational programmes,
CNSs learn to practise the integration of expert clinical judgement, management, educa-
tion, and consultation skills within their role (Sparacino, 1990). However, a new Mas-
ter’s degree graduaté CNS cannot be expected to have expertise in each of the role com-
ponents. The graduate education provides the CNS with the academic preparation and
sets the scientific foundations of role components. Development of expert skills in all
aspects of the role must come with experience in the practice setting following
graduation.

3.2.1.1 Educational preparation of the diabetes specialist nurse in the UK

DSNs, like other CNSs in the UK, are not uniformly prepared at Master’s level of educa-
tion. However, the majority hold postgraduate qualifications in diabetes recognised by
the UK Nursing and Midwifery Council (NMC), such as the English National Board
Course (ENB) 928 or 998 (Crowley, 2000).

The Royal College of Nursing (1991) had recommended that, by 1995, newly
appointed DSNs would either hold the ENB-928 course on diabetes nursing, teaching
and counselling certificates, or would be willing to undertake further diabetes specialist
or related courses as in-service development. However, a decade later, there is no evi-
dence to show that these recommendations have been acted upon in all practices in the
UK.

The first course designed for nurses caring for the patient with diabetes was estab-
lished by Janet Kinson in 1978 at the Birmingham General Hospital. Later, the Joint
Board of Clinical Nursing Studies in conjunction with Diabetes UK (known then as the
British Diabetic Association) approved this course, which is presently known as the Eng-
lish National Board (ENB)-928 Course in Diabetes Nursing Care. The ENB-928 is a
20-day course giving a broad overview of diabetes care designed to teach new develop-
ments in this field. Moreover, it gives the registered nurse the opportunity to learn and
re-learn the medical, practical, educational and psychosocial aspects of the care of people
with diabetes (Cradock, 1991). Today, this course is delivered by a considerable number
of universities and diabetes centres across the UK, thus decreasing substantially the
accessibility constraints.

Crowley (2000), however, in her study aiming to identify the philosophy, accredita-
tion, content and assessment of available courses on diabetes nursing in the UK,
reported variation and lack of standardisation in the ENB-928 courses. Of the 37 respon-
dent institutions that delivered the ENB-928, only seven met the criteria set by the Eng-
lish National Board for a 20-day course involving clinical visits and/or attachments.
Crowley found that a significant percentage of the ENB-928 courses were offered within
eight to fifteen days and required no clinical placement. Winocour et al (2002) collected
information on the DSN workforce issues and their grading and training from 351 con-
sultant diabetologists across 238 NHS trusts/units in the UK. Although it was not possi-
ble to identify the DSNs’ actual educational level, a job specification for this role was
recorded in 86% of responses where almost all of them stated that DSNs should hold an
ENB-928 or an ENB-998 (course in teaching and assessment). ‘
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Nevertheless, even with a length of 20 days, the ENB-928, although essential for
the newly appointed DSN, is not appropriate for the further education of a clinical nurse
specialist. At present only a small number of universities offer degree and/or postgradu-
ate courses in diabetes (Crowley, 2000). Often those courses present great difficulties of
accessibility and flexibility for DSNs who live or work at long distances from the place
where they are delivered.

DSNs, as with all CNSs, should undertake postgraduate training that covers all
other areas of their complex and broad role besides that of a practitioner; i.e. training in
research, education, counselling, and management. Therefore, there is a need for
advanced postgraduate courses, which do not have to be solely designed for DSNs, but
should include modules to meet the multifaceted needs of the CNS role.

In addition, it is important that not only are expert DSNs highly qualified, but they
should also have a pivotal role in the development and delivery of educational
programmes that further influence their practice. Crowley (2000) reported that DSNs
identified increased workload, limited available time and lack of support as obstacles to
their involvement in the delivery of formal education. Many DSNs felt inadequately
trained to teach at degree or graduate level, while others reported that universities
failed to involve them in the development and/or delivery of academic courses.

It is vital that the practical and experiential knowledge of diabetes nursing is
passed on to graduate students by DSNs with expertise in clinical practice. This type of
knowledge is non-existent or out of date for tutors who have had limited clinical experi-
ence or have never practised as DSNs. Experienced DSNs who are engaged in clinical
practice have the ability to share with future DSNs the nuances and complexity of every-
day life that can hardly ever be learned through books (Watkinson, 2000a).

3.2.2 The importance of experience in adequate role performance

Experience plays an important part in the adequacy of the performance of a role. The
longer the experience in a role, the more adequately the role is performed. According to
Benner (2001), clinical expertise is highly influenced by experience with similar patient
populations. Expert nurses, with a comprehensive background of experience, have an
intuitive grasp of each situation. They no longer rely on analytic principles (rules, guide-
lines, maxims) to connect their understanding of the situation to an appropriate action.
Expert nurses utilise analytic problem-solving methods only when faced with a new situ-
ation or when the initial grasp of the problem proves to be incorrect. The nurse who has
not seen a range of deviations from normal, although having a theoretical knowledge of
‘the condition, has difficulties in recognising them and in teaching the patient what to
expect.

However, this is not the case for the experienced CNS, who gains flexibility and
wisdom from working with patients with similar problems, throughout all phases of
their condition. The CNS utilises the experientially acquired expertise to develop proto-
cols that may be used as the basis for the care of other patients with the same or similar
nursing diagnoses. MacKinnon (1998b) highlighted the importance of clinical experience
by stating that only through contact with sufferers of diabetes, allied with the experience
gained over time, will DSNs acquire the ‘something special’ that makes them a ‘diabetes
specialist nurse’.
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Experience, however, as Benner (2001: p178) noted, does not necessarily reflect the
length of time or longevity in a position. Rather, it refers to ‘... a very active process of
refining and changing preconceived theories, notions, and ideas when confronted with
actual situations.’ Practical situations are far more complex than can be described in
books, as there is always more to a situation than a theory predicts. Therefore, only con-
crete experience can provide learning about exceptions in various situations. Theoretical
knowledge, however, provides safe and efficient access to clinical learning for the practi-
tioner. It also provides background knowledge that enables the clinician to ask the right
questions and look for the correct solutions to a particular problem.

Watkinson (1997) believes that it is essential for DSNs to have at least one year’s
experience in diabetes care prior to their appointment. She suggested that nurses who
wish to develop their career towards diabetes speciality, yet do not have the relevant
experience, may join the diabetes team, but should not be given the title of DSN. Clinical
experience in the area of interest ideally should start before the CNS enters the post-reg-
istration graduate education. The course offers the CNS the opportunity to combine
prior experience with theory, and to apply these in practice. In the USA, one of the crite-
ria for admission into a number of graduate speciality programmes has been that appli-
cants must have one to three years of clinical practice in that area (Snyder, 1989).

3.2.3 Personal attributes and competencies of the CNS
3.2.3.1 Personal attributes

The recommended education for a nurse to enter a nursing speciality is at Master’s level,
but it can be argued that the qualities of the individual are as important as qualifications
in becoming an expert practitioner. Those practitioners working in a particular area who
are creative, articulate, assertive, visionary, and able to push the confines of practice to
conceive new and innovative ways of delivering nursing care are specialist or advanced
practitioners. A

Patterson and Haddad (1992) referred to attributes and characteristics which
identify an advanced practitioner. These include: risk taking (trying out new ideas),
vision (utilising and evaluating nursing research to guide patient care), flexibility, artic-
ulateness (articulating and disseminating nursing knowledge by formal and informal
methods), inquiring mind (participating in nursing research) self-confidence and leader-
ship skills (demonstrating the use of theory-based practice to other nurses).

In a study by Hamric and Taylor (1989: p69), CNSs reported that their personal
attributes and skills played a significant part in the successful development and imple-
mentation of their role. These included: clinical competence, self-confidence, a sense of
humour, motivation, flexibility, interpersonal skills and ‘a stubborn streak that would
not allow failure.” The ability to listen to the concerns of others and the importance of
interpersonal skills has been emphasised, as CNSs have to deal with different types of
personalities in their practice (Fenton, 1985; McCaffrey-Boyle, 1997). Moreover, Davis
(1994) asserted that CNSs should be able to practise independently and to function
autonomously in order to achieve an integrated implementation of their role.

Are there really many CNSs with such inherited talents and qualities? How can
administrators assess these attributes when CNSs apply for a job or even after their
appointment? With that in mind, why not consider all practitioners working in a specific
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area or speciality as CNSs, regardless of their qualifications? These questions emphasise
the importance of advanced educational preparation for the CNS in order to undertake
clinical specialist nursing roles and cope with the requirements of the role. It is recog-
nised that there are currently many capable, knowledgeable and experienced CNSs who
do not posses postgraduate academic qualifications. However, with the increasing
emphasis on academic and clinical credibility, and as specialist practice requires
‘...higher levels of judgement, discretion and decision-making in clinical care’ (UKCC,
1998: pl), it is imperative that all CNSs are prepared at Master’s level.

3.2.3.2 Skills and competencies

Competence in practice is based on set standards, using the identified criteria of profes-
sional competency. Therefore, an agreed set of competencies needs to be developed that
relates qualifications and individuals’ ability to perform tasks at a given level. Confusion
exists about the concept of competence, as it involves not only behaviour which can be
measured, but also attributes such as attitudes, values, judgemental abilities and per-
sonal dispositions, which present great difficulties in their evaluation. Moreover, self-
esteem, anxiety and stress, academic experiences, demographic characteristics and
availability of good role models can affect the competence levels. A capable practitioner,
therefore, is someone who is able to draw on a broad repertoire of skills and knowledge,
in different ways and in different contexts, and to perform in a way that is recognised as
competent (Lillyman, 1998).
Masterson and Mitchell (2003) presented three types of competence models:

e Personal competence model
e Educational competence model

o Performance outcome model.

Each model has different purpose but can be used in combination to enhance the CNS
role performance. The personal competence model focuses on individuals’ personal qual-
ities, skills, motives and aspirations that are thought to have a direct impact on role per-
formance. Personal competence concepts, as noted in the previous section, are the distin-
guishing features of an expert nurse. However, they are often difficult to measure and
assess. The educational competence model focuses on what an individual needs to know
and be able to do by the end of the learning period. Finally, the performance outcome
model focuses on the standards and criteria that the individual undertaking a particular
‘role is expected to achieve.

Practitioners who enter the nursing profession have undergone a process of educa-
tion and assessment, and are recognised as having attained an agreed level of compe-
tence at which they continue to perform. Following registration, practitioners are
required to continue to demonstrate that the level of competence has not only been main-
tained but has also been improved (Lillyman, 1998). CNSs, as practitioners performing
at an advanced level of practice, have an obligation to achieve a higher level of compe-
tence by maintaining and developing their practice (United Kingdom Central Council,
1990).

The list of competencies suggested as necessary for CNSs is very broad. Snyder
(1989) referred to seven significant areas of the CNS skills, which can be further
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strengthened in a Master’s course: leadership and management skills, group process
skills, organisational skills, ability to negotiate and debate, ability to develop a support
system for oneself, and self-confidence. Fenton (1985) referred not only to the impor-
tance of the ability of CNSs to develop their own support systems, but also to the ability
to generate their own job satisfaction in order to implement their role successfully. CNSs
take responsibility for their own job satisfaction and actively plan to do so without
expecting the job or system to supply it. :

Other characteristics of CNSs that lead to success are perseverance in their efforts
to effect change by acknowledging the fact that immediate change should not be
expected. They should also be able to tolerate any ambiguities or constraints of the
system. Critical thinking and analysis, clinical judgement, decision-making ability,
problem-solving skills, and communication and collaboration skills are also essential for
advanced nursing practice (Davies and Hughes, 1995). Furthermore, the ability to insti-
tute and effect change in order to improve patient care, particularly through utilising
research findings, is a key component of the CNS.

3.3 Design and methods
3.3.1 Questionnaire design

A quantitative approach, utilising a postal questionnaire, was adopted in this study to
explore the role performance of the DSN in the UK and the factors that influence this
performance. When a postal questionnaire is being designed, it is important that ques-
tions are clear and easy to understand, as there is no one to explain their meaning to
respondents (Kumar, 1996). The questionnaire utilised in the present study combined
five sections, four of which were designed to measure the concepts set out in the theoreti-
cal framework underpinning the study. The final section elicited demographic character-
istics and academic qualifications of respondents. The questionnaire used in this study is
included in Appendix A. The questionnaire explored in this chapter was designed to
measure the personal characteristics and skills of the CNS and to determine how these
affect their role performance.

In the previous chapter it was asserted that an individual’s performance within a
role, besides variables such as socialisation (role development), context and expecta-
tions, depends on his or her differential role skills. Characteristics such as attitude,
appropriate experience, and specific training possessed by the individual result in effec-
tive and convincing role enactment (Sarbin and Allen, 1968). Therefore, this section
aimed to identify and to explore the personal characteristics, attitudes and skills of the
DSNs, as well as to determine whether their role performance is influenced by these
parameters. The literature review revealed rich information regarding the personal
characteristics and attitudes of specialist nurses related to their role. However, no rele-
vant instrument or scale previously tested was identified which could be adopted to
explore the DSN role. For this reason, this section of the questionnaire was designed
based on the information derived from the literature.

According to Loewenthal (2001), when a questionnaire is being designed, it is very
important to choose the appropriate format for eliciting responses. Likert scaling has
been widely used in instruments measuring opinions, attitudes and beliefs. Items in a
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Likert scale are represented by statements, followed by response options that indicate
varying degrees of agreement with or endorsement of statements. Participants are
asked to indicate their agreement or disagreement with the particular statement, or the
degree to which a description applies to them. The response options are worded in such a
way that they have roughly equal intervals from each other. The advantage of Likert
scaling is that it provides an opportunity for gradation of responses relating to the opin-
ion, attitudes and/or beliefs of participants regarding the variables being explored
(DeVellis, 1991; Loewenthal, 2001; Oppenheim, 1992; Parahoo, 1997). A Likert scale
format was, therefore, adopted for the purpose of this study.

This questionnaire included seventeen statements, each expressing a different and
unique dimension of the personal characteristics, attributes and skills of the DSN rele-
vant to the performance of his/her role. Five points, from one (strongly disagree) to five
(strongly agree), were used in the scale, and participants were asked to rate their agree-
ment or disagreement with the statements by circling the appropriate numbers in the
right column. Seven statements were negatively worded in order to avoid what DeVellis
(1991: p59) calls, ‘an acquiescence, affirmation, or agreement bias’, which refer to
respondents’ tendency to agree with items irrespective of their content.

The following statements are examples of a positively worded and a negatively
worded item respectively included in this section:

Positive statement:

‘I believe I am currently highly competent in the provision of diabetes 1 2 3 4 5
care.

Negative statement:
‘Sometimes I feel that my role offers me little motivation or challenge. 123145
(where, 1-strongly disagree, 2-disagree, 3-uncertain, 4-agree, 5-strongly agree)

3.3.2 Validity and reliability issues

The establishment of content validity of a questionnaire is an important issue that should
be considered prior to its utilisation in a large study. Validity reflects the degree to which
the questionnaire measures what it is supposed to measure, i.e., the extent to which it
addresses the research questions and objectives set by the researcher (Parahoo, 1997;
Polit et al, 2001). More specifically, content validity is present when the items are about
.what they are supposed to measure and the selected content domain (DeVellis, 1991).
The initial review of the questionnaire in this study was undertaken by the
researcher. As DeVellis (1991) suggests, the description of the purpose of the scale
should guide the process of item recruitment. He further noted that the number of items
included in the first draft of each scale of the questionnaire should be larger than those
in the final scale. Therefore, as a first step in designing each scale in the present study,
the researcher adopted a brainstorming process by including all possible items identified
in the literature relevant to the purpose of each section.
Subsequently, a rigorous review of the content of each item was undertaken; some
items which were ambiguous were reworded or omitted, and other items which mea-
sured the same dimensions were merged. An expert in linguistics assisted the
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researcher in this process of content clarification and reduction of items. However, as
Parahoo (1997) asserts, the establishment of content validity should be based upon
expert and subjective judgement. To achieve this, the questionnaire should be submitted
to a panel of judges who are experts in the area of the topic being studied and able to
make suggestions about the adequacy and relevance of the questions.

In the present study, a panel of seven experts, four researchers and three DSNs
working in Northern Ireland, were invited to review the questionnaire in order to estab-
lish its content validity. After the questionnaire had been critically reviewed by experts
and appropriately modified by the researcher on the basis of this review, it was then
pre-tested in a pilot study. The sample of the pilot study was composed of 30 DSNs, all
female, from Northern Ireland. The inclusion criteria for participants were DSNs work-
ing full or part time with people with diabetes. However, although the inclusion criteria
were the same as in the main study, subjects were drawn from a different sample. The
Diabetes Nurse Study Group—Northern Ireland register, which included all DSNs
working in Northern Ireland, provided access to participants’ names and addresses; the
three DSNs participating in the panel of experts were excluded from this sample. A
response rate of 63.3% (nineteen DSNs) was obtained.

Pilot study data were analysed using the Statistical Package for Social Sciences —
Version 9.0 (SPSS-V9.0) for Windows computer package. All the returned question-
naires contained valid data and were included in the analysis of the results. Reliability of an
instrument, which refers to the consistency with which respondents understand and
respond to all the questions (Parahoo, 1997; Polit et al, 2001), was also measured. There are
several ways of assessing reliability, although many authors consider Cronbach’s Coeffi-
cient alpha the most accurate and the best index of internal consistency reliability (Kline,
2000; Loewenthal, 2001; Polit et al, 2001). Results of the pilot study showed a high degree of
internal consistency for the Personal Characteristics and Skills scale (o = 0.73).

3.3.3 Sample

According to Parahoo (1997), the purpose of sampling in quantitative research is to col-
lect valid and reliable data from a subset of the population (accessible population) that is
representative of the whole population (target population) and generalisable to similar
populations in other settings. Four factors are considered in a sampling process: the size
and the characteristics of the sample, the method of sampling, the setting where the
study is carried out, and the response rate.

The sampling criteria for participants in this study were nurses working in Great
Britain full or part time in diabetes care, with children, adults, or both, and whose title -
was ‘diabetes specialist nurse (DSN)’. The target population was all DSNs working in
Great Britain and the accessible population was DSNs registered in the Diabetes Spe-
cialist Nurse Directory 2000 (Diabetes UK, 2000). Diabetes UK is a professional organi-
sation for all health professionals involved in diabetes care and the DSN Directory is the
most comprehensive database available. Registration is voluntary, is updated annually,
and is perceived by most DSNs to be of value to their practice. As the DSN Directory is a
comprehensive database, the sample size of this study allowed for the generalisation of
findings to the overall population of DSNs in the UK.
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Questionnaires were sent to 670 DSNs working in the following ten NHS Executive
regions of Great Britain: Eastern, London, North West, Scotland, Northern and York-
shire, South East, South West, Trent, Wales, and West Midlands. The return of the ques-
tionnaire indicated consent to participating in this study. Seventeen questionnaires
were returned because the participants (all female) had changed address, giving a final
sample of 6563 DSNs: 628 female and 25 male.

3.3.4 Data analysis

The 334 returned questionnaires contained valid data and were included in the analysis.
The first step in the analysis was to code the responses into numerical data (variables)
and enter them into the statistical package used for the analysis and presentation of
results. The Statistical Package for Social Sciences—Version 9.0 (SPSS-V9.0) for Win-
dows computer program was used for this purpose.

For the purpose of data analysis, the negatively worded items were reversed when
data were edited in the SPSS-V9.0; i.e., 1 (strongly disagree) was edited as 5 (strongly
agree), 2 (disagree) was edited as 4 (agree), and vice versa. Descriptive statistics, tables
and graphs were used to analyse and present the frequencies of responses. Moreover,
Pearson’s product-moment correlation test was used to identify any relationships
between different variables. ,

Exploratory factor analysis was used to explore the underlying dimensions (fac-
tors) of the items comprising the Personal Characteristics and Skills scale. Although a
number of factor-analyses methods can be adopted to determine factors that best repre-
sent the interrelations among the set of variables, maximum likelihood exploratory
factor analysis was utilised in this study. The advantage of this method, as Kline (1994)
asserted, is that it has statistical tests for the significance of the extracted factors. It also
maximises the canonical correlations between the variables and the factors. Each factor,
in turn, explains the maximum variance in the population correlation matrix, as esti-
mated from the sample correlation matrix. Therefore, maximum likelihood factor analy-
sis, as a method of condensation, has the ability to use sample data to predict the results
in a wider population, i.e., inferences are made from sample to population (Kline, 1994;
Nunnally and Bernstein, 1994). Since the present study aimed at a generalisation of the
findings in the wider context of DSNs, as well as that of CNSs, this method was deemed
the most appropriate.

3.4 Results

3.4.1 Demographic characteristics

The overall number of questionnaires returned was 341 (52.2%), of which seven were
incomplete, and therefore not usable, giving a final response rate of 51.2% (334 DSNs).
Table 3.1 presents the sample of participants and the number of DSNs who returned the
questionnaires for each NHS Executive Region of Britain respectively.
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Table 3.1 Sample of participants and respondents in the study working in all NHS executive
regions of Britain

NHS Executive Region of Sample of participants Sample of respondents
Great Britain Count % Count %
1. Eastern 45 6.7 26 7.8
2. London 74 11.3 22 6.6
3. North West 86 13.2 39 11.7
4, Scotland 68 10.4 36 10.8
5. Northern and Yorkshire 78 11.9 46 13.8
6. South East 78 11.9 46 13.8
7. South West 59 9.0 45 13.5
8. Trent 59 9.0 27 8.1
9. Wales 42 6.4 22 6.6
10. West Midlands 64 9.8 25 7.5
Total 653 100 334 100

Eighty-nine (26.6%) respondents were working part-time as DSNs and 245 (73.4%)
full-time. With regard to work setting, 97 (29%) respondents were based in hospital, 43
(12.9%) in the community and 194 (58.1%) were working between hospital and commu-
nity. The overwhelming percentage of respondents, 325 (97.3%), were qualified as regis-
tered general nurses (RGNs). Additionally, 57 (17.1%) respondents were qualified as
registered sick children’s nurses (RSCNs), 68 (20.4%) as district nurses (DNs), and 48
(14.4%) as registered health visitors (RHVs). Many respondents held more than one
qualification.

3.4.2 Educational (academic) qualifications

Forty-four (13.2%) missing values were recorded for the variable ‘What is the highest
academic qualification you have earned in nursing?. Of the remaining 290 (86.8%)
respondents, the majority (38.6%) held a Degree in Nursing and 7.6% held qualifications
such as RGN, RSCN and RHYV, identified by the ‘Other’ category (Figure 3.1).

Number of respondents

Diploma Degree Postgr Master Doctorate Other
Diploma Degree

Qualification

Figure 3.1 Highest qualification in nursing earned by respondents (N=290)
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In addition, 264 (79%) respondents had undertaken (or were undertaking at the time of
this survey) further education or training related specifically to their role as DSNs. This
type of education is presented in Table 3.2, where it can be seen that most respondents
had undertaken a National Board Course (ENB)-928. Forty-seven (17.8%) DSNs had
obtained or were undertaking a Master’s degree related to diabetes.

Table 3.2 Respondents’ qualifications related specifically to their role as DSNs (N=264)

Academic qualifications Number of respondents
Count Percent

National Board Course (ENB)-928 182 68.9
Other National Board Courses 70 26.5
Specialist UKCC recordable academic qualification 23 8.7
Accredited short course(s) in diabetes 74 28.0
Non-accredited short course(s) in diabetes 57 21.6
BSc/BA (Hons) in Specialist Practice 37 14.0
Diploma in Diabetes Nursing 53 20.0
Graduate Certificate in Diabetes 13 4.9
Postgraduate Diploma in Diabetes _ 19 7.2
Master's Degree in Diabetes 47 17.8
Other academic qualifications in diabetes 30 11.4

One hundred and twenty-six (37.7%) respondents had undertaken (or were undertaking)
academic qualifications which were not specifically related to diabetes but had contrib-
uted (or respondents believed they would contribute) to the integration of their role. Of
these, 43 (34.1%) respondents had undertaken an academic course related to teaching,
such as a Certificate in Education, an Adult Teaching Certificate, an MA in Education or
a Registered Nurse Tutor qualification. Respondents stated that this course had
enhanced (or they believed it would enhance) the integration of their role through the
improvement of their teaching skills, as education of patients and carers as well as
health professionals was a major part of their role.

Twenty (15.9%) respondents had undertaken a course related to counselling. This
education had improved their counselling skills and had increased their competence in
this component of their role. Moreover, it had helped respondents to understand the psy-

_chological issues involved in the care of people with diabetes.

Fourteen (11.1%) respondents had undertaken a management course, such as a
leadership course, a health service management course, a Postgraduate Certificate in
Leadership and Management or an MA in Management. This training had assisted
respondents in dealing with management issues, in evaluating practice and identifying
gaps in the service, and had improved their organisational skills in team or staff man-
agement, as well as in managing budgets.

Eight (6.3%) respondents had undertaken some course relating to computer tech-
nology, which they had found helpful in collating and accessing information quickly and
efficiently. Four (3.2%) DSNs had undertaken a course in research methods which had
improved their skills in this component of their role. Nineteen (15.1%) respondents con-
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sidered that their research skills were greatly developed through a Master’s degree
programme. Moreover, they reported that studying at this level had helped them to
understand the wide context of ‘care’ and nursing and had contributed to their overall
competence and confidence. It had also enhanced their skills and abilities to practice at
an advanced level. Similar comments were made by twelve (9.5%) respondents who had
undertaken a course at degree level. However, although respondents cited the impor-
tance of the above qualifications, they further emphasised the continuous update of
knowledge by reading and attending study days and conferences. Characteristically, one
of them reported:

‘My educational attainments have not been classified as “diabetes” courses. How-
ever, I have applied them to my work and therefore view them as having contributed
to my development as a DSN. I am not convinced of the need to do “diabetes” courses
specifically in order to grow and develop. However, I am also a very self-directed
learner’.

3.4.3 P_ersonal characteristics and skills

The seventeen items constituting the scale measuring the personal characteristics and
skills of the DSN were analysed using exploratory factor analysis. These items and the
statements that accord to each of them are presented in Table 3.3. Items marked with an
asterisk (*) accord to negatively worded statements, and their values were reversed for
the purpose of data analysis and presentation. Table 3.4 presents the frequencies of
DSNs’ responses for the items included in this scale. It can be seen that most items in
this section presented a mean higher than 3.80. This indicates that the majority of
respondents rated highly their personal characteristics and skills which, according to
the literature, enhance the DSN competence within role.
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Table 3.3 Items combining the Personal Characteristics and Skills Scale and the statements
that accord to each item

Item number and code

Item statement

Competence before DSN post

| believe | had adequate level of competence in the provision of
diabetes care before | entered the DSN post

Further academic education*

| feel | should undertake further education in order to
maintain/increase my competence as a DSN

Creativity | consider myself to be a creative person within my role/job

Competence | believe | am currently highly competent in the provision of
diabetes care

Flexibility There is a high degree of flexibility in my role

Risk-taking ability*

| am reluctant to try out new ideas within the context of my
role/job unless | am sure that they will work

Self-confidence*

Sometimes | have doubts about my abilities to perform sufficiently
my role as a DSN

Motivation*

Sometimes | feel that my role/job offers me little motivation or
challenge

Interpersonal skills

| believe | have good communication and interpersonal skills

Justify need for change

| am able to defend and justify the need for change within my
practice

Listen to others

| believe | listen well to concerns of others

Tolerance*

Any ambiguities or constraints in the system within which 1 work
cause me much anxiety and frustration

Decision-making ability

| am able to make fast decisions within my practice

Finding right solutions*

I have difficulties in finding the right solutions to different
problems or situations within my practice

Familiarity with work setting

I am familiar with the organisational structure of my work setting
and able to identify who has formal and informal power to
influence the system

Negotiating for change*

| have difficulties in negotiating with the administrative authority
in favour of improvement in the quality of patient care and my
working conditions

Perseverance

I am diligent in my efforts to bring about improvement in my area
of practice

* Negatively worded statements
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Table 3.4 Frequency of respondents’ agreement or disagreement with the items of the Personal Characteristics and Skills
Scale as rated on the five-point Likert scale (N=334)

No Item code 1 2 3 4 5 Mean SD
Count % Count % Count % Count % Count %

1 Competence before DSN post 55 16.5 173 51.8 13 3.9 70 21.0 23 6.9 2.50 1.19
2 Further academic education* 67 20.1 152 45.5 23 6.9 76 22.8 16 4.8 2.47 1.18
3 Creativity - - - - 24 7.2 189 56.6 121 36.2 4.29 .59
4 Competence - - 17 5.1 19 5.7 174 52.1 124 37.1 4.21 .77
5 Flexibility - - 12 3.6 12 3.6 165 49.4 145 43.4 4.33 71
6 Risk-taking ability* 14 4.2 39 11.7 30 9.0 161 48.2 90 26.9 3.82 1.08
7 Self-confidence* - - 62 18.6 28 8.4 147 44.0 97 29.0 3.84 1.05
8 Motivation* 1 3.3 51 15.3 13 3.9 140 41.9 119 35.6 3.91 1.14
9 Interpersonal skills - - - - 7 2.1 190 56.9 137 41.0 4.39 .53
10 Justify need for change 6 1.8 26 7.8 15 4.5 184 55.1 103 30.8 4.05 .91
1" Listen to others - - - - 7 2.1 205 61.4 122 36.5 4.34 .52
12 Tolerance* 55 16.5 152 45.5 45 13.5 66 19.8 16 4.8 2.51 1.13
13 Decision-making ability - - 28 8.4 25 ) 7.5 200 59.9 81 24.3 4.00 .81
14 Finding right solutions* - - 40 12.0 23 6.9 206 61.7 65 19.5 3.89 .86
15 Familiarity with work setting 6 1.8 34 10.2 27 8.1 198 59.3 69 20.7 3.87 .92
16 Negotiating for change* 30 9.0 96 28.7 31 9.3 129 38.6 48 14.4 3.21 1.25
17 Perseverance - - - - 16 4.8 216 64.7 102 30.5 4.26 .54
1-strongly disagree, 2-disagree, 3-uncertain, 4-agree, 5-strongly agree

* The values of these items were reversed for the purpose of data analysis. Therefore, the reversed scores are presented in this Table, i. e., 1=5, 2=4, 4=2, 5=1.
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3.4.3.1 Exploratory factor analysis for Personal Characteristics and Skills

Nunnally and Bernstein (1994) suggested that two stages in the procedure of an explor-
atory factor analysis should be followed. On this basis, the number of factors which were
extracted by condensing the variance shared among the variables was first defined. Fol-
lowing this, the extracted factors were rotated in order to make them more interpretable.

3.4.3.2 Assessment of suitability of data for factor analysis

The primary step was to assess the suitability of data for factor analysis. The sample in
this study (N=334) was higher than 300, a size which has been suggested by Tabachnick
and Fidell (1989) as a ‘good sample size’ for factor analysis and reliably estimated corre-
lations. The determinant was used to test for multicollinearity or singularity which
refers to very highly correlated items (r > 0.8) and indicates that factor analysis may be
inappropriate (Field, 2000). In this section, the determinant was 0.0161, which was
greater than the minimum necessary value of 0.00001 (Field, 2000), suggesting that
multicollinearity was not a problem for these data. In fact, a closer inspection of
Pearson’s product-moment correlation matrix revealed the presence of a large number of
statistically significant correlations between items (p < 0.01), but none exceeded the
value of 0.80.

The sampling adequacy in this study was measured with the Kaiser-Meyer-Olkin
(KMO) and Bartlett’s test of sphericity. The KMO value of 0.776 was greater than the
recommended minimum value of 0.5 (Field, 2000), suggesting that patterns of correla-
tions were relatively compact and, therefore, factor analysis would yield distinct and
reliable factors. This was also confirmed by the highly significant (p < 0.001) Bartlett’s
test of sphericity. Finally, Cronbach’s coefficient alpha test showed that the measure of
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Figure 3.2 Scree plot demonstrating three statistically important factors within the
Personal Characteristics and Skills Scale
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personal characteristics and skills by the seventeen items of this section was highly reli-
able (o= 0.758).

3.4.3.3 Number of retained factors and their interpretation

Principal components analysis (a method which explains all the variance in a correlation
matrix), by utilising Kaiser’s eigenvalues and Cattell’s scree-plot test techniques, was
initially used to identify the exact number of factors to be rotated (Kline, 1994). Kaiser
(1960) (cited in Stevens, 1992) recommended retaining all factors with eigenvalues
greater than 1. Cattell (1966) (cited in Stevens, 1992), however, suggested retaining the
factors in the sharp descent before the first one on the line where eigenvalues start to
level off. In the case of non-conformity between solutions obtained from these
techniques, the decision is based on the values of communalities. Stevens (1992) suggested
that Kaiser’s criterion is accurate when the number of items is less than 30, and
communalities after extraction are all greater than 0.7. It is also accurate for a sample size
larger than 250 and an average communality of all items greater than or equal to 0.6.

In the present study, Kaiser’s criterion suggested a four-factor solution. However,
the decision was based on Cattell’s criterion as only one communality exceeded 0.7 and
the mean communality was 0.502. The scree plot depicted in Figure 3.2 shows that
eigenvalues start to level off after the third factor, suggesting a three-factor solution for
this scale. After determining the exact number of factors, a maximum likelihood factor
analysis with three factors to be extracted was run. To aid in their interpretation, an
oblique Promax rotation was selected rather than an orthogonal rotation, because, as
reported later in this section, the factors of this scale were correlated.

The three-factor model of this scale explained 33% of the variance: 17% was
explained by the first factor, 8% by the second, and 8% by the third. The oblique rotation
showed that Factor 1 correlated moderately with Factor 2 (r =0.312; p <0.01) and Factor
3 (r=0.384; p < 0.01). However, Factor 2 presented a low correlation with Factor 3 (r =
0.192; p < 0.01).

The final step in this analysis was to interpret the meaning of the three factors and
to determine which items loaded on what factor. Stevens (1992) recommended that for
an approximate sample size of 300 a loading equal to or greater than 0.298 can be con-
sidered significant. Therefore, any item presenting a lower loading than that was
excluded from the scale. Item loadings on each of the three factors of the Personal
Characteristics and Skills Scale is presented in a descending order in Table 3.5. It can
be seen that all factors presented a number of strong loadings and most items loaded
substantially on only one factor. However, although items one (competence before DSN
post) and two (further academic education) loaded on Factor 1, their loadings are not
presented in this table, as they did not exceed 0.298. For this reason, their importance
was not considered salient for this model and, therefore, they were excluded from this
scale. It should be noted that after excluding these two items, an increase in the inter-
nal consistency of this scale was recorded, i.e., Cronbach’s coefficient o was 0.775 com-
pared to a =0.758 for the initial seventeen items. Following a thorough examination of
the content of the items which loaded on each of the three factors, these factors were
interpreted as follows: Factor 1—Competence within Role; Factor 2—Organisational
Issues; and Factor 3—Personal Attributes.
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3.4.3.3.1 Factor 1: Competence within Role

As presented in Table 3.5, seven items loaded on this factor. These reflect DSNs’ per-
sonal characteristics related directly to the degree of their competence within role (refer
to Table 3.3 for a full description of these items). The highest loading (0.896) was
recorded for item 4 (competence) which indicates that the greatest percentage (80%) of
the variance was accounted for by this factor. In fact, the content and the name itself of
this item can justify this result.

When examining items 6 (risk-taking ability) and 70(self-confidence), it can be
seen that, although they refer to DSN competence, they also include the attribute of
self-confidence; that is, competence is closely associated with self-confidence. The mean
score obtained from the scores of items combining this factor indicated that the majority
of DSNs reported a high degree of Competence within Role (Mean = 4.0; SD =0.61). This
can also be confirmed by an inspection of the descriptive statistics in Table 3.4. Finally,
the dimensions of this factor present a highly reliable measurement of this aspect of the
DSN Personal Characteristics and Skills (a. = 0.807).
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Table 3.5 Item loadings on each of the three factors of the Personal Characteristics and
Skills Scale

Pattern Matrix a

Factor

1 2 3
Item 4: competence .896
Item 10: justify need for change 747
Item 5: flexibility .655
Item 13: decision-makeing .554
Item 14: finding right solutions 517
Item 6: risk-taking .437
Item 7: self-confidence 433
Item 2: further education -
Item 1: competence before DSN post
Item 16: negotiating for change .842
Item 15: familiarity with work setting .548
Item 12: tolerance 451
Item 8: motivation 321
Item 11: listen to others ' .679
Item 9: interpersonal skills .516
Item 17: perseverance .495
Item 3: creativity .381

Extraction Method: Maximum likelihood
Rotation Method: Promax with Kaiser Normalisation
* 1-Competence within role; 2-Organisational issues; 3-Personal attributes

3.4.3.3.2 Factor 2: Organisational issues

This factor reflected DSNs’ ability to deal with different organisational issues and to
effect change within their area of practice. This ability was, in turn, influenced by differ-
ent factors deriving from their work setting. Four items loaded on this factor (Table 3.5)
(refer to Table 3.3 for a detailed description of these items). The highest loading (0.842)
was recorded for item 16 (negotiating for change) which indicates that the greatest per-
centage (71%) of the variance is accounted for by this factor. Item 8 (motivation) pre-
sented the lowest loading (0.321) on this factor and accounted for only 10% of the vari-
ance. This is probably because motivation is both an inherited attribute and it is also
influenced by factors deriving from the working environment. Item 8 correlated at a
p <0.01 level of significance with other items in the other two factors of this scale—com-
petence within role and personal attributes.

The dimensions of this factor present a moderately lower internal consistency
(o = 0.594) than those of competence within role. However, considering the low number
of items included in this test and the fact that it was tested for the first time, the above
value does not necessarily reflect an unreliable measure. Moreover, this factor measures
personal characteristics and skills of the DSN and, since personality is a broad construct,
lower values of a can be justified.
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3.4.3.3.3 Factor 3: Personal attributes

The four items that loaded on this factor (Table 3.5) refer to personal attributes related
to role performance, which are mostly inherited (their detailed description is presented
in Table 3.3). The percentage of variance which is accounted for by this factor ranged
between 15% for item 3 (creativity) with a loading of 0.381 and 46% for item 11 (listen to
others) with a loading of 0.679.

The mean score of items combining this factor revealed that the lowest score
recorded was 3.50 (Mean = 4.32; SD = 0.37). This indicates that DSNs reported high posi-
tive personal attributes relating to their role. In fact, an inspection of the descriptive sta-
tistics, presented in Table 3.4, shows that more than 90% of respondents reported that
these attributes enhanced the performance of their role. As in the previous factor, the
dimensions of this factor presented a moderate internal consistency, with a Cronbach’s
coefficient o of 0.599.

3.5 Discussion
3.5.1 Educational preparation and academic qualifications

It is widely accepted that the basic nursing education is not sufficient for the complex,
expanded and advanced practice of a CNS, and that further professional education and
training are required. In the present study (39%) of respondents held a degree in nursing
and 22% held (or were undertaking at the time of the survey) a Master’s degree.
Humphris et al (1999), in their study of 299 DSNs, found that 18% of respondents held a
first degree (BA or BSc) and only 4% held a Master’s degree (MA or MSc). It is encourag-
ing to see in this study that a significantly higher percentage of respondents were quali-
fied at both first degree and Master’s levels. This indicates the rapid increase in atten-
dance at these courses by DSNs and the importance that a Master’s level of education, in
particular, is now being given in specialist nursing.

Moreover, when examining the available literature on CNS educational prepara-
tion in the UK, it is encouraging to find that DSNs hold the highest qualifications of all
groups. The majority of respondents in a nationwide study involving 76 CNSs working in
epilepsy had undertaken National Board Course (ENB) courses and 42% held postgrad-
uate qualifications at Diploma level. However, none of the CNSs held a Master’s degree
(Goodwin et al, 2004). Similarly, only 3% of the 657 CNSs working in palliative care were
educated at Master’s level while 59% held ENB qualifications (Froggatt et al, 2001).

' The implementation of the Agenda for Change in 2005 in the National Health Ser-
vice (NHS) aims to evaluate and accredit nursing roles based on a nationally agreed
Knowledge and Skills Framework (Department of Health, 2004), and recommends Mas-
ter’s level of education for advanced practice nursing.

In the United States, a study undertaken by Scott (1997) showed that all respon-
dents (724 CNSs) were qualified at Master’s level. However, a Master’s degree was one of
the inclusion criteria for participants in this study. Hence, generalisation of findings
regarding the educational level cannot be made to the overall population of CNSs work-
ing in the USA. According to Sparacino (2000), despite the early recommendations for a
minimum qualification at Master’s level for CNSs, uniformly accepted standards for
educational preparation have not yet been established. A survey of all 50 USA state

49




A theoretical framework for clinical specialist nursing

boards of nursing aiming to clarify preparation for advanced practice nurses was under-
taken by Ray and Hardin (1995). Results revealed that in only eleven states did 100% of
individuals using the title of CNS hold a Master’s degree. Similarly, McFadden and
Miller (1994) in their study reported that only 70% of respondents (288 out of 411 CNSs)
had been educated to Master’s level. However, both studies were undertaken almost a
decade ago and latest studies are not available for comparison.

In North America, great emphasis has been placed on the doctoral preparation of
CNSs and the continuation of their involvement in clinical practice in recent years
(Berger et al, 1999; Sterling and McNally, 1999). A study of 20 doctorally prepared
advanced practice nurses demonstrated that their active involvement in clinical practice
had a great impact on patient outcomes, promoting cost-effective practice and the use of
clinical research (Sterling and McNally, 1999). Eighty (12%) CNSs participating in
Scott’s (1997) study either had obtained or were pursuing doctoral education. Although
it is difficult to make cross-cultural comparisons regarding the educational preparation
of specialist nurses, only three respondents in the present study were prepared at doc-
toral level. Similarly, Humphris et al (1999) reported that two DSNs held a doctoral
degree. Despite this, the fact that doctorally prepared DSNs remain in clinical practice
rather than choosing an academic career enhances further the emphasis given during
the last years to the advanced educational preparation of specialist nurses in the UK.

In the UK, although a Master’s degree is not a requisite, the CNS has to undertake
additional educational preparation related to the specific area of specialist practice
(Castledine, 1995a). According to Crowley (2000), training and educational programmes
are vital to ensure that specialist nurses remain up to date with current changes and
integrate these into practice. In the present study, 264 (79%) respondents had under-
taken (or were undertaking at the time of this survey) further education or training
related specifically to their role as DSNs. The level of these education programmes
varied from short courses to Master’s degrees.

The results of this study revealed that the majority (69%) of respondents had
undertaken a National Board Course (ENB)-928. Similar results were also reported by
Humphris et al (1999) and Llahana et al (2001a). This course was established in 1978,
and almost a decade later Redmond (1988) found that 29% of the 123 DSNs involved in
her study held an ENB-928. In addition, Redmond (1988) also asked respondents to indi-
cate what they saw as their training needs in the future. It was interesting to find that
none of the respondents saw this course as being adequate to meet their future educa-
tional needs. Recently, Crowley (2000) found that the ENB-928 was delivered by 37
institutions or universities across the UK, which may be one of the reasons for the high
attendance at this course by DSNs. However, a wide variation was found in the curric-
ula, and only seven met the standards set by the National Board of Nursing for a 20-day
course that included clinical visits.

With the emphasis now placed on advanced education, and although the ENB-928
and other equivalent courses are essential for the newly appointed DSN, these courses
do not meet the broad spectrum of requirements of this role. As early as the 1980s, DSNs
perceived the need to undertake a more advanced course than ENB-928 that would lead
to a recognised qualification within the specialty (Redmond, 1988). Turner (1987) stated
then that courses at graduate level which can foster critical thinking and analysis would
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be the answer to this limitation. Almost two decades later, however, this constraint still
exists.

As a solution, Watkinson (2000b) suggested that DSNs could undertake any
health-related degree-level course, such as health promotion, psychology or healthcare
studies, and apply the content to diabetes nursing. This can also ease the accessibility
problem that exists at present relating to the available degree courses on diabetes. As
noted earlier, most respondents in the present study were qualified at degree level, with
14% of them holding a degree related specifically to clinical specialist nursing practice,
i.e. BA or BSc(Hons) in Specialist Practice. A considerable number of DSNs reported that
studying at this level had enhanced their self-confidence and their skills and abilities to
practise at an advanced level.

Almost 40% of DSNs in the present study had gained academic qualifications
which, although not specifically related to diabetes nursing, had enhanced the integra-
tion of their role. These courses related mainly to teaching, counselling, management
and research methods, and reflect the key components of the CNS role. These findings
confirm findings by Crowley (2000) that the available educational programmes fail to
prepare DSNs appropriately to correspond with the broad requirements of their multi-
faceted role. These findings call for the urgent organisation of a nationally agreed course
at graduate or Master’s level for newly appointed DSNs.

3.5.2 Personal characteristics and skills

The Personal Characteristics and Skills Scale, developed on the basis of information
derived from the literature related to the CNS role, was tested in the present study.
Findings suggest that personal characteristics and role-related skills of the DSN are
mutually associated with other role parameters (see Chapter 7). However, the literature
related to the CNS role provides limited empirical evidence to support these findings. As
discussed in Chapter 2, role theorists have contended that the level at which individuals
perform their role tasks depends to a great extent on their personal characteristics and
differential role skills (Brim, 1960; Biddle, 1979; Sarbin and Allen, 1968). With reference
to this issue, Biddle (1979: p83) asserted that: ‘...the person may have difficulty in per-
forming a role because of lack of skills or incongruence between expectations and his or
her personal characteristics.’

The literature related to the role of nurses in general and that of CNSs in particu-
lar concurs with the above assertion, but empirical evidence to confirm this dynamic pro-
cess is absent. However, as discussed in detail in Chapter 7, findings of the present study

-provide firm evidence that the personal characteristics and role skills of DSNs are mutu-
ally affected by their role performance. Katz and Kahn (1978: p197) proposed that ...we
become what we do’, and explained that an individual cannot undertake a particular role
over an extended time without subsequent changes in personality. In the same way,
most abilities and skills will atrophy if they are not regularly exercised.

Three underlying dimensions (factors) constitute the Personal Characteristics and
Skills Scale: competence within role, organisational issues, and personal attributes. The
first two items were excluded from the initial scale, as they did not load significantly on
any of the factors and, thus, were not considered salient for this model. Item one related
to DSNs’ level of competence in the provision of diabetes care before entering the DSN
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post. More than two thirds (68%) felt they had an inadequate level of competence. There
is general agreement that previous clinical experience in the area of specialty is neces-
sary for the successful and quick immersion of the CNS into the role (Hamric and Taylor,
1989; Snyder, 1989; Watkinson, 1997). Many DSNs in this study reported that their pre-
vious clinical experience in the area of diabetes had assisted them to move successfully
through the developmental phases. However, although clinical experience in a particu-
lar area is important, it does not necessarily denote competence in that area.

The second item excluded from this scale referred to the perceived need by DSNs to
undertake further academic education related to their role. The importance of advanced
education for specialist nurses is widely accepted and has been discussed in detail earlier
in this chapter. More than 65% of respondents in this study perceived a need to under-
take further formal education in order to maintain and/or increase their competence in
the DSN role. Nevertheless, the exploratory factor analysis of data obtained from this
study indicated that this item was not statistically significant in relation to this scale.

Benner (2001) contended that both clinical experience and formal education are
necessary to develop expert practitioner competencies. However, results of the present
study suggest that respondents did not include these within their personal characteris-
tics and skills. Additional clarification of the findings related to the above items excluded
from the initial scale was not possible in this study. For this reason, further investiga-
tion is required to test their salience in relation to personal characteristics and skills of
specialist nurses. The three underlying dimensions of this scale are discussed in detail in
the following part of this chapter. It should be noted that these dimensions are closely
associated with each other and may often overlap.

3.5.2.1 Competence within role

The seven items loading on this factor reflected characteristics of DSNs which are associ-
ated with the degree of their competence within role. The overwhelming percentage
(89%) of respondents in this study reported a high degree of competence relating to the
DSN role and provision of diabetes care. The list of competencies required by CNSs in the
performance of their role is enormous, considering its multifaceted nature. Worth-Butler
et al (1994) defined competence as the acquisition of an adequate set of attributes, skills
and knowledge which can be applied by individuals to do their job satisfactorily.
Lillyman (1998) agrees with this definition, and adds that competence incorporates also
professional judgement, reflective practice, ethics and values. The high level of compe-
tence renders the CNS able to identify areas that need improvement and to present evi-
dence for the necessity for change. More than 85% of DSNs in the present study reported
being able to defend and justify the need for change in their practice.

It is widely accepted that the advanced level of practice of CNSs requires the acqui-
sition of critical thinking, analytical skills, clinical judgement and decision-making abili-
ties. The first two refer to the ability of the CNS to combine practice and theory and, as
Powell (1989: p825) states, to consider ‘...not merely the use of theory, but the concept of
thinking and adding to theory while the action is occurring.’ Lillyman (1998) viewed crit-
ical thinking as a composite of attitudes, knowledge and skills, while Benner (1984)
added intuition to the above cognitive skills.
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The two skills of clinical judgement and decision-making refer to a complex process
of observing situations, of deriving meaning from the observed data, and of selecting
appropriate nursing actions that can benefit patients and their families/carers, as well
as other health professionals. Decision-making abilities are also required in situations
where ethical issues are prominent (Hamric and Reigle, 2005). The CNS, having first-
hand knowledge of patients and their families, can identify opportunities within situa-
tions involving ethical issues and resolve dilemmas.

A very high percentage (85%) of DSNs in the present study saw themselves as
having a high level of decision-making abilities. Similarly, more than 80% reported that
they were able to find the right solutions to different problems or situations in their prac-
tice. According to Davies and Hughes (1995), problem-solving skills of CNSs are
reflected in their ability to deal effectively with complex structures of service provision of
patient care. These skills are also reflected in their ability to interpret and utilise
research findings, resolve conflicting situations, and initiate and implement change. The
success in this process depends on the CNS understanding the care situation and having
a wide theoretical knowledge base.

The incorporation of all the above competencies and skills, however, can only be
achieved if CNSs have faith in their own abilities and are prepared to initiate and imple-
ment innovative ideas. These personal characteristics were identified in this study: more
than 75% of DSNs reported a high degree of self-confidence and risk-taking abilities.
Moreover, self-confidence was one of the main personal characteristics identified by
DSNs as contributing to the achievement of implementation and integration phases, and
inhibiting the occurrence of negative phases (Chapter 5). Patterson and Haddad (1992)
perceive risk-taking abilities of CNSs as vital for their success. They add that a success-
ful CNS is the one who is willing to take risks and face the challenges associated with
breaking new ground.

Flexibility in role performance was an additional characteristic identified in this
study as contributing to the enhancement of DSNs’ competence within role. An over-
whelming percentage (90%) reported a high degree of flexibility in their practice. The
CNS is an autonomous professional responsible for coordinating and prioritising numer-
ous commitments on a large scale, a non-traditional nurse who does not fit in the same
way that a staff nurse does in a ward or unit. The staff nurse’s time is planned and the
day is structured around an established schedule of unit activities. The CNS, however,
has to plan and manage her time according to priorities and the immediate needs of
patients/carers, health professionals and institution, and should be flexible enough in

‘role performance to be an innovator in practice.

According to Castledine (1991), CNSs, with their unique experience and knowl-
edge of situations outside the routine nursing remit, are in an ideal position to act as
agents for change and to respond appropriately to changes. The results of the present
study support this assertion. However, freedom and flexibility in role performance, espe-
cially on entry into role, can result in isolation and fatigue for the CNS. Novice CNSs find
it difficult to prioritise role tasks and often work long hours in order to establish an iden-
tity in the institution and prove their worth. The notion of being ‘all things to all people’
may be tempting for them, but hazardous to the long-term performance of their role.
Therefore, the presence of a mentor is vital in helping the CNS to keep a perspective, to
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set priorities and realistic goals for performance, and, in this way, to make flexibility of
role a positive asset.

3.5.2.2 Organisational issues

The four items of Personal Characteristics and Skills Scale loading on this factor repre-
sented respondents’ ability to deal with different organisational issues and to effect
change within their area of practice. The priority for the CNS as change agent is to
become familiar with the structure and organisation of the work setting or institution.
Equally important is to identify who has the formal and informal power to influence the
system. A very high percentage (80%) of DSNs in the present study reported a high
degree of familiarity with their institutions and the structure of the service provision of
diabetes care.

. There is a general agreement that moving change forward in a system and moti-
vating the health staff to participate is not always easy. It is important for CNSs to
acknowledge these difficulties and constraints, and accept that change cannot occur
from one day to the next. This will avoid disappointment and disillusionment. Moreover,
the CNSs must be able to tolerate any ambiguities or constraints deriving from the
system and not allow these to interrupt the expansion of their role. However, the find-
ings of this study do not support totally this assertion. More than 60% of DSNs reported
a low level of tolerance and increased anxiety and frustration when confronted with any
of the above constraints.

According to Fenton (1985), the success of CNSs depends on their ability to develop
their own support system and to generate their own job satisfaction, without expecting
the system to supply it. One respondent participating in Fenton’s study commented that
she managed to get satisfaction from:

‘...knowing that I am able to make a difference with particular patients or staff or
being able to see the change myself and not always expecting other people to come up

and say something about it.’
(Fenton, 1985: p36)

Similarly in the present study, a considerable number of DSNs experienced a high
degree of job satisfaction after having initiated change and improved their practice.

Motivation is another essential personal characteristic that contributes to the suc-
cess of CNSs as change agents. Role theorists have highlighted the importance of moti-
vation in the outcome of individuals’ role performance. Conway (1988b) contended that
highly motivated workers are able to produce high output for their organisations. More
than 77% of respondents in the present study reported that their job provided them with
a high degree of motivation and challenge. This was also illustrated in the comments
made by respondents (Chapter 5), in which they described the DSN role as highly chal-
lenging and satisfying.

Negotiation skill is probably the most essential dimension of organisational issues
reflecting the CNS’s ability to facilitate and effect change. Change does not only occur at
a slow pace, but can also be expensive, something which is not always attractive to man-
agement. Therefore, it is essential that CNSs can provide evidence for the benefits of this
change and be skilled in negotiating for its implementation. More than half of the
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respondents in the present study rated their negotiating abilities highly. However,
approximately 40% reported difficulties in negotiating with the administrative author-
ity in favour of improvements in their practice.

This is an interesting finding, which implies that greater emphasis should be given
to this area of the CNS’s personal development. Negotiation skills can be incorporated
into the academic educational preparation of CNSs or provided as in-service training. It
should be stressed that, because change occurs across a continuum, and not at a
time-limited end point, CNSs should be constantly involved in it. Moreover, as
McCaffrey-Boyle (1996) maintains, effective change occurs from a group effort, and thus
CNSs must be resource brokers to mobilise colleagues.

3.5.2.3 Personal attributes

The four items loading on this factor reflect the inherited attributes and qualities of
CNSs that contribute to the enhancement of a competent and advanced level of practice.
For a CNS, expert clinical knowledge is necessary, although not sufficient to ensure suc-
cess. Specialist practice has more to do with qualities of individuals rather than their
qualifications. Edlund and Hodges (1983: p503) proposed that CNSs, in order to be suc-
cessful, ‘...must communicate their roles with statesmanship and a wide repertoire of
interpersonal skills.’ _

Almost all (98%) of DSNs in the present study believed that they had good commu-
nication and interpersonal skills, and listened well to the concerns of others. Interper-
sonal competence is reflected in the CNS’s ability to communicate effectively with col-
leagues, patients and their families in a variety of situations, from uncomplicated,
routine interactions, to disagreements and conflicts. According to Hanson et al (2000),
the key to demonstrating interpersonal skills is the CNS’s ability to communicate clearly
and convincingly, both verbally and in writing. The same author viewed this attribute as
the second most important characteristic of a CNS, after clinical competence, in estab-
lishing collaborative relationships. CNSs who are competent in interpersonal interac-
tions are active listeners. McCaffrey-Boyle (1996: p328) asserted that:

‘Through eye contact and body language they [CNSs] portray an attitude of interest
and concern. ...They are also skilled in summarising and paraphrasing elements of
an interaction, resolving conflict, providing supportive counselling, and using
touch.’

Almost 93% of DSNs in the present study reported a high level of creativity relating to
their role. As CNSs are expected to deal with human responses that fall outside the
usual or expected range, creative and innovative skills are essential. The development of
imaginative ideas and insights is essential for the continuous expansion of practice and
the improvement of patient care. Finally, as noted earlier, any change or improvement
occurs slowly and after a lot of effort. Therefore, perseverance and ‘not giving up’ are
essential attributes of the CNS for success. Approximately 95% of DSNs reported that
they were diligent in their efforts to bring about improvement in their area of practice.
Having ‘a stubborn streak that would not allow failure’ was cited by CNSs in the study by
Hamric and Taylor (1989) as a factor which had facilitated their role development.
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3.6 Summary

The Personal Characteristics and Skills Scale developed on the basis of information
derived from the literature related to the CNS role was tested in the present study. The
development of this scale and the results obtained from 334 DSNs were described in this
chapter. Findings suggested that the majority of DSNs rated their personal characteris-
tics and skills highly and reported a high degree of competence within their role. Three
factors were found in this scale through exploratory factor analysis: competence within
role, organisational issues and personal attributes. The dimensions of this scale present
a highly reliable measurement of the DSN personal characteristics, competences and
skills.

The next chapter explores the second concept constituting the theoretical frame-
work underpinning the exploration of the CNS role, i.e. work setting and organisational
factors.
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4

Factors influencing role development
and performance

4.1 Introduction

A theoretical framework was developed from the role theory field to underpin the explo-
ration of the CNS role. Four concepts of this framework were examined in the present
study involving 334 CNSs working in diabetes in the UK: personal characteristics and
skills, work setting and organisational factors, role development, and role performance.
All concepts are explored in this book in separate chapters; the second concept is pre-
sented in this chapter. The review of the literature in relation to the factors that influ-
ence the role performance and development of the CNS is presented in the first part of
this chapter.

The second part discusses the development of the instrument measuring the DSN
work setting and organisational factors. The study findings are presented and discussed
in the final part.

4.2 Review of the literature: factors influencing role development and
performance

Benner’s (2001) model suggests that a practitioner can perform at an expert level in a
clinical situation, given innate ability and adequate educational preparation, only when
he or she is 1) highly experienced; 2) motivated to perform well; and 3) has the available
resources facilitating that situation. Should these conditions be different, the same
nurse will perform at various levels of competence. More specifically, CNSs, whether
experienced or new to the position, have unclear ideas when entering the role and sev-
eral factors affect their role development and performance. These are now discussed.

4.2.1 Experience and educational preparation

The working-experience background, educational preparation, and other personal char-
"acteristics and attributes affect role performance. CNSs educated at a Master’s or post-
graduate diploma level but having little previous clinical experience differ from those
with the same education but extensive clinical experience. CNSs in the latter group have
a greater ability than CNSs in the former group in assessing situations and predicting
clinical problems (Girard, 1987). Moreover, Hamric and Taylor (1989) found that CNSs’
previous experience within their area of interest served as a facilitator for their success-
ful role development and implementation. The importance of educational preparation
and clinical experience to the adequate CNS role performance is explored in detail in the
previous chapter.
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4.2.2 Role description

The role (job) description of CNSs influences their role performance. According to Cooper
and Sparacino (1990), a well-written, concise, clear and easily understood role descrip-
tion has the potential to increase staff and colleagues’ understanding of the CNS role. A
generic role description should address the basic components of the role and be consis-
tent with the philosophy of the department of nursing regarding patients’ needs, institu-
tional goals, and nursing practice. In addition, it should be specific to a defined area of
specialisation and state what services CNSs provide in that setting. However, although
a generic job description is essential in providing guidance for role implementation, it
should also allow CNSs to be flexible in their role performance. Priorities should be set
based on the CNS attributes and the institutional and patients’ immediate needs.

A clearly-documented role description which is distributed to the nursing stafT,
administration and others facilitates the best use of the CNS services (they know what
type of assistance to seek from CNSs and when to ask for it) and justifies the cost of their
services. Vague and inexplicit role description results in incongruity in role expectations
imposed on the CNS from different sources within the organisation, and role conflict and
ambiguity.

4.2.3 Relationships with other health professionals

Inter/intra-professional relationships also influence the role performance of the CNS.
Factors such as staff resistance to change, apathy, and nurses unaccustomed to consult-
ing other nurses have been reported as barriers to the CNS role implementation (Hamric
and Taylor, 1989). In this study, one CNS reported characteristically that her greatest
barrier was that experienced nurses considered themselves as specialists; not only did
they not support the CNS, but they also saw her as a threat. Other factors acting as bar-
riers have been reported, such as conflicts with physicians, team members and other
health professionals.

Support has been considered as one of the basic facilitators of the CNS role. A
phenomenological study, with a sample of seven CNSs working in England, aimed in
part to evaluate their perceptions and experiences of their role, and factors that may
influence it (Bousfield, 1997). The majority of respondents reported that lack of support
from the employing organisation, nursing managers, peers, and medical staff was a
major deterrent in their role performance. Moreover, most CNSs in Bousfield’s study
reported being clinically and theoretically better qualified than their managers. This
tended to create tension and conflict between the two roles, which resulted in CNSs expe-
riencing strong feelings of ‘de-motivation’.

4.2.4 Administrative support

Administrative support is essential to the adequate role performance of the CNS, partic-
ularly for those appointed in a staff position (described later in this chapter). The CNS
who has administrative support can accomplish more in a shorter period of time than the
one who lacks this support. Support takes many forms, such as seeking the input of
CNSs in administrative decision-making and in future plans, recognising their accom-
plishments, providing guidance, allowing autonomy and flexibility in role development
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and performance, and giving CNSs authority in the practice setting (Hamric and Taylor,
1989).

Similarly, Brown (1989) considers administrative support vital in CNS role inte-
gration and states that not only should administrators have managerial expertise, but
they should also appreciate nursing care delivery issues. The role of the CNS is in jeop-
ardy if the nursing administrator does not recognise the competence of the CNS and
demonstrate confidence in and support of the role. One-third of CNSs (N = 100), partici-
pating in the study by Hamric and Taylor (1989), reported that lack of administrative
support was a major barrier in the implementation of their role.

Other problems included administration limitations and misuse of the CNS role,
poor leadership, and administrators doubting the worth of the role of the CNS. The study
by Tarsitano et al (1986), aiming to compare the perceptions of CNSs and nursing admin-
istrators regarding the CNS role, showed that nursing administrators placed more
importance on the research component of the role than CNSs themselves. An earlier
study had reported the same results regarding the research component, but also showed
that CNSs, more than nursing administrators, valued more the change-agent compo-
nent (Boucher and Bruce, 1972). Such lack of congruence in role perceptions can contrib-
ute both to role strain on the part of CNSs and to disillusionment on the part of nursing
administrators regarding the effectiveness of CNSs.

4.2.5 Peer support and presence of role models

The presence of peer support and role models is considered vital in the facilitation of the
CNS role performance. The opportunity to share ideas, having someone with whom to
compare and contrast various methods of practice, as well as collaboration in research
and writing can increase the effectiveness in creating and implementing new ideas. The
distinct nature of the role makes it difficult for the CNS to find someone other than
another CNS to understand the problems and concerns fully and offer support, advice
and practical solutions (Hamric and Taylor, 1989; Harrell and McCulloch, 1986). Having
a mentor in the institutional setting, ‘someone to help you learn hospital policies and the
informal power source in the system’ (McFadden and Miller, 1994: p31), has been cited
as an essential facilitator of the CNS role performance. Support by team colleagues, clin-
ical supervision and clinical support were some of the basic facilitators to role develop-
ment identified by CNSs in the study by Newton and Waters (2001). Other supportive
factors mentioned by these respondents were management support, developmental
“opportunities and sabbaticals, and good balance between work and home.

4.2.6 Support from the medical profession

Gaining support from medical staff is important if the role of the CNS is to survive. Tra-
ditionally, medicine has had a monopoly over other professions within the healthcare
field (Humphris, 1994b). Physicians have often yearned for nurses to be their assistants
and may have been upset with the autonomous route that specialist nursing has been
taking. On the other hand, CNSs are not always clear about their roles and may allow
the system to misuse their abilities and skills (Castledine, 1995b). They are then in
danger of being called or treated as medical assistants (Bowman and Thompson, 1990).
When physicians are helped to realise that the CNS role is firmly rooted in nursing and
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they do not wish to be seen as a new generation within the medical profession, their sup-
port will be secured. In this way, the contribution of the CNS will benefit the quality of
care delivered to the patient population (Bousfield, 1997).

Kerrison (1990), in an ethnographic study of diabetes liaison nurses, explored how
these nurses operated under a proxy medical model. Physicians ‘promoted’ the role of
diabetes nurse, as it allowed the delegation of psychosocial work in which nurses claimed
greater expertise. By taking on this work, nurses furthered their aspirations for profes-
sional status, while at the same time avoiding an open admission of taking over medical
work. An overt confrontation with the medical staff was thus avoided. Kerrison (1990)
further noted that such a confrontation would only result in the withdrawal of support
by the medical profession and fragmentation of care.

4.2.7 The CNS relationships with general nurses

The type of relationship that CNSs develop with general nurses influence their role perfor-
mance to either a positive or negative extent. The fact that CNSs are often in charge of
evaluating patient care through clinical research and quality assurance studies sets them
up as judges of the care provided. Staff nurses may then view them as a threat rather than
a help, and act as an obstacle to the CNS role implementation (Bousfield, 1997).
Griffiths and Luker (1994), in a qualitative study involving sixteen community
nurses, explored their attitudes towards CNSs. Although some of the respondents
described CNSs as a resource, the majority saw them as a threat to their professional
autonomy. This was particularly reflected in cases when CNSs were carrying out home
visits or getting referrals from GPs without the approval of community nurses. Further-
more, community nurses appreciated more the role of CNSs as consultants, rather than
expert practitioners. When problems arose, they preferred to draw on the CNS knowl-
edge and bring that back to patients themselves, rather than involve CNSs in nursing
care. Haste and MacDonald (1992) reported similar findings, stating that community
nurses were not in favour of CNSs giving hands-on nursing care. These problems may
often stem from a lack of understanding of the CNS role from the general nurses’ side.
Indeed, Griffiths and Luker (1994) reported that one community nurse, who had
acquired some specialist knowledge in a particular area of nursing, considered the CNS
to be a valuable resource, and not a threat. Therefore, as Nash (1991) agrees, a better
understanding of the CNS role leaves no cause for concern and enhances cooperation
between staff nurses and CNSs.
’ It has also been contended that CNSs can deskill other nurses if they do not apply
their skills and knowledge appropriately. This may create a situation in which CNSs
make all decisions regarding a specialised and complex area of patient care, keep the
knowledge to themselves, and/or prevent others from taking responsibility. On the other
hand, general nurses may be tempted to abdicate their responsibility and leave every-
thing to CNSs, and subsequently not expand their knowledge and practice (Castledine et
al, 1996, Griffiths and Luker, 1994; Marshall and Luffingham, 1998; Richmond, 2004;
Wade and Moyer, 1989). This may also result in CNSs focusing on their sub-role as
expert practitioners and thus neglecting other essential role components, such as educa-
tor or consultant.
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4.2.8 Available time

The time available to perform all the expected activities which constitute the role of a
CNS is tightly linked to the adequacy with which these activities are performed. This is
remarkable, especially for novice CNSs, who often feel that they should effectively
accomplish all the role components simultaneously, resulting in them being frustrated,
stressed and overwhelmed. Bousfield (1997) reported that CNSs often lacked structure
and direction on how to manage time and justify their role activities. Moreover, the vary-
ing expectations placed upon CNSs by the organisation, medical staff and themselves
were frequently incompatible with their available time and, therefore, inhibited their
role performance. Attempts to perform all the required activities at the same time often
result in none of them being thoroughly and/or adequately accomplished. Therefore, it is
important that realistic expectations and time-frames are agreed to assist in the accom-
plishment of goals and objectives.

4.2.9 Caseload size and material resources

The size and spread of the caseload or district can also influence the preferred role per-
formance of the CNS. Newton and Waters (2001: p534) found, in a qualitative study in
England, that pressure of workload was considered by 20 CNSs working in community
palliative care as the largest stressor to their role development. This was described by
respondents as a ‘constant stream of referrals’ and included factors, such as staff short-
ages, poor communication with other health professionals, insecurity arising from
organisational changes, lack of management support and understanding of role. For
example, in a large health district, travelling time reduces the effectiveness of the CNS.
Wade and Moyer (1989) suggest that in such a case a greater emphasis should be given to
the sub-role of educator in order to teach existing staff. In a study by McFadden and
Miller (1994), CNSs considered material resources such as typing and photocopying
resources, statistics consultants, audio-visual aids and library resources as valuable
facilitators of their role performance. Opportunities for continuing education and ser-
vices provided by professional organisations, such as position statements and standards
development, were also appreciated.

4.2.10 Professional autonomy and accountability

In the study by Bousfield (1997), CNSs placed a great emphasis on the right to exercise
.professional autonomy, and considered it essential in the development of their role and
the improvement of patient care. Autonomy refers to:

“...the capability of existing independently, the freedom to design a total plan of care,
and the opportunity to interact on an interdependent level with other professionals.
...The enactment of authority and autonomy should perpetuate the image that nurs-

ing is an essential link in the provision of healthcare services.’
(O’'Rourke, 1989: p130)
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In order for CNSs to be autonomous, accountable and responsible, not only do they need
to be skilful and competent, but they also need the authority to act or refuse to undertake -
any activities in each individual case (Parker, 1997). In Clause 4 of the Code of Profes-
sional Practice, the UKCC requires nurses to acknowledge any limitations in their com-
petence and decline any duties or responsibilities unless they are able to perform them in
a safe and skilled manner (United Kingdom Central Council, 1992b).

4.3 The organisational placement: staff or line position?

It has been argued that the accountability and authority of CNSs are both affected by
their placement in the organisational chart (Edlund and Hodges, 1983; Holt, 1984; Storr,
1988). According to Arford and Olson (1988), organisational structure describes and dic-
tates roles, relationships, and responsibilities by determining the formalised patterns of
activities, expectations, and exchanges among individuals or groups in an organisation.
Stevens (1976) pointed out the incompatibility of the multifaceted role of the CNS with
the traditional bureaucratic organisational structure of healthcare institutions.

The two most common positions in the organisational structure of the nursing pro-
fession are line and staff positions. An ongoing debate exists regarding the issue of
whether administrative authority should be part of the CNS’s role and whether staff or
line position is the most effective placement for the CNS within the organisation.
Although this debate has been predominantly a North American one, it is also becoming
pertinent in the UK with the establishment of Clinical Directorates, and the increasing
number of CNS-manager posts (Humphris, 1994b).

4.3.1 Staff position

CNSs in a staff position are free of administrative tasks and have no human resource
management or budget responsibility. They rely on personal and professional power
derived by virtue of their clinical expertise and advanced knowledge, and also have the
ability to achieve goals where others have failed to produce tangible results. The staff
position allows CNSs to improve patient care directly by clinical intervention and indi-
rectly by working in collaboration with other CNSs, members of the multidisciplinary
team, and administrators, in the areas of consultation, education and research (Cooper
and Sparacino, 1990; Humphris, 1994b; Scott, 1997). Moreover, by holding a staff posi-
tion, CNSs are less likely to be seen as a threat by other nursing staff, because they do
not have staff evaluation duties. Consequently, they are able to act as advocates for and
consultants to staff members and to provide them with the needed support (Humphris,
1994b).

It has been asserted that it is not always possible for CNSs to make sufficient
changes if their influence comes only through the power and authority derived from their
expertise (Holt, 1984). Therefore, collaboration with and support from the administra-
tion are essential if CNSs are to function effectively in a staff position and reach the full
potential of their role. Ideally, nursing administrators and CNSs should have equivalent
educational preparation and should be given peer status in the organisational chart
(Harrell and McCulloch, 1986; Storr, 1988).
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4.3.2 Line position

CNSs who hold a staff position do not have the authority to implement their suggestions
(Storr, 1988). The CNS in a line position, besides being an expert practitioner, educator,
consultant, leader and researcher, also has administrative authority in the management
of the service and its resources. The CNS combines the clinical specialist practice compo-
nents of the role with the assumption of the role of head nurse, supervisor, or associate
director of nursing (Cooper and Sparacino, 1990; Humphris, 1994b). Moreover, CNSs
holding a line position are able to direct and motivate the nursing personnel of a unit and
improve their job performance through avenues such as appraisal, sanctions, salary and
promotion control (Storr, 1988). It has been reported that the line position reduces the
frustrations of CNSs who do not have the legitimate power to see that their recommen-
dations are followed (Wallace and Corey, 1983).

The primary disadvantage of the CNS being in a line position is that it is extremely
difficult to balance the time spent on managerial and clinical responsibilities. Although
it gives the CNS authority, all the additional management responsibilities may detract
from the clinical responsibilities and draw the CNS away from the bedside. According to
Holt (1984), it would be unrealistic to expect a CNS to exercise both increased clinical
outcomes and excellent management at the same time. Another disadvantage of the line
position is that the CNS may not have acquired graduate education in administration,
and therefore will not be prepared to function in this role at an advanced level. Moreover,
staff nurses may fear to expose their deficiencies in knowledge and skills to a CNS who is
also their supervisor and evaluates their performance (Cooper and Sparacino, 1990;
Harrell and McCulloch, 1986).

The majority of CNSs are appointed in a staff position. A study sponsored by the
American Nurses Association (1986) (cited in Sparacino et al, 1990) showed that, of the
2327 CNSs who answered the question about their organisational position, 72% were in
a staff position and 13% in a line position. However, Scott (1999) reported that of 724
CNSs, 308 (43%) were in a line position and 280 (39%) in a staff position. Although the
reason for this finding was not made clear, it can be assumed that advances in the nurs-
ing specialist area and the increased competence of the CNSs result in them undertaking
more administrative responsibilities as part of their role. There is no available informa-
tion regarding the placement of CNSs within the organisational structure in the UK set-
ting.

In conclusion, it is important to note that, while there have been no studies evalu-

. ating which organisational position is better, CNSs and organisations should be aware of
the advantages and disadvantages in the implementation of both staff and line positions.
However, Cooper and Sparacino (1990: p55) suggest that for both positions:

“...the key issue should be that the clinical nurse specialist’s expectations and those
of the organisation should fit in a position that allows for cooperation, collabora-
tion, flexibility and congruence.’

The ideal situation, however, would be to appoint within the same organisation some
CNSs in line positions and others in staff positions.
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4.4 Design and methods
4.4.1 Questionnaire design

The exploration of the role theory field showed that an individual’s role performance is
influenced by both contextual factors and other individuals who perform in this context.
With regard to professional roles, the working environment and organisational context
determine to a considerable extent the role expectations held by its members, and conse-
quently their role performance (Biddle, 1979; Katz and Kahn, 1978).

The literature review relating to the role of the CNS revealed a number of factors
associated with their performance, such as their role description, relationships with
other health professionals, administrative support, available time and resources. There-
fore, the purpose of this section of the study was to explore the contextual factors related
to the work setting and organisational environment of the DSN. Moreover, it aimed to
determine whether the DSN role performance is influenced by the above contextual or
work setting factors. A quantitative approach, utilising a postal questionnaire, was
adopted in this study to explore the role performance of the DSN in the UK and the
factors that may influence this performance.

No relevant previously tested instrument or scale that could be adopted to examine
the contextual factors related to the DSN role was identified in the literature. For this
reason, this section of the questionnaire was also designed exclusively based on the
information derived from the literature relevant to the topic. A six-point Likert scale
format was adopted, which comprised fifteen statements (items), each expressing a dif-
ferent and unique dimension of the factors derived from the DSN work setting, and rele-
vant to their role. The first five points of the Likert scale, from one (strongly disagree) to
five (strongly agree), reflected the agreement or disagreement of respondents with the
statements which constituted this scale. A sixth point, six (does not apply to my role),
was added to this scale to identify the answers that did not fall into the five-point.
agree/disagree scale. For instance, this point could represent answers from DSNs who
worked in the hospital setting and did not have contact with community nurses. DSNs
were asked to respond to each statement by circling the appropriate number in the
columns on the right. '

Six of the items of this scale were negatively worded in order to avoid an agreement
bias by respondents. The following statements are examples of a positively worded and a
negatively worded item respectively included in this section:

Positive statement:

‘The hospital medical staff are very supportive of my role as a DSN.’ 123456,
Negative statement:

‘T am not satisfied with the salary I get from my job.’ 123456,

(where, 1-strongly disagree, 2-disagree, 3-uncertain, 4-agree, 5-strongly agree and
6-does not apply to my role).
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4.4.2 Validity and reliability of instrument

The initial review of the questionnaire in this study was undertaken by the researcher.
As a first step, a brainstorming process was adopted by including all possible items iden-
tified in the literature relevant to the purpose of each section. A rigorous review of the
content of each item was then undertaken; some items which were ambiguous were
reworded or omitted, and other items which measured the same dimensions were
merged. An expert in linguistics assisted the researcher in this process of content clarifi-
cation and reduction of items.

Subsequently, a panel of seven experts, four researchers and three DSNs working
in Northern Ireland, were invited to review the questionnaire in order to establish its
content validity. After the questionnaire had been critically reviewed by experts and
appropriately modified by the researcher on the basis of this review, it was pre-tested in
a pilot study involving 30 DSNs working in Northern Ireland. A response rate of 63.3%
(nineteen DSNs) was obtained and results showed a high degree of internal consistency
for the Work Setting and Organisational Factors Scale (o = 0.75).

4.4.3 Sample

The sampling criteria for participants in this study were nurses working in Great Brit-
ain full or part time in diabetes care, with children, adults, or both, and whose title was
‘Diabetes Specialist Nurse’ (DSN). Access to the study sample was obtained through the
Diabetes Specialist Nurse Directory 2000 (Diabetes UK, 2000), which is the most compre-
hensive database available. Registration in this Directory is perceived by most DSNs to
be valuable to their practice. Access to the DSN group through the above database and
the sample size of this study allowed for the generalisation of findings to the overall UK
population of DSNs. Questionnaires were sent to 670 DSNs working in all ten NHS
Executive Regions of Great Britain. The return of the questionnaire indicated consent to
participating in this study.

4.4.4 Data analysis

The 334 returned questionnaires contained valid data and were included in the analysis.
The Statistical Package for Social Sciences-Version 9.0 (SPSS-V9.0) for Windows com-
puter program was used for this purpose. For the purpose of data analysis, the nega-
tively worded items were reversed when data were edited in the SPSS-V9.0; i.e., one
(strongly disagree) was edited as five (strongly agree), two (disagree) was edited as four

"(agree), and vice versa. Descriptive statistics, tables and graphs were used to analyse
and present the frequencies of responses. Moreover, Pearson’s product-moment correla-
tion test was used to identify any relationships between different variables. Maximum
likelihood exploratory factor analysis was used to explore the underlying dimensions
(factors) of the items comprising the Work Setting and Organisational Factors Scale (a
detailed description of this method is presented in the previous chapter).
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4.5 Results
4.5.1 Demographic details

The overall number of questionnaires returned was 341 (52.2%), of which seven were
incomplete, and therefore, not usable, giving a final response rate of 51.2% (334 DSNs).
Eighty-nine (26.6%) respondents were working part-time as DSNs and 245 (73.4%)
full-time. With regard to work setting, 97 (29.0%) respondents were based in hospital, 43
(12.9%) in the community and 194 (58.1%) were working between hospital and commu-
nity.

The majority of respondents, 53.0% (177 DSNs) were employed at H grade, 36.5%
(122 DSNs) at G grade, and 8.1% (27 DSNs) at I grade. Only three DSNs (0.9%) were
employed at grade E and five DSNs (1.5%) at F grade. In the UK, grading in nursing
refers to the level at which each nurse practises and progresses during their career. The
lowest grade for a CNS is usually at E or F, with the most senior being I grade. Grading
will be soon replaced with the pay-band system under the NHS Knowledge and Skills
Framework which is part of the new Agenda for Change initiative that is currently being
implemented within the National Health Service (Department of Health, 2004).

With regard to the organisational placement, 249 (74.6%) held a staff position, that
is, they had no direct responsibility in the management of service and its resources, but
often provided consultation or advice regarding the organisation of diabetes care ser-
vices. Somewhat less than a quarter, 74 (22.2%) respondents, held a line position
(administrative authority in the management of human and/or financial resources in
their own area of practice) and only 11 (3.3%) respondents reported holding a post which
combined both line and staff positions. A high negative correlation was found between
organisational placement and grade (r =-.350; p <.001), suggesting that DSNs holding a
line position were employed at a higher grade than those holding a staff position, i.e.
DSNs without managerial responsibilities had a lower grade.

With regard to the highest academic qualification earned in nursing, 44 (13.2%)
respondents did not give a response. Of the remaining 290 (86.8%), 112 DSNs (38.6%)
held a degree in nursing and 65 DSNs (22.4%) held a Master's degree. However, 79.0% of
the 334 respondents (264 DSNs) had undertaken (or were undertaking at the time of this
survey) postgraduate training related specifically to their role as DSNs. This was mainly
related to National Board Courses (ENB 928 and 998). Additional information on
respondents’ educational preparation are presented in Chapter 3.

Respondents were asked whether they had a peer support group with other DSNs
and, if yes, to indicate the approximate interval of time between meetings of their
groups. Forty-two (12.6%) respondents did not have a peer-support group while 292
(87.4%) had, and the interval of time between the meetings of their peer-support groups
is delineated in Figure 4.1.
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As often as needed No peer group
12.3% i 12.6%

Once a year
3.3%

6-11 months
10.5%

\Once a month

2-5 months
34.4%

Figure 4.1 Interval of time between peer-support group meetings (N=334)

4.5.2 Work setting and organisational factors

The fifteen items combined within this section represent work setting and organisa-
tional factors related to the DSN role. These items and the statements that correspond to
each of them are presented in Table 4. 1. Items marked with an asterisk (*) accord to neg-
atively worded statements, and their values were reversed for the purpose of data analy-
sis and presentation. All questionnaires had no missing values and were included in the
analysis.

As presented in Table 4.2, a wide range of responses was recorded, particularly for
the last four variables (Items 12 to 15). However, the overwhelming percentage of
respondents reported a high degree of support from and collaboration with other health
professionals (Items 3—7 and 9). In particular, more than 93% of respondents were sup-
ported and assisted in their practice by their peer DSNs (Item 9). On the other hand, 70%
of respondents reported that the size and/or spread of their caseload caused them prob-
lems in optimum performance of their role (item 10).

Responses to the sixth point of this scale ‘Does not apply to my role’ were obtained

“only for the following four items: 3 (medical staff), 4 (community nurses), 6 (hospital
nurses), and 7 (general practitioners). From a crosstabulation of responses to these items
with the work setting of respondents, it was found that most respondents who reported
no contact with secondary care staff (hospital nurses and physicians) were based in the
community. Similarly, those who reported no contact with the primary care staff (com-
munity nurses and general practitioners) were based in hospital.
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Table 4.1 Items combining the Work Setting and Organisational Factors Scale and the
statements that correspond to each item

Item number and code

Item statement

Job description
Compatibility of expectations*
Medical staff
Community nurses*
Healthcare team
Hogpital nurses
General practitioners
Manager/supervisor*
Peers/DSN colleagues
Caseload”

Professional autonomy

Salary*
Material resources

Funding academic education*

Outside professional activities

My job description states very clearly and precisely what my role
tasks and responsibilities include

| currently find that my personal role expectations/ goals are
incompatible with those of my employing organisation or
administrative authority

The hospital medical staff are very supportive of my DSN role

| experience difficulties in my professional co-operation with the
majority of the community and/or district nurses

All the members of the healthcare team within which | work are very
co-operative and supportive of my role

Hospital nurses frequently ask for my assistance on different issues
and problems related to their practice in diabetes care

Most general practitioners are co-operative and supportive of my
role

| find that my manager (the person to whom | directly report) does
not have a clear understanding of my role as a DSN

My peers/ other DSNs provide me with their support and assistance
when | have problems or queries related to my practice

The size and/or spread of my current caseload causes me problems
in time management and/or performance of my role

My role (job) provides me with professional autonomy and
independence

| am not satisfied with the salary | get from my job

I am provided with sufficient non-clinical material resources by my
organisation, such as IT support, library etc

| have difficulties in acquiring adequate funding and/or study leave
to undertake further academic education related to my area of
expertise

I am provided with adequate opportunities and/or funding for
outside professional activities (conferences, study days, etc.)

* Negatively worded statements

The same factor analysis procedure as that of the Personal Characteristics and Skills
Scale was undertaken for the development of the Work Setting and Organisational Fac-
tors Scale. The assessment of suitability of data for factor analysis suggested that this is
an appropriate method (determinant = 0.0055; KMO = 0.738; Bartlett’s test of spheric-
ity—p < 0.001). In addition, a large number of statistically significant inter- item correla-
tions at the p < 0.01 level were reported, but none exceeded the value of r = 0.80.
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Table 4.2

rated on the six-point Likert scale (N=334)

Frequency of respondents’ agreement or disagreement with the items of the Work Seiting and Organisational Factors Scale as

No Item code 1 2 3 6 Mean SD
Count % Count % Count % Count % Count % Count %
1 Job description 24 7.2 99 29.6 18 5.4 129 38.6 64 19.2 - - 3.33 1.28
2 Compatibility of expectations* 45 13.5 78 23.4 24 7.2 140 41.9 47 14.1 - - 3.20 1.31
3 Medical staff 8 2.4 28 8.4 23 6.9 112 33.5 139 41.6 24 7.2 4.25 1.12
4 Community nurses* . - 25 7.5 13 3.9 143 42.8 139 41.6 14 4.2 4.31 .91
5 Healthcare team - 37 11.1 16 4.8 130 38.9 151 45.2 - - 4.18 .96
6 Hospital nurses - - 19 5.7 5 1.5 145 43.4 138 41.3 27 8.1 4.45 .88
7 General practitioners - - 31 9.3 20 6.0 157 47.0 112 33.5 14 4.2 4.17 .95
8 Manager/supervisor* 59 17.7 72 21.6 28 8.4 109 32.6 66 19.8 - - 3.15 1.42
9 Peers/DSN colleagues - - 16 4.8 7 2.1 125 37.4 186 55.7 - - 4.44 .76
10 Caseload* 116 34.7 120 35.9 10 3.0 69 20.7 19 5.7 - - 2.27 1.28
11 Professional autonomy - - 18 5.4 12 3.6 140 41.9 164 49.1 - - 4.35 .79
12 Salary* 88 26.3 103 30.8 17 5.1 101 30.2 25 7.5 - - 2.62 1.35
13 Material resources 56 16.8 11 33.2 20 6.0 100 29.9 47 14.1 - - 2.91 1.37
14 Funding academic education* 45 13.5 82 24.6 26 7.8 135 40.4 46 13.8 - - 3.16 1.31
15 Professional activities 38 11.4 77 23.1 20 6.0 133 39.8 66 19.8 - - 3.34 1.33

1-strongly disagree, 2-disagree, 3-uncertain, 4-agree, 5-strongly agree, 6-does not apply to my role

* The values of these items were reversed for the purpose of data analysis. Therefore, the reversed scores are presented in this Table, i. e., 1=5, 2=4, 4=2, 5=1.
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A theoretical framework for clinical specialist nursing

Although Kaiser’s criterion suggested a four-factor solution, three factors were retained
based on Cattell’s scree-plot test (Figure 4.2), as the mean communality was 0.595. The
percentage of the total variance explained by the three-factor model was 44%; the first
factor contributed 20%, the second 12% and the third 12%. Factor 1 correlated at a mod-
erate level with Factor 2 (r =0.219; p < 0.01) and at a low level with Factor 3 (r =0.138;
p <0.01). A moderate correlation was also found between Factor 2 and Factor 3 (r=0.233;
p < 0.01), indicating that factors constituting this scale are distinct. However, the fact
that they correlate at a p < 0.01 level of significance indicates that they measure diverse
aspects of a unique broad construct. The examination of the content of items loading on
each of the three factors (Table 4.3) gave the following theoretical interpretation.

Eigenvalue

0

i1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

Factor number

Figure 4.2 Scree plot demonstrating three statistically important factors
within the Work Setting and Organisational Factors Scale

4.5.2.1 Factor 1: Collaborative working

This factor included seven items (Table 4.3) and described DSNs’ cooperation with and
support from other health professionals (see Table 4.1 for the full description of these
items). The highest loading on this factor (0.804) was reported for item 5 (healthcare
team), indicating that 65% of the variance was accounted for by this factor. Item 11 (pro-
fessional autonomy) also loaded highly (0.680) and accounted for 46% of the variance
explained by this factor. It should be noted that the content of this item does not relate
directly to collaborative working. However, these findings indicate that respondents
associated their professional autonomy and independence closely with their working
relationships with other health professionals. The mean value obtained from the scores
of items included in this factor indicates that the overwhelming percentage of respon-
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dents were greatly supported by health professionals in their practice (Mean = 4.3;
SD = 0.64). Finally, Cronbach’s alpha coefficient test (o = 0.828) suggested that the
dimensions of this factor present a highly reliable measurement of the DSN collabora-
tive working.

Table 4.3 Item loadings on each of the three factors of the Work Setting and Organisational
Factors Scale

Pattern Matrix®
Factor
1 2 3

Item 5: Healthcare team .804
Item 3: Medical staff 727
Item 11: Professional autonomy .680
Item 6: Hospital nurses .667
Item 7: General practitioners ' .603
Item 4: Community nurses .594
Item 9: Peers and other DSNs .399
Item 2: Compatibility of role expectations .838
Item 1: Job description .596
Item 8: Manager, supervisor .583
Item 10: Caseload .536
Item 12: Salary
Item 15: Outside professional activities .949
Item 14: Funding academic education .814
Item 13: Nonclinical material resource .376

Extraction Method: Maximum Likelihood
Rotation Method: Promax with Kaiser Normalisation

* 1-Collaborative working; 2-Role expectations; 3-Resources

4.5.2.2 Factor 2: Role expectations

The five items of this factor (Table 4.3) refer to the compatibility of respondents’ expecta-
tions of their role with those imposed by their working environment (the description of
these items is presented in Table 4.1). The highest loading, (0.838), as its content would
also predict, was recorded for item 2 (compatibility of expectations); this accounted for
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72% of the total variance explained by this factor. The dimensions of this factor present a
highly reliable measurement of role expectations imposed on the DSN role (a0 = 0.714).

4.5.2.3 Factor 3: Resources

Factor 3 referred to resources that facilitate role performance and the DSN’s further
training and continuing education and, as presented in Table 4.3, it included three
items, the description of which is presented in Table 4.1. All items recorded high load-
ings which emphasise the importance that respondents placed on the regular updating
of their knowledge and skills, as well as participation in formal academic education.
Although there was a limited number of items, the dimensions of this factor present a
highly reliable measurement of resources that facilitate the DSN role (a. = 0.736).

4.6 Discussion

The nursing literature relating to the CNS role provides evidence on the association of
work setting factors with other role-related parameters (Bousfield, 1997; Griffiths and
Luker, 1994; Hamric and Taylor, 1989; McFadden and Miller, 1994). However, a compre-
hensive examination of all the work setting factors influencing the DSN role identified in
the literature, such as in the present study, has not been previously undertaken. The
Work Setting and Organisational Factors Scale was developed on the basis of informa-
tion derived from the literature related to the CNS role in general, and that of the DSN
role in particular. Its test in the present study revealed that this scale presents a high
internal consistency. As discussed in detail in Chapter 7, work setting factors were the
only parameter in this study that presented a reciprocal influence with all the other
parameters influencing the CNS role performance, i.e. personal characteristics and
skills and role development.

The Work Setting and Organisational Factors Scale included the following three
dimensions (factors): collaborative working, role expectations and resources.

4.6.1 Collaborative working

The seven items included in collaborative working described DSNs’ co-operation with
and support from medical and nursing staff, DSN peers and other team members, as well
as the degree of autonomy and independence provided by their role. Overall, the major-
ity of DSNs were greatly supported in the performance of their role. More specifically, an
extremely high percentage of respondents (93%) in this study reported support from
their peer DSNs and assistance in resolving any problems or queries related to their
practice. The importance of peer support and the presence of role models in the profes-
sional growth of the CNS have been repeatedly emphasised in the nursing literature
(Brykczynski, 2000; Hamric, 1983; Hamric and Taylor, 1989; Klein, 1994;
McCaffrey-Boyle, 1996; Winch, 1989).

The flexible, dynamic and autonomous nature of the CNS role, as demonstrated by
the present study, can however often lead to professional isolation. The disadvantage of
employing CNSs cited by 49.2% of the 280 chief nurses participating in the study (McGee
and Castledine, 1998) was that they could become professionally isolated. Thus, peer
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support helps CNSs to confront any intense emotions resulting from role stress, as well
as to validate their perceptions regarding other role-related issues (Winch, 1989). It was
interesting to find that the greatest single percentage of respondents in the present
study, almost 30%, identified peer support and networking with other DSNs as the most
helpful factor in their role development (see Chapter 5). This finding accords with that
reported by Hamric and Taylor (1989).

In addition, as discussed in Chapter 5, 4.2% of DSNs in the present study cited
working alone with no possibility of peer support and lack of role models as the greatest
barrier in their role development. This was most notable for novice DSNs. Almost identi-
cal findings were reported by Hamric and Taylor (1989), where 5% of CNSs cited this
factor as the greatest barrier. Similarly, CNSs interviewed by Bousfield (1997) stated
that lack of peer support was a major deterrent to their role. Many CNSs participating in
the study by McFadden and Miller (1994: p31) stressed the need for mentors in their
practice and, as one commented, for ‘...someone to help you learn hospital policies and
the informal power source in the system.’

Peer support remains crucial at any stage of the CNS role development, and, as
members of a peer group, CNSs should expect to receive as well as give support. They
should be committed to providing not only positive feedback, but also constructive criti-
cism to one another. The contact among peer CNSs can be either informal, over a lunch
break or through a telephone call, or can be formally arranged. The frequency of meet-
ings may vary from weekly to bi-monthly, depending on the geographical proximity of
the members of the group and their immediate needs. In the present study, the majority
of respondents (34%) reported that their group met every two to five months, while for
12% these meetings were arranged as often as needed. These findings echoed those of
many CNSs in the study by McFadden and Miller (1994), who expressed the need for a
network of peers with whom to meet regularly for support and collaboration.

The importance of a multidisciplinary approach in the organisation of care services
and effective communication among team members is widely recognised. However, dif-
ferences in status deriving from historical and social factors serve as significant barriers
to collaboration between professionals in a team. Other barriers identified by Castledine
(1996) are related to the insecurity expressed by team members regarding the exact
nature of their role and the view of themselves as representatives of their own discipline,
rather than members of a collaborative team. In addition, their tendency to guard their
own boundaries jealously demonstrates a lack of trust and unity. Therefore, collabora-
tion, communication and support between the members of a healthcare team are crucial

- for it to function effectively and focus upon patients’ needs.

In the present study, approximately 85% of DSNs reported that all members of
their healthcare teams were highly cooperative and supportive of their role. Similarly,
11% reported that a supportive and encouraging healthcare team was the greatest facili-
tating factor to their role development. This was the second most frequently cited facili-
tator in this study (see Chapter 5). Obviously it takes time to establish trusting and col-
laborative relationships and the most important task for CNSs in achieving these is to
make explicit the objectives and responsibilities of their role to other team members.
This, in fact, applies to all health professionals working within a team. Alderton et al
(1997: p119) investigated the impact of the DSN role in the diabetes team, and reported

73




A theoretical framework for clinical specialist nursing

that DSNs played a significant part in fostering a supportive environment which helped
to establish better understanding of team roles. One DSN reported, characteristically:

‘What makes it good [effective teamwork] is learning about each other’s roles. If you
work with them you can learn together, which benefits the patients by sharing new
ideas and challenging each other.’

Alderton et al (1997) also found the DSNs’ specific skills, knowledge and role activities
increased team cohesiveness and improved inter-professional communication. This had
allowed them to challenge medical dominance and, thus, mediate between the medical
profession and others more successfully. Therefore, it can be concluded that support and
recognition are not ‘provided’ by team members and other health professionals. Rather,
they are gained by CNSs themselves through their ability to exhibit clinical and inter-
personal excellence in their practice.

An extended literature has considered the patterns of working relationships
between CNSs and their medical colleagues (Hamric, 1992; King, 1990; McCaffrey-
Boyle, 1996; Reigle and Boyle, 2000; Spross, 1989; Watkinson, 1998). Traditionally,
medicine has been considered dominant over other health professions, particularly in
relation to nursing. The educational gap between nurses and physicians and their differ-
ing values about specific aspects of the healthcare continuum have often been obstacles
to collaborative practice, as well as sources of interpersonal conflict. Similarly, societal
expectations and gender role attributions (medicine as a male-dominated profession and
nursing as female-dominated) have also contributed to the view of nurses as medics’ sub-
ordinates whose role is primarily carrying out physicians’ orders (King, 1990;
McCaffrey-Boyle, 1996).

An additional factor in this conflict is related to the introduction of the CNS role.
Physicians may perceive their authority threatened by the level of expertise that CNSs
demonstrate on the basis of their advanced education and autonomous practice (Hamric,
1992). In diabetes nursing, it has become apparent that there is a blurring of boundaries
between nursing and medicine. DSNs are taking on tasks that have traditionally been
seen as medics’ responsibility, such as insulin prescribing or ordering of laboratory tests.

The expansion of CNS practice, however, is not inevitably accompanied by conflict
with the medical profession. Physicians’ respect for and recognition of CNSs increase as
they become aware that they are both competent and accountable, and have a comple-
mentary role in improving patient care (Reigle and Boyle, 2000). Similarly, as
McCaffrey-Boyle (1996: p320) noted, ‘...there are many instances where CNS-physician
interdependence is effective and serves as a model for others to emulate.” This was evi-
dent in the present study. More than 75% of DSNs reported a high degree of support from
and cooperation with their medical colleagues in both hospital and community settings
(general practitioners). Over twenty years ago when the CNS role was established in the
UK, medical support was cited by CNSs participating in Castledine’s (1982) study as a
vital factor in the successful implementation of specialist nursing practice.

From the foregoing discussion, it can be concluded that support from and collabora-
tion with medical staff are crucial if the CNS role is to survive. CNSs should take every
opportunity to clarify their role to physicians and enable them to recognise the benefits
of working collaboratively in the organisation and provision of care for patients and their
families.

74




Factors influencing role development and performance

The CNS role performance is influenced by the patterns of the working relation-
ship they develop with other general nurses. It has been argued that CNSs may be
viewed as a threat by other nursing staff due to their expertise and involvement in the
evaluation of patient care (McCaffrey-Boyle, 1996). This may, in part, stem from a vague
definition of the specialist role that could result in nursing staff viewing the CNS as an
intruder in their practice and, hence, being reluctant to collaborate. The majority of the
sixteen community nurses interviewed by Griffiths and Luker (1994) perceived the
involvement of the CNS in direct patient care as a threat to their professional autonomy.
Although they appreciated the consultation role of CNSs, they preferred them not to
deliver hands-on care, as they considered this to be their domain. Similar findings were
reported by Haste and McDonald (1992).

An additional inhibitor to effective nursing staff-CNS collaboration highlighted in
the literature is the danger of the generalist nurse becoming de-skilled (Griffiths and
Luker, 1994; Marshall and Luffingham, 1998). This, as nurse managers interviewed by
Wade and Moyer (1989) stated, could result in a lack of commitment on the part of other
nurses who might relinquish their caring role and let the CNS take over this process.
Similarly, McGee and Castledine (1998) reported that 41.7% of the 280 chief nurses in
their study feared that CNSs would discourage other staff from taking responsibility. In
addition, 32.8% of chief nurses regarded the issue of the CNS de-skilling other staff as a
disadvantage arising from employing specialist nurses in their trusts.

In contrast, the present study revealed very encouraging results relating to the
pattern of working relationships between DSNs and general nursing staff. More than
80% of DSNs reported that hospital and community nurses supported and recognised
their role, and asked for assistance with different issues relating to diabetes care. How-
ever, it should be noted that these findings referred to DSNs’ perceptions rather than
those of their co-workers’. Thus, it is inappropriate to conclude that, since DSNs reported
good working relationships with general nurses, this perception would be reciprocal. It
should be noted that other studies have found discrepancies between CNSs’ own role
perceptions and those of community nurses (Haste and McDonald, 1992; Williams,
1993). In any case, the task of CNSs should be the clarification of their role through open
communication with other health professionals if their support and cooperation is to be
achieved.

An extremely high percentage (91%) of respondents in the present study reported
that the DSN role provided them with professional autonomy and independence. These
findings contradict those reported by Bousfield (1997), which showed that CNSs felt

- disempowered, and indicated that they lacked autonomy in their practice, leading to the
expression of negative attitudes and feelings. They perceived the right to exercise profes-
sional autonomy and to function independently as crucial to demonstrating the benefits
of their contribution to the quality of care. The capability to exist independently and the
freedom to design a total plan of care are vital if CNSs are to effect change and expand
their practice.

4.6.2 Role expectations

The five items constituting role expectations examined the compatibility of DSNs’ expec-
tations with those imposed on them by their working environment, that is, what DSNs
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expected from their role and what they actually got. In Chapter 2 exploring role theory in
relation to the CNS role, it was seen that incongruent role expectations lead to role stress
and role strain, which may be detrimental to individuals’ role performance (Hardy and
Hardy, 1988b). Certain types of role stress (role conflict, role overload, role ambiguity)
were identified in comments made by a number of DSNs in the present study when
describing their role development (see Chapter 5). Role stress resulted from factors such
as incongruent role expectations between DSNs and their institutions or managers,
increased workload, and lack of understanding and recognition of their role. Many of
these were included in the Work Setting and Organisational Factors Scale.

It has been asserted that a clearly-written, concise and easily understood CNS job
description increases colleagues’ and administrators’ understanding of their role, result-
ing in the facilitation and support of their performance (Cooper and Sparacino, 1990).
Morath (1988: p77) stressed that a job description, ‘...if loosely designed, can create role
ambiguity, conflict, and overload, all of which will reduce effectiveness.’ In the present
study, 37% of DSNs cited lack of precision and clarity in their job description. The need
for a commonly agreed and precise job description for CNSs was discussed in detail ear-
lier in this chapter. This factor is highly important, due to the complex and multifaceted
nature of the CNS role. '

Although 56% of DSNs in this study reported compatibility between their self-
expectations and goals and those of their employing organisations, a respectable 37%
disagreed. In addition, almost 40% reported that their manager/supervisor did not have
a clear understanding of their role and almost 18% of DSNs cited lack of support from
management as the greatest barrier to their role development. Lack of understanding of
their role by management was cited by 12% as the greatest barrier (see Chapter 5). Simi-
lar findings were reported by McFadden and Miller (1994) and Bousfield (1997). CNSs in
these studies stated that, as their clinical and theoretical preparation was better than
that of their managers, this tended to create tension between the two roles. Many CNSs
pointed out that the CNS role‘...is only as effective as nursing administration allows it to
be, supports the role, and believes in it’ (McFadden and Miller, 1994: p31).

Da Costa (2000) maintained that when administrators do not understand what the
CNS does, they cannot appreciate the benefits of this post. Thus, the pressure to save
money may outweigh any consideration of facilitating the expansion of this role. More
specifically in the diabetes field, Anfield (1998) reported that the undermining and
devaluing of the DSN role in her trust had resulted in a threat to remove two hospi-
tal-based DSNs and allocate their responsibilities to existing community nurses to pro-
duce savings. However, Cradock (1998: p133) noted that the blame for managers not
understanding the DSN role should not be put solely upon them but ‘...also the whole UK
diabetes nursing group.’ Moreover, she criticised the current practice of DSNs and their
vaguely defined role by asking:

“...how would you identify us [DSNs]? Through our agreed standards of practice?
Our developing research base? Our national training programme (both preparation

for the role and continuing education)? Our requirement to have a degree?’
(Cradock, 1998: p133—-34)

Cradock further emphasised that if DSNs are to succeed as leaders in diabetes nursing,
urgent confrontation of the above issues is required. Harrell and McCulloch (1986: p48)
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suggested that CNSs should meet regularly with their supervisors to set commonly
agreed goals, formulate plans, and discuss progress in meeting the goals. They asserted
that this strategy ‘...would not only lessen role ambiguity, but increase the productivity
of the CNS.’

The effectiveness and job satisfaction of the CNS are greatly diminished when
their scope of responsibility is too great. When they have too large a patient population to
care for or when they have to cover a wide district area, Brown (1983: p161) contended
that they °‘...feel as though they are skimming the surface of things.” Undertaking
responsibilities for a large caseload may result in CNSs having less impact on care and
experiencing frustration when trying to keep up with what is going on. This was sup-
ported by findings of the present study. More than 70% of DSNs reported that the size
and/or spread of their caseload caused them problems in time management and perfor-
mance of their role.

Salary is another issue related to DSNs’ role expectations. As advanced practitio-
ners, DSNs expect to be paid more highly for their services than general nurses. How-
ever, identifying salaries for specialist nurses within the nursing budgets is undoubtedly
a major problem. In the present study, more than half (57.1%) of respondents reported
being dissatisfied with the salary they were getting from their job. Miller (1995: p497)
warned that:

‘...in order to attract forward thinking dynamic practitioners, we would have to
recognise these skills by high grading and monetary reward, otherwise we might
lose these graduates to other professions.’

4.6.3 Resources

The three items constituting this factor referred to resources that facilitate role perfor-
mance and further training and continuing education for the DSN. Half of respondents
in the present study reported that they were not provided with sufficient non-clinical
material resources by their employing organisation, such as IT support, library, printing
and photocopying facilities. Inadequate space or material facilities were cited by seven
DSNs as the greatest obstacle to their role development. These findings are congruent
with those from the study by McFadden and Miller (1994), in which CNSs considered the
availability of material resources crucial to the successful implementation of their role.
One commented: ‘Reliable typing and photocopying are essential but rare’ (McFadden
and Miller, 1994: p31).

The provision of opportunities, study leave and/or funding to undertake further
formal education is another vital factor impacting on the CNS role performance.
Although more than half of respondents in the present study reported being provided
with the above facilities, a considerable percentage (38.1%) reported they were unable to
undertake further education. Moreover, funding or time constraints in undertaking fur-
ther education was cited by 3% of DSNs as the greatest obstacle to their role
development.

A more encouraging percentage (60.2%) of DSNs, however, reported being provided
with adequate opportunities and funding for attending outside professional activities,
such as conferences, study days and seminars. Four per cent identified regular updates
and ongoing education as the most helpful factor to their role development. Inadequate
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resources to meet the needs of DSNs for increased education has been identified as a lim-
itation to the expansion of their role (Watkinson, 1998).

4.7 Summary

The CNS role development and performance are influenced either positively or nega-
tively by a number of factors deriving from individuals’ working environment. These
were discussed in this chapter and include factors such as management support, human
and material resources, working relationships and communication with other health
professionals and organisational placement. The Work Setting and Organisational Fac-
tors Scale, developed on the basis of information derived from the literature related to
the CNS role, was tested in the present study involving 334 DSNs. Three factors were
found in this scale through exploratory factor analysis: collaborative working, role
expectations, and resources. The dimensions of this scale present a highly reliable mea-
surement of the external factors influencing the DSN role.

The next chapter explores the role development of the CNS guided by a validated
role development model by Hamric and Taylor (1989). Further exploration of factors
influencing the CNS role is also presented.
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5

Role development
of the clinical nurse specialist

5.1 Introduction

The role of the clinical nurse specialist (CNS) has been described as advanced, flexible
and multifaceted. Due to the complexity of the role, the CSN entering the role experi-
ences a role development process before being able to function with maximum effective-
ness. Moreover, the nature of the role and the rapid change in the health environment
require a continuous change in role performance, which makes role development an
ongoing and challenging process. The first part of this chapter presents a review of the
literature with respect to the process of the role development of the CNS. Role develop-
ment is a process of skill acquisition and change in the focus of practice through experi-
ence. Another approach to understanding the CNS role development has focused on the
experiences and feelings engendered by the CNS as competence and confidence in prac-
tice are developed.

The latter approach is being explored in the second part of this chapter based on
the findings of a nationwide study involving 334 DSNs working in Great Britain. This
study was guided by the theoretical model by Hamric and Taylor (1989), which includes
the following seven phases of role development: orientation, frustration, implementa-
tion, integration, frozen, reorganisation, and complacent. Respondents described the
factors relevant to experiencing the above developmental phases. An additional phase,
the transition phase, emerged from the respondents’ comments. In addition, respon-
dents identified the barriers and facilitators to their role development. Findings are pre-
sented in the second part of this chapter and discussed in the last part. Strategies are
suggested for successful role implementation and elimination of negative experiences.

5.2 Review of the literature

The role of the clinical nurse specialist (CNS) has been described as advanced, complex,

‘multifaceted and flexible in response to the needs of patients and/or institutions. It
includes the following components (sub-roles): expert practice, consultation, education,
research, and management (Hamric and Spross, 1989; Humphris, 1994a; McGee, 1998;
Sparacino and Cooper, 1990). Newer work has focused on core competencies of clinical
specialist nursing (Sparacino, 2005) which include direct clinical practice, expert coach-
ing and guidance, consultation, research, clinical and professional leadership, collabora-
tion, and ethical decision-making. In addition, the National Association of Clinical
Nurse Specialists in the USA has further defined the CNS role as practice in three
spheres of influence: the patient/client sphere, the nurse/nursing practice sphere, and
the organisation/system sphere (NACNS, 2004).
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The general definition of the role of the diabetes specialist nurse (DSN) conforms to
that of the CNS, although it considers other significant and exclusive parameters within
the diabetes-nursing speciality. According to the Royal College of Nursing (1991: p6), the
DSN is ‘...flexible in time and location of work, permanently involved in diabetes care,
innovative, and able to liaise with a variety of hospital and community personnel.’

It can be seen that the CNS, including the DSN, is a non-traditional nurse with
expanded boundaries and, unlike the staff nurse or nurse manager, does not ‘belong’ in
the same way that these nurses belong to a nursing unit. Due to the complexity of the
role, the CNS entering the role or moving to a different clinical setting experiences a role
development process before being able to function with maximum effectiveness. More-
over, the nature of the role and the rapid change in the health environment require a
continuous change in role performance. Therefore, role development is an ongoing and
challenging process for the CNS (Baker, 1979; Hamric, 1983; Hamric and Taylor, 1989).
A clear understanding of this process is required not only from CNSs, but also from any
individual who cooperates with them.

5.2.1 Role development as a process of skill acquisition

The role development of the CNS has been given consideration by a number of studies,
particularly in the 1970s and 1980s. Holt (1984; 1987) and Baker (1987) saw the CNS
role development as a process of skill acquisition and change in the focus of practice
through experience.

Holt (1984) asserted that the CNS role development is influenced by individual dif-
ferences in their potential and experiential background, and the uniqueness of each set-
ting. She described seven sequential stages in which the focus of role functions evolves:
1) increasing confidence through individual direct patient care; 2) direct care and/or
planning with other staff for groups of patients; 3) working with staff to change the nurs-
ing care of patients within a clinical speciality; 4) conducting and sharing small clinical
research projects; 5) planning for patient care delivery changes based on experience and
research activities; 6) increasing input into a higher level of healthcare delivery system,;
and 7) integrating all role components with increased confidence. These stages follow
each other and the CNS cannot move to the next stage until competence is achieved in
each of the previous stages. Moreover, these developmental activities occur over a period
of years and may even encompass the whole career of the CNS.

Baker (1987), influenced by Holt’s work, proposed four stages of role development
based on her six-year personal experience as a CNS: 1) for the first six months, the CNS
is focused on establishing baseline assessment; 2) years one and two, on establishing role
identity through direct care functions; 3) years three and four, on establishing the role of
change agents; and 4) years five and six, on establishing the role of consultant.

A model of clinical skill acquisition broadly discussed in nursing in the past two
decades has been that of Benner (2001), which describes five levels of evolving expertise:
novice, advanced beginner, competent, proficient, and expert. While Benner’s work
referred to registered nurses’ role in general, it can be anticipated that this process is the
same for CNSs as for the general population of nurses. Brykczynski (2005: pp112-113)
applied this skill acquisition model to advanced practice nurses generally, noting that ‘A
major implication of the novice-to-expert model for advanced practice nursing is the
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claim that even experts can be expected to perform at lower skill levels when they enter
new situations or positions.’

5.2.2 Developmental phases according to the experiences of the CNS within
the role

Besides the skill acquisition process, another approach to understanding the CNS role
development has focused on the experiences and feelings engendered by the CNS as com-
petence and confidence in practice are developed. On the basis of interviews with four
CNSs, Baker (1979) identified four stages of role development: orientation, frustration,
implementation, and reassessment. These bear a resemblance to stages of ‘reality shock’
described earlier by Kramer (1974) as honeymoon, shock, recovery, and resolution.
Although Kramer investigated experiences of new nursing students entering employ-
ment, her findings can also be applied to graduate nurses entering a clinical nursing spe-
ciality.

Based on her personal experience, Oda (1977) proposed three stages of specialised
role development which parallel three of Baker’s stages: role identification (orientation),
role transition (implementation), and role confirmation (resolution). It is important to
note that the role developmental models presented by Baker (1979) and Oda (1977)
reflected experiences of novice CNSs who were employed for less than three years.

Hamric and Taylor (1989) undertook a study to explore the role development of
CNSs with more varied experience. Their study surveyed 100 full-time practising CNSs,
42 of whom had total work experience as CNSs of nought to three years, with 568 having a
total of three to sixteen years’ experience. Conceptual themes from Baker’s (1979) model
were used to guide the exploration of CNSs with less than three years of employment.
CNSs with more than three years of experience were asked, in an open-ended question,
to describe their current phase of role development.

A theoretical model of seven phases of role development emerged from the study by
Hamric and Taylor (1989): orientation, frustration, implementation, integration, frozen,
reorganisation, and complacent. The first three phases present close similarities with
the role development models proposed by Baker (1979), Oda (1977) and Kramer (1974),
and correspond to CNSs with less than three years of experience, while the other four
emerged from the content analysis of open-ended questions. A description of the phases
constituting the model of Hamric and Taylor is presented in Table 5.1.

Hamric and Taylor (1989) found that the experience of these role developmental
phases is not totally discrete. Rather, phases are cyclical and may recur according to pre-

‘vailing situations. Moreover, there is overlap and movement back and forth depending

on situations and circumstances. These findings contrast to the developmental stages in
the skill-acquisition process (Baker, 1979; Oda, 1977), which were believed to always
follow each other.
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Table 5.1

A theoretical framework for clinical specialist nursing

Role development phases of the clinical nurse specialist (adapted with permission

from Hamric AB, Taylor J, 1989 Role development of the CNS. In: Hamric AB, Spross JA, eds. The
Clinical Nurse Specialist in Theory and Practice, 2nd edn. WB Saunders, Philadelphia: p48)

Role development of the clinical nurse specialist

Developmental
phase

Description and characteristics of each developmental phase

Orientation phase

Frustration phase

Implementation
phase

Integration phase

Frozen phase

Reorganisation
phase

Complacent phase

Enthusiasm, optimism, eager to prove self to setting.
Anxious about ability to meet self- and institutional expectations.
Expects to make change.

Discouragement and questioning as a result of unrealistic expectations (either self
or employer); difficult and slow-paced change; resistance encountered.

Feelings of inadequacy in response to the overwhelming problems encountered;
pressure to prove worth.

Returning optimism and enthusiasm as positive feedback received and expectations
realigned.

Organisation and reorganisation of role tasks, modified in response to feedback.
Implementing and balancing new sub-roles.

Regaining sense of perspective.

May focus on specific project(s).

Self-confident and assured in role.

Rated self at advanced level of practice.

Activities reflect wide recognition, influence in area of specialty.
Continuously feels challenged; takes on new projects; expands practice.
Either moderately or very satisfied with present position.

Congruence between personal and organisational goals and expectations.

Self-confident, assured in role.

Rated self at intermediate or advanced practice level.

Experiencing anger/frustration reflecting experience.

Conflict between self goals and those of organisation/supervisor.

Report sense of being unable to move forward due to forces outside self.

Reported earlier experiences that represent integration.

Organisation experiencing major changes.

Pressure to change role in ways that are incongruent with own concept of CNS role
and/or self goals.

Experiences self in role as settled and comfortable.
Variable job satisfaction.
Questionable impact on organisation.
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5.3 Design and methods
5.3.1 Questionnaire design

To examine the role development process of the DSN, the instrument developed by
Hamric and Taylor (1989) was adopted for use in the present study. Permission was
obtained to utilise the instrument and modify it to include all the seven developmental
phases of Hamric and Taylor’s model. After modifying the questionnaire, a panel of
seven experts, four researchers and three DSNs, were invited to review it in order to
establish its content validity. The second author participated in the panel of experts
reviewing the content validity of the modified questionnaire; minor suggestions for revi-
sion were made mainly concerning grammatical errors. The revised questionnaire was
then pre-tested in a pilot study with a sample of 30 DSNs working in Northern Ireland.
The selection criteria of respondents in the pilot study were the same as for the main
study, i.e. DSNs working full or part time in diabetes. A response rate of 63.3% (19
DSNSs) was obtained. The questionnaire was revised and modified again based on the
results of the pilot study (Llahana et al, 2001b).

Definitions of the seven developmental phases (Hamric and Taylor, 1989) were
cited in the questionnaire, and respondents were asked to indicate the extent to which
they experienced each phase using a five-point scale, from ‘not at all’ to ‘to a great extent’.
An open-ended question in this section asked participants to describe why they had (or
had not) experienced each phase. Two further questions asked participants to indicate
the approximate interval of time that each phase lasted, and whether they had experi-
enced any of the phases more than once. However, the results of the pilot study indicated
that the latter two questions should be omitted, as a high percentage of missing values
(30—-40%) were reported when pre-testing the questionnaire. At the end of the question-
naire, participants were asked to indicate the phase they were currently experiencing
and to describe the process of their role development in case none of the indicated phases
reflected their experiences. Finally, respondents were asked to list the most helpful fac-
tors and the greatest barriers in their role development.

5.3.2 Sample and data collection

The sampling criteria for participants in this study were nurses working in the UK, full-
or part-time, in diabetes care with the title of ‘diabetes specialist nurse’. Access to the
study sample was gained through the Diabetes Specialist Nurse Directory 2000 (Diabetes
‘UK, 2000). Diabetes UK is a professional organisation for all health professionals
involved in diabetes care and the DSN Directory is the most comprehensive database
available which registers almost all the DSNs practising in the UK.
Questionnaires were sent to 670 DSNs working in all ten NHS executive regions of
the UK (see Chapter 3 for more detail). The return of the questionnaire indicated consent
to participating in this study.

5.3.3 Data analysis
The Statistical Package for Social Sciences-Version 9.0 (SPSS-V9.0) for Windows was

used for the analysis of quantitative data. Descriptive statistics, tables and graphs were
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used to analyse and present the frequency of responses. Moreover, Pearson’s prod-
uct-moment correlation test was used to identify any relationships among different vari-
ables. The responses to the open-ended questions were analysed by adopting a content
analysis approach. This approach classifies the words in a text into a few categories
according to their emerging themes and concepts, as guided by their theoretical impor-
tance (Burns and Grove, 1997; Polit et al, 2001).

5.4 Results

The overall number of questionnaires returned was 341 (52.2%), of which seven were
incomplete, and therefore not usable, giving a final response rate of 51.2% (334 DSNs). A
proportional response rate was obtained from DSNs working in all ten NHS executive
regions of the UK and a breakdown of the sample of participants from each region is pre-
sented in Chapter 3, Table 3.1. Eighty-nine (26.6%) respondents were working part-time
as DSNs and 245 (73.4%) full-time. Ninety-seven (29.0%) respondents were based in hos-
pital, 43 (12.9%) in the community and 194 (58.1%) were working between hospital and
community.

Duration of employment of respondents in their current DSN post ranged from
three months to 23 years (Mean = 7.66 years; SD = 5.05) (Figure 5.1). For 248 (74.3%)
respondents, this was the first post they had held as DSNs. The remaining 86 (25.7%)
had held more than one DSN post.

110,
100
90,
80,
70
60.
50,
40.
30.
20,
10.

0.

Numbers of respondents

0-1 2-3 4-7 8-11 12-13 16-23

Years in current DSN post

Figure 5.1 Period of time that respondents were employed as DSNs in their current
post (N=334)
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Most respondents, 53.0% (177 DSNSs), were employed at H grade, 36.5% (122 DSNs) at G
grade, and 8.1% (27 DSNs) at I grade. Only three DSNs (0.9%) were employed at grade E
and five DSNs (1.5%) at grade F. With regard to academic qualifications, 264 (79.0%) of
respondents had undertaken further postgraduate education related to their role, such
as ENB courses; 65 (19.5%) of them held a Master's degree. A detailed description of
respondents’ educational preparation is presented in Chapter 3.

Respondents were also asked to indicate how satisfied they were with their present
DSN position and, as depicted in Figure 5.2, the majority of DSNs (68.3%) were either
satisfied or very satisfied. Figure 5.3 presents a comparison of job satisfaction among
respondents working in different NHS executive regions of the UK. Although the differ-
ence was minimal, it can be seen that DSNs working in the North West (N = 39) reported
being the most satisfied with their post and the DSNs working in Scotland (N = 36) were
the least satisfied.

Moderately satisfied

43.4%
Very
satisfied
Partly
dissatisfied
21.0%

Very dissatisfied
6.0%

Moderately dissatisfied
4.8%

Figure 5.2 Respondents’ satisfaction with their DSN position (N=334)
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Figure 5.3 Comparison of job satisfaction among respondents working in
different NHS executive regions of the UK (N=334)
[1 = very dissatisfied to 5 = very satisfied]

The results of the study indicate that the experience of role development was a highly
variable and complex phenomenon. Respondents described their experiences in terms of
the seven developmental phases addressed in the questionnaire, which were based on
the role development model suggested by Hamric and Taylor (1989). Moreover, respon-
dents were given the opportunity to comment on any other aspects of their role develop-
ment which were not included in the above phases. By undertaking a content analysis of
the comments obtained, an additional phase, the Transition Phase, emerged from the
findings of this study. The definition and description of this phase are presented in the
following section of this chapter.

Responses to the open-ended questions which described the reasons for experienc-
ing (or not) each phase were divided into the following three categories:

a) Factors derived from respondents’ work setting (human or material
resources, support and understanding of role by management and health pro-
fessionals);

b) Respondents’ personal characteristics (skills, attributes and competences);
and

¢)  Role characteristics (factors relating to the nature of the DSN role).
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A wide range of responses was obtained from respondents regarding the extent of their
experience of each phase as rated on a five-point scale from one (not at all) to five (to a
great extent) (Table 5.2). With the exception of the orientation and implementation
phase, no obvious differences were identified in responses between respondents working
in their first DSN post and those working in their second, third or fourth DSN post. A
small difference was noted in responses related to the frustration phase, indicating that
the experience of this phase was stronger for respondents working in their first DSN
post. Moreover, some of the reasons identified by respondents were common inhibitors or
facilitators to more than one phase. Each developmental phase and reasons for experi-
encing (or not) each phase are described separately in the following section of this chap-
ter.

Table 5.2 Extent of respondents’ experience of each phase as rated on a five-point scale
from 1 (not at all) to 5 (to a great extent) (N=334)

Developmental 1 2 3 4 5 Mean SD
Phase Count % Count % Count % Count % Count %

Orientation 18 5.4 66 19.8 Y| 21.3 120  35.9 59 17.7 M 1.15
Frustration 27 8.1 102 30.5 81 24.3 86 25.7 38 11.4 3.02 1.16
Implementation 12 3.6 46 13.8 93 27.8 137 410 46 13.8 3.48 1.01
Integration 18 54 28 8.4 91 27.2 126 37.7 " 21.3 3.61 1.08
Frozen 91 27.2 87 26.0 Al 21.3 66 19.8 19 57 2.51 1.24
Reorganisation 148  44.3 69 20.7 67 20.1 36 10.8 14 4.2 2.10 1.20
Complacent 195 58.4 87 26.0 35 10.5 17 5.1 - - 1.62 .87
1-not at all, 2-to a limited extent, 3-to a moderate extent, 4-to a considerable extent, 5-to a great extent

5.4.1 Orientation phase

The orientation phase presents the first developmental step in learning a new role and is
characterised by enthusiasm and eagerness to prove self. A wide range of responses was
obtained from respondents regarding the extent of their experience of an orientation
phase as rated on a five-point scale from 1 (not at all) to 5 (to a great extent) (Table 5.2).
More than one third of respondents (35.9%) reported experiencing this phase to a consid-
erable extent (Mean = 3.41; SD = 1.15).

From a cross-tabulation of responses, it was found that of the eighteen (5.4%)
respondents who reported no experience of orientation, nine were at present holding
.either a second, third or fourth DSN post. They reported being competent within the
DSN role and therefore had no need for orientation and, hence, were able to move
directly to the next phase. For most respondents holding their first DSN post, familiarity
with setting and/or previous experience in diabetes nursing were reasons for absence or
diminished strength or duration of the orientation phase.

For most respondents who held either a second, third or fourth post and had experi-
enced this phase, the knowledge and familiarity with the role helped them to move
through it very quickly. The majority stated that their orientation was not related to the
role itself but rather to the new practice setting, institution, healthcare team, and/or
patients. As described later in this chapter, these respondents had in fact experienced a
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transition phase which, although similar to the orientation phase, presents distinct
characteristics.

Almost half of respondents in this study related their experience of an orientation
phase to the newness of the DSN post in their institutions and the need to establish, pro-
mote and prove the importance and benefit of the role. This is illustrated in the following
comment:

“Twenty years ago, a DSN was rare. We were pioneers and it was an exciting new role
that no one had done in this area. We had to prove this role was of worth, and that it
was needed and what was needed.’

Approximately one third of respondents who reported positive experiences of this phase
reported that an induction programme into the role and work setting had been arranged
by DSN colleagues and/or managers. Furthermore, as illustrated in the following com-
ments, support and recognition of role were significant factors in the occurrence of this
phase:

1 joined a happy, established and experienced team who were willing to listen to
new ideas and support new staff.’

T worked with an extremely enthusiastic and innovative consultant diabetologist...
He strongly supported the idea that a diabetes service could not be run sufficiently
without a specially trained nurse’.

With respect to personal characteristics, most respondents reported that, by undertak-
ing a new post, they felt energetic, enthusiastic and interested in developing and advanc-
ing their role. They also felt keen and eager to effect change and ‘make a difference’ in the
care of people with diabetes.

On the other hand, lack of mentors was cited as a factor that slowed down the prog-
ress of many respondents’ role development, with one DSN commenting characteristi-
cally, ‘...I did not know what I did not know’. Moreover, lack of support, professional jeal-
ousy, as well as lack of understanding of the DSN role, were reported as inhibitors to
moving quickly through the orientation phase. One DSN commented:

‘This was a new post in the health authority. I had no direction or role model to
follow. I set up the post from nothing and had the feeling of being a threat to medics
especially because they had doubts about role.’

5.4.2 Frustration phase

Feelings of depression, discouragement and inadequacy accompany the occurrence of
this phase. A wide range of responses was obtained regarding respondents’ experience of
the frustration phase (Table 5.2). The majority (30.5%) reported a limited experience of
this phase (Mean = 3.02; SD = 1.16).

Factors deriving from respondents’ work setting were major determinants of
absence or limited experience of this phase. They included support from and good work-
ing relationships with peers, team members, and other health professionals, as well as
working in a positive environment. Support and recognition of role by management were
cited by many respondents, with one stating, ‘I have a good manager who allows discus-
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sion of feelings so that a problem does not develop and she is always encouraging’. In par-
ticular, one of them noted that ‘...having a manager who has been a DSN helps’.

Personal characteristics, such as determination, strength of character, enthusi-
asm, optimism, tolerance, good planning abilities, setting realistic expectations for role
performance and recognising self-limitations contributed to the elimination of frustra-
tion for many respondents. Expertise obtained from previous DSN posts was also cited,
while one respondent related the absence of frustration to the DSN role which was
‘...always varied, interesting and rewarding’.

In contrast, most respondents who experienced a frustration phase related this to
the lack of support, understanding and recognition of the value of their role. This is illus-
trated in the following comment:

‘When I was overwhelmed by sheer numbers, covering a large rural area and towns,
and both children and adults, my prepared statement on increased population fig-
ures and increase in diabetes was “lost” by management. I was considered ineffi-
cient.’

Further factors that caused the frustration phase were related to the absence of role
models and isolation of respondents as they worked alone due to inadequate DSN staff-
ing. Similarly, ten respondents reported lack of peer support and conflict with other DSN
colleagues, with one stating: '

“The DSN supervising me was obviously threatened by my academic qualifications
and capability once the induction phase was completed. I was not included in
research and was given no opportunity to expand my knowledge base. I was made to
feel incapable, inferior, and made to appear less knowledgeable in every possible sit-
uation.’

Incongruence of role expectations and conflict between respondents and other parties or
the employing organisation also contributed to the sense of frustration. ‘I was expected
to be excellent in my job immediately’ noted one respondent, while another felt pres-
sured as ‘...patients want things done immediately’.

The second most frequently mentioned reason that caused frustration was related
to time limitations due to increased workload. Having a part-time DSN post also caused
time constraints and frustration, because, as one respondent noted, ‘I am contracted for
23 hours while the workload far exceeds this.” Staff shortages, inadequate facilities (lim-
ited space, clerical and IT support) and unavailability of funding for further training and

“education were cited by almost one third of respondents. Some respondents reported
that two or more of the reasons above contributed to the experience of this phase. This
was most notable for those who reported a great deal of frustration, as in the following
example:

‘Poor management! When I arrived I did not have a desk or a phone in any office and
was trying to sort this out, together with orientation to the hospital and the area
[this respondent held a second DSN post]. I was immediately being given referrals,
25 in the first month mostly urgent, as there had been a gap from the previous DSN
retiring. After the bad start, workload pressures continued to the present day and
are still increasing.’
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Finally, five respondents saw this phase as natural, occurring on ‘bad days’, and as some-
thing that ‘comes and goes’ occasionally, depending on prevailing circumstances. A
number of respondents reported on how they managed to move forward from the frustra-
tion phase. This had happened either by chance (for example the resignation of a
non-supportive colleague or manager) or had been instigated by respondents them-
selves. Self-education and undertaking study days to increase their knowledge base
were reported strategies. Similar strategies included moving to another DSN post or
undertaking professional development, as reflected in the following comment: ‘...I went
to do some research part-time which I found to be a very useful learning curve.” However,
one respondent used the coping strategy of acceptance to overcome the frustration
phase:

‘Heavy workload made me cope only and not get satisfaction from my job. I accepted
that there was no chance of making changes or others becoming interested in prob-
lems.’

5.4.3 Implementation phase

Optimism, enthusiasm and feelings of being accepted occur with this phase. As pre-
sented in Table 5.2, only twelve (3.6%), six of whom held a second DSN post and one who
held a fourth DSN post, reported no experience of the implementation phase. Three of
them reported that, due to their previous expertise in role, they felt very confident and -
were very well accepted into their new team. Of the remaining four DSNs in this group,
three were just entering this phase (they had been employed for three months), while
one reported being still in the frustration phase and saw no change in the new post:
‘...role still repetitive and I am not being involved much in local issues.’

Absence or limited experience of this phase was often attributed to the short time
in post or the extended duration of orientation and frustration phases. However, factors
deriving from respondents’ work setting were the main obstacles to the occurrence of the
implementation phase. These were lack of support, acceptance and understanding of
role by management and other health professionals. ‘I was left on my own to cope’ said
one DSN, while another found it ‘...difficult to implement new ideas as the consultant
was strict in old fashioned ways.’

Time pressures due to increased workload and restrictions on resources (human
and material) were further reasons which inhibited the occurrence of implementation.
‘Too busy to move on trying to deal with the everyday overwhelming caseload...’ felt one
respondent.

On the other hand, for more than half of respondents, experience of this phase was
attributed to the initiation and successful implementation of a project or initiative. One
respondent reported ‘...choosing projects which can be implemented in a short time span
and evaluating results fairly quickly’ as a strategy to reach the implementation phase.
The strength of this phase arose from the support, recognition and positive feedback
from peer DSNs, management, health staff and patients, as well as good communication
and coordination. This phase was even stronger when the manager was a specialist
nurse, as for the following respondent: ‘The employment of the DSN team manager
encouraged expansion of our role and raised the profile of our team within the trust.’ Set-
ting realistic goals and ‘...realisation by all members of the team that we needed to be
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focused’ were also cited. In addition, continuous audit and evaluation of practice setting,
role and self contributed significantly to this phase. Two respondents reported:

‘Each year we specify in the annual report what plans we want to implement for the
following year. It is rewarding to review outcomes at the end of the year’;

T re-evaluate my role and use reflective practice to identify areas for change. Clinical
supervision is an essential part of my practice.’

Other reasons identified by respondents as contributing to the implementation phase
were learning and gaining expertise and confidence from experience and attendance at
academic courses and study days. A smaller percentage of respondents felt that their
increased self-confidence and better decision-making abilities due to advanced knowl-
edge, as well as optimism, enthusiasm, motivation, perseverance, and a ‘sense of per-
spective’ related to the role, helped them to reach implementation.

5.4.4 Integration phase

Self-confidence, assurance and continuous challenge characterise this phase. The
results obtained relating to the extent of experience of this phase were similar to those of
the implementation phase, with a wide variety of responses (Table 5.2). Forty-six
(13.8%) respondents reported absence or a limited experience of an integration phase.
The main reason for absence or a limited experience was related to the short period of
employment in a DSN post, as the majority of respondents had been employed for less
than three years.

Other reasons were related to time limitations resulting from staff shortages,
increased workload or part-time employment, constraints on resources, as well as lack of
support, co-operation and negative attitudes of other health professionals. Respondents
reported that, although they had acquired an advanced level of practice, these con-
straints did not allow them to become innovative and effect change. One DSN
commented:

‘My role is well-recognised and respected by peers for the service I provide and is
appreciated by patients, but limited resources impede undertaking new projects and
expansion of practice.’

Staff shortages and/or inadequate DSN coverage were also mentioned, with one respon-
dent stating, ‘...not enough staff over many months have left remaining DSNs working

“at crisis levels.” Not only did the above limitations impede expansion of practice, but they
also resulted in respondents’ dissatisfaction with role, with one noting, ‘I am rapidly
losing interest in my job and role.” Four respondents reported two or more reasons which
acted simultaneously against integration, as in the following example:

‘I have no opportunity to develop as there is lack of time allowed for study leave, lack
of resources, insufficient staff, and lack of backup by management to provide me
with support to develop position and role.’

On the other hand, reasons relating to the occurrence of this phase were similar to those
identified in implementation. However, respondents reported a higher level of practice,
self-confidence, and competence in the integration phase. The majority of respondents
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felt they had reached this phase after the successful implementation of a major project
and ‘seeing ideas in action’ which had brought improvement in the area of their practice.
This included projects such as development of nurse-led clinics and expansion of primary
care services, setting up and delivering diabetes teaching programmes and prescribing
protocols. Respondents had received positive feedback, their opinion was respected and
they were able to influence decisions regarding the organisation and provision of diabe-
tes care. The recognition of their expertise was reflected in the high frequency with
which other health professionals and management sought their advice and consultation
on different issues related to diabetes. One DSN stated:

‘Positive feedback generally indicates patient and colleague satisfaction. I am fre-
quently asked for advice. I have been also asked to contribute to policy-making
across the trust.’

Promotion and undertaking positions with higher responsibility were also mentioned.
Reaching this phase was also attributed to expertise gained through clinical experience,
ongoing education and ‘keeping up to date with current trends’, as well as continuous
evaluation of self-competence within role. One respondent commented:

‘After six years in post, I feel that I practise at an advanced level. I continuously
review and reflect upon my practice and evaluate provision of care to implement
innovations.’

Twenty respondents assigned the experience of this phase to their self-confidence, opti-
mism, motivation, role competency, interpersonal skills and ‘perseverance in achieving
planned goals and personal expectations’. A number of respondents related integration
to the multifaceted, challenging and satisfying nature of their role. Characteristics such
as autonomy, independence, flexibility and ‘freedom from usual barriers for develop-
ment’ were cited. ‘I felt this job totally fulfilling, which enabled me to use all my qualifi-
cations and special skills,’ commented one respondent. However, as illustrated in the fol-
lowing comment, autonomy itself was not always effective in the expansion of role:

‘As an autonomous practitioner it can be beneficial as well as frustrating in my role.
I can initiate projects, but resources and support from other professionals do not
always follow.’

Finally, a number of respondents reported ‘movement in and out’ of this phase as roles
evolved throughout years, mixed with feelings of frustration or complacency at times.
One respondent noted that ‘...There are occasional knock-backs, but generally practice
grows and expands—some problems are releasing tasks to take on new roles.’

5.4.5 Frozen phase

This phase occurs in the presence of incongruent role expectations. A wide variety of
responses were obtained by respondents regarding their experience of a frozen phase
(Table 5.2). Most respondents (53.0%) reported either absence or a limited to moderate
extent of this phase (Mean = 2.51; SD = 1.24).

The main reason relating to the absence of this phase was the short period of time
respondents were employed in their present post and who, thus, had not reached an
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advanced level of practice. Recognition, support and encouragement, particularly from
nursing management, and working within a supportive and well-organised team were
the main reasons related to its absence. Compatibility of role expectations between
respondents and their employing organisations/managers was also mentioned. Other
reasons were related to respondents’ personal characteristics such as enthusiasm, perse-
verance, determination, problem-solving abilities, competence and confidence within
role. One DSN stated: ‘It is very rare that I feel like this. However, if there is opposition
to a new project I would have the ability to present evidence and support my case.’ Fif-
teen respondents reported that they were able to overcome constraints and move prac-
tice forward by working within a supportive and well-organised diabetes team. Another
respondent cited autonomy and ‘...encouragement to develop my role the way I wanted’
as an inhibitor of this phase.

Respondents who had experienced a frozen phase reported feeling confident and
competent within their role, and practising at an advanced level. However, different
obstacles deriving from their work setting made them feel ‘stuck’ and ‘unable to move
forward’. These obstacles were similar to those identified in the frustration phase. A high
correlation (r = 0.470; p < 0.001) was found between frustration and frozen, confirming
the similarity of factors causing these phases. Most respondents attributed this phase to
the lack of support, recognition and understanding of their role by management and
health staff, the incongruence of role expectations, as well as the view of diabetes care ‘at
a low profile on management agenda’. The following is a typical comment made by this
group of respondents:

‘Although very experienced and therefore confident in my role, I feel that the man-
agement let me get on with it and there are times when showing some interest would
be appreciated.’

Increased workload and constraints on resources were mentioned by almost 30% of
respondents, with one stating, ‘I have researched the need, identified action plans, but
do not have resources to implement.’ Other reasons included absence of career prospects,
mostly notable for respondents working part-time, as they ‘...are not always given the
senior grades or opportunities for further education, research, conferences etc, that
full-time staff are given’.

Finally, as in frustration, a limited number of respondents who reported a great
extent of experience of frozen phase identified more than one reason acting simulta-
neously. This is illustrated in this comment:

‘Conflict within the team is causing problems. Workload is too high and totally
revolves around patients. There is no real scope for individual creativity, develop-
ment or research. Very frustrating! ...[There is] very little support, no clinical super-
vision, DSN meetings but no peer support. I am about to leave my present position as
a result of the above.’

5.4.6 Reorganisation phase

Feelings of stress and anxiety accompany the occurrence of this phase due to pressure to
conform to organisational requirements. Almost 45% of respondents in this study
reported absence of a reorganisation phase (Table 5.2). As in the integration and the
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frozen phases, most respondents who were employed in their posts for less than three
years had not experienced this phase. In addition, a considerable percentage of respon-
dents reported that there had been no changes in the organisational structure of their
institutions. For other respondents, these changes had not affected their role, as the
scope of change was compatible with their expectations. One DSN reported: ‘Fortu-
nately, I have had very little experience of this phase. DSNs in my institutions are usu-
ally looked to to instigate change rather than have change forced on us.’

Other reasons for absence or limited experience of this phase were attributed to the
support and autonomy for role performance provided by administration. Moreover, ten
respondents stated that their good working relationships and the discussion of different
issues with colleagues had not allowed any organisational changes to have a negative
impact on their role. ‘Most projects are discussed as a team where every member partici-
pates, and then protocols are put in progress,’ commented one respondent. Confidence
and competence within role, as well as ability to ‘argue point’ and negotiate with admin-
istration, had also inhibited the occurrence of this phase. One DSN noted:

T have always been able to engage managers and other health professionals regard-
ing any changes needed in my role. Therefore, any pressure from them is minimal
and compatible to my expectations.’

For respondents who had experienced this phase, reorganisation had created changes to
which they had to adjust and adapt. Pressure was exerted on respondents to assume new
responsibilities within their role (or exclude others), not congruent with their expecta-
tions, such as undertaking a great amount of managerial activities. Finally, frequent
reorganisation of diabetes care services and changes in management structure were
reported by eleven respondents as contributing to this phase. This had caused confusion
relating to role responsibilities and poor communication between different health profes-
sionals and/or departments. One respondent stated characteristically:

“The trust has merged, un-merged and changed name and service provision twice in
a space of two years. I spent lots of time having to adapt to this change and had no
opportunity to develop my role during this period.’

5.4.7 Complacent phase

In this phase the challenge to effect change is absent. None of the respondents in this
study reported having experienced a complacent phase to a great extent, while more
than half (58.4%) reported absence of it (Table 5.2). Short time in employment was one of
the reasons for absence of this phase. However, the majority of respondents attributed
its absence to the nature of diabetes nursing, which is ‘too innovative and challenging to
bring complacency’. ‘Each patient represents a new challenge,” noted one DSN, while
another reported: ‘Diabetes care and research is changing so much that there is never a
feeling of stagnation.” Respondents had ‘a lot to learn’ through a continuous update of
knowledge and skills, as well as constant reappraisal of their role.

Regarding personal characteristics, respondents perceived their motivation, com-
petence, enthusiasm, innovation and constant search for new ideas and challenges as
inhibitors to the complacent phase. Many respondents reported that their self-pride
would not allow them to become complacent. ‘It would be very easy to settle in this phase
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but I am determined not to!” stated one DSN. Moreover, the desire to provide a quality
service for patients, their families and other health professionals helped respondents to
maintain a broad focus of performance. The strategy chosen by ten respondents to avoid
feelings of complacency was attendance at academic courses and study days. One DSN
stated: ‘You do become comfortable in a role, but you also need to challenge yourself. I am
now undertaking an MSc to improve my practice and provide me with a challenge.” The
elimination of this phase was also attributed to the multifaceted, challenging, satisfying
and rewarding nature of the DSN role which ‘...always provides a broad spectrum of new
things to do’. Respondents perceived this as ‘...an exciting role with constant changes
and opportunities’, which ‘...inspires one to look further and consider varying aspects of
care’.

Only 15% of respondents had experienced a complacent phase either to a moderate
or to a considerable extent. One reason for this was related to the length of time within
role, which made DSNs feel ‘comfortable’ and ‘sit back for a while’. Moreover, this phase
occurred when change of post was considered, as for this DSN: ‘T am looking for a new job.
This has impacted on my desire to search out new challenges in my current role.” Fur-
thermore, personal or family commitments had contributed to this phase: ‘I experienced
a complacent phase between children when motherhood was more important than
career.” Other reasons were lack of support, increased workload and constraints on
resources, which inhibited change and challenge. Respondents had adopted a ‘why
bother’ attitude for the period of time that these constraints lasted, as they could not see
‘a way through’ them.

However, short intervals of a complacent phase were perceived by a considerable
number of respondents as a pleasant phase to be in from time to time. They had experi-
enced short intervals of this phase and had seen this as a ‘recharging’ and ‘stand still and
reflect’ period of time. This was most notable for respondents who had implemented a
stressful project successfully and, therefore, saw this phase as ‘consolidation’ and
‘...allowing myself time to enjoy achievement’. One DSN commented:

‘Eventually, the department has reached a time of stability regarding staffing num-
bers and workload. I have no desire to undertake more responsibilities and goals. 1
enjoy the time being able to cope for a change.’

Finally, five respondents felt it would be nice to experience ‘short spells’ of complacency,
as their job was often ‘overwhelming’. ‘Wish we had time “to come up for air”!’ stated one
of them.

5.4.8 Transition phase

Respondents in this study were asked to indicate any other aspects or experiences of
their role development which were not included in the seven phases addressed in the
questionnaire. An eighth phase, the transition phase, emerged from the analysis of
respondents’ comments. Characteristics of this phase were also present in the comments
of respondents relating to the orientation phase. Transition was a typical phase for expe-
rienced DSNs who held either a second, third or fourth DSN post (n = 86) to report expe-
riencing.

95




A theoretical framework for clinical specialist nursing

The definition and basic characteristics of the transition phase are as follows.
Transition is characterised by enthusiasm, excitement and eagerness in bringing about
improvement in the area of practice when beginning a new DSN post. The DSN reports
self-confidence, assurance, competence and advanced level of practice within the role.
Previous experience and expertise are recognised by team members and other health
professionals in the new setting. Feelings of anxiety are related to orientation into a new
work setting rather than to the DSN’s knowledge base.

This phase presents similarities to the orientation phase suggested by Hamric and
Taylor (1989). However, individuals who experienced a transition phase reported confi-
dence and competence within role, advanced level of practice, as well as previous experi-
ences of implementation and/or integration phases. ‘This was my second post as a DSN,
therefore, I entered this post with more confidence and enthusiasm,” noted one
respondent.

Respondents experiencing the transition phase reported feeling anxious when
undertaking a new post due to the change of setting rather than their knowledge base.
That is, they were concerned about becoming familiar with the organisational structure
and administration, and establishing working relationships with team members, other
health professionals, and patients and their families. The duration of this phase ranged
from a few days to six months, as illustrated by the following respondent who held a
second DSN post: ‘It was at least six months after my appointment before I had built up a
thorough knowledge of local working practice, support systems and geographical layout.’

For most respondents the change to another DSN post was their own choice. There-
fore, they felt enthusiastic, excited and keen to make changes that would bring improve-
ments in the provision of diabetes care in the new setting. Their expertise allowed them
to evaluate and assess areas that needed change, as well as to suggest appropriate strat-
egies and initiate implementation of change. ‘I was able to see clearly changes that
needed to be made,’ reported one DSN. Similarly, two other respondents commented:

T was very excited to be the first DSN in my area. Being an experienced DSN, I was
able to make many changes and implement many ideas very quickly’,

I was] bringing eight years of experience to a new post. [l was] excited for being able
to mould the job as I see it.’

A smaller number of respondents reported that they had been appointed to their new
DSN post with the aim of undertaking a new project. ‘I was brought into this job to make
changes and have had support in doing so’ noted one respondent. Two others had been
employed at the time of the opening of a diabetes centre and, therefore, had the opportu-
nity to use ‘...immediately all the expertise gained in the previous post’.

The transition phase was also reported by a small number of experienced DSNs
who had moved to another work setting within the same post, for instance from second-
ary to primary care. They perceived more prospects for role development in the new set-
ting and felt being ‘...able to use all [of their] qualifications and special skills’. Character-
istically, one respondent stated:

‘T worked alone in the community at first. Since 1990, I have moved into the hospi-
tal. [I found] more scope for change here, although I was anxious at first about com-
mitment to the wards.’
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Respondents’ previous experience and expertise helped them to gain recognition and
become an integrated part of the new team shortly after their employment. They were
able to establish good working relationships and communication within their new set-
ting and ‘put their ideas into action’. The majority of the 86 respondents who had held
more than one DSN post described experiences matching the transition phase.

5.4.9 Correlation between developmental phases

The relationship between the seven developmental phases of the model devised by
Hamric and Taylor (1989) and tested in this study was investigated using Pearson’s
product-moment correlation test (Table 5.3). On the basis of the results obtained from
this correlation matrix and the definition of each phase, the developmental phases were
categorised in two distinct and non-correlated groups as positive phases (implementa-
tion and integration) and negative phases (frustration, frozen, reorganisation and com-
placent). The exception was the orientation phase, which was not included in any of the
categories and did not correlate with any other phase. This, as described earlier in this
chapter, can also be confirmed from the comments received by respondents related to
this phase. Some DSNs associated the orientation phase with positive feelings and expe-
riences, and others with negative.

Significant correlations were seen among the negative developmental phases, with
the frustration phase being positively correlated with the other three negative phases.
The strongest association was between frustration and the frozen phase. These findings
indicate that DSNs who experienced the early negative frustration phase were more
likely to experience subsequent negative developmental phases. The complacent phase
also correlated at the p < 0.001 level of significance with the frustration, frozen and reor-
ganisation phases. Conversely, integration showed a weak, but statistically significant,
negative correlation with frustration, indicating that the stronger the experience of frus-
tration, the weaker was the experience of integration. Integration was also positively
correlated with implementation.
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Table 5.3 Examination of relationships between developmental phases using Pearson’s
product-moment correlation test (N = 334)

Orientation Phase Pearson r Sig. | 1.000
p .
Frustration Phase Pearson r Sig. | .080 1.000
P 143 .
Implementation Phase Pearson r Sig. | .060 -.048 1.000
p 272 .378 .
Integration Phase Pearson r Sig. | .000 -.110* .326*** 1.000
p .998 .045 .000 .
Frozen Pearson r Sig. | .022 470" -.047 .103 1.000
Phase p .695 .000 .395 .060 .
Reorganisation Phase Pearson r Sig. | -.084 3124 .040 .095 351+ 1.000
p .127 .000 .463 .104 .000 .
Complacent Phase Pearson r Sig. | .040 .240*** -.034 .122*.026  .295*** .292*** 1.000
p .465 .000 531 .000 .000 .
Developmental Phase Orien/on  Frustr/on  Imple/on Integr/on Frozen Reorg/on Comp/nt
Phase Phase Phase Phase Phase Phase Phase

* Correlation is significant at the 0.05 level (2-tailed)
*** Correlation is significant at the 0.001 level (2-tailed)

5.4.10 Order of experience of developmental phases

One of the objectives of the study by Hamric and Taylor (1989) was to determine the
duration and order of occurrence of the developmental phases. No particular sequence of
their occurrence was found, and many CNSs noted an overlap between and recurrence of
these phases.

The duration of time that each phase lasted could not be determined in the present
study as respondents found it hard to specify. Most respondents in the pilot study did not
answer this question. An alternative approach in the main study was to ask respondents
to rank the order in which they had experienced these phases. For the purpose of data
editing and analysis, the phases were coded as follows: 1-Orientation, 2-Frustration,
3-Implementation, 4-Integration, 5-Frozen, 6-Reorganisation, 7-Complacent.

Results are presented in Table 5.4 and illustrated in Figure 5.4. As seen in Table
5.4, the means of the order of developmental phases, based on the above coding, indicate
that these phases occurred in sequence for the majority of respondents. An exception was
the frustration phase, which occurred third (Mean = 3.77; SD = 2.48), while the imple-
mentation phase occurred second (Mean = 2.64; SD = 1.34). Orientation always occurred
first for all DSNs who experienced this phase (94.6%). A considerable number of respon-
dents, as indicated by the eight section in Figure 6.6, indicated that they had experienced
most phases more than once, with the exception of orientation and implementation.
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Figure 5.4 Order of experience of developmental phases (N =334)

Table 5.4 Order of experience of the developmental phases (N=334)

Seventh

ouee

More than

Nov at all

Frozen phase B Reorganisation SComplacent

Order of experience First Second Third Fourth Fifth Sixth Seventh More than Not at all  |Mean SD
of each phase once
n % n % n % n_ % n % n % n % n % n %

Orientation 316 94.6 - - - - - - - - - - - - - - 18 5.4 1.43 1.81
Frustration 13 3.9 144 431 57 171 38 1.4 16 4.8 - - - - 39 11.7 27 8.1 3.77  2.48
Implementation 7 2.1 179 53.6 136 40.7 - - - - - - - - - - 12 3.6 2.64 1.34
Integration - - 7 21 97 29.0 127 38.0 30 9.0 - - - - 55 16.5 18 5.4 4.69 1.99
Frozen - - - - 19 5.7 43 129 64 19.2 24 72 6 1.8 87 26.0 91 27.2 6.74  2.05
Reorganisation - - - - 11 3.3 42 12.6 46 13.8 35 0.5 11 33 4 12.3 148 44.3 7.12  2.05
Complacent - - - - 7 2.1 19 5.7 34 10.2 24 72 17 5.1 38 11.4 195 58.4 7.75  1.79

1-Orientation phase, 2-Frustration phase, 3-Implementation pha_se, 4-Integration phase, 5-Frozen phase, 6-Reorganisation phase, 7-Complacent phase
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Figure 5.5 The role developmental phase which respondents were experiencing at the time of the study (N = 334)
Respondents were, in addition, asked to indicate the phase they were currently experiencing by listing it last in the above
rank order of phases. No one was experiencing an orientation phase at the time of the study (Figure 5.5). The majority

(38.3%) reported being in an integration phase, while only a small percentage were experiencing frustration (4.8%) and
implementation (3.6%).
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From Figure 5.6, which delineates a breakdown of the experience of these phases
through respondents’ years of employment in their DSN post, it can be seen that integra-
tion had the highest frequency among all groups. It also can be seen that frustration,
integration, frozen, and reorganisation phases were present throughout all the year
groups. This indicates that these phases often overlapped and, for many respondents,
they did not have a particular sequence of occurrence, i.e. respondents experienced these
phases at any stage of their role development. On the other hand, implementation
occurred in the first year of employment, with only two respondents experiencing this
phase in their second year. The complacent phase, however, occurred after the fourth
year in post, apart from one DSN who reported being in this phase in the third year.

5.4.11 Facilitators and barriers to role development

At the end of this section, respondents were asked to indicate the factors that acted as
facilitators and barriers to their overall role development. These and the frequency with
which they were cited by respondents are listed in Tables 5.5 and 5.6 (some respondents
cited more than one facilitator and/or barrier). It can be seen that the facilitating factors
identified by DSNs were similar to reasons cited earlier as contributing to positive
phases. The barriers, however, were similar to reasons related to the experience of nega-
tive phases. No differences were identified in responses between novice and experienced
respondents, or between respondents working in their first DSN post and those working
in a second, third or fourth DSN post.

Table 5.5 Factors facilitating role development of the DSN and the frequency of their
citation by respondents (N=334)

N° Facilitating factors to role development of the DSN Number of responses
) Frequency %
1 Peer support and networking with other DSNs 90 26.9
2 Supportive and encouraging healthcare team 38 11.4
3 Personal characteristics and attributes 35 10.5
4 Support for role by management/administration 31 9.3
5 Length of experience in the DSN post 30 9.0
6 Support and recognition of DSN role by medical staff 23 6.9
7 Flexibility and autonomy in role performance 23 6.9
8 Education/training related to diabetes care 15 4.5
9 Regular updates and ongoing education : 13 3.9
10 Having a mentor/role model 12 3.6
11 Educational preparation at Master’s level 12 3.6
12 Support and recognition of the DSN role by nursing staff 1 3.3
13 Positive feedback from patients and their families 9 2.7
14 Other nursing qualifications and previous experience 6 1.8
15 Involvement in research activities 5 1.5
16 Adequate facilities and resources 4 1.2
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Table 5.6 Factors acting as barriers to role development of the DSN and the frequency of
their citation by respondents (N=334)

N°  Barriers to role development of the DSN N° of responses
Frequency %
1 Time pressures due to staff shortages and heavy workload 77 23.1
2 Lack of or constraints on resources/financial restrictions 73 21.9
3 Lack of support by management/administration 59 17.7
4 Lack of understanding of DSN role by management/health staff 38 11.4
5 Lack of role models and/or working alone with no peer support 14 4.2
6 Restraints on DSN role deriving from medical staff 14 4.2
7 Negative attitudes of other health professionals 13 3.9
8 Personal characteristics 12 3.6
9 Politics within the institution and organisational structure 12 3.6
10  Funding or time constraints for further formal education 10 3.0
11 Working within a non-supportive team (poor communication) 8 2.4
12 Inadequate space or material facilities 7 2.1
13 ‘'Lack of authority to prescribe 7 2.1
14 Limited career prospects, slow promotion 6 1.8
15 No obstacles 3 0.9

5.5 Discussion of findings and implications for practice

The Role Development Model by Hamric and Taylor (1989), based on experiences of
CNSs in the USA, was tested in this study with DSNs working in the UK. Respondents
identified similar reasons for experiencing the seven developmental phases to those
reported by Hamric and Taylor. The findings suggest that similarities exist between the
USA and the UK in the process of role development of specialist nurses. Moreover, this
similarity indicates that the findings of the present study can be generalised not only to
the overall population of DSNs, but also to other groups of CNSs.

5.5.1 Orientation phase and transition phase

According to Hamric and Taylor (1989), the orientation phase presents the first natural
developmental step in learning a new role. It reflects the time required by specialist
nurses to become familiar with the role and the employing organisation. The present

-study revealed that the experience of entrance into the role was characterised as orienta-
tion phase by respondents holding a first DSN post and as transition phase by respon-
dents holding either a second, third or fourth DSN post. Transition phase was a new
phase which emerged from the results of this study, and its characteristics have not been
previously described in the literature with respect to the CNS role. This was a typical
phase for experienced respondents moving into a new DSN post or changing their work
setting within the same post. The term transition, however, has been widely used in the
role theory field and has been defined as:

‘... an event or non-event resulting in changes in individual psychosocial assump-
tions concerning oneself or one’s organisational environment, social environment, or
one’s relation to one’s environment.’ (Sokol and Louis, 1984: p83)
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With regard to occupational roles, role transition refers to the process of moving in and
out of roles, with the focus on role orientation and role performance. It may occur in a
person’s change of position or status, between different roles or within a role, or as a
change in the content of a role (Frese, 1984).

Role transition may be associated with incongruity of the incumbent’s perceptions
with the demands of the new role resulting in different patterns of role stress and strain.
Graduate nursing students, for example, may experience a ‘reality shock’ when entering
employment (Kramer, 1974); this ‘shock’ can be extended to all professional nurses
learning a new speciality. However, as Allen and van de Vliert (1984) noted, it is not nec-
essary that role transitions have severe consequences on incumbents. They often pro-
ceed reasonably smoothly, accompanied by only a minimal degree of perturbation in the
incumbent’s overall psychological functioning, particularly when those transitions are
towards a more desirable position or within the same role.

From the foregoing discussion, it can be concluded that both orientation and tran-
sition phases reflect a role transition process. However, it was deemed necessary to dis-
tinguish between them in order to determine the appropriate strategies used by special-
ist nurses in proceeding successfully through these phases. Moreover, the application of
knowledge of the characteristics of these phases results in the CNS, administrators and
health staff setting realistic expectations for CNS role performance.

The results of the present study showed that most DSNs who reported positive
experiences of orientation phase had followed an induction programme into the role and
the organisational structure of the institution. They had support and had been allowed
time to feel confident and gain competence before being expected to function autono-
mously in the role. Experienced DSNs also cited the provision of an orientation
programme as helpful at the start of their new job. However, this orientation aimed to
help DSNs become familiar with the organisational structure of the work setting rather
than the role itself.

According to Hamric and Taylor (1989), a structured orientation plan should be
organised for newly employed CNSs whether they are novices or experienced. It should
be appropriately designed to inform the CNS not only about the role itself, but also about
the organisational structure, philosophy, goals, policies, and procedures of the agency
(Bryckzynski, 2000). A large number of respondents in the present study identified the
presence of role models and peer support as a significant factor in proceeding success-
fully through this phase.

Hamric (1983) suggested consensual validation and feedback must be provided by
a senior CNS or a person knowledgeable in the role at least every three months for the
novice CNS during the first year of employment. As Baker (1987) asserted, the first year
of the CNS practice is crucial in establishing their credibility and laying the foundation
for future development. Many newly qualified CNSs, guided by the theoretical knowl-
edge of the role, often have the feeling that they should be ‘everywhere at once’ and ‘all
things to all people’. However, as Cameron (1994) points out, giving in to this urge could
render the specialist nurse a physical wreck at best and a dabbler at worst. Therefore, it
is particularly crucial to provide the novice CNS with help in setting limits and realistic
self-expectations, in understanding how to cope with problem situations, and in main-
taining a sense of perspective. The newly qualified CNS who is taught how to work
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within an organisation and learns who to consult for advice and guidance can then begin
to develop a network for advancement and learning (Beecroft, 2001).

The experienced DSNs in this study felt very comfortable with the role and did not
require a role model. They were able to undertake new projects and function autono-
mously as soon as they had become familiar with the new work setting. However, a
number of them reported that lack of support for their role impeded their further role
development. Thus it can be concluded that experience, expertise and determination are
not always adequate. For an expert CNS to be able to function at full capacity, appropri-
ate support, encouragement and recognition should be provided by the work setting.

Another important aspect to consider during the initial phase of role development
is the setting of realistic expectations for the DSN entering a new post. According to
Hamric and Taylor (1989), it is necessary that the CNS and the supervisor or nursing
manager spend time exploring and agreeing on role expectations. It has been suggested
that, during the orientation phase, novice CNSs should devote a major portion of their
time to direct-care activities to substantiate their role as expert practitioners (Baker,
1987; Holt, 1987; Page and Arena, 1991; Wallymahmed, 1997). This will provide them
with the competence and confidence to combine gradually other components within their
practice. Moreover, the CNS who displays clinical expertise will be accepted and recog-
nised as an expert practitioner by nursing and other healthcare staff.

A number of respondents in the present study had undertaken a diabetes course
which had helped them to feel more confident when entering the post. There is a general
agreement that the CNS should attend graduate education before entering the role. The
purpose of this education, as Hamric and Taylor (1989: p75) state, should be to prepare
graduate students for the realities of the CNS role and for the possible slowness of move-
ment through developmental phases, especially in the first year. Previous clinical experi-
ence in the area of specialty has also been viewed as necessary before entering the CNS role.
Watkinson (1997) believes that the nurses should have at least one year’s experience in dia-
betes nursing to be granted the title of DSN. In the USA, clinical experience of one to three
years is one of the requisites for entrance to the CNS graduate programmes. Hamric and
Taylor stated characteristically: “To enter a CNS position with less knowledge or skill
than that of the staff nurses working within the specialty is courting failure.’

Before proceeding to the next section, it should be clarified here that the second
phase described by Oda (1977) in her three-phase role development model was role tran-
sition. The ultimate goal of this phase, as Oda (1977: p375) stated, ‘...is to evolve a spe-
cialised nursing role that fits a specific staff and institution well.” Moreover, the CNS in

-this phase undertakes and is able to combine all the key-components efficiently in her
practice. As seen from its definition, this phase requires the CNS to have gone through
an orientation into the role and/or the new organisational setting before being able to
function at this level and being recognised by others as an expert advanced practitioner.

It could be proposed that the term ‘role transition’ used by Oda (1977) for this
phase may be misleading, as it does not conform to the definition of role transition given
by role theorists (Frese, 1984; Sokol and Louis, 1984). Rather, the characteristics of this
phase correspond better to those of implementation described by Hamric and Taylor
(1989) and Baker (1979). Hence, although the phase that emerged from the present
study and that described by Oda (1977) have the term ‘transition’ in common, they repre-
sent two distinct stages within the process of role development.
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5.5.2 Positive phases: implementation and integration

Implementation and integration phases have been characterised by Hamric and Taylor
(1989) as positive resolution of the CNS role development. This is supported by the find-
ings of the present study. The DSNs who experienced these phases reported practising at
an advanced level and were able to incorporate the key sub-roles appropriate for the par-
ticular situation with greater confidence and less stress. They reported a high level of
satisfaction with themselves and their institutions, because they had seen their ideas
being accomplished and had been able to influence their area of practice by undertaking
new projects and effecting change. They also reported that they experienced compatibil-
ity of role expectations, as well as recognition, understanding and acceptance of their
role. Health professionals and managers consulted them for different issues related to
the organisation and provision of diabetes care.

The reasons identified by respondents were similar for the occurrence of both the
implementation and the integration phases, although the latter phase was characterised
by a higher level of practice, self-confidence, and competence. A clear distinction between
the boundaries of the two phases as experienced by DSNs in this study was often difficult
to define and the majority characterised these as positive phases.

On the basis of the preceding discussion, it can be asserted that the experience of
implementation and integration phases reflects the successful socialisation into role of
specialist nurses. According to Brim (1960), role socialisation is viewed as successful if it
prepares individuals to perform adequately the roles expected of them in the course of
their careers throughout society. Reasons that contributed to the occurrence of the
implementation and integration phases in this study resulted from respondents’ work
setting and personal characteristics, as well as from the characteristics of the DSN role.
However, most DSNs attributed the occurrence of positive phases, implementation and
integration to the opportunity to undertake new projects and introduce improvement in
their area of practice. Hamric and Taylor (1989) have suggested that a focus on one or
several short-term projects is a facilitating strategy for these phases, in particular that
of implementation.

During the integration phase, as the CNS has gained positive feedback and recogni-
tion relating to the effectiveness of the role, more time can be devoted to areas of scholarly
interest (Page and Arena, 1991). It is important for the CNS in this phase to have a plan to
guide continued role expansion and refinement over time (Brykczynski, 2000). Long-term
projects and objectives should be organised and implemented. Hamric and Taylor (1989)
suggest that the integrated CNS should be involved widely in research, writing and other
outside professional activities and act as preceptor for graduate students.

Seeking appointment to key committees and taking part in the decision-making
process are also important in broadening the organisational impact of the CNS
(Brykczynski, 2000). The findings of the present study confirm this assertion. More spe-
cifically, a number of respondents attributed the experience of an integration phase to
their involvement in national responsibilities relating to the organisation of diabetes
care. Promotion to a higher grade or a more responsible position was also mentioned by
DSNs as a facilitating factor of role development.

Other role challenges identified by respondents in the present study were related
to opportunities for undertaking further academic education (funding and/or study leave
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from the organisation). In addition, monetary recognition is the most tangible reward for
clinical excellence and, thus, it should keep pace with that of other staff of comparable
education and experience within the institution (Hamric and Taylor, 1989; Oda et al,
1988). In the present study, almost 60% of respondents reported being dissatisfied with
the salary they were getting from their job. However, in their comments DSNs did not
refer to this factor and therefore it was not possible to determine whether salary had an
impact on their role development.

The main factors identified by DSNs in the present study as contributing to the
experience of implementation and integration phases came from their work setting. Sim-
ilar factors were also reported by CNSs in the study by Hamric and Taylor (1989: p79)
and included support, recognition and positive feedback from management, health pro-
fessionals and patients/carers. Peer support was also seen as a significant facilitator of
role development. In fact, DSNs who reported no, or limited experience of, positive
phases commented that, although they had acquired an advanced level of practice, con-
straints resulting from their work setting impeded their further role development and
expansion. Hamric and Taylor maintain that:

‘When such circumstances arise, even the most experienced and integrated CNS
needs visible administrative support and advice, as well as objective, constructive
counsel from a trusted mentor.’

5.5.3 Negative phases: frustration, frozen, reorganisation and complacent

Unlike implementation and integration, these phases share a negative and non-produc-
tive character in relation to the role development of the CNS (Brykczynski, 2000). Many
respondents in the present study had experienced all the four negative phases, and the
reasons associated with their occurrence were similar to those identified by CNSs in the
study by Hamric and Taylor (1989). The main issue prevailing in relation to these phases
was the incongruence of role expectations between respondents and other parties
involved within their work setting, i.e. management, supervisors, health professionals,
and patients/carers. This resulted in the occurrence of different types of role stress and
the experience of role strain by respondents. Role stress, as defined by role theorists, is a
consequence of difficult, conflicting, or impossible demands for occupants of different
roles created by their social structure/environment. Role occupants respond to role
stress with role strain, which reflects feelings generated from incongruent role expecta-
tions, such as anxiety, tension, frustration, inadequacy, depression, and reduced effec-
-tiveness (Hardy and Hardy, 1988b).

Katz and Kahn (1978) maintain that role expectations are determined by the
broader organisational context. In fact, the occurrence of negative phases in both the
present study and that by Hamric and Taylor (1989) was attributed mainly to factors
deriving from respondents’ work setting. With the exception of complacent, most respon-
dents attributed the occurrence of negative phases to the lack of support and recognition
of role by other health professionals and administration. Conflict and incongruence of
role expectations or goals were reported between the above parties and respondents.
Feelings engendered by respondents in these situations were characteristic of role strain
and a consequence of role conflict which, as described by role theorists, refers to the
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‘...condition in which the focal person perceives existing role expectations as being con-
tradictory or mutually exclusive’ (Hardy and Hardy, 1988b: p203).

Characteristics of role ambiguity, which reflect the uncertainty about what the role
occupant is supposed to do (Biddle, 1979; Hardy and Hardy, 1988b), were also identified
in respondents’ comments relating to their experience of negative phases. Lack of under-
standing of the DSN role by other health professionals and, in particular, by manage-
ment, had resulted in lack of support and conflicting expectations. Many DSNs reported
that management perceived diabetes care and their role to have a ‘low profile’ on their
agenda. Findings of the present study support those of Hamric and Taylor (1989), where
CNSs reported lack of a clear role definition in their institutions and of understanding of
the potential uses of the role, particularly by administration.

The third type of role stress apparent in the present study was related to role over-
load: role expectations were excessive in the time available for sufficient role performance
(Kahn et al, 1981). Time limitations due to increased workload were the second most fre-
quently cited reason by DSNs as contributing to the occurrence of frustration and frozen
phases. The increased workload was closely associated with constraints on human
resources, in particular shortfall in DSN coverage, as discussed earlier in this chapter,
and part-time employment. This had not allowed adequate time for respondents to con-
sider the development and performance of the multifaceted aspects of their role;
research and innovation were the most neglected sub-roles.

It has been asserted that a certain degree of role stress is inevitable in organisa-
tions and, in the short term, can be an important source of motivation (Parsons, 1966).
Respondents in this study reported that the increased stress of the frustration phase was
one of the main motivating forces for moving into the implementation phase. However, if
uncorrected over a long-term period, role stress may be detrimental not only for role
occupants (CNSs in this case), but also for individuals with whom they are in contact and
collaborate within their working environment (Hardy and Hardy, 1988b).

The CNS, therefore, should engage in periodic self-assessment to recognise early
signs of characteristics associated with these phases and take proactive steps to deal
with the negative feelings (Brykczynski, 2000). This is even more important during the
frustration phase, as CNSs have not reached an advanced level of practice and have not
yet developed ‘self-defence’ strategies against the bureaucratic system. However, as
Hamric and Taylor note, there may be times when the CNSs’ supervisors or others in the
work setting first become aware of their negative feelings and lack of progress. Initiation
of honest and open discussion is the most important strategy in eliminating the effect of
negative phases and clarifying role issues before they result into serious problems. The
novice CNS is particularly vulnerable to experiencing these negative feelings and there-
fore needs a trusted and helpful supervisor or manager. Discussion and exchange of
opinions with other CNSs who had similar experiences are helpful in relieving tension
(Brykczynski, 2000; Hamric and Taylor, 1989). Monthly sessions for sharing concerns
and planning future role objectives with a group of peers and supervisors/administrators
facilitate movement through the frustration phase.

Time management is often a problem for many novice CNSs and, thus, they
require help in reassessing priorities and setting realistic expectations for performance.
Moreover, they need assistance in dealing with feelings of inadequacy and in acknowl-
edging the slow pace of change. Hamric and Taylor (1989) suggest that novice CNSs
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should focus on short-term objectives that can be successfully implemented and provide
evidence that staff and patients can benefit from their role. The resulting positive feed-
back and sense of achievement will increase their self-confidence and comfort within the
role. Moreover, the development of good working relationships with team members and
other health professionals, as well as establishment of self within the system, is essen-
tial in obtaining support and recognition. Continuous update and formal education to
increase and maintain competence are additional strategies to move successfully
through the frustration phase.

Another factor identified by respondents in the present study as contributing to the
occurrence of negative phases was the lack of understanding of the nature and the poten-
tial use of their role. This, as noted earlier, resulted in lack of support, isolation and con-
troversial dynamics within the working environment of these DSNs. As Bigbee and
Amidi-Nouri (2000) state, the appointment of a CNS may be interpreted by staff as a crit-
icism of their performance, resulting in suspicion and hostility. Christman (1991: p112)
commented as follows with reference to this issue:

‘In breaking new ground at the graduate level, the nurse specialist was perceived as
a threat to the status quo because she took as her model the full professional role in
its broadest sense.’

It is, therefore, apparent that role clarification should be a priority, if not the most
important objective, in the process of role development of a CNS. If others do not under-
stand the benefits of the role, they will not support and accept specialist nurses; rather
they will try to eliminate their role. A number of respondents in the present study noted
the importance of having a manager with a professional background in specialist nurs-
ing. However, something like this is not always possible. Therefore, the clarification of
role is a task which should be undertaken by CNSs themselves.

A strategy by which CNSs can achieve this objective is the dissemination of the role
description to administration and all health professionals with whom they cooperate in
their practice. This job description should be clear, understandable, well-written, and
concise, but long enough to state exactly who CNSs are and what they provide in that partic-
ular setting or specialty (Cooper and Sparacino, 1990). Until the role is fully established
within the organisation, CNSs should take every possible opportunity to present and clarify
their role responsibilities. New CNSs should expect to be ‘ambassadors’ for the CNS role,
explaining in a sentence or two what a CNS is and does. Furthermore, graduate educational
programmes need to prepare CNS graduates to have a clear understanding of their role and

“ to have the ability to clearly describe it to others (Hamric and Hanson, 2003).

The lower percentage of respondents in the frustration phase (5%) as compared to
Hamric and Taylor’s (1989) findings (13%) may be a function of the more experienced
DSN respondents; only 8% were in their first year of specialist practice, compared to 16%
of Hamric and Taylor’s sample. The higher overall percentages of respondents in nega-
tive developmental phases (58%) as compared with Hamric and Taylor’s original
research (29%) may be due to a number of factors. For example, the differences in the
surveys may have helped create different results. The frozen, reorganisation and com-
placent phases derived from respondents’ comments to one open-ended question in
Hamric and Taylor’s study, while in the current study each phase was described. These
descriptions may have resulted in more DSNs recognising negative phases in their

109




A theoretical framework for clinical specialist nursing

developmental trajectory. In addition, Hamric and Taylor did their study over fifteen
years ago, when the healthcare system was arguably more stable than it is today. Signif-
icant turmoil in the healthcare system could account for the greater numbers of DSNs
reporting being in the reorganisation phase (17%) as compared to the CNSs in Hamric
and Taylor’s study (3%). Scarce resources, staff shortages and heavy workload were the
main reasons for DSNs’ experiences of negative phases in the present study. The higher
percentage of DSNs in negative phases compared to the CNSs in Hamric and Taylor’s
study-could also be attributed to the facts that in the UK the CNS role has not been clari-
fied to the extent it has in the USA, and there is no nationally recognised certification for
specialist nursing. Hamric and Taylor also sampled CNSs who were part of existing CNS
support groups. These factors may have contributed to more CNSs being in positive
developmental phases.

For the experienced CNS going through the frozen or reorganisation phases, as
Hamric and Taylor (1989) state, supportive and non-judgemental counselling from an
objective outsider is necessary in resolving conflict. It is important to assess whether or
not the expectations or goals of the CNS are realistic, given the prevailing circum-
stances. When conflict develops, both the CNS and the administration or other related
parties should be involved in dialogue aimed to find a satisfactory resolution of conflict.
Furthermore, it is helpful for the CNS to present a written plan which provides evidence
of the importance of implementing these goals by suggesting appropriate strategies for
their achievement. This will provide an opportunity for active re-negotiation and
realignment of role responsibilities.

A small number of DSNs in the present study reported being in a complacent
phase, suggesting that the area of diabetes care and the DSN role present a lot of chal-
lenges. Similar results were also reported by Hamric and Taylor (1989). A higher per-
centage of DSNs were in this phase (15.6%) than CNSs in the earlier study (3%) by
Hamric and Taylor (1989). This difference could be attributed to longer time within post,
as almost half of respondents (N = 154) were employed as DSNs for over eight years.
Most DSNs who experienced a complacent phase reported ‘sit back for a while’ periods of
time during their career. As in frozen and reorganisation phases, the description of the
complacent phase in the questionnaire could be another reason why more respondents in
the current study reported experiences of this phase.

The short duration of this phase was seen as a positive and re-energising period for
respondents in both studies. However, this phase was associated with negative feelings
and absence of challenge for further expansion of practice by a considerable number of
respondents. Hamric and Taylor (1989) contend that CNSs who remain in this phase for
long periods are not seen as change agents and only meet selected, narrowly focused
needs. They further suggest that the CNS should change some aspects of practice and/or
focus on a new unmet need of patients or institution. Undertaking a course or formal
education is another helpful strategy for moving out of this phase. Whatever the selected
strategy for eliminating feelings of complacency, the employing organisation and admin-
istration should provide the greatest possible assistance to the CNS in this process.
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5.6 Summary

This chapter presented the results of a large study which explored the process of role
development of the DSN based on the seven role developmental phases suggested by
Hamric and Taylor (1989). A new phase, the transition phase, emerged from the findings
of this study. Respondents described their experiences and feelings engendered during
the development of their role in terms of positive and negative phases. Positive phases
maximise the potential of the CNS role performance. On the other hand, although nega-
tive experiences during role development can often be unavoidable, it is evident that
CNSs should not allow themselves, nor should administrators tolerate them, remaining
and practising in these negative phases. Open discussion should be initiated in order to
find ways of overcoming the barriers which inhibit the successful role implementation.

However, if compromise, discussion and negotiations are unsuccessful, the admin-
istration and the CNS will find it mutually beneficial for the CNS to consider a career
move. In seeking a new position, the CNS should carefully assess career goals and expec-
tations and discuss this with the new employer, to be certain that the new job will offer
challenge and satisfaction.
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6

Role performance: activities
and components constituting the role

6.1 Introduction

Four concepts of the CNS role theoretical framework discussed in this book were exam-
ined in a nationwide study involving 334 CNSs working in diabetes. This framework
derived from role theory; the relevance of the latter to the CNS role is explored in Chap-
ter 2. Chapters 3 to 5 discussed the following concepts: personal characteristics and
skills, work setting and organisational factors, and role development.

Role performance is explored in this chapter. A review of the literature regarding
the activities and components constituting the CNS role is presented in the first part.
The second part of the chapter discusses the development of the instrument measuring
the DSN role performance. The study findings are presented and discussed in the final
part. A detailed description of the study design, methods and data analysis is presented
in Chapter 3 and is mentioned only briefly in this chapter.

6.2 Role components and activities of the clinical nurse specialist

The role of the CNS is multifaceted and consists of a number of role components, compe-
tencies and activities. Different authors refer to a range of various components and
activities undertaken by CNSs in their role enactment. Table 6.1 depicts the most fre-
quently cited components and activities of the CNS role performance since the establish-
ment of this role in the 1970s, as identified by the literature review.

From an analysis of the frequency distribution of role components, five key compo-
nents which characterise the role of the CNS prevailed with a frequency higher than
70%. These five primary role components found consistently throughout CNS practice
are as follows: 1) expert practitioner (cited also as clinician or caregiver); 2) educator
(teacher); 3) consultant (resource, advisor, counsellor); 4) researcher; and 5) manager
(administrator, executive, leader). It is interesting to note that all authors include expert

_practice and education in the role of the CNS.

More specific to diabetes nursing in the UK, the Royal College of Nursing (1991)
accepted the definition given by Castledine (1989) that the DSN is a nurse clinician with
extended knowledge and skills in diabetes management, an educator, counsellor, man-
ager, researcher, communicator and innovator held responsible for his or her actions.
This definition, which was adopted for the purpose of this study of exploring the DSN
role, besides the five basic components of the CNS role, includes the competencies of col-
laborator (coordinator, communicator, liaison role) and innovator (change agent). These
competencies are regarded as essential components of the DSN role in the UK setting
(Johns, 1997; Kyne-Grzebalski, 1997; Redmond, 1988). In addition, the majority of DSNs
are either based in both hospital and community or may visit either when needed
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(MacKinnon, 1998a). Therefore, collaboration is a very important aspect of the role,
which enables the DSN to facilitate coordination between the two settings, as well as
continuity of care.

For these reasons, the role of the DSN in this study was explored in relation to
seven key components and competencies, which are discussed separately in the follow-
ing part of this chapter. It should be noted that the term CNS in this book includes that of
the DSN, unless the work cited refers exclusively to the role of the DSN.

Table 6.1 Role components and activities of the clinical nurse specialist role performance
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6.2.1 Expert practitioner

The provision of direct patient care has been a major component in the role of the CNS
since its origin (Reiter, 1966). The role of the CNS was established to provide expert bed-
side care and thus improve the quality of patient care and nursing practice. As an expert
practitioner, the CNS provides nursing care at an advanced level in his or her area of
practice and demonstrates excellent clinical judgement (King, 1990; Menard, 1987b;
Sparacino, 2005). Moreover, the CNS is able to develop clinical protocols for the care of
patients and has the ability to manage those patients throughout the course of their con-
dition/illness. Therefore, CNS involvement in direct care differs from that of the general
nursing staff who perform the ongoing nursing activities.

Specialist care is linked to specific types of intervention for particular groups of
patients experiencing unique and/or complex problems. It depends on the needs of the
staff and organisation, and requires from the CNS the acquisition of more advanced
skills than those of general nurses (McGee, 1998; Scott, 1997). The several stages of role
development and the length of clinical experience enable the CNS to move away from
rules towards a more intuitive approach in interventions, by integrating theory into
practice (Benner, 2001). Clinical expertise likewise has a practical relevance when a the-
oretical framework for nursing practice is being developed (Sparacino, 1986). Moreover,
involvement in direct care gives CNSs the opportunity to develop their practice, improve
their skills, and remain informed on the latest developments.

CNSs, as expert practitioners, assess patients’ condition with a high level of
discriminative judgement, determine priorities of care, and plan and design with
advanced knowledge and skills. Furthermore, they implement comprehensive and indi-
vidualised care, and evaluate the quality of the care provided. This continuity of care
assists patients/carers and complements their capacity to achieve or maintain optimum
health and functioning (Koetters, 1989; Sparacino, 1986). Sparacino (2005: p421) sup-
ported the dictum that expert practice has the advantage of providing the CNS with the
‘...opportunity to demonstrate clinical competency, maintain clinical expertise, meet
direct care requirements for recertification, identify staff learning needs, role model
important clinical behaviours, evaluate resource utilization, and ensure CNS visibility
and accessibility.’

The clinical expertise of the CNS should not only improve the level of care received
by those patients with whom they interact, but also the overall quality of nursing care.
The CNS functions as a role model for other nursing staff and as guidance in their profes-
sional career by providing expert care for patients under a theoretical orientation. How-

‘ever, in order to act as a role model, the CNS needs to be accepted by other members of
the healthcare team as an advanced practitioner. Therefore, effective and sustained
impact on clinical practice requires CNSs to prove their competence and skills as expert
practitioners.

If CNSs lack such skills or are unable to translate acquired theoretical knowledge
into directives for use in the practice setting realistically and comfortably, nursing staff
may devalue their suggestions and even consider them as intruders (Sparacino and
Cooper, 1990). Moreover, ‘hands-on’ practice of patient care increases the visibility of
CNSs, and direct contact with patients/clients and other health professionals enables
them to serve as advocates of both patients and staff. CNSs are also in a good position to
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evaluate nursing care and staff performance and identify appropriate means of strength-
ening both. Furthermore, CNSs, being involved in direct care, participate in quality
assurance activities and in the setting of achievable standards of care. They are also able
to generate research questions applicable to clinical practice and to identify opportuni-
ties for utilisation of research finding for evidence-based practice (Sparacino, 2005).

6.2.2 Educator

Educational responsibilities are a traditional part of the CNS role. Their practice of
remaining vigilant for new, relevant information and then sharing this information in
an effective and timely manner is one of their most effective teaching interventions
(McCaffrey-Boyle, 1996). CNSs have a great deal of responsibility in teaching patients
and their families/carers, nursing staff and other health professionals, nursing and
other healthcare students, as well as the public or community (Sparacino, 2005). Thus,
CNSs provide education to a wide range of people or groups. However, as
McCaffrey-Boyle (1996) states, the CNS’s classroom must remain the bedside, and the
focus of his/her practice for the educator role component should be the patient and
family.

Patient-focused instruction is the mainstay of the CNS education role and the
characteristic which most differentiates it from those of staff development educators and
academicians. The specialist nurse with expert knowledge and skills is in a strategic
position for patient and family education, which may focus on individual or group educa-
tion. Moreover, collaborative discussion of patient problems, individualised assessment,
and joint decision-making are the hallmarks of conjoint patient-specific care planning
and staff learning. Teaching may be structured or impromptu; it often occurs on site, but
may also occur on the phone (Priest, 1989; Spross et al, 2000).

Part of the specialist nurse’s role as an educator is to teach and inform not only
patients and their families/carers, but also their colleagues, health staff and/or students.
The integration of counselling and good communication skills into one-to-one exchanges
with these is an effective way of conducting educational sessions and in particular when
discussing difficulties. CNSs act as role models for other health professionals, by demon-
strating the practical integration of theory and evidence-based practice, maintaining a
focus on continuously improving clinical care, and integrating new knowledge into prac-
tice. The CNS has a professional responsibility to serve as an educator and mentor for
graduate nursing students, sharing in this way their knowledge with future CNSs and
demonstrating the level of advanced practice nursing to which students can aspire
(Sparacino, 2005).

Development of new educational tools and programmes is another example of the
CNS educational involvement. The CNS’s clinical experience yields data on patients’
and their families’ concerns, confusion, and needs for clarification. For this reason, the
CNS is in the best position to select and implement the most appropriate teaching
method for each patient or situation (McCaffrey-Boyle, 1996). It is obvious that the edu-
cation role component of the CNS is itself multifaceted and, therefore, requires profi-
ciency in learning theory and practice for both professional and non-professional
consumers.
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6.2.3 Consultant

Consultation is the provision of assistance to enhance the consultee’s ability to master a
given situation. It requires availability, willingness, insight, clinical expertise, commu-
nication skills, and a non-judgemental attitude on the part of the CNS (McCaffrey-Boyle,
1996). There is considerable agreement that the consultative component of the CNS role
is a highly valued role function, and that CNSs, nursing staff and, in particular, nursing
administrators, view skill in the consultant role component as vitally important to the
CNS effectiveness (Naylor and Brooten, 1993; Scherer et al, 1994; Tarsitano et al, 1986).
The degree of importance placed on the consultative component of the CNS practice
depends upon many factors. It is related to the needs of the staff and patients with whom
the CNS is working, the expertise of the staff, the philosophy, goals, and priorities of
nursing administration, and the goals and priorities that the CNS has established
(Barron, 1989).

Effective consultation on a complex patient problem requires sensitivity. Empha-
sis is given to the patient’s feelings and on how he or she can be assisted to accept the ill-
ness condition and adapt to a new way of living (McCaffrey-Boyle, 1996). Moreover, the
CNS is a content expert and so assists in suggesting a wide range of alternative
approaches or solutions to clinical or systems problems, whether internal or external to
the practice setting. In addition, the CNS is a resource consultant and provides pertinent
information that enables nurses and other health professionals to make decisions based
on a range of relevant and appropriate alternatives (Sparacino, 2005).

The emphasis placed on the consultative role component may fluctuate over time,
but nursing consultation remains an essential and valued activity for most CNSs. Like-
wise, consultation requests are more often informal and occur when a CNS is already
present on a patient care unit, or are just as likely to be initiated in the hall or stairwell.

6.2.4 Researcher

It has been documented that the least time is spent by CNSs on implementation of the
researcher role component (Humphris et al, 1999; Robichaud and Hamric, 1986; Scott,
1999; Tarsitano et al, 1986; Walker, 1986). However, the researcher role component
facilitates the improvement of the quality of nursing care by scholarly inquiry and appli-
cation of science to clinical practice. Research is essential to build and extend the knowl-
edge base for nursing practice, and for greater understanding of the impact of nursing
interventions on patient outcomes. Before becoming involved in research, a CNS must
‘assess the readiness and receptiveness of the practice setting, administrative support,
and whether research is a realistic performance goal at the given time (McGuire and
Harwood, 2000).

Most often, the practical level of involvement is collaborative nursing and interdis-
ciplinary research. By being a member of a research team, a CNS is in a unique position
to contribute to the generation of clinically-based knowledge, to create a link between
practical application and theoretical design, and to bridge the gap between how nursing
ought to be and what is practised. A CNS is the clinical expert, understands the clinical
issues, and has access to patients, while a nurse researcher is the research expert, knows
research methodology, and has access to the resources that support the research
(Sparacino, 2000). Their collaboration in undertaking a research project would undoubt-
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edly have the desired results. Therefore, as Oddi and Cassidy (1998) propose, the
absence of CNS involvement in the design and conduct of a subject-related study or the
discussion of its results almost always has negative consequences. Its outcomes may be
disappointing, recommendations misguided, and money misspent.

A perceptual problem that precludes CNSs from active participation in research
activities is the assumption that it is only worth participating in research if one is a prin-
cipal investigator. It should be emphasised that the competency of undertaking the
researcher role component encompasses the continuum from scholarly inquiry to
research utilisation and research conduct. Interpretation and use of research, evalua-
tion of practice, and participation in collaborative research are three research competen-
cies identified by Sparacino (2005) as constituting the broad spectrum of the CNS
research role component.

6.2,5 Clinical and professional leadership

Clinical leadership is a major component of the CNS role and is an expectation of admin-
istrators and staff. In addition, management knowledge, skills, and processes enhance
their effectiveness as clinical leaders, regardless of organisational placement. This com-
ponent is integral to the role, because a CNS has responsibility for clinical innovation
and change within the patient care system. The CNS has significant formal and informal
impact and influence and, therefore, must be visionary yet practical. Moreover, the CNS
is the link between a variety of resources and nursing staff and asserts clinical and pro-
fessional leadership in the practice setting or healthcare system, in healthcare policy
and delivery decisions, or in the administration of direct care programmes (Hanson and
Malone, 2000; Sparacino, 2000).

Leadership is integral to the role because a CNS has responsibility for clinical
innovation and change, as well as significant formal and informal impact and influence
on the patient care system (Sparacino, 2005). Clinical and leadership competencies are
integrated with the other CNS competencies to support the overall purpose and goals of
an organisation relating to the provision of patient care. Most healthcare organisations
are a bureaucratic maze. For this reason, the CNS works with staff, patients, and fami-
lies to help them comprehend the complexities and wend their way through the system.
Moreover, the CNS can serve as an advocate or diplomat between administrators and
clinical staff, helping both groups understand the vagaries and particulars of organisa-
tional change, listening and supporting when appropriate and explaining decisions
when needed (Brown, 1989).

6.2.6 Collaborator, coordinator

CNSs in their practice collaborate with nurses, physicians, other healthcare providers,
and patients and their families. Therefore, they must be leaders in developing, promot-
ing, and maintaining interdisciplinary collaboration and teamwork. Collaboration
results in team building, synergism, and integrative solutions, as well as high-quality
and cost-efficient patient care (Spross, 1989). According to Sparacino (2000), collabora-
tion is an essential competency of a CNS, and it is the well-earned outcome of clinical
competence, effective communication, mutual trust, valuing complementary knowledge
and skills, collegiality, and a favourable organisational structure. The CNS undertakes
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collaboration and coordination activities when performing other role components, sug-
gesting that the skills related to this component are vital in the integration of their role.

The outcome of CNS-coordinated collaboration is empowerment of nurses and a
recognition of the nurse as a critical member of the healthcare team. Moreover, a CNS
builds collaborative relationships with patients and families and provides an interface
between patients, their families, and physicians. In addition, collaboration between a
CNS and other healthcare professionals contributes to the expertise necessary to pro-
vide effective and efficient healthcare. The CNS can integrate the insight of many profes-
sionals with different perspectives, each providing theoretical and applied knowledge,
into patient care (Hanson et al, 2000; Sparacino, 2005).

6.2.7 Change agent, innovator

Many authors consider that innovation overlaps all other activities and components of
the CNS role, and argue that the ultimate goal of the CNS must be to succeed as change
agents (Girard, 1987; Girouard, 1983; Hamric, 1989; Noone, 1987). Innovation is the
most difficult role to describe, perform and/or understand, and it is not a distinct role
component but rather a result that occurs as the CNS performs other role components.
Lancaster (1982: p20) defined the change agent as one who:

“...generates ideas, introduces the innovation, develops a climate for planned change
by overcoming resistance and marshalling forces for acceptance, and implements
and evaluates the change.’

Innovation refers to the ability to alter and improve something or make it different.
The role of the CNS as a change agent improves patient care and nursing practice and
promotes communication with other healthcare personnel. Change is a non-ending
process, which, as Hanson and Malone (2000: pp284-85) state, ‘...must be woven into
the fabric of everyday life and work.” Moreover, it is challenging and invigorating, but
at the same time, can be difficult and painful.

The task of CNSs to succeed in this role component is to understand the theories
of change which gives them strategies and skills to become innovative within their work-
ing environment. They should also be able to explore the dynamics of change and the cul-
ture within which it occurs (Girard, 1987). The same author concludes that, ‘...being a
change agent is knowing that change is inevitable and perhaps, as a CNS, being able to
positively influence its course’ (Girard, 1987: p17).

6.3 Design and methods
6.3.1 Questionnaire design

Role theorists relate role performance to the differentiated behaviour or activities of an
individual relevant to a specific position within a context which is influenced by the indi-
vidual’s personal characteristics, working context, and role development (Hardy and
Hardy, 1988b). The purpose of this section was to explore the DSN role performance and
its constituent components and activities. Moreover, it aimed to determine whether per-
sonal characteristics, work setting and role development of the DSN have an impact on
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their role performance. A quantitative approach, utilising a postal questionnaire, was
adopted for the purpose of this study. The role performance of the DSN is composed of the
following seven components and competencies: expert practice, education, consultation,
management-leadership, research, collaboration, and innovation. Therefore, it was
decided that the DSN role performance in this study should be examined in relation to
the activities that combined each of the above seven components and competencies.

A number of studies have explored different components and activities of the CNS
role (Aikin et al, 1993; Burge et al, 1989; Castledine, 1982; Gaines, 1981; McGee and
Castledine, 1999; Scott, 1999; Tarsitano et al, 1986). However, although useful as a
guide, instruments used in these studies could not be adopted for the purpose of this one,
as they did not cover all the dimensions of the DSN role identified in the literature.
Therefore, the design of this section was undertaken by the researcher, based on the
information derived from the literature and from previous studies relevant to the topic.
All possible activities identified as constituting the CNS role performance were included
in this section. However, when designing the questionnaire, the researcher worded these
activities in ways that reflected specifically the role of the DSN. Moreover, DSNs partici-
pating in the panel of experts reviewing the content validity of the questionnaire added
further activities of their role to this section. These were not included in the literature.

A five-point Likert scale was adopted and divided into seven sub-scales, each
examining a different role component. It included 62 statements (items) in the pilot
study, which were reduced to 58 items in the main study questionnaire. Each statement
expressed a different and unique activity undertaken by the DSN as part of his/her role.
Participants were asked to indicate the frequency with which they performed each activ-
ity as they rated it on the five-point Likert scale from 1 (not at all) to 5 (very frequently).
The following is an example of the instructions to participants and of items included in
this section:

‘Within the past year or so, indicate by circling a number in the appropriate column
on the right how often you perform each activity that best describes your role as a
Diabetes Specialist Nurse.’ »

‘Assess and adjust insulin dosages as required.” 12345

‘Plan, implement, and evaluate group teaching of 12345
patients and their families.’

(where, 1-not at all, 2-rarely, 3-occasionally, 4-frequently, 5-very frequently)

At the end of this section, participants were asked to indicate the percentage of total
work time they spent at the time of the study in each of the following role components:
expert practice, education, consultation, research, and management/leadership. The
percentage of time spent in collaboration and innovation was not sought in this study, as
the activities comprising these components often overlap with the above five compo-
nents. Respondents were also asked to estimate the percentage of travelling time which,
although not included within the DSN role description, has been proven to be an impor-
tant issue in this role (Johns, 1997).
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6.3.2 Validity and reliability of instrument

The initial review of the questionnaire in this study was undertaken by the researcher.
As a first step, a brainstorming process was adopted by including all possible items iden-
tified in the literature relevant to the purpose of each section. A rigorous review of the
content of each item was then undertaken; some items which were ambiguous were
reworded or omitted, and other items which measured the same dimensions were
merged. An expert in linguistics assisted the researcher in this process of content clarifi-
cation and reduction of items.

Subsequently, a panel of seven experts, four researchers and three DSNs working
in Northern Ireland, were invited to review the questionnaire in order to establish its
content validity. After the questionnaire had been critically reviewed by experts and
appropriately modified by the researcher on the basis of this review, it was pre-tested in
a pilot study involving 30 DSNs working in Northern Ireland. A response rate of 63.3%
(19 DSNs) was obtained and results showed a high degree of internal consistency for role
performance (o = 0.95).

6.3.3 Sample

The sampling criteria for participants in this study were nurses working in the UK full
or part time in diabetes care, with children, adults, or both, and whose title was ‘Diabetes
Specialist Nurse’ (DSN). Access to the study sample was obtained through the Diabetes
Specialist Nurse Directory 2000 (Diabetes UK, 2000), which is the most comprehensive
database available. Registration in this Directory is perceived by most DSNs to be valu-
able to their practice. Access to the DSN group through the above database and the
sample size of this study allowed for the generalisation of findings to the overall popula-
tion of DSNs in the UK. Questionnaires were sent to 670 DSNs working in ten NHS
executive regions of the UK. The return of the questionnaire indicated consent to
participation in this study.

6.3.4 Data analysis

The 334 returned questionnaires contained valid data and were included in the analysis.
The Statistical Package for Social Sciences—Version 9.0 (SPSS-V9.0) for Windows com-
puter program was used for this purpose. The procedure of data analysis was the same
as that undertaken for the development of the Personal Characteristics and Skills Scale
and the Work Setting Factors Scale. Descriptive statistics, tables and graphs were used
to analyse and present the frequencies of responses. Moreover, Pearson’s prod-
uct-moment correlation test was used to identify any relationships between different
variables. Maximum likelihood exploratory factor analysis with Promax rotation was
used to explore the underlying dimensions (factors) of the items comprising the seven
role components of the Role Performance Scale (a detailed description of this method is
presented in Chapter 3). Independent samples t-test was conducted to compare the per-
centage of time allotted to each role component for different groups of respondents.
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6.4 Results
6.4.1 Demographic details

The overall number of questionnaires returned was 341 (562.2%), of which seven were
incomplete, and therefore not usable, giving a final response rate of 51.2% (334 DSNs). A
proportional response rate was obtained from DSNs working in all ten NHS executive
regions of the UK; a breakdown of the sample of participants from each region of the UK
is presented in Chapter 3, Table 3.1. Eighty-nine (26.6%) respondents were working
part-time as DSNs and 245 (73.4%) full-time. With regard to work setting, 97 (29.0%)
respondents were based in hospital, 43 (12.9%) in the community and 194 (58.1%) were
working between hospital and community.

The majority of respondents, 53.0% (177 DSNs) were employed at H grade, 36.5%
(122 DSNs) at G grade, and 8.1% (27 DSNs) at I grade. Only three DSNs (0.9%) were
employed at grade E and five DSNs (1.5%) at grade F. Of the 290 (86.8%) DSNs who
answered the question regarding the highest academic qualification earned in nursing,
112 DSNs (39%) held a degree in nursing and 65 DSNs (22.4%) held a Master's degree. Sev-
enty-nine per cent of the 334 respondents (264 DSNs) had undertaken (or were undertaking
at the time of this survey) postgraduate training related specifically to their role as DSNs.
This was mainly related to National Board Courses (ENB 928 and 998). A detailed
description of the respondents’ educational preparation is presented in Chapter 3.

6.4.2 Role performance: role components and activities

Each of the seven role components in this section was examined separately as each
referred to a unique dimension of the DSN role performance. The assessment of the suit-
ability of data for factor analysis regarding these scales (Table 6.2) revealed that explor-
atory factor analysis was an appropriate method. Similarly, the inspection of Pearson’s
correlation matrixes showed a large number of statistically significant inter-item corre-
lations within each scale, but none exceeded the value of r = 0.8. Cronbach’s coefficient
alpha test indicated that all seven scales measuring role performance presented high
internal consistency (Table 6.2).
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Table 6.2 Assessment of the suitability of data for factor analysis and internal consistency
levels for the seven scales measuring the DSN role performance

Role component Determinant KMO Bartlett’s test Cronbach’s a
Expert Practice .0345 .756 p < .001 .646
Education .0271 .857 p < .001 .836
Consultation .0779 799 p < .001 .763
Research .0108 .882 p < .001 .883
Management/leadership .0601 .844 p < .001 .889
Collaboration/coordination .170 .802 p < .001 .849
Innovation .158 .844 p < .001 .824

6.4.2.1 Expert Practice Scale

The fourteen items combined within this scale represent activities undertaken by DSNs
as part of their expert practice role component (Table 6.3). Respondents reported under-
taking most of these activities either occasionally, frequently, or very frequently

(Table 6.4).
Table 6.3

Items combining the Expert Practice Scale within the instrument measuring the

DSN role performance

Item No Item statement for Expert Practice activities

Item 1 Collaborate with team members and other healthcare staff in assessing, planning,
implementing, and evaluating comprehensive diabetes care

Item 2 Administer routine direct patient care in the field of diabetes

Item 3 Assess and adjust insulin dosages as required

Item 4 Adjust oral hypoglycaemic drugs

Item 5 Prescribe diabetes-related medications

Item 6 Order laboratory tests and diagnostic procedures

Item 7 Provide specialised direct care requiring advanced skills and knowledge to patients with
complex physical problems and their families/carers

Item 8 Carry a caseload of patients with diabetes and establish long and short-term goals for care
of individual patients

Item 9 Participate in interdisciplinary patient care conferences

.| Item 10 Provide advice and support to patients and/or their families via telephone

Item 11 Provide an out-of-hours help-line for emergency cases

Item 12 Carry out home visits to maintain follow-up in patient care

Item 13 Act as a role model for staff and students when performing direct care

Item 14 Act as a patient advocate in clinical practice
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Table 6.4 Frequency with which DSNs undertook each activity within expert practice, as
rated on the five-point Likert scale (N=334)

Expert 1 2 3 4 5 Mean sD

practice Count % Count % Count % Count % Count %

Item 1 - - - - 43 12.9 137 41.0 154  46.1 4.33 .69
Item 2 - - - - 8 2.4 51 15.3 275 82.3 4.80 .46
Item 3 - - - - - - 39 11.7 295 88.3 4.88 .32
Item 4 57 17.1 9 2.7 40 12.0 84 25.1 144 43.1 3.75 1.46
Item 5 200 59.9 9 2.7 40 12.0 84 25.1 144  43.1 2.25 1.65
Item 6 21 6.3 23 6.9 66 19.8 110 32.9 114 34.1 3.82 1.16
Item 7 - - - - 48 14.4 124 37.1 162 48.5 4.34 72
Item 8 - - - - 1 3.3 58 17.4 265 79.3 4.76 .50
Item 9 - - 54 16.2 126 37.7 84 25.1 70 21.0 3.51 .99
Item 10 - - - - - - 30 9.0 304 91.0 4.91 .29
Item 11 140 41.9 45 13.5 51 15.3 26 7.8 72 21.6 2.54 1.59
Item 12 39 11.7 21 6.3 58 17.4 76 22.8 140 41.9 3.77 1.36
Item 13 - - - - 44 13.2 136 40.7 154  46.1 4.33 - .70
Item 14 - - - - 45 13.5 120 35.9 169  50.9 4.37 71
1-not at all, 2-rarely, 3-occasionally, 4-frequently, 5-very frequently

The fourteen items of this scale were subjected to an exploratory factor analysis where
Kaiser’s criterion suggested a four-factor solution. However, as the mean communality
for this scale was 0.579, three factors were retained on the basis of Cattell’s scree-plot
test. The three-factor model explained 38% of the total variance. The three factors were
interpreted based on an examination of the content of the items loading on each factor
(Table 6.5). A moderate correlation was found between Factors 1 and 2 (r = 0.419; p <
0.01), as well as between Factors 2 and 3 (r =0.306; p <0.01). A low correlation was found
between Factors 1 and 3 (r = 0.191; p < 0.01), suggesting a differentiation in the perfor-
mance of direct care and advanced specialised care activities by DSNs. An examination
of the content of the items which loaded on each of the three factors (Table 6.5) gave the
following theoretical interpretation for each factor.
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Table 6.5 Item loadings on each of the three factors of the Expert Practice Scale
Pattern Matrix*

Factor
1 2 3

Item 2 Expert Practice .910
Item 10 Expert Practice .662
Item 8 Expert Practice .644
Item 3 Expert Practice .506
Item 14 Expert Practice 718
Item 13 Expert Practice .652
Item 12 Expert Practice .428 -.328
Item 11 Expert Practice 422
item 9 Expert Practice .415
Item 1 Expert Practice .316
Item 4 Expert Practice .704
Item 6 Expert Practice .644
Item 7 Expert Practice ' .549
Item 5 Expert Practice .480

Extraction Method: Maximum Likelihood
Rotation Method: Promax with Kaiser Normalisation

2. 1-Direct care; 2-Liaison and indirect care; 3-Advanced specialised care

6.4.2.1.1 Factor 1: Direct care

This factor described the routine direct care activities undertaken by respondents in the
performance of their role as expert practitioners and included four items (Table 6.5). The
activities that correspond to these items are described in Table 6.3. The highest loading
(0.910) was reported for Item 2, ‘Administer routine direct patient care in the field of dia-
betes’, the content of which bears a close resemblance to the title of this factor. It
accounted for 83% of the variance explained by this factor. Cronbach’s alpha coefficient
test suggested that the dimensions of this factor present a reliable measure of direct care
activities (o = 0.767).

6.4.2.1.2 Factor 2: Liaison and indirect care

As seen in Table 6.5, six items loaded on this factor (refer to Table 6.3 for a description of
activities represented by these items). These items refer to liaison and indirect care
activities undertaken by DSNs as part of their expert practice role component. The high-
est loading (0.718) was recorded for Item 14, ‘Act as patient advocate in clinical practice’,
indicating that 52% of the variance was accounted for by this factor. Cronbach’s alpha
test indicated that the dimensions of this factor present a reliable measure of liaison and
indirect care activities undertaken by the DSN as part of expert practice (o = 0.608).
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6.4.2.1.3 Factor 3: Advanced specialised care

Four items, the description of which can be seen in Table 6.3, loaded on this factor which
represents specialised activities undertaken by DSNs requiring advanced knowledge
and skills (Table 6.5). The highest loading (0.704) was recorded for Item 4, ‘Adjust oral
hypoglycaemic drugs’, which accounted for 50% of the variance explained by this factor.

The majority of respondents reported undertaking advanced specialised care
either occasionally or frequently (Mean = 3.54; SD = 0.90). An exception was Item 5, sug-
gesting that almost 60% of respondents did not prescribe any diabetes-related medica-
tions (Table 6.4). Most of the remaining 40%, however, commented that they were
involved in this activity in the following forms: prescribing blood glucose strips, lancets
and syringes; recommending treatment types and doses to medical colleagues; and/or
filling in prescription forms for GPs and/or hospital doctors to sign.

In addition, 57 (17.1%) respondents reported not being involved in the adjustment
of oral hypoglycaemic drugs. However, from a cross-tabulation of responses, it was found
that 49 of these 57 respondents were paediatric DSNs. Cronbach’s alpha test indicated
that the dimensions of this factor present a reliable measure of advanced specialised
care activities undertaken by the DSN (o = 0.646).

6.4.2.2 Education Scale

The ten items combined within this scale represent activities undertaken by DSNs as
part of their education role component (Table 6.6). The majority of respondents in this
study reported undertaking all the indicated teaching activities, with a frequency that
varied from occasionally to very frequently (Table 6.7).

Table 6.6 Items combining the Education Scale within the instrument measuring the DSN
role performance

Item No Item statement for education activities

Item 1 Coordinate and/or participate in the education and training of nursing staff

Item 2 Provide education to medical staff

Item 3 Contribute to the educational and professional development of nursing and/or other
healthcare students

Item 4 Develop/participate in the development, implementation, and/or evaluation of educational
resources and materials that facilitate diabetes education

Item 5 Plan, initiate and evaluate individual patient teaching programmes

ftem 6 Plan, implement, and evaluate group teaching of patients and their families

Item 7 Coordinate and/or participate in community and public educational and informational
programmes

Item 8 Take part in the delivery of formal academic education in diabetes

Item 9 Organise, in collaboration with other members of the healthcare team, seminars on
diabetes and workshops for healthcare professionals

Item 10 Provide diabetes education to people who are in contact with the person with diabetes,
such as school teachers, employers, friends
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Table 6.7 Frequency with which DSNs undertook each activity within education, as rated on
the five-point Likert scale (N=334)

Education 1 2 3 4 5 Mean SD
Item No Coun % Count % Count % Count % Count %

Item 1 - - - - 41 12.3 145 43.4 148 44.3 4.32 .68
Item 2 12 3.6 38 11.4 143 42.8 83 24.9 58 17.4 3.41 1.02
Item 3 - - 7 2.1 69 20.7 150 44.9 108 32.3 4.07 .78
Item 4 - - 22 6.6 85 25.4 133 39.8 94 28.1 3.90 .89
Item 5 - - 1 3.3 46 13.8 138 41.3 139 41.6 4.21 .80
Item 6 27 8.1 34 10.2 70 21.0 95 28.4 108 32.3 3.67 1.25
Item 7 9 2.7 48 14.4 125 37.4 94 28.1 58 17.4 3.43 1.02
Item 8 34 10.2 36 10.8 109 32.6 107 32.0 48 14.4 3.30 1.15
Item 9 10 3.0 26 7.8 11 33.2 134 40.1 53 15.9 3.58 .95
Item 10 1 3.3 36 10.8 121 36.2 88 26.3 78 23.4 3.56 1.06
1-not at all, 2-rarely, 3-occasionally, 4-frequently, 5-very frequently

Two factors were extracted based on Cattell’s scree-test criterion, which explained the
underlying dimensions of the Education Scale. The two factors (Table 6.8), which
explained 45% of the total variance, presented a high correlation (r = 0.641; p < 0.001),
indicating the close association between the dimensions of this role component.

6.4.2.2.1 Factor 1: Educating health staff

The five items of this factor (Table 6.8) described the education provided by respondents
to other health professionals relating to diabetes topics (refer to Table 6.6 for a descrip-
tion of the activities represented by these items). The highest loading (0.807) was
recorded for Item 1, ‘Coordinate and/or participate in the education and training of nurs-
ing staff’, indicating that 65% of the variance was accounted for by this factor. As indi-
cated by the mean score of items constituting this factor, most respondents provided edu-
cation to health professionals and students either frequently or occasionally (Mean =
3.74; SD = 0.70) (Table 6.7). Cronbach’s alpha test revealed that the dimensions of this
factor presented a high level of internal consistency (o = 0.813).

6.4.2.2.2 Factor 2: Educating patients, families and the public

Five items loaded on this factor (Table 6.8) which reflects DSN education for people with

_diabetes and their families/carers, as well as the public. The detailed description of the
activities represented by these items is given in Table 6.6. The highest loading (0.709) on
this factor was recorded for Item 4, explaining 50% of the variance. This item referred to
the development and implementation of educational resources and materials that facili-
tate diabetes education. More than 93% of respondents reported undertaking this activ-
ity at a frequency higher than ‘Occasionally’ (Table 6.7).

In general, most respondents provided education to patients, their families or
carers and public with a frequency which varied from occasionally to very frequently
(Mean = 3.75; SD =0.71). The dimensions of this factor presented a high internal consis-
tency (o = 0.737).
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Table 6.8 Item loadings on each of the two factors of the Education Scale
Pattern Matrix®

Factor
1 2
Item 1 Education .807
Item 8 Education .790
Item 9 Education .700
Item 3 Education .587
Item 2 Education .545
Item 4 Education .709
Item 5 Education 701
Item 6 Education .670
Item 10 Education 411
Item 7 Education ' .317

Extraction method: Maximum likelihood
Rotation method: Promax with Kaiser normalisation
* 1-Educating health staff
2-Educating patients, families and public

6.4.2.3 Consultation Scale

Nine items which represent activities undertaken by DSNs as part of their consultation
role were included in this scale (Table 6.9). As presented in Table 6.10, a wide range of
responses was received, with the majority of respondents undertaking these activities
either occasionally or frequently. The exception was Item 9, with more than 70% of
respondents providing consultation for patients and their families very frequently.

On the other hand, more than 50% did not participate in setting standards of dia-
betes care at a national level (Item 4). Despite this, the fact that 26 (7.8%) respondents
were involved in this activity either frequently or very frequently makes this a signifi-
cant finding. It indicates that the influence of the DSN in the organisation of diabetes
care extends to national level.
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Table 6.9 Items combining the Consultation Scale within the instrument measuring the DSN
role performance

Item N° Item statement for Consultation activities

Item 1 Consult with nurse managers/ward sisters to identify clinical activities that facilitate the
professional growth of the nursing staff

Item 2 Provide leadership in the assessment, development, and/or implementation of policies,
protocols, procedures, and care pathways in my area of practice

Item 3 Participate in setting, and/or implementing standards and targets of diabetes care in my
area of practice and/or health board (district, trust)

Item 4 Participate in setting standards of diabetes care at a national level

Item 5 Facilitate the organisation of patient support group(s) in my area of practice or health
board (district, trust)

Item 6 Act as a resource person for staff and students in the area of diabetes care

Item 7 Function on an ‘on-call’ basis for nursing and/or staff who need assistance in solving
complex problems related to diabetes care

item 8 Provide answers to clinical problems identified by healthcare personnel or try/know where
to find the answers when not available

Item 9 Help patients with diabetes and their families/carers to cope with the immediate crisis of
diagnosis and long-term adjustments in life style

Table 6.10 Frequency with which DSNs undertook each activity within consultation, as rated
on the five-point Likert Scale (N=334)

Consultation 1 2 3 4 5 Mean SD
Item No Count % Count % Count % Count % Count %
Item 1 20 6.0 54 16.2 134 40.1 93 27.8 33 9.9 3.19 1.02
Item 2 9 2.7 31 9.3 105 31.4 140 41.9 49 14.7 3.57 .94
Item 3 15 4.5 55 16.5 96 28.7 129 38.6 39 11.7 3.37 1.03
Item 4 173 51.8 91 27.2 44 13.2 20 6.0 6 1.8 1.79 1.01
Item 5 92 27.5 85 25.4 88 26.3 48 14.4 21 6.3 2.46 1.21
Item 6 - - 10 3.0 33 9.9 148 44.3 143 42.8 4.27 .76
Item 7 81 24.3 36 10.8 59 17.7 95 28.4 63 18.9 3.07 1.46
Item 8 - - 14 4.2 60 18.0 165 49.4 95 28.4 4.02 .80
[Item 9 - - - - 13 3.9 87 26.0 234 70.1 4.66 .55
1-not at all, 2-rarely, 3-occasionally, 4-frequently, 5-very frequently

Both Kaiser’s eigenvalues and Cattell’s scree-plot criteria suggested a two-factor solu-
tion for the Consultation Scale, which explained 41% of the total variance. A high corre-
lation was found between these factors (r = 0.532; p < 0.001), indicating a close associa-
tion between their dimensions. The examination of the content of the items that loaded
on each of the two factors (Table 6.11) gave the theoretical interpretation for each factor
shown in Table 6.11.
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Table 6.11 Item loadings on each of the two factors of the Consultation Scale

Pattern Matrix®

Factor
1 2
Item 2 Consultation .879
Item 3 Consultation .820
Item 1 Consultation .645
Item 4 Consultation 512
Item 5 Consultation .470
Item 8 Consultation .703
Item 9 Consultation .590
Item 6 Consultation .534
ltem 7 Consultation .387

Extraction method: Maximum likelihood

Rotation method: Promax with Kaiser normalisation
a. 1-Consultation regarding the organisation of care
2-Consultation for health staff, patients and families

6.4.2.3.1 Factor 1: Consultation regarding the organisation of care

This factor (Table 6.11) described consultation activities undertaken by respondents
regarding the organisation of diabetes care, and included five items (refer to Table 6.9 for
a description of activities represented by these items). The highest loadings (0.879 and
0.820) were recorded for Items 2 and 3, which accounted for 77% and 67% respectively of
the variance explained by this factor. These items referred to respondents’ participation
in and consultation with regard to the organisation of diabetes care in their area of prac-
tice and/or health district. The mean obtained from the scores of items constituting this
factor indicate that most respondents provided consultation with respect to the organi-
sation of care occasionally (Mean = 2.88; SD = 0.78) (Table 6.10). The dimensions of this
factor present a highly reliable measure of the DSN consultation activities in the organi-
sation of diabetes care (o = 0.795).

6.4.2.3.2 Factor 2: Consultation for health staff, patients and families

Four items, the description of which is presented in Table 6.9, loaded on this factor
(Table 6.11). They reflect consultation activities undertaken by DSNs for health staff, as
well as patients and their families/carers. The highest loading was found for Item 8
(0.703), indicating that 49% of the total variance was accounted for by this factor. This
item reflected the ability of DSNs to provide answers to clinical problems related to their
area of practice and identified by health professionals. Almost 80% of respondents
reported providing this type of consultation either frequently or very frequently (Table
6.10). The majority of respondents provided consultation for health staff, patients and
families either frequently or very frequently (Mean = 4.01; SD = 0.62). Cronbach’s alpha
coefficient test revealed a moderate internal consistency of the dimensions of this factor
(a = 0.548).
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6.4.2.4 Research Scale

The eleven items combined within this scale represent activities undertaken by DSNs as
part of their research role component (Table 6.12). Descriptive statistics presented in
Table 6.13 show that, although a wide range of responses was received, most respon-
dents rated the frequency of their involvement in research with ‘not at all’, ‘rarely’ or ‘oc-
casionally’. Research activities which respondents were mostly involved in were related
to their participation in product evaluation (Item 7) and in patient outcome evaluations
(Item 11).

Table 6.12 Items combining the Research Scale within the instrument measuring the DSN
role performance

Item No Item statement for research activities

Item 1 Identify nursing care problems and develop relevant questions for systematic study

Item 2 Conduct research related to diabetes and/or other areas of nursing practice

Item 3 Communicate own research findings through presentations or publications

Item 4 Disseminate own and/or other research findings to staff, and suggest appropriate means
of implementing these in practice

Item 5 Participate in a nursing research committee(s)

Item 6 Collaborate with other healthcare professionals in research

Item 7 Participate in product evaluation

Item 8 Develop proposals for funding nursing research

Item 9 Contribute to the nursing literature through publications

Item 10 Act as a preceptor and resource for staff and/or students conducting research

Item 11 Develop and conduct patient outcome evaluations

Table 6.13 Frequency with which DSNs undertook each activity within research, as rated on
the five-point Likert scale (N=334)

Research 1 2 3 4 5 Mean SD
Item No Count % Count % Count % Count % Count %
Item 1 55 16.5 94 28.1 109 32.6 61 183 15 4.5 2.66 1.09
Item 2 74 22.2 102 305 112 335 33 9.9 13 3.9 2.43 1.06
Item 3 117 350 93 27.8 84 25.1 32 9.6 8 2.4 2.16 1.08
Item 4 66 19.8 71 21.3 109 326 76 22.8 12 3.6 2.69 1.13
Item 5 210 62.9 75 22.5 35 10.5 11 33 3 .9 1.56 .87
* |item 6 56 16.8 99 29.6 107 32.0 6t 183 11 3.3 2.62 1.07
Item 7 26 7.8 63 18.0 147 4.0 75 225 23 6.9 3.02 1.00
Item 8 212 63.5 81 243 33 9.9 8 24 - - 1.51 77
Item 9 167 50.0 90 26.9 56 16.8 13 39 8 2.4 1.82 1.00
Item 10 82 24.6 74 22.2 120 359 45 13.5 13 3.9 2.50 1.12
Item 11 85 25.4 67 20.1 119 35.6 52 15.6 11 3.3 2.51 1.13
1-not at all, 2-rarely, 3-occasionally, 4-frequently, 5-very frequently

A one-factor solution was reached for this scale, which explained 41% of the total vari-
ance. All the eleven items of the research scale loaded substantially (higher than 0.3) on
this factor (Table 6.14). The percentage of variance which was accounted for by this
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factor ranged from 61% for Item 3, ‘Communicate own research findings through presen-
tations or publications’ (loading = 0.780) to 28% for Item 9, ‘Contribute to the nursing lit-
erature through publications’ (loading = 0.531).
Table 6.14 Item loadings on the research factor

Pattern Matrix®

Factor
1

Item 3 Research .780
Item 2 Research 734
Item 4 Research 726
Item 1 Research .669
Item 11 “Research .657
Iltem 6 Research .640
Iltem 8 Research .584
Item 10 Research .581
Item 7 Research ' .544
Item 5 Research .544
Item 9 Research .531

Extraction method: Maximum likelihood

* 1-Factors extracted; 5-iterations required

6.4.2.5 Management/leadership scale

Five items which represent activities undertaken by DSNs as part of their role as man-
agers and leaders constituted this scale (Table 6.15). A wide range of responses was
received relating to the frequency with which respondents undertook each of these activ-
ities as rated on the five-point Likert scale (Table 6.16). However, as seen from the mean
scores of each item, most respondents were either not involved or were rarely involved in
management and leadership activities. An exception was Item 5, indicating that almost
half of respondents participated either frequently or very frequently in identifying gaps
in diabetes care services.
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Table 6.15 Items combining the Management/leadership Scale within the instrument
measuring the DSN role performance

Item No Item statement for Management/leadership activities

Item 1 Participate in financial and budget planning for the diabetes specialty area

Item 2 Represent nursing administration in the review of policies and procedures of
departmental and/or institutional committees

Item 3 Perform or provide input into staff evaluations

Item 4 Participate in decisions regarding employment of nursing personnel

Item 5 Participate in identifying gaps in the diabetes care services

Table 6.16 Frequency with which DSNs undertook each activity within
management/leadership, as rated on the five-point Likert scale (N=334)

Manag/nt 1 2 3 4 .5 .| Mean sp
Item No Count % Count % Count % Count % Count %

Item 1 ' 175 52.4 59 17.7 44 13.2 33 9.9 23 6.9 2.01 1.29
Item 2 114 34.1 77 23.1 77 23.1 39 11.7 27 8.1 2.37 1.28
Item 3 116 34.7 59 17.7 76 22.8 58 17.4 25 7.5 2.45 1.32
Item 4 98 29.3 72 21.6 83 249 4 13.8 35 10.5 2.54 1.32
Item 5 16 4.8 46 13.8 114 34.1 110 32.9 48 14.4 3.38 1.04

1-not at all, 2-rarely, 3-occasionally, 4-frequently, 5-very frequently

As in the research scale, a one-factor solution was obtained for this scale which explained
62% of the total variance. All five items in this scale presented very high loadings on this
factor (Table 6.17), with the highest recorded for Item 3, ‘Perform or provide input into
staff evaluations’, explaining 73% of the variance.

The relationship between management activities and respondents’ employment
grade was investigated using Pearson’s r correlation coefficient test. A high positive cor-
relation (r = 0.453; p < 0.001) was found, indicating that respondents holding a higher
grade were more frequently involved in management activities.

Table 6.17 Item loadings on the management/leadership factor
Pattern Matrix®

Factor
1
Item 3 Management/leadership .856
Item 2 Management/leadership .817
Item 4 Management/leadership .816
Item 1 Management/leadership .745
Item 5 Management/leadership .690

Extraction method: Maximum likelihood

* 1-Factors extracted; 5-iterations required
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6.4.2.6 Collaboration/coordination scale

Four items were included in this scale which examined the role of the DSN as collabora-
tor and coordinator of the organisation of diabetes care (Table 6.18). Although a wide
variety of responses was received relating to these activities, a high degree of involve-
ment was reported by most respondents in the present study. As seen in Table 6.19, more
than 75% of respondents were undertaking most collaboration activities either fre-
quently or very frequently. The one-factor solution obtained for this scale explained 60%
of the total variance. As seen in Table 6.20, all four items of this scale loaded very highly
on this factor.

Table 6.18 Items combining the Collaboration/coordination Scale within the instrument
measuring the DSN role performance

Item No Item statement for Collaboration/coordination activities

Item 1 Communicate and interpret nursing assessment of people with diabetes to medical
staff and other relevant healthcare personnel

Item 2 Coordinate and facilitate transfer or discharge planning between different care settings
(primary-secondary-tertiary care) and/or departments

Item 3 Initiate, direct, and/or facilitate patient referrals to appropriate healthcare
professionals and/or community resources or agencies

Item 4 Utilise and coordinate the varied resources and facilities for diabetes care in my area
of practice

Table 6.19 Frequency with which DSNs undertook each activity included within
collaboration/coordination, as rated on the five-point Likert Scale (N=334)

Collab/on 1 2 3 4 5 Mean SD
Item No Count % Count % Count % Count % Count %

Item 1 - - 12 3.6 43 12.9 153 45.8 126 37.7 4.18 79
Item 2 12 3.6 28 8.4 80 24.0 128 38.3 86 25.7 3.74 1.05
Item 3 - - 19 5.7 64 19.2 147 44.0 104 31.1 4.01 .86
Item 4 - 26 7.8 63 18.9 150 44.9 95 28.4 3.94 .89

1-not at all, 2-rarely, 3-occasionally, 4-frequently, 5-very frequently

Table 6.20 Item loadings on the collaboration/éoordination factor
Pattern Matrix®

Factor
1
Item 3 Collaboration/co-ordination .856
Item 2 Collaboration/co-ordination .817
Item 4 Collaboration/co-ordination .816
Item 1 Collaboration/co-ordination .745

Extraction method: Maximum likelihood

* 1-Factors extracted; 5-iterations required
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In the expert practice scale two items, 1 and 9, described activities related to DSNs’ col-
laborative working with other health professionals in the organisation of diabetes care
(Table 6.3). The relationship between the mean score of these items and the collabora-
tion/coordination scale was examined using Pearson’s correlation test. A moderate sig-
nificant correlation (r = 0.287, p < 0.001) was found, indicating that, although these
activities are similar, they measure distinct dimensions of the DSN role.

6.4.2.7 Innovation scale

Five items which represent activities undertaken by DSNs as part of their role as inno-
vators and change agents constituted the last scale in the instrument measuring the
DSN role performance (Table 6.21). A wide range of responses was received relating to
the frequency with which respondents undertook each of these activities as rated on the
five-point Likert scale (Table 6.22). However, the majority of respondents undertook
innovation activities at a frequency which varied from occasionally to very frequently.

Table 6.21 Items combining the Innovation Scale within the instrument measuring the DSN
role performance

Item No Item statement for innovation activities

Item 1 Implement in practice recent innovations and research findings related to diabetes care
and evaluate their impact on the quality of care

Item 2 Implement and evaluate appropriate nursing models in the care of people with diabetes
and their families/carers

Item 3 Identify, implement, and evaluate in collaboration with healthcare staff new ways of

improving diabetes care

Item 4 Design presentations for the administrative authority, outlining needs for change and
feasible steps for realising the goals

Item 5 Continuously monitor changing needs of diabetes care, and institute/facilitate
appropriate change

Table 6.22 Frequency with which DSNs undertook each activity within innovation, as rated
on the five-point Likert scale (N=334)

Innovation 1 2 3 4 5 Mean SD

Item No Count % Count % Count % Count % Count %

Item 1 12 3.6 25 7.5 90 26.9 158 47.3 49 14.7 3.62 .95
. |Item 2 38 1.4 51 15.3 125 374 93 27.8 27 8.1 3.06 1.10

Item 3 - - 19 57 92 27.5 171 51.2 52 15.6 3.77 .78

Item 4 73 219 M 2.3 109 32.6 61 18.3 20 6.0 2.65 1.18

Item 5 - - 33 9.9 108 32.3 145 43.4 48 14.4 3.62 .85

1-not at all, 2-rarely, 3-occasionally, 4-frequently, 5-very frequently

The one-factor solution explained 51% of the total variance in the innovation scale and
all the five items of this scale loaded highly on this factor (Table 6.23).
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Table 6.23 Item loadings on the innovation factor

Pattern Matrix®
Factor

1
Item 3 Innovation/change agent .784
ltem 1 Innovation/change agent 757
Item 2 Innovation/change agent .756
Item 5 Innovation/change agent .644
Item 4 Innovation/change agent . .601

* Extraction method: Maximum likelihood

* 1-Factors extracted; 5-iterations required

6.4.3 Correlations between role components

The relationship between the seven role components (as measured by the respective
scale for each component) was investigated using Pearson’s product-moment correlation
test. The means of those components, which involved more than one factor, were
included in the analysis. As seen in Table 6.24, all the components correlated with each
other at the p < 0.001 level of significance, supporting the assertion that their constitu-
ent activities interconnect and may overlap.

The highest correlation was found between education and consultation (r =0.662; p
<0.001), indicating a close association between their constituent activities. In fact, con-
sultation correlated highly with most of the role components in this study, suggesting
that DSNs undertake consultation simultaneously with activities included in other role
components. A high correlation was also found between research and innovation (r =
0.557; p <0.001), denoting that achievement of change is in close relationship to partici-
pation in research activities.
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Table 6.24 Examination of the relationships between components constituting the DSN role
performance using Pearson’s correlation coefficient r test (N=334)

Expert Pearson r 1.000
Practice Sig. p .
Education Pearson r 513" 1.000
Sig. p .000 .
Consultation Pearson r .480*** .662*** 1.000
Sig. p .000 .000 .
Research Pearson r .304** .503** 5874 1.000
Sig. p .000 .000 .000 .
Management/ Pearson r 241 .303** 496*** .460*** 1.000
leadership Sig. p .000 .000 .000 .000 .
Collaboration/ Pearson r 376" .445*** .526*** 329 339+ 1.000
coordination Sig. p .000 .000 .000 .000 .000 .
Innovation Pearson r 322* .500** .618*** 557" .507** 479*** 1.000
Sig. p .000 .000 .000 .000 .000 .000
Role Component Expert prac- Education Cons/ion Research Man/ment Coll/tion Inno/tion
tice lead/ship coord/ion

***Correlation is significant at the 0.01 level (2-tailed)
6.4.4 Time allotted to role components and activities

Respondents were asked to indicate the time they allotted to each of the following role
components: expert practice, education, consultation, research, and management. The
percentage of time that respondents spent travelling between one location and another
was also sought.

As delineated in Figure 6.1, the majority of respondents in this study spent the
greatest percentage of their total working time in expert practice activities. This per-
centage varied from 10% to 80% (Mean = 42.6%; SD = 16.4). The second greatest percent-
age after expert practice related to education, which varied from 5% to 60% (Mean =
23.8%; SD = 10.2). Furthermore, the percentage of time allotted to consultation varied
from 0 to 50% (Mean = 14.7%; SD = 8.3), while for management it also varied from 0% to
50%, but the mean time was smaller (Mean = 8.7%; SD = 9.7). Respondents in this study
spent the least time in research activities, varying from 0 to 40% (Mean = 4.2%; SD =
4.9). Finally, the percentage of total work time that respondents spent in travelling
varied from 0 to 20% (Mean = 6.1%; SD = 4.5).
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Percentage

Expert practice Education Consultation Research Management Travelling

Role Component

Figure 6.1 Percentage of total working time allotted to each role component (N=334)

A series of independent-samples t-tests were conducted to compare the percentage of
time allotted to each role component for different groups of respondents. The mean per-
centages were compared for respondents working full-time as DSNs and those working
part-time. There was a significant difference in the percentage of time allotted to expert
practice, indicating that DSNs working full-time spent less time in this type of activity
(Mean = 40.4%; SD = 15.4) than DSNs working part-time (Mean 48.5%, SD = 17.6; t(332)
= -4.09, p < 0.001). This suggests that full-time DSNs have greater opportunity to
develop other aspects of their role besides expert practice. Indeed, DSNs working
full-time allotted more time to consultation (Mean = 15.7%; SD = 8.4) and research
research (Mean = 4.6%; SD = 5.4) activities than DSNs working part-time (consultation
activities—Mean = 12.1%, SD = 7.6; t(332) = 3.56, p < 0.001), (research activities—
Mean = 3.1%, SD = 3.3; t(332) = 2.38, p =0.018). Despite reaching statistical significance,
the actual difference in mean scores between the groups was small. The effect size calcu-
lated using eta squared was 0.048 for expert practice, 0.037 for consultation, and 0.017
for research.

By conducting a one-way between-groups analysis of variance (ANOVA), a signifi-
cant difference was found in the mean percentage of total working time that respondents
spent in travelling (F(2, 331) = 20.93, p < 0.001). Post-hoc comparisons using the
Tukey-HSD test suggested that DSNs working in hospital spent significantly less time
in travelling (Mean = 3.9%; SD = 3.5) than DSNs working between hospital and commu-
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nity (Mean = 6.7%; SD = 4.4) and DSNs working in the community (Mean = 8.4%; SD =
5.3). The difference in the mean time percentages spent in travelling by DSNs working in
each of the above three settings had a large effect size (eta squared = 0.112).

6.5 Discussion
6.5.1 Role components and activities

The results of this study confirmed the hypothesis derived from role theory that role per-
formance is mutually interrelated with personal characteristics and skills, work setting
and organisational factors, and positive phases of role development (see next chapter for
details). Role performance, as explored in this study, consists of seven scales each mea-
suring the following components of the DSN role: expert practice, education, consulta-
tion, research, management/leadership, collaboration/coordination, and innovation.
These are now discussed.

6.5.1.1 Expert practice

Although the CNS involvement in direct care is considered a pivotal part of the role, the
percentage of time allotted to its implementation has been reported as varied. Respon-
dents in the present study reported that they allotted between 10% and 80% (Mean =
43%) of their total working time to expert practice activities. This study supports the
findings reported in the literature that CNSs spent the majority of their time in expert
practice. Several studies have shown that the majority spend approximately between
30% and 50% of their time in clinical practice (Malone, 1986; Robichaud and Hamric,
1986; Tarsitano et al, 1986; Walker, 1986). Scott (1999) reported that CNSs (N = 724)
spent between 29% and 91% of the overall time required to undertake their role in clini-
cal practice activities. Beecroft and Papenhausen (1985) (cited in Topham, 1987), in a
survey of 262 CNSs, reported that 92% of the respondents spent more than 60% of their
time in the clinician role.

Similar findings have also been reported by UK studies (Castledine et al, 1996;
Johns, 1997). McGee and Castledine (1998), in their study, asked 280 chief nurses to list
the work activities they expected CNSs to undertake. In a breakdown of activities
related to clinical practice, 93% of the respondents expected CNSs to undertake special-
ised work, 87% direct care, 71% treating, 53% diagnosing, and 35% of them expected the

'CNS to undertake prescribing activities.

In this study, more than 90% of DSNs reported undertaking direct care either fre-
quently or very frequently. Moreover, the majority of respondents undertook liaison and
indirect care, and advanced specialised care either occasionally or frequently. Almost
60% of DSNs did not prescribe any diabetes-related medications. The majority of the
remaining 40% commented that they were involved in this activity in the following
forms: prescribing blood glucose strips, lancets and syringes; recommending treatment
types and doses to medical colleagues; and/or filling in prescription forms for GPs and/or
hospital doctors to sign. These forms of ‘prescribing’ have been previously reported by
other authors (Brake, 1997; Padmore, 2000; Vick and Gardner, 2000). A recent study by
James (2004) demonstrated the value of DSN prescribing in the acute setting, as it pro-
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vided immediate support to people with diabetes and led to improved glycaemic control.
However, although prescribing has been described as an important activity for the DSN,
the issue of nurse prescribing unfortunately remains vague and has not been legalised
(Brake, 1997; Padmore, 2000). The Department of Health (2003) recommended supple-
mentary prescribing authority for DSNs, which is:

‘A voluntary prescribing partnership between the independent prescriber and a sup-
plementary prescriber, to implement an agreed patient-specific clinical manage-
ment plan with the patient’s agreement’.

More than 80% of DSNs participated in interdisciplinary patient care conferences either
occasionally, frequently or very frequently. Boyd et al (1991) found that the role of CNSs
included coordinating, directing, and participating in the weekly multidisciplinary dis-
charge planning patient care conferences. The purpose of the conferences was to coordi-
nate the management of patient care during hospitalisation, and facilitate the imple-
mentation of the discharge plan by providing a link between patients and families, the
hospital, and community resources. Furthermore, Young (1988) described the patient
care conferences as a means for CNSs to use when entering into a new system or employ-
ment environment.

Varying allocations per role component may be related to the phase of role develop-
ment (years of experience within the role). Baker (1987), in describing the developmen-
tal process of her role as a CNS, stated that the time she allotted to the clinician role com-
ponent in the first two years ranged between 70—75% of the total time required for the
role. Many studies have shown that the time CNSs spend in direct care decreases as they
become more competent and confident within their role; more time is then allotted to
other role components such as consultation and research (Cooper and Sparacino, 1990).
Findings of the present study supported these assertions. A significant difference was
found between DSNs employed for less than three years in their post and DSNs for more
than fifteen years, indicating that the time allotted to expert practice activities
decreased with long-term professional experience.

6.5.1.2 Education

A number of studies have reported that CNSs spent between 13% and 29% in the role of
educator (Boyd et al, 1991; Naylor and Brooten, 1993; Robichaud and Hamric, 1986;
Scott, 1997; Tarsitano et al, 1986). DSNs in the present study were closer to the higher
end of the scale, allotting 24% of their total working time to education activities. This
high percentage is probably due to the nature of diabetes as a chronic disease and the
needs of patients, families, health staff and significant others for education. As DSNs are
frequently assessing the clinical setting and changing and improving patient care, there
is always a subject to teach. Most DSNs were involved in the education of patients and
their families either frequently or very frequently.

In the study by Winocour et al (2002), including 351 consultant diabetologists
across 238 NHS trusts/units in the UK, it was found that all DSNs working in these
trusts were involved in diabetes education. Patient education took place predominantly
(65%) as group sessions and on a one-to-one basis (34%). More than half of respondents
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reported that DSNs used written guidelines for the process of specialist input in patient
education, but only 21% used formal written care plans.

DSNs also have a key role in the education of nursing staff and students, and the
majority were involved in this activity either frequently or very frequently. The impor-
tance of this activity has also been demonstrated by previous studies (Farmer, 2000;
Kyne-Grzebalski, 1997). It is interesting to note that more than 40% of DSNs provided
education to medical staff and took part in the delivery of formal education frequently or
very frequently. Similar findings were related to community or public information
programmes. These findings are in contrast to those reported in a study involving 66
paediatric DSNs working across the UK, where the majority of respondents were not
involved in this activity (Llahana et al, 2001a).

When new nurses enter the job market, they are considered novices in their ability
to care for patients with various diagnoses across the life span. However, new graduate
nurses require extensive and lengthy orientation, and their success is facilitated by the
experienced, expert nurse who educates them in developing quality care for patients.

Scott (1997) asserts that CNSs are taught adult and paediatric learning theories in
their graduate education which should prepare them to be more effective educators than
nursing staff. CNSs incorporate these learning theories and strategies into educational
programmes which ultimately yield successful learning environments that meet the
needs of all healthcare professionals and students:

6.5.1.3 Consultation

According to the literature, CNSs spent approximately 8% to 18% of their total working
time in the role of consultant (Boyd et al, 1991; Naylor and Brooten, 1993; Robichaud and
Hamric, 1986; Scott, 1997). The CNS consultation has been described as ‘a process in
which an individual with recognised expertise is invited by another to assist in resolving
a problem’ (Hamric, 1983: p41). DSNs in this study allotted 15% of their total working
time to consultation. An activity that most DSNs indicated they engaged in occasionally
to frequently was collaboration with nurse managers to identify clinical activities to
facilitate the professional growth of the nursing staff. Similar results were also reported
by Scott (1997). This activity justifies specialist nurses remaining in collaborative rela-
tionships with nursing managers and not in subordinate relationships. Providing lead-
ership in the development of policies and procedures, standards of care, protocols, and
care pathways was another area highlighted in the DSN§s’ activities. According to Aitken
et al (1990), CNSs have a strong influence on the development and implementation of
"hospital policies and programmes. They are frequently the initiators of policies, proce-
dures, and protocols related to the areas of their expertise which have an impact on
patient care services.

Scott (1997) reported that most CNSs in her study were involved in the facilitation
of patient support groups either frequently or very frequently. The findings of the pres-
ent study differ, as more than half of DSNs reported being either rarely or not at all
involved in this activity. A number of authors have identified CNSs as leaders and facili-
tators of family support groups for critically ill patients, patients with significant heart
disease and their partners. They are also recognised as leading and facilitating nurses’
support groups (Ambutas, 1991; O’Keeffe and Gillis, 1988). In the present study, the
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majority of DSNs reported providing consultation for patients, their families and
healthcare professionals either frequently or very frequently. According to Scott (1997),
specialist nurses assist with these critical issues through role modelling, consulting,
facilitating problem-solving and conflict resolution, and assuming advocacy roles for
patients, families and health staff.

6.5.1.4 Research

DSNs in the present study spent the least percentage (4.2%) of their total working time
in research activities. This percentage is lower than the range reported in the literature,
which suggests that CNSs spent approximately 6% to 18% in the role of researcher (Boyd
et al, 1991; Naylor and Brooten, 1993; Robichaud and Hamric, 1986; Scott, 1997).
Although DSNs are in a prime position to be involved in research (Yallop, 1998), findings
of the present and other relevant studies (Humphris et al, 1999; Scott, 1999) do not sup-
port this. However, as McGee and Castledine (1999) reported, more than 60% of chief
nurses expected CNSs to undertake research activities. Reasons for DSNs’ low involve-
ment in research were not identified, as this was not an objective of this study. However,
workload pressures, time and resource limitations and lack of research knowledge were
some of the basic barriers reported by a previous study which involved 299 DSNs
(Humphris et al, 1999). _

Collins (1992) noted that the reason for the research role remaining a low priority
is because CNSs are not academically prepared at the Master’s level to conduct research,
and therefore, shy away from research and may even fear it. In the present study, only
22% of DSNs held a Master’s degree. Scott (1997) stated that another reason could be
that research is a time-intensive endeavour, and the multifaceted nature of the CNS
practice means that practitioners might not have the time to implement the researcher
role as fully as they implement the other role components.

Despite this, DSNs in this study were heavily engaged in disseminating research
findings to the nursing staff, collaborating with other health professionals in research,
and using the research process for product evaluations. These research activities were
also supported by Collins (1992) and Aikin et al (1993). More than 56% of DSNs in this
study identified nursing care problems and developed questions for systematic study.
This activity was supported by several authors as a role of the CNS. They contend that,
through clinical expertise and knowledge of research methodology, the CNS can identify
clinical problems that can be addressed through research utilisation (Beaudry et al,
1996; Humphris et al, 1999; Ryan-Merritt et al, 1988; Scott, 1997).

' With advanced preparation at Master’s level, and the focus on research conduct
and utilisation in their graduate programmes, CNSs are the ideal resources, in compari-
son with general nurses, to facilitate the incorporation of research findings into the prac-
tice area, thereby assisting in the linkage between clinical practice and nursing
research. It has been acknowledged that CNSs utilise research and change practice on
the basis of research findings (Collins, 1992; Stetler and DiMaggio, 1991; Utz and Gleit,
1995).
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6.5.1.5 Management/leadership

According to the literature, approximately 6% to 25% of the CNS’s time is spent in the
role of administrator (Boyd et al, 1991; Naylor and Brooten, 1993; Robichaud and
Hamric, 1986; Scott, 1997). DSNs in the present study allotted 8.4% of their total work-
ing time to management and leadership activities. This finding does not support
Sparacino (1990), who stated that CNSs utilised the administrator role the least.

As in research, the majority of DSNs responded to the question regarding the fre-
quency with which they undertook management activities with ‘Not at all’, ‘Rarely’ or
‘Occasionally’. An exception was the activity ‘Participate in identifying gaps in the diabe-
tes care services’, which almost 50% of DSNs reported undertaking either frequently or
very frequently. However, this role component, as reported by McGee and Castledine
(1999), was greatly valued by the nursing administration; more than 70% of chief nurses
in their study expected CNSs to be involved in administrative activities. The DSNs in
this study identified that the management and leadership activity in which they
engaged frequently was the identification of gaps in diabetes care services. A number of
DSNs in this study reported that they had undertaken a large amount of administrative
responsibilities, which inhibited the performance of their other role components. Given
these findings, the activities of a DSN/nurse manager could potentially lean more
heavily towards managerial responsibilities rather than towards clinical
responsibilities.

6.5.1.6 Collaboration/coordination and innovation

As noted in previous chapters, respondents were not asked to estimate the percentages
of their total work time that they spent in collaboration and innovation, as these activi-
ties often overlap with the five components described above. Mixed responses were given
by DSNs regarding the frequency with which they undertook each of the activities that
constitute the components of collaboration and innovation. However, the majority
reported undertaking these role components either frequently or very frequently.
Hamric (1989) views collaboration and innovation as competencies of the CNS
rather than distinct role components, because the CNS utilises these in all the other role
components. However, for the purposes of their investigation, these competencies have
been treated as role components in the present study. Collaboration between different
care settings is a vital aspect of the DSN role because of the chronic nature of diabetes,
and is crucial to providing continuous and comprehensive care for patients and their
families. The DSN has a key role in its facilitation. Hamric (1989) maintains that collab-
oration requires skill in communication and in maintaining effective interpersonal rela-
tionships. The importance of communication and interpersonal skills in the DSN prac-
tice was highlighted and discussed earlier in this chapter. Central to the position of the
CNS is the role of change agent, as their purpose is to change and improve aspects of
their practice relating to patient care. Fenton (1985) reported that the CNS is the most
creative and appropriate professional in developing ways to institute change in an
organisation that resists change.

143




A theoretical framework for clinical specialist nursing

6.6 Summary

The DSN role performance was explored in this chapter. The instrument used for the
data collection was based on the CNS literature and specifically modified to fit the DSN
role. The exploratory factor analysis revealed that this instrument presents a reliable
measurement of the DSN role performance. Respondents reported being highly involved
in expert practice, education and consultation. However, they spent the least of their
time in research and management activities.

It is important to stress that, although all the role components are essential, the
time allotted to each depends on the DSN job description and work setting. It also
depends on the expectations imposed on DSNs by the organisation, administration,
peers, staff nurses and other health professionals, as well as the immediate needs of
patients and their families. Moreover, as pointed out earlier, it is unrealistic to expect
DSNs to perform all components from the start of their career or simultaneously at any
stage of their role development. The temptation to be everywhere at once and all things
to all people may be strong, particularly for the novice CNS. However, as Cameron
(1994) pointed out, giving in to this urge could render the CNS a physical wreck at best,
and a dabbler at worst. Additionally, as different activities combining each of the role
components are interconnected and often overlap, they are equally important and, thus,
difficult to separate into discrete components.

The next chapter brings together all the CNS role concepts explored in previous
chapters and examines the associations among them. A multiple regression model is
used to test the theoretical framework underpinning this study to develop a valid frame-
work for the DSN role.
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7

A valid theoretical framework for the role of
the diabetes specialist nurse and implications
and recommendations for nursing practice

7.1 Introduction

The role of the clinical nurse specialist (CNS) was explored in the previous chapters of
this book guided by a theoretical framework derived from role theory. The evolution and
definition of the CNS role in the USA and the UK were presented in the first chapter,
while the second chapter explored the relevance of role theory to the CNS role. The fol-
lowing four concepts constituting the theoretical framework of the CNS role derived from
role theory were examined in a UK-nationwide study involving 334 diabetes specialist
nurses (DSN) and discussed in Chapters 3 to 6:

1.  Personal characteristics and skills

2.  Work setting and organisational factors

3.  Role development (positive phases, negative phases)
4.  Role performance

The associations between the dimensions of these concepts (parameters) are explored in
this chapter. In addition, the following hypotheses about the DSN role in the UK were
made in Chapter 2, examining the relevance of role theory to clinical specialist nursing:

o The DSN role performance is influenced by their personal characteristics and skills,
by work setting and organisational factors related to their role, and by the process of
their role development

® The parameters related to the DSN role, role performance, personal characteristics
and skills, work setting and organisational factors, and role development, are
mutually interrelated.

These hypotheses are tested in the first part of this chapter in relation to the DSN role
"and a valid theoretical framework is developed to explain this role.

Findings and the strengths and limitation of this study are discussed in the second
part of the chapter. The implications of this study for nursing practice and recommenda-
tions for administration, education and future research are made in the final part.

This chapter brings together all the CNS role concepts explored in this book to test
and develop a valid theoretical framework. Therefore, the reader is strongly advised to
read the previous chapters in order to understand the associations between the concepts
presented in this chapter, the value of the theoretical framework and the implications of
this study for nursing practice. A detailed description of each concept goes beyond the
scope of this chapter.
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7.2 Associations between different parameters of the study

One of the objectives of this study was to explore the associations between the different
CNS role concepts as applied to the diabetes speciality. The relationship between the
dimensions of the Personal Characteristics and Skills Scale and those of the Work Set-
ting Factors Scale was investigated using Pearson’s product-moment correlation test.
The results presented in Table 7.1 show a number of low positive correlations at the
p < 0.01 level of significance between the factors constituting the above scales.

All three factors of personal characteristics and skills correlated significantly with
collaborative working. This enhances the importance of the acquisition of these charac-
teristics by the DSN in the achievement of optimum working relationships with other
health professionals. A high correlation was found between organisational issues and
role expectations (r = 0.391; p < 0.001), suggesting that respondents were more able to
effect change when their expectations were compatible with those of the employing
organisation.

Table 7.1 Examination of the relationships between factors constituting the scales of
personal characteristics and skills and work setting factors using Pearson’s correlation
coefficient r test (N=334)

Work Setting Factors " Work Setting Factors Work Setting Factors
Factor 1: Factor 2: Factor 3:
Factor Collaborative Working Role expectations Resources
Personal Characteristics Pearson r .220*** .126* .041
Factor 1: Sig. p .000 .021 .455
Competence within Role
Personal Characteristics Pearson r .185** 391+ .150**
Factor 2: Sig. p .001 .000 .006
Organisational Issues
Personal Characteristics Pearson r 176** .045 .067
Factor 3: Sig. p .001 412 .224
Personal Attributes

*Correlation is significant at the 0.05 level (2-tailed)
**Correlation is significant at the 0.01 level (2-tailed)
***Correlation is significant at the 0.001 level (2-tailed)

The relationships between the seven components constituting role performance and the
factors combined within the Personal Characteristics and Skills Scale and the Work Set-
ting Factors Scale were also explored using Pearson’s correlation test (Table 7.2). Most
role components correlated at the p < 0.001 level of significance with factors of the Per-
sonal Characteristics and Skills Scale. Findings indicate that respondents who rated
more highly their personal characteristics related to the DSN role undertook the activi-
ties included in their role at a higher frequency. More specifically, a large number of
moderate correlations (p < 0.01) was found between role components and respondents’
competence within role and personal attributes. However, a small number of correla-
tions at a lower level of significance (p < 0.05) was found between work setting factors
and the different role components. This indicates that respondents associated the opti-
mal performance of their role more closely with their personal characteristics than with
factors derived from their work setting. :
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Pearson’s correlation test was also used to explore the relationships between role
development and the dimensions of the following parameters examined in this study:
personal characteristics and skills, work setting and organisational factors, and role per-
formance. As reported in Chapter 5, the developmental phases were categorised in two
distinct (non-correlated) groups, positive phases and negative phases. For this reason,
any further statistical analysis exploring the association of role development with other
parameters examined in this study considered the above two groups of developmental
phases separately.

Table 7.2 Examination of the relationships between components constituting role
performance and factors constituting the scales of personal characteristics and skills and
work setting factors using Pearson’s correlation coefficient r test (N=334)

Factor Role Component Expert Education Consult- Research Manag Collabor- I fon
Practice ation ment ation

Personal Characteristics Pearson r .303* .249** 4424 392 .376** .189* .368***
Factor 1: Sig. p .000 .000 .000 .000 .000 .001 .000

Competence within Role

Personal Characteristics Pearson r .059 .033 .169** .222%* 233" .096 .204***
Factor 2: Sig. p .282 .545 .002 .000 .000 .080 .000

Org ional Issues

Personal Characteristics Pearson r 351 .285*** .340** .355** .225*** .328* .305***
Factor 3: Sig. p .000 .000 .000 ©.000 .000 .000 .000

Personal Attributes

Work Setting Factors Pearson r 113 .052 .098 .095 .160** .041 .066
Factor 1: Sig. p .039 .343 .072 .083 .003 .458 .229

Collaborative Working

Work Setting Factors Pearson r .138* .128* 071 .052 .042 .038 .033
Factor 2: Sig. p .011 .019 .198 .347 .445 .490 .544

Role expectations

Work Setting Factors Pearson r A21 .076 .048 .043 113 .053 .011
Factor 3: Sig. p .027 .165 .384 .433 .039 .330 .842

Resources

As seen in Table 7.3, the experience of positive phases by respondents was closely associ-
ated with the different parameters related to the DSN role. A high positive correlation at
the p <0.001 level of significance was found between positive phases and most role com-
ponents indicating that DSNs who reported experience of the integration and implemen-
tation phases (combined within this group) were involved in different role activities at a
higher frequency.
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Table 7.3 Examination of the relationships between role development and personal
characteristics and skills, work setting factors, and role performance using Pearson’s
correlation coefficient r test (N=334)

Correlation Role Development Role Development

Scale Test Positive phases Negative phases
Personal Characteristics Pearson r 287%** .072
Factor 1: Competence within Role Sig. p .000 191
Personal Characteristics Pearson r L192%** - 198***
Factor 2: Organisational Issues Sig. p .000 .000
Personal Characteristics Pearson r \215%* ‘ .082
Factor 3: Personal Attributes Sig.p - .000 137
Work Setting Factors Pearson r L113* -.180**
Factor 1: Collaborative Working Sig. p .039 .001
Work Setting Factors Pearson r A17* -.456***
Factor 2: Role expectations Sig. p 032 000
Work Setting Factors Pearson r .105 -.160**
Factor 3: Resources Sig. p .055 .003
Role Component Pearson r 219%** . 147**
Expert Practice Sig. p .000 .007
Role Component Pearson r 2334 .104
Education Sig. p .000 .057
Role Component Pearson r 399 .142*
Consultation Sig. p .000 .010
Role Component Pearson r .350*** .003
Research Sig. p .000 .957
Role Component Pearson r 354 .040
Management/leadership Sig. p .000 463
Role Component Pearsonr .208*** .077
Collaboration/coordination Sig. p .000 .159
Role Component Pearson r 379 .017
Innovation Sig. p .000 .761

* Correlation is significant at the 0.05 level (2-tailed).
** Correlation is significant at the 0.01 level (2-tailed).
*** Correlation is significant at the 0.001 level (2-tailed).

On the other hand, negative correlations at the p < 0.001 level of significance were
reported between work setting factors and negative phases. More specifically, a high cor-
relation was found between the latter and role expectations (r = -0.456, p < 0.001), indi-
cating that incongruent expectations were closely associated with the experience of anxi-
ety and role strain by respondents. However, the experience of negative phases did not
correlate with respondents’ performance of the different role components. This suggests
that negative experiences of role development act as barriers to CNS’s adequate role per-
formance.
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7.3 Testing the theoretical framework underpinning the study of the DSN
role

In Chapter 2, which described the theoretical framework underpinning the present
study, it was asserted that all the parameters constituting this framework reciprocally
influence one another. However, as described in previous chapters, only the following
parameters of this framework were explored in the present study: personal characteris-
tics and skills, work setting and organisational factors influencing role performance, role
performance, and role development (positive and negative phases).

The ultimate objective of the present study was to test the hypotheses derived from
the role theory CNS theoretical framework of the above parameters when exploring DSN
role influence and/or their potential to predict each other. Standard multiple regression
was used to examine the prediction of each of the above parameters by other parameters
involved in this study.

Prior to conducting multiple regression analysis, the relationships between the
above parameters were examined using Pearson’s correlation test. The results are pre-
sented in Table 7.4, where it can be seen that most parameters in this study correlated
significantly with each other. The highest correlation was found between personal char-
acteristics and role performance. A moderate negative correlation was found between
work setting factors and negative phases. This suggests that respondents related the
negative experiences of their role development to the limited support from their work
setting in the facilitation of their role performance.

Table 7.4 Examination of the relationships between the parameters related to the DSN role
using Pearson’s correlation coefficient r test (N = 334)

Role Development Pearson r 1.000
Positive Phases Sig. p
Role Development Pearson r .043 1.000
Negative Phases Sig. p .437
Personal Pearson r .324* -.052 1.000
Characteristics & Skills Sig. p .000 344
Work Setting Pearson r .149** =397 351 1.000
Factors Sig. p .006 .000 .000
Role Performance Pearson r 4327 .118* 478** .017 1.000
Role Components Sig. p .000 .031 .000 .752
Positive Negative Personal Work Setting Role
Study Parameter Phases Phases Characteristics  Factors Components

- * Correlation is significant at the 0.05 level (2-tailed).
** Correlation is significant at the 0.01 level (2-tailed).
*** Correlation is significant at the 0.001 level (2-tailed).

Pearson’s correlation coefficient indicated the strength and direction of the relationships
between the study parameters, but did not indicate causality. That is, for two correlated
parameters, it was not possible to indicate which one predicted the other. This was
achieved in the present study through multiple regression analysis. Moreover, Pearson’s
correlation test takes into consideration the relationship between only two variables.
Hence, an additional advantage of multiple regression in relation to this study was the
potential to evaluate the prediction of a particular parameter from a set of others.
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Five analyses were conducted in order to test how well the following parameters
included in the theoretical framework underpinning the present study predicted (influ-
enced) each other:

Role performance (role components);
Personal characteristics and skills ;

Work setting and organisational factors;

Ll

Role development (positive developmental phases); and

5.  Role development (negative developmental phases).
7.3.1 Prediction of role performance

Two questions were answered in this section:

a) " How well is role performance predicted by the other four parameters explored
in the present study? and

b)  Which of the four parameters is the best predictor for role performance?

The above five parameters were put into a standard multiple regression analysis with
role performance as the dependent variable. The results presented in Table 7.5 show a
high correlation (r = 0.590; p < 0.001) between the four predictors combined and the
dependent parameter (role performance). The value of r square (0.348) indicates that the
four predictor parameters (personal characteristics and skills, work setting and organi-
sational factors, positive phases, negative phases) explain 34.8% of the variance in role
performance.

Table 7.5 Multiple regression analysis exploring the prediction of role performance of the
DSN by other parameters involved in the study (N = 334)

Dependent Variable Role Performance (Role Components)

Predictors Beta (B) t-test (t) Significance (p)
. Personal Characteristics and Skills .435 ’ 8.732 .000

Work Setting and Organisational Factors .156 2.992 .003

Role Development (Positive Phases) 312 6.596 .000

Role Development (Negative Phases) .065 1.332 .184
" Model Summary:

r=.590; rsquare =.348; adjusted r square = .340; F(4, 329) = 43.87, p < .001

The adjusted r square value of 0.340 suggests that the above predictors account for 34%
of the variance in role performance when results are applied to the population from
which the study sample was drawn. As the difference between the values of r square and
adjusted r square is minimal, it can be concluded that the findings of this regression
model can be generalised very well to the overall population of DSNs. This model is
highly significant (p < 0.001), and the large value of F = 43.87 (greater than 1) suggests
that this result is very unlikely to have happened by chance.
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With regard to question b, personal characteristics and skills made the strongest
statistically significant unique contribution to predicting role performance (B = 0.435; p
< 0.001), when the effects of all other predictor parameters were held constant. Positive
phases of role development and work setting factors also made a significant contribution
to predicting role performance. All three predictors had a positive influence on the
dependent parameter (positive B values). This means that the more highly respondents
rated these predictor parameters, the more frequently they were involved in activities
constituting role performance. In contrast, negative phases of role development did not
add to the ability to predict role performance, since the level of significance p is greater
than 0.05. This indicates that the experience of negative feelings by respondents during
the process of their role development did not have an impact on the performance of their
role.

7.3.2 Prediction of personal characteristics and skills

A multiple regression analysis with personal characteristics and skills as the dependent
variable was used to answer the following two questions:

a) How well are personal characteristics and skills related to the DSN role by
the other four parameters explored in the present study? and

b)  Which of the four parameters is the best predictor for personal characteris-
tics and skills?

The results presented in Table 7.6 show a high correlation (r = 0.594; p < 0.001) between
the four predictors combined and the dependent variable (personal characteristics and
skills). The regression model represented by the four predictor-parameters in this sec-
tion explained 35.3% of the variance in personal characteristics and skills (r square =
0.353). The estimate of the explained variance in the dependent variable by this model
for the population from which the sample was drawn was 34.5% (adjusted r square =
0.345). The minimal difference between the values of r square and adjusted r square
indicates that these findings can be generalised very well to the overall population of
DSNs. In addition, this model presented a high level of significance (F =44.78; p <0.001),
which indicates that it is very unlikely that this result has been reached by chance.
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Table 7.6  Multiple regression analysis exploring the prediction of personal characteristics
and skills of the DSN by other parameters examined in this study (N = 334)

Dependent Variable Personal Characteristics and Skills
Predictors Beta (B) t-test (t) Significance (p)
Work Setting and Organisational Factors .342 6.964 .000
Role Development (Positive Phases) .085 - 1.694 .091
Role Development (Negative Phases) .029 .601 .548
Role Performance (Role Components) 432 8.732 .000
Model Summary: :
r=.594; rsquare = .353; adjusted r square = .345; F(4, 329) = 44.78, p < .001

Role performance made the strongest significant unique contribution in the prediction of
personal characteristics and skills in this model (B = 0.432; p < 0.001), when the effect of
the other three predictors remained constant. A similar result was reported in the previ-
ous section, where it was seen that personal characteristics and skills made the stron-
gest contribution to predicting role performance. This suggests a mutual influence
between these two parameters, i.e. the more frequently DSNs undertook activities con-
stituting their role performance, the higher they rated their personal characteristics and
skills, and vice versa.

Work setting factors also had a significant influence on the prediction of personal
characteristics and skills (B =0.342; p <0.001). The remaining two predictors included in
role development, however, did not add to the ability to predict the dependent variable in
this model (p > 0.05). This indicates that respondents’ personal characteristics and skills
were not influenced by the experience of positive or negative phases.

7.3.3 Prediction of work setting and organisational factors

Two questions were answered in this section:

a) How wellis the dependent parameter work setting and organisational factors
predicted by the other four parameters involved in this study? and

b)  Which of the four parameters is the best predictor for work setting factors?

The results obtained from standard multiple regression analysis (Table 7.7) revealed a
high correlation between the four predictor parameters combined and work setting fac-
tors (r = 0.538; p < 0.001). The value of r square = 0.290 in this regression model shows
that 29% of the variance in the dependent variable (work setting factors) is accounted for
by the predictors. On the basis of the adjusted r square value of 0.281, it can be concluded
that this model can be generalised very well to the overall population of DSNs. That is,
predictor parameters account for 28.1% of the variance in work setting factors when
results are applied to the target population. This model presents a high level of signifi-
cance (F = 33.58; p <0.001).
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Table 7.7  Multiple regression analysis exploring the prediction of work setting factors
related to the DSN role by other parameters involved in the study (N = 334)

Dependent Variable Work setting and organisational factors
Predictors Beta (B) t-test (t) Significance (p)
Personal Characteristics and Skills .375 6.964 .000
Role Development (Positive Phases) 117 2.237 .026
Role Development (Negative Phases) -.362 -7.686 .000
Role Performance (Role Components) .170 2.992 .003
Model Summary:
r =.538; rsquare =.290; adjusted r square = .281; F(4, 329) = 33.58, p < .001

All the predictor parameters in this model made a significant contribution to predicting
work setting factors, with the strongest recorded for personal characteristics and skills
(B = 0.375; p < 0.001). Negative phases of role development had a negative significant
influence on the prediction of work setting factors (B = -0.362; p < 0.001), indicating that
respondents associated closely the experience of these phases with the limited support
from their working environment.

7.3.4 Prediction of role development (positive‘phases)

Two questions were answered in this section after running a standard multiple regres-
sion analysis with positive phases of role development as the dependent variable
(parameter):

a) How well is role development (positive phases) predicted by the other four
parameters involved in the present study? and

b)  Which of the four parameters is the best predictor for positive phases?

The results of this analysis (Table 7.8) revealed a moderate correlation (r = 0.465; p <
0.001) between the four predictor parameters combined and positive phases of role
development (dependent parameter). The predictor parameters in this regression model
accounted for 21.7% (r square = 0.217) of the variance in positive phases. Moreover, gen-
eralisation of findings is possible, as this model can explain 20.7% of the variance in the
dependent parameter when applied to the overall population of DSNs (adjusted r
~square = 0.207). The regression model in this section reached a high level of statistical
significance (F = 22.73; p < 0.001).
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Table 7.8  Multiple regression analysis exploring the prediction of the positive role
development of the DSN by other parameters ivncluded in this study (N = 334)

Dependent variable Role development (positive phases)
Predictors Beta (B) t-test (t) Significance (p)
Personal characteristics and skills .102 1.694 .091
Work setting and organisational factors .129 2.237 .026
Role development (negative phases) .055 1.021 .308
Role performance (role components) .375 6.596 .000
Model summary:
r=.465; rsquare =.217; adjusted r square = .207; F(4, 329) = 22.73, p < .001

The strongest unique significant contribution in the prediction of positive phases in this
model was made by role performance (B = 0.375; p < 0.001). This suggests that respon-
dents who undertook role activities at a higher frequency than other respondents
reported a greater extent of experience of implementation and integration phases. Work
setting factors also had a significant impact on the prediction of positive phases,
although at a lower level of significance than role performance (B = 129; p = 0.026). On
the other hand, personal characteristics and skills, as well as negative phases, did not
make a significant contribution in the prediction of positive phases. This finding was, in
fact, expected for negative phases because, as reported earlier, they did not correlate
with positive phases.

7.3.5 Prediction of negative phases of role development

The final standard multiple regression analysis in this section, with negative phases of
role development as the dependent variable, answered the following two questions:

a) How well is role performance (negative phases) predicted by the other four
parameters involved in the present study? and

b)  Which of the four parameters is the best predictor for negative phases?

As presented in Table 7.9, a moderate correlation (r = 0.421; p < 0.001) was found
between the four predictor parameters combined and the negative phases of role devel-
opment (dependent parameter). However, only 17.7% of the total variance in negative
phases was explained by the predictor parameters in this regression model (r square =
0.177). An inspection of the beta values revealed that work setting factors was the only
parameter in this model that made a unique significant contribution to predicting nega-
tive phases (B = -0.420; p < 0.001). The negative value suggests a negative relationship
between the two parameters. That is, respondents who had limited or no support from
their work setting in the facilitation of their role reported a greater extent of negative
phases experience.
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Table 7.9  Multiple regression analysis exploring the prediction of the negative role
development of the DSN by other parameters included in this study (N = 334)

Dependent variable Role development (negative phases)
Predictors Beta (B) t-test (t) Significance (p)
Personal characteristics and skills .037 .601 .548
Work setting and organisational factors -.420 -7.686 .000
Role development (positive phases) .058 1.021 .308
Role performance (role components) .082 1.332 .184

Model summary:
r = .421; rsquare =.177; adjusted r square = .167; F(4, 329) = 17.68, p < .001

The regression model in this section reached a high level of statistical significance (F =
17.68; p < 0.001), indicating that this result did not happen by chance. Moreover, the
small difference between the values of the r square (0.177) and the adjusted r square
(0.167) allows for generalisation of findings. This model has the ability to explain 16.7%
of the total variance in negative phases when applied to the overall population of DSNs.

7.4. A valid theoretical framework for the DSN role

This chapter examined the relationships between the dimensions of the DSN
role-related parameters explored in the present study. A close association was found
between most dimensions. In addition, the hypothesis derived from the theoretical
framework underpinning the study (Chapter 2) suggesting mutual interrelationships
between the following role parameters was challenged:

1. Personal characteristics and skills;

2.  Work setting and organisational factors;

3.  Role development (positive phases, negative phases); and
4.  Role performance.

The theoretical framework derived from the role theory field was modified based on the
results of this study to explain the role of the DSN in the UK (Figure 7.1).
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Figure 7.1 The theoretical framework underpinning the present study modified on
the basis of results obtained from Stage 1 of the study

The following results were obtained with respect to the five parameters relating to the
DSN role as they are combined within the above framework:

1.  Role performance (role components) is influenced by the following parame-
ters (presented in descending order based on the level of significance of their
prediction):

o Personal characteristics and skills of the DSN (arrow 1)
e Positive phases of role development (arrow 4)
® Work setting and organisational factors related to the DSN role (arrow 2)

2.  Personal characteristics and skills are influenced by the following parame-
ters:
e Role performance (role components) of the DSN (arrow 1)
o Work setting and organisational factors related to the DSN role (arrow 3)

3. Work setting and organisational factors are influenced by the following
parameters:

Personal characteristics and skills of the DSN (arrow 3)
Negative phases of role development (arrow 6)

Role performance (role components) of the DSN (arrow 2)
Positive phases of role development (arrow 5)
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4. Role development (positive developmental phases) of the DSN is influenced
by the following parameters:

e Role performance (role components) of the DSN (arrow 4)
o Work setting and organisational factors related to the DSN role (arrow 5)

5.  Role development (negative developmental phases) of the DSN is influenced
by the following parameter:

o Work setting and organisational factors related to the DSN role (arrow 6)

7.5 Discussion

Although the findings of this study support the assertion by Watkinson (1997) that a
combination of clinical experience, advanced education and high level of personal char-
acteristics and skills constitute an expert DSN, this is not always enough. The present
study showed that for an expert DSN to be able to maximise his or her role-related per-
sonal attributes and competencies, appropriate support must be provided by other par-
ties within the work setting, such as administration, peers and health professionals.
Material support is also vital. These findings were confirmed by comments from DSNs.
Factors deriving from the work setting were cited as the main reasons for the varied feel-
ings of DSNs during their role development. These factors had either a positive or nega-
tive impact on their personal values, attitudes and motives regarding the DSN role; that
is, they experienced either job satisfaction or role strain.

The association between the personal characteristics of CNSs and factors derived
from their work settings has been very little explored (Bousfield, 1997; Hamric and
Taylor, 1989; McFadden and Miller, 1994). However, the reciprocal influence between
individuals’ personal values, characteristics and competencies and their social environ-
ments was highlighted by role theorists as early as the 1930s. Linton (1936) maintained
that individuals and their behaviours are both shaped by their social environment, but
they can also change and mould their environment under favourable conditions. Many
DSNs in this study stated that their personal characteristics, such as tolerance, patience
and determination, had helped them to avoid any negative impact on their personality of
the different constraints deriving from the work setting. As discussed in Chapter 5,
exploring the role development process, these constraints resulted in incongruence
between the role expectations imposed on DSNs and their own perception of role.

Role theorists also posit that a reciprocal influence exists between individuals’ per-
- sonal characteristics and their role socialisation (development). Individuals learn to per-
form their roles adequately through socialisation, which, in turn, depends to a great
extent on the role-learning abilities and the intelligence level of each individual (Biddle,
1979; Hurley-Wilson, 1988). However, the results of the present study rejected the
hypothesis that there is a mutual relationship between role-related skills and personal
attributes of DSNs and the process of role socialisation.

This is shown by the multiple regression analysis used to test the theoretical
framework of the CNS role, which revealed that personal characteristics and skills were
not influenced by role development (positive phases and negative phases) and vice versa.
Although most dimensions of the personal characteristics scale correlated significantly
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with the developmental phases, it is important to stress that this does not indicate cau-
sality between the parameters. '

It is worth noting that the association between the above parameters has not been
previously explored in the nursing literature. Further investigation is needed to test the
hypothesis that DSN personality and role-related skills, and the process of their role
socialisation, are mutually dependent. In the present study, the exploration of the role
development process was considered on the basis of DSNs’ experiences within role and
their feelings arising from this process. Other nurse researchers have also explored the
nurse role development on the basis of skill acquisition (Baker, 1987; Benner, 2001; Holt,
1987). Therefore, any generalisations of findings of the present study refer exclusively to
the experiences and feelings of CNSs during the process of their role development.

Findings of the present study supported the assertion made by role theorists that
individuals’ role performance is shaped by contextual factors, such as material
resources, organisational issues and interpersonal relationships with significant others
(Biddle, 1979; Katz and Kahn, 1978). Conway (1988b) contends that it is important for
health professionals to understand the structure and nature of healthcare organisations
in order to cope adequately with problems that may arise in relation to their role perfor-
mance. The reciprocal influence between individuals’ personal characteristics and their
social environments has also been explored in the role theory field. Although the nursing
literature relating to this topic is limited, findings of this study affirmed the above asso-
ciation. In fact, personal characteristics and skills were found to be the best predictor for
work setting and organisational factors, compared to other role-related parameters
tested in this study.

Role theorists support that the process of role socialisation is determined by a
third-party standpoint, indicating the performance expected of the role occupant. This
third party may be a person, or a group of people, or may be depersonalised into a norm
or expectation (Turner, 1966). This is in accordance with the findings of the present
study, which suggest that a reciprocal influence exists between work setting and organi-
sational factors and the role development process, i.e. experience of developmental
phases by DSNs. This influence presented a higher level of significance in relation to
negative phases (f = -0.362; p < 0.001) than to positive phases (B = 0.117; p = 0.026).

This indicates that, although work setting factors are responsible for the experi-
ence of both the negative and positive phases, their prediction is more powerfully related
to the negative phases. That is to say, CNSs are more prone to experiencing feelings such
as anxiety and frustration in the presence of constraints and/or conflicts arising from
their work setting. These findings were illustrated in the comments made by DSNs
regarding the process of their role development. As discussed in Chapter 5, they identi-
fied factors arising from their work setting as major determinants for the experience of
these negative developmental phases. Similar findings were reported by Hamric and
Taylor (1989).
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7.6 Strengths and limitations of the study exploring the DSN role
7.6.1 The value and limitations of using a theoretical framework

The theoretical framework underpinning this study was derived from the role theory
field. From the discussion in Chapter 2 exploring the elements of this framework, it is
maintained that research lacking in theoretical soundness is of little practical use in the
development of a professional and scientific knowledge base. Moody (1990: p239) main-
tained that the contribution of theory-isolated research to knowledge is limited and
‘...may result in isolated fact collecting and never contribute to theoretical progress in an
area.’

The concept of the CNS role, including that of the DSN, is very broad and much has
been written about its key elements and components. Until the present study, no theory
has been generated to describe and explain the relationships between the parameters
that constitute this role. The existence of this gap in the nursing literature made the gen-
eration of a theoretical framework a necessity in order to accomplish the goal of this
study and provide an in-depth exploration of the DSN role. The use of concepts derived
from the role theory field to construct this framework was the most appropriate, as role
theory is related to the study of human behaviour (Biddle, 1979).

However, while the theoretical framework guided this study, it is acknowledged
that there are problems inherent in this, and its use was not without limitations. It can,
therefore, be argued that, while the theoretical framework used appears to ‘fit’ the DSN
role, it may not be the only one to do so. Sometimes, there may be more than one theory to
explain the same phenomenon (Parahoo, 1997), which may not necessarily be better or
worse. A clear description of the rationale for adopting concepts from role theory to guide
this study is given in Chapter 2.

This theoretical framework guided the exploration of human behaviour and enact-
ment in a role (Biddle, 1979) and, thus, it cannot be totally devoid of human perspective
which is, inevitably, changeable. Moreover, it is evident that the CNS role is rapidly pro-
gressing, and its flexible nature means that its definition changes according to prevail-
ing circumstances. Therefore, although in the present study the use of this framework
was significant, there is a possibility that this may not be the case when tested with a dif-
ferent CNS population and context or after ten years with the same population. The
strength of the theoretical framework in this study is that it provided a structured and
theoretically underpinned mapping of the examined elements constituting the DSN role.

The theoretical framework derived from role theory relevant to the exploration of
" the DSN role comprised the following six mutually interrelated concepts:

Personal characteristics of the DSN
Context for role performance

Role socialisation (development)
Role performance

Role expectations

Role stress and role strain.
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However, due to time and financial constraints, only the first four concepts and their
relations to each other were explored. This presented a limitation to this study and it
cannot be asserted that the patterns of their interrelations would remain unchangeable
under the impact of role expectations and role stress and role strain.

Despite the limitations, this theoretical framework provided tangible guidance
and consistency throughout this study. The present study provided the nursing litera-
ture with an empirically tested, theoretical framework that can be used in further explo-
ration of the CNS role. The results of this study suggested that findings could be general-
ised, and, thus, the framework can also be utilised in the study of other CNS roles.
Nevertheless, this theoretical framework clearly requires further intensive and rigorous
testing before its components can be wholly adopted as the basis for CNS practice.

7.6.2 Strengths and limitations of the study design and instrument

This was the first nation-wide study to explore the role performance and development of
the DSN in the UK and the factors influencing them. Findings suggested that the DSN
role has been clearly established in the UK although there are still many areas which
need to be enhanced. In addition, it was found that the role development and implemen-
tation of the DSN role present close similarities to those of the CNS as documented in the
literature. The strength of this study is that it provided a comprehensive exploration of
the parameters related to the DSN role and the interrelations between them.

The large study sample (653 DSN5), the statistically significant response rate (over
50%), and the strength of the data analysis (high internal consistency of scales within
the study instrument and thorough content analysis of respondents’ comments) indicate
that findings can be generalised to the wider population of DSNs. They can also be gener-
alised to CNSs working in areas other than diabetes, because the DSN role follows the
principles cited in the literature as part of the wider CNS population.

This study provides tangible evidence not only for the clarification of the DSN role
performance and role components, but also for the wider context in which the implemen-
tation and development of this role are undertaken. This research project, the first
national survey in the UK to examine the overall role of the DSN, was a strength of the
present study and stimulated respondents’ interest.

Despite the strengths of this study, a number of limitations were also inherent.
Although the response rate (51.2%) is representative of the wider population of DSNs, it
is lower compared to other quantitative studies documented in the nursing literature.
Other limitations regarding this study related to the instrument used to collect data.
The research instrument utilised in the present study explored the following concepts
derived from role theory and related to the DSN role:

® Personal characteristics and skills

e Work setting and organisational factors
e Role development

e Role performance.

A previously tested instrument by Hamric and Taylor (1989) was adopted for the mea-
surement of DSN role development. This proved very useful in describing this complex
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process and eliciting data regarding the factors that facilitate and inhibit role implemen-
tation. Three scales were developed by the researcher based on the CNS and DSN litera-
ture to measure the remaining concepts. To establish its reliability and validity, the
instrument was reviewed by a panel of seven experts and pre-tested in a pilot study.
Data obtained from the main study were analysed using an exploratory factor analysis,
with maximum likelihood extraction which identified the underlying dimensions of each
scale and the variables salient to each dimension. Moreover, this statistical method
allowed findings to be projected to a wider population. A high internal consistency was
found for the scales developed for the purpose of this study. Following this procedure, an
instrument with strong content validity and reliability was developed to measure the
role-related parameters of the DSN.

Despite its statistical strength, a number of limitations were present. Considering
the multifaceted nature of the DSN role, it would be unrealistic to assert that this instru-
ment captured all the dimensions combined within the role. As this was the first empiri-
cal utilisation of this instrument, further investigation is required in order to confirm its
high reliability and to establish its scientific rigour and validity.

7.7 Study implications for CNS practice

A number of issues prevailed from the comprehensive exploration of the role of DSNs in
the UK and the factors that influence the successful development and performance of
their role. On the basis of the results of the present study, recommendations are made
relevant to each DSN role concept explored in the previous chapters of this book.

7.7.1 Educational (academic) qualifications

e A nationally agreed course at postgraduate level needs to be organised for the
preparation of DSNs. It is suggested that this course is at Master's level and lasts at
least one academic year. It can be designed for the general population of CNSs and
does not need to focus specifically on diabetes. It must provide nurses with advanced
knowledge covering the main areas and components of their multifaceted role.

e Master's level of education should be the entry criterion for CNS practice for newly
employed practitioners. Similarly, existing CNSs should undertake further formal
education at Master's level and it is important that nursing administration supports
them in this direction.

l 7.7.2 Role development: developmental phases

e Educators need to understand the process of role development in order to provide
CNSs with adequate preparation for their expanded role.

® Both CNSs and nurse administrators need to have a clear understanding of the CNS
role in order to set realistic expectations and targets for role performance. This
understanding can offer guidance for role implementation for novice CNSs, who may
not have the skills to divide their time and effort among the many components and
activities of their role.
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It is vital that guidelines and expectations for each level of the role development exist
in written form and be realistic and achievable.

7.7.3 Qualifications, personal characteristics and skills

The present study revealed that personal characteristics and skills of the DSN
present the greatest predictor for his/her role performance. Therefore, emphasis must
be given to the enhancement of these characteristics. Teaching these skills and
strategies to enhance personal attributes must be incorporated into the academic
educational preparation of CNSs, or provided as in-service training.

CNSs need to understand that role-related skills, attributes and competence are
enhanced through role development and progression through the phases of their role.
Therefore, they should have realistic self-expectations and set goals when entering
the role. CNSs also need to understand that continuous update and education are
crucial in maintaining and increasing their competence in their area of practice.

7.7.4 Work setting and organisational factors

Findings of this study suggested that the DSN role does not exist in isolation and is
greatly influenced by factors deriving from work settings. It is crucial for nursing
administration and other health professionals to realise that they will not benefit
from the CNS practice unless they provide them with support, understanding and
recognition.

It is important that CNSs realise that if others do not understand the benefits of their
role they will not support it but will rather try to eliminate it. Urgent clarification of
the CNS role at a national level is, therefore, crucial to the survival and success of this
role.

7.7.5 Role performance: role components and activities

Greater involvement of CNSs in research activities is required if their role is to be an
integrated one. Their research skills must be developed through graduate
programmes.

It is important to note that, although all the role components are essential, the time
allotted to each depends on the CNS job description and work setting, as well as the

~ expectations imposed on the CNS by the administration, peers, other nursing staff

and health professionals; and time allotted to clients’ immediate needs must also be
taken into account. Priorities and realistic expectations for performance need to be
set. CNSs should realise that they do not have to become ‘all things to all people’, as
this may result in them feeling frustrated, anxious and overwhelmed.
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7.8 Recommendations and conclusion
7.8.1 Recommendations for practising nurses and administrators

The present study indicated that the CNS role is complex and flexible, and does not exist
in isolation. Support and understanding from all significant parties are vital if the CNS
role is to be successful. It is, therefore, apparent that role clarification should be a prior-
ity, if not the most important objective, in the process of role implementation. If others do
not understand the nature, benefits and potential use of the role, they will not accept
CNSs as advanced practitioners; rather they will view them as intruders and try to elim-
inate the CNS role. This can be achieved by developing a clear, understandable and
well-written job description. It should be concise and to the point but long enough to
state exactly who the CNS is, what he or she provides in the particular setting and to
whom he or she is accountable. The CNS’s role responsibilities should be determined in
close collaboration and discussion with the manager and the CNS. The job description
should be disseminated and explained to all health professionals that cooperate with
CNSs in order to achieve their maximum support and best use of this role. Clarification
of the role to patients and their families is equally important.

CNSs have an advanced level of practice and knowledge. Retaining CNSs in the
clinical area means that they should be provided with equal opportunities for role
advancement with teachers and administrators. The challenge, therefore, for adminis-
trators in collaboration with CNSs should be the development of an appropriate promo-
tional system, within the boundaries of clinical practice, which offers the ongoing stimu-
lation that expert CNSs need to maintain growth. With regard to the UK setting,
consideration should be given to the grading criteria for specialist nursing in order to
reflect the appropriate level of role advancement of each CNS. The implementation of
the NHS Knowledge and Skills Framework (Department of Health, 2004) for nursing
and midwifery can prove valuable in eliminating the existing inequalities across the UK
regarding the different levels of the CNS practice. In addition, monetary recognition is
the most tangible reward for clinical excellence and, thus, it should keep pace with that
of other staff of comparable education and experience within the institution. Opportuni-
ties and funding for further education and outside professional activities should be pro-
vided to all CNSs.

Nurse administrators, other health professionals and CNSs themselves need to
realise that CNSs cannot be ‘everything to all people’ and undertake all role components
and activities simultaneously. Objectives and role responsibilities have to be prioritised

"according to patients’ and health professionals’ immediate needs, as well as according to
the available resources.

7.8.2 Recommendations for nurse educators

The present study revealed that CNSs require an advanced level of educational prepara-
tion in order to successfully undertake their multifaceted role. Educators need to under-
stand the complex nature and the process of development and implementation of the role
and provide CNSs with adequate preparation for their expanded role. In the UK at pres-
ent, different educational programmes are available which provide varied levels of prep-
aration for the CNS. Therefore, an emergent need exists for the development and imple-
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mentation of a unique national course at Master’s level which lasts at least one academic
year.

It is suggested that the curriculum of the CNS course includes modules which
cover all the areas and components of the CNS role, namely clinical practice, teaching,
consultation, management, leadership, and research skills. The design of this
programme should comply with the standards for specialist education and practice set
by the Nursing and Midwifery Council (United Kingdom Central Council, 1994). Topics
such as theoretical foundations of nursing, healthcare policy and finance, ethical deci-
sion-making, role development process, organisational theory, health promotion and
disease prevention are significant to the CNS role and should also be included in the con-
tent of the Master's degree curriculum. In addition, this programme should include mod-
ules which enhance the CNS’s personal characteristics and communication, collabora-
tion and interpersonal skills. It is important that this course is provided in different
universities across the country in order to eliminate the accessibility constraints for CNS
candidates. Alternatively, distance learning and web-based materials may be developed.

7.8.3 Recommendations for future research

The theoretical framework underpinning the study combined six concepts related to the
CNS role (Chapter 2), of which four were examined in this study. Further exploration of
the remaining two concepts, role expectations and role stress, is required in order to
identify their association with the CNS role. The present study revealed that CNSs in
the UK reported a similar process of role development to that of CNSs in North America
(Hamric and Taylor, 1989). It would be beneficial to explore whether this role develop-
ment model can be similarly applied to CNSs working in the UK, in areas other than dia-
betes. Hamric and Taylor (1989) tested the model with CNSs from a wide range of speci-
alities in the USA. Testing with other groups of advanced nurse practitioners could
identify whether these follow patterns of role development similar to that of CNSs.

This study was the first empirical evidence suggesting that role performance of
CNSs is interrelated with their personal characteristics and skills, their role develop-
ment, and work setting and organisational factors. Further research involving other
groups of CNSs is required in order to verify the reliability and generalisability of find-
ings in the wider population of CNSs and the value of the theoretical framework in
exploring the CNS role. Investigation of whether the theoretical framework derived from -
role theory is useful in guiding the exploration of the role of other groups of advanced
nurse practitioners and general nurses would also be valuable.
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8

A perspective of the role of the diabetes
specialist nurse from Greece

8.1 Introduction

From the discussion in the previous chapters of this book, it is concluded that the DSN
role has been clearly established in the UK. Its development has followed the general
patterns of clinical specialist nursing and presents a close resemblance to the role of the
CNS in North America.

Diabetes nursing as a clinical speciality has not yet been implemented in Greece.
The nursing care of people with diabetes is undertaken by general nurses, whose qualifi-
cations and responsibilities are varied, and their role has not yet been documented. The
feasibility of implementing the DSN role in the Greek healthcare system is explored in
this chapter. Five focus groups were conducted to explore opinions of physicians and
nurses working in diabetes centres in Athens, and of patients with diabetes.

The first part of the chapter describes the research design and methods adopted to
explore the perspective of the DSN role in Greece. The advantages and any potential
obstacles in the process of implementing the DSN role, and the identification of strate-
gies to overcome these, are presented in the second part. The results have been illus-
trated by a wide range of comments and/or discussions. It was believed that a better
understanding of perceptions can be obtained through respondents’ own words (original
data) rather than the researcher’s interpretation of these.

8.2 Review of the literature

In contrast to the UK, diabetes care in Greece is principally undertaken in the hospital
setting, which also provides primary care services through outpatient departments. Fol-
lowing the St Vincent Declaration in 1989 regarding targets of diabetes care, the Greek
Government undertook enhanced measures to institute thirteen diabetes centres in
public hospitals affiliated to universities. There are ten in Athens, two in Thessaloniki
and one in Patra (Bartsokas, 1999). Physician diabetologists, nurses (including health

“visitors) and dieticians are full-time members of the multidisciplinary healthcare teams
operating in most of these centres. Other physicians (nephrologists, ophthalmologists)
and health professionals (social workers, psychologists) may work part-time in, or liaise
with, these teams when needed. A major constraint in the functioning of diabetes teams
in Greece is the rare, if not absent, community-hospital coordination.

In addition to the affiliated centres, diabetes care is also provided by 62 diabetes
outpatient clinics in public hospitals across Greece (Halvatsiotis et al, 2000). These clin-
ics are either fully dedicated to diabetes or provide part-time services in diabetes (three
days per week). The service provided varies according to the following factors: geograph-
ical location, access to specialised diabetes care, and qualifications of the healthcare
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teams. These may or may not be multidisciplinary. Research is an important task for
health professionals working in diabetes centres, along with their primary role in the
care and education of patients and their families, and health personnel training
(Bartsokas, 1999). However, the nursing input into research and staff training is lim-
ited.

Almost fifteen years ago, the Greek Department of Health recommended that each
diabetes centre and diabetes outpatients clinic should appoint at least one qualified
nurse educated at first-degree level who, among other nursing responsibilities, would
undertake comprehensive education of patients with diabetes and their carers (Hellenic
DoH, 1990). However, a large proportion of nurses currently working in diabetes care,
particularly in outpatient clinics, has only received a two-year nursing education. Their
responsibilities are limited to the provision of routine direct care activities and clerical
work. .

Diabetes nursing as a clinical speciality has not yet been implemented in Greece.
The nursing care of people with diabetes is undertaken by general nurses, whose qualifi-
cations and responsibilities are varied. Diabetes care is mainly undertaken in the hospi-
tal setting, which also provides primary care services. The role of nursing in the provi-
sion of diabetes care in Greece remains vague, and the responsibilities and qualifications
of nurses working in this area vary from setting to setting.

Even though Greece has the second highest prevalence of type 2 diabetes in Europe
(International Diabetes Federation, 2000), there is no literature documenting the provi-
sion of diabetes care and the role of the nurse working in this area. Moreover, the role of
the DSN has not yet been introduced in the Greek healthcare sector and there is very
limited literature in Greek relating to this role (Lemonidou, 1999; Llahana and
Gerogianni, 2003).

Due to the unavailability of information in this area, a qualitative study was
undertaken aiming to:

e Provide information regarding the practice, responsibilities and qualifications of
nurses working in diabetes care in Greece, and

e Explore opinions of health professionals and patients with diabetes regarding the
feasibility of implementing the role of the DSN in Greece, guided by the UK model of
the DSN role described in the previous chapters of this book.

8.3 Design and methods

8.3.1 Why use focus group interviews?

The focus group interview was considered the most appropriate qualitative method, as
the main objective was to obtain a diversity of beliefs and opinions regarding the feasibil-
ity of implementing the DSN role in a new setting. Clarke (1999: p395) noted that:

“The purpose of focus groups is to develop an understanding of perceptions, beliefs,
attitudes and experience, and to explore the context in which these were formed.’

According to McDaniel and Bach (1996), the group interaction stimulates the discussion
that provides the researcher with the opportunity to collect data and insights, and which
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does not occur with other data collection methods. Group members influence each other
with their comments, and participants may form opinions after considering the views of
others.

Focus group interviews can be used for collecting data relating to a wide range of
purposes. The relevance of this method to the objectives of the present study was sup-
ported by the following applications of focus groups. Firstly, they are useful when exist-
ing knowledge of a subject is inadequate or non-existent (Powell and Single, 1996). As
already noted, the practice of nurses working in diabetes care in Greece has not been pre-
viously documented. Moreover, the concept of the DSN role has not been introduced in
the Greek setting. Secondly, this method can help to identify key issues in a new field
and elicit participants’ perceptions, insights and attitudes toward a particular topic or a
proposed change, as well as to generate hypotheses relating to this topic (Jackson,
1998b). A description of the role of diabetes nurses in Greece was the aim throughout
this study. The main objective, however, was to explore opinions of physicians, nurses
and patients regarding the feasibility of implementing the DSN role in the Greek
healthcare system guided by the UK model explored in the previous chapters. This study
also aimed to identify any potential advantages and constraints to the implementation of
the DSN role in the Greek setting. Focus group interviews are useful in providing data
when preparing for changes in policy or for achieving the implementation of a policy
(Robinson, 1999). The ultimate aim of this study, to provide evidence that could impact
on the implementation of the DSN role in Greece, was a further rationale for the use of
this method.

Focus group interviews provide a wide variety of views and a large amount of par-
ticipant interaction about a topic in a relatively short time. Moreover, they are low-cost
and relatively easy to conduct, compared to other methods (Al-Zaru, 2001; Jackson,
1998n; Parahoo, 1997; Stewart and Shamdasani, 1990). The use of focus groups is not
without limitations. As in other qualitative methods, results are not generalisable due to
the small sample size and specificity of data to a particular context (Clarke, 1999).

8.3.2 Planning the focus group interviews

Reiskin (1992) suggested four phases when using focus group interviews: planning, con-
ducting the interviews, analysing the data obtained, and reporting the findings. The fol-
lowing agenda of questions was designed to elicit information from the focus group ses-
sions according to the objectives of this study:

. 1. What are the responsibilities and practice of nurses working in diabetes care
in Greece?

2.  How do health professionals and patients perceive the role of the DSN?
3. What are the advantages of implementing the DSN role in Greece?

4. What constraints and obstacles, if any, exist in the implementation of the
DSN role in the Greek healthcare system?

5.  What do health professionals and patients in Greece perceive as the required
qualifications for a DSN? and
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6. What pathway should be followed for the successful implementation of the
diabetes nursing speciality in the Greek healthcare system?

These questions were reviewed for content validity by three expert researchers. As ques-
tions were initially formulated in English and then translated, one of the experts, a
native Greek speaker, confirmed that the meaning of questions remained the same after
they had been translated into Greek. Moreover, the guideline questions were pre-tested
in a pilot focus group interview.

8.3.3 Sample identification and recruitment

A purposive sampling, by involving a conscious selection of individuals (Al-Zaru, 2001),
was adopted. This has been defined by Arber (1993) as the broad sampling method for
studies that are aimed at a wider understanding of social processes and actions. The
inclusion criteria for participants were physician diabetologists and qualified nurses
working in diabetes centres in Athens, as well as patients with diabetes. In order to
obtain a diversity of opinions, it was decided to arrange groups of: a) physicians only; b)
nurses only; ¢) physicians and nurses; and d) physicians, nurses and patients.

In Greece, there are thirteen diabetes centres operating in public hospitals affili-
ated to universities, which are located in three major cities (Bartsokas, 1999). Seven dia-
betes centres, located in Athens (capital of Greece), were involved. Of these, two provide
care exclusively to children (paediatric hospitals) and five to adults. Managers of the dia-
betes centres were informed of the objectives of the study, and were asked for permission
to conduct the focus group interviews and to provide a study sample. The number of phy-
sicians employed in these diabetes centres varied from three to six, and that of nurses
from one to three. Four patients attending one of the seven diabetes centres were invited
to participate in the study after ethical permission had been obtained from the manager
of the centre. The final selected sample number was 37 participants: nineteen physi-
cians, fourteen nurses, and four patients with diabetes (Table 8.1).

8.3.4 Introducing the research topic

Prior to inviting participants to attend the focus group interviews, the researcher visited
the diabetes centres selected for the study and had the opportunity of meeting the major-
ity of physicians and nurses. It was found that only a very limited number of them were
familiar with the DSN role. Moreover, focus group interviews in Greece are rarely used
in health research. It was, therefore, crucial for participants involved in the study to
become familiar with the characteristics of this role in order to be able to express their
opinions and attitudes. The researcher presented a seminar for all participants Wthh
aimed to remedy this shortcoming. The following areas were addressed:

® How is a CNS defined and what are the components and activities constituting their
role performance?

o What is the role of the DSN?

o What is the purpose of focus group interviews and how are they conducted?
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8.3.5 Scientific rigour of focus group interviews

Findings from focus group interviews are not replicable and cannot be generalised. In
contrast to quantitative studies, the reliability of data collection from focus group inter-
views cannot be determined through statistical procedures and psychometric tests.
McDaniel and Bach (1996: p54) consider that reliability

...can only be determined by careful review of the description of the procedures used
to select subjects, the methods of observing and recording, and the process of data
analysis.’

They also maintain that focus group research should be evaluated on the basis of trust-
worthiness, which is composed of credibility, dependability, confirmability, and transfer-
ability.

8.3.5.1 Credibility

Credibility is similar to validity used in quantitative research and considers the
truth-value of findings and their ability to faithfully interpret participants’ experiences
(Al-Zaru, 2001). According to McDaniel and Bach (1996), credibility can be enhanced
through the investigator’s prolonged engagement with this research method. It can also
be enhanced by requesting feedback from participants about the accuracy of the
researcher’s data interpretation. As noted earlier, the researcher undertook extensive
preparation to enhance her skills in conducting the focus group interviews and analysing
and presenting the results. In addition, five participants compared the analyses and the
transcripts of the interviews, and verified the content validity of the data.

8.3.5.2 Transferability

McDaniel and Bach (1996) defined transferability as reflecting the ability of findings of a
study to be applicable to another similar context, group or setting. However, transfer-
ability does not denote generalisability, and it is inappropriate to project findings to a
wider population. Transferability in this study was enhanced by providing a detailed
description of the data from which results were drawn.

8.3.5.3 Dependability

Dependability allows other researchers to follow logically the processes and procedures
" that the investigator used in a study (McDaniel and Bach, 1996). In the present study,
the research procedure was reviewed by two researchers with expertise in focus group
interviews. A third researcher examined the translated questions and confirmed that
they ‘fitted’ into the Greek setting.

8.3.5.4 Confirmability

Confirmability is achieved when another independent investigator, who follows the
researcher’s decisions and procedure in conducting the study, reaches similar conclu-
sions about the data (McDaniel and Bach, 1996). In this study, the researcher followed
the suggestions made by Polit and Hungler (1999) and described, explained and justified

169




A theoretical framework for clinical specialist nursing

each stage of the process of conducting focus group interviews and of analysing and pre-
senting the results.

8.3.5.5 Pre-testing the research questions

The guideline questions were pre-tested with a pilot group of five participants (two phy-
sicians and three nurses) who did not work exclusively in the diabetes field, but provided
care to patients with diabetes in their practice. A prerequisite for participants attending
this pilot interview, as for all the other focus group interviews, was that they attended
the seminar presentation described above. Minor ambiguities relating to the questions
and their wording were identified and clarified. The time frame for each question (the
allocation of adequate time for covering each question without exceeding the agreed
overall time of the session) was also tested.

8.3.6 Data collection

There is a consensus that the number of participants in the focus group should be
between four and ten people (Clarke, 1999; Jackson, 1998b; Stewart and Shamdasani,
1990). However, McLafferty (2004) suggested that the group should be large enough to
allow adequate participation of all members and small enough to avoid the risk of provid-
ing similar coverage to that of a one-to-one interview.

Five focus group interviews were conducted in this study, although six had been
planned initially. The selected sample and the number of respondents for each focus
group session are presented in Table 8.1. One focus group was composed of two nurses
and, although the reliability of data obtained from a group of two participants is ques-
tionable (Kitzinger and Barbour, 1999), it was found that they provided information sig- -
nificant to the study.

All participants were contacted by telephone one or two days in advance and
reminded about the forthcoming focus group session. The overall number of respondents
was nineteen (Table 8.1).

Table 8.1 Selected sample, number of participants agreeing to attend the focus group
interviews and number of those who actually attended

Focus group Selected sample of participants Respondents agreeing to partici- Respondents attending the focus group
number pate interviews
1 3 physicians 3 physicians 2 physicians
2 nurses 2 nurses 1 nurse
4 patients 3 patients 2 patients
2 5 physicians 3 physicians 1 physician
3 nurses 3 nurses 3 nurses
3 5 physicians 3 physicians 2 physicians
2 nurses 2 nurses . 2 nurses
4 2 nurses 2 nurses 2 nurses
(paediatric diabetes ctr) (paediatric diabetes ctr) (paediatric diabetes ctr)
3 nurses 3 nurses 2 nurses
(adult diabetes ctr) (adult diabetes ctr) (adult diabetes ctr)
5 2 nurses 2 nurses 2 nurses
6* 6 physicians 4 physicians 1 physician*
Total 37 27 19
* As only one participant attended this session, data obtained were not included in the study
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The discussion in the focus groups was guided by the agenda of questions described ear-
lier. The interviews were conducted in Greek and each session lasted approximately one
hour. The researcher obtained the participants’ agreement to tape-record the interviews.
Confidentiality was also considered and, although this is difficult to achieve among the
members of the same group (Kitzinger and Barbour, 1999), the researcher assured par-
ticipants that she would be the only person having access to the recorded interviews.
Moreover, participants were informed that no reference would be made to their identity
or the name of the diabetes centre when the results were reported.

8.3.7 Data analysis

Kitzinger and Barbour (1999: p16) stressed that:

...the researcher needs to reference the group context. This means starting from an
analysis of groups rather than individuals and striking a balance between looking
at the picture provided by the group as a whole and recognizing the operation of
individual “voices” within it.’

Thus, as the present study emphasised, interaction between participants’ data was ana-
lysed at both a group and an individual level, using the guidelines of Reiskin (1992),
McDaniel and Bach (1996), and Kitzinger and Barbour (1999):

e The tape-recorded interviews were transcribed verbatim immediately after the
session in combination with the additional field notes of the moderator and those
relating to the non-verbal communication. The transcripts were then reviewed along
with the tapes and notes to confirm the accuracy of transcription.

e Transcripts were read carefully in order to identify the sections relevant to the
research questions. A coding system for major topics and ideas was developed.
Following this, each transcript was read independently and organised into categories,
which were examined for themes, patterns, similar words and context. Data were
organised into different categories according to the guideline questions.

After this analysis, the original transcripts were translated into English. Al-Zaru (2001)
stressed that several issues should be considered in relation to the translation of tran-
scripts which may have particular implications for the quality of data. Twinn (1998:
p657) identified some:

“The first of these relates to the translation of words for which there is no true equiva-
lent in the source language... [In addition] ...the influence of grammatical style is
another finding that affects the quality of data.’

Although the structure of sentences and grammar rules differ substantially between
Greek and English, the researcher translated the interviews as literally as possible.
However, different metaphors and idioms used by respondents were translated accord-
ing to their equivalent meaning in English. A linguistics expert in both Greek and Eng-
lish examined the translations to confirm that the meanings remained unchanged.
English versions were subjected to data analysis in a similar procedure to the origi-
nal analysis. The same themes and conceptual categories emerged, indicating that
translation had not influenced the originality of the data. After coding and conceptual
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categorisation, the data were systematically explored to generate meaning (Coffey and
Atkinson, 1996). At the final stage, analysis involved drawing together and comparing
discussion of similar themes. The relationship of these to the variation between individ-
uals and groups was then examined (Kitzinger and Barbour, 1999).

The results obtained from the analysis are presented and discussed according to
the guideline questions for the focus group interviews.

8.4 Results

Although the data obtained from the focus group interviews have been coded into theo-
retical themes and categories, the results have been illustrated by a wide range of
respondents’ comments and interactions.

8.4.1 Responsibilities and practice of diabetes nurses in Greece

As in all areas of nursing, in diabetes the job description for nurses in Greece varies from
hospital to hospital and is at the discretion of each institution and/or nursing manage-
ment. A wide variation was found between the responsibilities of nurses working in the
diabetes centres included in the present study. The majority of respondents were
involved in direct care, education and a limited number of consultation activities. How-
ever, there were nurses who had mainly clerical responsibilities and whose clinical
responsibilities were limited to basic procedures.

The following responses were given by nurses participating in two different focus
groups to the question ‘Please describe briefly your job responsibilities and tasks in this
Diabetes Centre’:

Focus group 5

‘...We prepare the file for each patient by filling in their personal details, their height
and weight... If we see that someone has hypoglycaemia whilst waiting to see the
doctor, we offer them something sweet to drink or eat...” (Nurse A)

‘...we can give patients the insulin injection, for example, when they are here if they
cannot do it themselves...” (Nurse B)

“...we demonstrate the use of insulin pens and explain the injection technique to
those patients who are starting on insulin...” (Nurse A)

‘...where to inject his insulin, how to store insulin, and things like that. That is in
general terms what we do...” (Nurse B)

‘...if doctors need something else they will ask us. Like for example “Please advise
Mrs X on how to contact the dietician...”; things like that...” (Nurse A)

At the other extreme, however, as illustrated in the following example, another respon-
dent reported undertaking most of the activities constituting the DSN role:

Focus group 4

“...I undertake all the education of the child diagnosed with diabetes, from the
moment he is admitted to the hospital until the day he goes home. This education
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includes everything that a child and his family should know regarding self-man-
agement of diabetes. Moreover, there is follow-up education and an effort to coordi-
nate with other team members. Furthermore, I am involved in research and in the
education of health professionals and students, including also formal education in
diabetes at the University of Nursing. ...we do not have the authority to prescribe. In
most cases, I fill in the prescription and the doctor signs it. There is also telephone
support in the Centre and, at the same time, I have provided parents and patients
with my private telephone number, where they can contact me at any time in case of
emergency.’ (Nurse A)

This diversity was also reflected in the nursing education and other qualifications of
nurses participating in the present study. Of the twelve nurses, three had received a
two-year nursing education and nine held a first degree in nursing. Of the three who held
a Master's degree, one was undertaking doctoral education at the time of the study.

8.4.2 Perceptions regarding the DSN role

All respondents in the present study perceived the DSN role as essential in the care of
people with diabetes and emphasised the importance of its implementation in the Greek
healthcare system. However, the majority saw the DSN functioning as a diabetes educa-
tor rather than having a role that incorporated all the role components identified in the
literature. Nurses, however, did not see this role component as simply relieving physi-
cians of the need to educate patients. They considered the DSN to be the most appropri-
ate person to undertake, as one nurse noted, the ‘painstaking long-term process of educa-
tion’. Moreover, they perceived the DSN as the health professional responsible for the
long-term follow-up care of patients.

Patients, on the other hand, expressed the need for support and for someone to be
able to listen to their concerns. They referred to the physicians’ inability to devote the
necessary time to patients, and their approach which:

‘...does not make you feel comfortable and open up. When they [physicians] speak,
they do not use “my language”, as a nurse would do. They use a lot of jargon, and I
am already at home before I can put my head around what they have said, so no
chance to ask for explanations’ (Patient A; Focus group).

Patients felt more comfortable approaching the nurse than any other member of the
team but, at the same time, expressed the need for nurses to be appropriately qualified
“1in order to be able to ‘stand by the patient’.

8.4.3 Perceptions regarding the components and activities of the DSN role

As reported earlier, findings with respect to the DSN role performance in the UK were
introduced to respondents in the seminar presentation preceding the focus group inter-
views. A list of the components and activities constituting the DSN role performance was
distributed to participants. This was identical to the activities included in the DSN role
performance explored in Chapter 6. Respondents in the focus groups were asked to com-
ment on the DSN role and its relevance to the Greek healthcare setting. The following
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five role components were explored: expert practice, education, consultation, research,
and leadership.

8.4.3.1 Expert practitioner

Respondents perceived this role component as an important aspect of the DSN role. All
the groups emphasised the importance of providing support to patients and their fami-
lies over the telephone. They reported that in Greece patients have no access to special-
ised support in case of emergency at times other than the morning shift. For this reason,
they believed that a 24-hour help line is crucial. One important activity which nurses do
not undertake in the Greek setting is that of home visits. Respondents reported that the
provision of this service is essential in the absence of hospital-community coordination
currently existing, and could be undertaken by a hospital-based DSN. One nurse who
had previously undertaken home visits, but had to stop due to time constraints and the
increase in patient caseload, commented:

‘This activity was a very important aspect of my role. You enter the patient’s home
and you see how he lives, how he behaves, you come close to him... He will talk to you
about his psychological problems, his family affairs; you see his living environ-
ment.’ (Nurse; Focus group 1)

On the other hand, almost all physicians opposed the idea of the DSN undertaking
advanced specialised care activities. They considered that a nurse could not acquire the
appropriate knowledge to undertake activities such as prescribing diabetes-related med-
ications, ordering laboratory tests, and providing specialised care to patients with com-
plex physical problems. They believed that such activities ‘...presuppose certain medical
knowledge, which can only be acquired by attending medical school’. Similarly, as illus-
trated in the following interaction, many nurses did not believe they would be able to
reach such an advanced level of practice to function autonomously:

1 can tell the doctor my opinion, but I cannot make the final decision because I do
not have this knowledge...’. (Nurse A; Focus group 2)

“...The DSN can certainly have the first contact with the patient, but she should then
transfer the information to the doctor. (Physician B; Focus group 2)

8.4.3.2 Educator

The importance of the DSN functioning as an educator was highlighted by all respon-
dents in this study and this role component was perceived as the main aspect of the DSN
role. Respondents emphasised the role of the nurse in the education of patients and their
families, particularly in group teaching.

Respondents perceived the involvement of the DSN in informing the public about
diabetes as vital, in order to solve the problem of ‘stigmatisation’ that patients with dia-
betes face in Greece. Diabetes education for school staff and pupils was also highlighted.
However, one paediatric nurse who provided education to schools reported that this
could often be difficult to achieve. She noted:

‘Many parents do not allow me to inform the school staff that this child has diabe-
tes... They do not want others to know that their child is “diabetic”. Not only does
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this place me in a great dilemma, but also children often end up in hospital’. (Nurse
A; Focus group 4)

Respondents’ opinion about the provision of education to medical staff by the DSN
varied. Although more than half of respondents believed that a DSN can educate physi-
cians regarding diabetes issues, many others did not. Two physicians reported that the
DSN should only be able to provide education to physicians on technical matters, for
example, injection techniques and use of insulin pens. One commented:

‘A nurse, no matter how educated she is, cannot provide education to physicians...
Only the medical staff provide education to the nursing staff, not the other way
around!” (Physician B; Focus group 1)

Similarly, two nurses felt that ‘...a doctor would never accept my opinion!’. They believed
that the medically-dominated health system that exists at present in many hospitals
expects the nurse to be at a ‘lower level than the doctor’. Patients also agreed with this,
with one commenting:

‘It is a question of mentality that, in Greece, the nurse still has a different image
than that of the nurse abroad. ...I do not think that a doctor would accept to be edu-
cated by a nurse, even if she is a specialist in her field’. (Patient B; Focus group 1)

8.4.3.3 Consultant

Respondents considered that nurses should act as consultants only to enable patients
and their families to cope with the immediate crisis of diagnosis and long-term adjust-
ments in life style. The need for this was particularly highlighted by patients, who felt
more comfortable approaching the nurse than any other member of the healthcare team.

Respondents perceived that an important aspect of the DSN role in consultation
was in relation to the organisation of care, i.e. setting standards, development and
implementation of policies, protocols and care pathways. However, they believed that
the present structure of the healthcare system in Greece does not provide nurses with
the authority to undertake such activities. The following comments were made:

‘Concerning the facts in Greece, these all [consultation activities] sound a bit funny.
Here we are unable to communicate properly within the same hospital, let alone in a
region or even more in the whole country!’ (Physician A; Focus group 1)

‘DSNs could really have a valuable say on what is happening, but under the present
situation, nobody would listen to what they say. Their advice would have no value, if
they do not have the authority...’ (Physician A; Focus group 3)

It was also felt that the DSN could have a valuable role in the organisation of patient
support groups. Some respondents reported that they had organised support groups, but
these lacked consistent planning and coordination. Moreover, as this was not included in
their job description, their input into these was purely voluntary.
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8.4.3.4 Researcher

Respondents perceived the involvement of the nurse in research activities in the clinical
area as a ‘luxury’. Although two nurse respondents were involved in research, this was a
component of their academic educational programme (MSc, Doctorate). The identified
reasons for this were the lack of research skills of nurses, time constraints, and °...the
fact that the nurse is not viewed as an equal member of the healthcare team’. Many
respondents believed that, even if the DSN role were implemented in Greece, the only
way for them to be involved in research would be in cooperation with the University of
Nursing. However, they stressed that, ‘...there are so many things that the DSN will
have to do that research will seem unreachable”’

Physicians in one focus group believed that nursing education cannot provide the
appropriate skills for undertaking research studies, which they construed as purely clin-
ical research. One commented:

“...Fine! Research is also what you do [addressing the researcher], but in Greece, in
the clinical area, the meaning of research is completely different. It refers to clinical
studies, and this is what we expect when we say research. I do not think that a nurse
has the background to undertake such activities’. (Physician B; Focus group 1)

8.4.3.5 Manager/leader

Respondents reported that the only activity in the manager/leader role component rele-
vant to the Greek setting would be the DSN participation in identifying gaps in the dia-
betes care services; the remaining were viewed as irrelevant. Respondents believed that,
in Greece, this component could not be incorporated in the role of the DSN. They noted
that the structure and organisation of the healthcare system do not provide the nurse
with the authority to ‘make her voice heard’. This is illustrated in the following interac-
tion:

“The advice of the DSN would be valuable if accepted, because they are the profes-
sionals who really know the needs of this field. They should be able to say, for exam-
ple: “We have come across with this problem. You should provide funds for home
visits, which is very important”.” (Physician A; Focus group 3)

‘..Yes, I agree! The same applies to the input of hiring nursing staff in the diabetes
centre, because the DSN is the most appropriate person to assess this. While if we
need a new nurse, they will employ the first one from the “waiting for employment”
list. This is unfortunately how the administration system works here!.” (Nurse B;
Focus group 3)

8.4.4 Advantages of implementing the DSN role in Greece

Respondents perceived the improvement in patient care as the greatest advantage to
implementing the DSN role in Greece. They commented that the DSN would be able to
monitor the condition of patients more frequently than physicians, and thus improve
their metabolic control and reduce the frequency of complications.

Most physicians agreed with this perception and noted that an additional advan-
tage would be for patients to have an appropriately qualified person able to listen to and
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discuss their concerns. Similarly, patients felt that they would be able to talk with
greater ease with a DSN rather than a physician:

“...I want information about everything! But when I see 30 people waiting to see the
doctor, I think: “I should discuss my most urgent concerns and better forget about
therest!” ... would not, however, worry if I knew that after the doctor I would see the
DSN who could explain me everything I want to know’ (Patient A; Focus group 1)

Another advantage identified to implementing the DSN role in Greece was related to the
reduction of treatment cost for diabetes. Respondents considered that DSNs would have
a greater impact than physicians on the appropriate follow-up of patients, thus reducing
the long-term diabetes complications, which, as one physician noted, ‘...is what we are
mostly battling with.’

Patients with complications usually have to be admitted to hospital and, as in
Greece there are no community facilities for continued follow-up care, they have to stay
in hospital until fully recovered. Respondents noted that if DSNs were appointed in hos-
pitals, patients could be discharged earlier, as the DSN could undertake their follow-up
care at home. Therefore, the cost of treatment would decrease substantially. Moreover,
they perceived the establishment of community-hospital cooperation and the DSN as a
link between the two settings as crucial to the 1mprovement of patient care. This is illus-
trated in the following interaction:

Tt would be helpful if every hospital would establish cooperation with a number of
health centres in the community...” (Physician A; Focus group 1)

‘We could have a DSN in our hospital who could cooperate with the health centre
and provide care for patients with complex problems. She could also train nurses
there who, at present, do not have the appropriate diabetes skills...” (Nurse; Focus
group 1)

The final advantage identified by respondents related to nursing as a profession. This
was particularly highlighted by nurses who believed that not only would the implemen-
tation of the DSN role advance their knowledge and skills, but it would also enhance the
status of nurses in the healthcare team. They believed that the title of DSN would pro-
vide them with the authority to undertake advanced responsibilities and be recognised
as an advanced practitioner. One nurse commented characteristically:

‘...at present, unfortunately, all nursing staff do ostensibly the same job, regardless
of qualifications or education. That is to say, I, with a Master's degree, have the
same responsibilities as an assistant nurse who has only received two years of nurs-
ing education. When, however, the patient has had a bad experience with this nurse,
how is it possible for him to trust my expertise since I am also a nurse? Whereas,
when the DSN role is formalised and the responsibilities are clarified, then the
patient will be able to see the difference and trust the DSN. This will also be the case
for other health professionals, particularly for the medical staff.” (Nurse B; Focus
group 4)
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8.4.5 Constraints and obstacles to the implementation of the DSN role in
Greece

The fourth question was:

e What constraints and obstacles, if any, exist in the implementation of the DSN role in
the Greek healthcare system?

A range of constraints and obstacles were identified which often overlapped and/or were
interrelated. However, for the purposes of this discussion they are presented separately.

8.4.5.1 Status quo of nursing administration and employment of nursing staff

The greatest obstacle to the implementation of the DSN role in the Greek healthcare
system was related to the status quo of nursing management and the structure of
employment for nursing staff. In Greece, the nursing administrators of public hospitals,
or of particular departments within these hospitals, do not have the authority to select
their nursing staff. Rather, graduate nurses enter a ‘waiting for employment’ list and are
then appointed through the Ministry of Health. Hospitals indicate the number of nurses
they need and the Ministry of Health selects from the list, for example, the first twenty
nurses. Nurses can select the hospital of choice but not the area or speciality of employ-
ment. Nursing positions are announced for general nurses, independent of their special
qualifications or job preferences. Nurses are then allocated to departments according to
the need, or at the discretion of nursing administration.

This constraint is also related to the ‘rotation system’ used by nursing administra-
tion in most hospitals. For example, a nurse working in the diabetes centre of a hospital
can be transferred to work in the cardiology unit in order to cover the needs of this
department, as funds are not available to employ new staff. This constraint was closely
associated with the shortages of nursing staff, and as one respondent commented:

“...nursing administration has no other choice but cover the immediate needs of each
department. It is justifiable to move staff around when there is no possibility of
employing new nurses’. (Nurse B; Focus group 2)

This system results in many nurses not being able to apply their acquired specialisation
and skills in a particular area. As one respondent noted, ‘...it all goes wasted and you
have to start from the beginning.’ Because of the above constraints, many nurses
reported being reluctant to undertake further education or training. One nurse com-
mented: ‘Why should I waste my time? Who guarantees me that after I finish or even
sometime in the future I will be able to work in this area?’

In addition, respondents reported that further qualifications or specialisation in a
particular area were not always recognised by administration. Nurses were not granted
promotion, reward or any other privileges, and were not guaranteed employment in their
area of expertise. Moreover, as illustrated below, nurses reported great difficulties in
obtaining time off to attend seminars or study days:

“...If we, let us say, need to leave one hour earlier to attend a seminar, we have to ask
for permission a thousand times! And, we do that for no other reason but to learn
something new in our area, to improve our knowledge.’ (Nurse; Focus group 1)
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“...Basically, administration wants you to be in your department during the 8-hour
shift, even if this would mean that you are playing cards on the computer, instead of
allowing you to attend a seminar...”’ (Physician B; Focus group 1)

Respondents noted that if a specialism is to be implemented successfully, nursing
administration needs to provide nurses with both motives to acquire these qualifications
and the opportunity to practise in their selected area.

8.4.5.2 Nursing staff shortages and time constraints

Another obstacle to the implementation of the DSN role in Greece identified in all the
focus group sessions was related to the significant shortage of nurses, which resulted in
time pressures. This was most notable for nurses qualified at first-level degree, who as
respondents noted, would be the future DSNs.

In Greece, there are two levels of basic nursing education. A two-year education
programme is provided by hospitals or private nursing schools, and the student is
granted the title of assistant nurse at graduation. The four-year education programme
leads to a first-level Degree in Nursing. Although there is a wide gap between the curric-
ula of the two-year and the four-year education, all graduates have the same job respon-
sibilities in most hospitals.

Respondents referred to the reluctance of the Ministry of Health to provide funding
to employ nurses qualified at degree level, which meant that a high percentage were
inevitably employed in the private sector. One physician commented:

‘...we have to cooperate with unqualified nurses, if you want to call this cooperation,
because I would not! I regret I cannot trust a nurse with such a level of education
[two-year education] and no other further training, to undertake a multifaceted role
as that of a DSN, and neither would I recommend her to my patients.’ (Physician B;
Focus group 1)

In fact, one ‘two-year’ nurse reported that she did not have the appropriate knowledge
and skills in diabetes, and therefore, could not ‘stand by the doctors’ in the team and
have input into the organisation of the care for patients with diabetes and their families.
She said:

T have not been educated for something like this. How can I express my opinion to
the doctor when I do not have the knowledge to do this and I am not confident about
what I will say?’ (Nurse A; Focus group 5)

8.4.5.3 Medical dominance and the traditional image of the nurse

The final constraint identified by respondents referred to the paternalistic medical
system that dominates in the Greek healthcare sector. Most physicians did not agree
with the idea of the DSN practising autonomously, namely, without supervision by the
medical staff. This was in part attributed to the fact that nurses in Greece have not yet
proved that they are able to practise at such an advanced level. Moreover, in many hospi-
tals, the perception relating to nurses’ role as ‘doctor’s handmaidens’ dominates. One
respondent reported:
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‘...They [nurses] give the impression of underestimating their role, bending their
head, not having any opinion, and making their role lowly. As result, doctors treat
them accordingly.” (Nurse A; Focus group 3)

Other respondents agreed with the above assertions and noted that many nurses con-
sider working in the field of diabetes care as an easy and convenient option. They are not
interested in expanding their role and undertaking further responsibilities. Nurses sur-
mised that undertaking the advanced responsibilities which are currently part of physi-
cians’ practice would be a long and difficult process. An additional hindrance to them
being able to achieve such an advanced level of practice is the surfeit of physicians: there
are twice as many as are currently needed. Moreover, a considerable percentage of
patients with diabetes attend physicians’ private consultancies for their follow-up care.
Therefore, there is a danger that the implementation of the DSN role in the healthcare
sector can be perceived by the medical profession as a threat to their territory. As one
respondent stated, ‘physicians could not afford to lose their clients’.

It was interesting, however, to find that physicians who had previous experience of
working with DSNs in other countries strongly supported the implementation of this
role in Greece and saw it as a necessity. They did not agree with the opinion of other phy-
sicians that DSNs should limit their practice in education activities, but believed that
the DSN should be involved in all the advanced activities incorporating the DSN role.
One physician commented:

“...in Greece there is a wrong mentality regarding the relationship between doctors
and nurses, which in my opinion is unacceptable. ...This mentality must change
and doctors must accept the DSN as an equal member of the diabetes team if this
role is to be successful.’ (Physician A; Focus group 3)

8.4.6 Required qualifications and attributes of the DSN

Respondents were asked to identify the qualifications that they believed a nurse in
Greece should acquire in order to become a DSN. All respondents perceived it essential
for the nurse to obtain an initial first-level Degree in Nursing; nurses with two-year edu-
cation should not be considered. Furthermore, respondents stated that the nurse should
undertake a minimum of one year’s additional postgraduate education to include both
theoretical education and clinical attachments. Respondents stressed that the nurses
should not be granted the title of DSN based solely on their long-term experience in this
field, although a consideration should be given to this factor. They suggested that experi-
enced nurses should also undertake further education and expressed the need for nurs-
ing administration to assist nurses in this process.

In addition to formal education, respondents identified a wide range of personal
characteristics and attributes necessary for a successful DSN. Such characteristics were
disposition, interest, enthusiasm, zeal, ‘good spirit and love for patients with diabetes’,
understanding, ‘smiling and having a human approach’, patience and perseverance. The
importance of personal attributes was particularly highlighted by patients, with one
commenting:
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‘Apart from their scientific competence, I believe that DSNs should have the right
disposition to deal with people, to have lots of patience and understanding and put
their whole heart into what they do.’ (Patient A; Focus group 1)

8.4.7 The pathway to the successful implementation of the DSN role in
Greece

Respondents were asked to suggest the pathway which should be followed for the suc-
cessful implementation of the DSN role in Greece. The initial step would be to prepare
nurses through formal education. They suggested that a national educational
programme for the speciality should be organised in cooperation with the University of
Nursing and selected diabetes centres. However, the most important thing would be for
the DSN role to be legally formalised because, as one nurse noted, ‘...without having that
our hands are tied’.

Respondents perceived it necessary that the DSN job description should be agreed
jointly by candidate DSNs, nursing administration and physicians. Many respondents
stated that it is important for the managers of diabetes centres to have the authority to
select and employ their specialist nurses. However, as already noted, the DSN role is
unknown in the Greek setting and there is no evidence of its benefits. A number of
respondents expressed fears that the Ministry of Health would not provide funding for
such a position. One respondent referred to the ‘vicious circle’ that may occur:

“...the Ministry of Health will not advertise any DSN positions, unless there is evi-
dence that this role can benefit patient care. However, there can be no evidence that
this role “works”in the Greek healthcare system, unless it is being implemented and
the outcome evaluated’ (Nurse B; Focus group 2)

Other respondents suggested that the solution to these problems would be a ‘working
together’ between all health professionals and managers of diabetes centres, and nurses
must be initiators of this process. The concluding question asked in the present study
was: ‘Do you believe that the DSN role can be implemented in Greece in the near future?’.
None of the respondents believed that this would happen, in view of the various difficul-
ties that the Greek healthcare system has yet to overcome. An overwhelming response
was: ‘I do not think so! Perhaps in ten years! They felt that problems arising from the
combination of all the constraints and obstacles reported above cannot be resolved ‘from
one year to the next’. One respondent reported characteristically:

T can acquire some specialisation in diabetes and be able to undertake such an
advanced role. However, my knowledge and skills will do nothing, unless the whole
structure of the healthcare system changes, starting with the Ministry of Health to
the way that patients’ appointments are arranged in our centre. Then I would be
able to apply my skills and improve patient care.” (Nurse A; Focus group 5)

8.5 Discussion

It can be concluded from the results of this study that the DSN role is viewed as ‘unreach-
able’ at present in the Greek healthcare system. This role was seen as necessary in the
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care of people with diabetes, but respondents believed that there are many obstacles pre-
venting its successful implementation.

The exploration of the feasibility of applying the DSN role in Greece was guided by
the UK model of the DSN role explored in the previous chapters of this book. Although it
is difficult to make direct cross-cultural comparisons between the UK and Greece, it is
evident that the successful implementation of the DSN role in the UK was a long and
painstaking process and was not achieved from one day to the next. Almost two decades
ago, it was stressed that the implementation of this role would be slow and difficult in
the first years because of competition for resources and until DSNs had proved their tal-
ents and worth (Kinson and Nattrass, 1984). Therefore, it is the author’s opinion that
with increased efforts from all significant parties, the obstacles to the implementation of
the DSN role in Greece can be overcome.

Findings revealed a wide variation in the responsibilities and qualifications of
nurses working in the diabetes centres. This is a result of the lack of a standardised job
description based on nurses’ qualifications and professional experience. As respondents
in this study reported, the acquisition of advanced education does not provide them with
any professional distinction or promotion in the clinical area. This may be in part due to
the fact that the nursing profession, not only in Greece but worldwide, has neither
agreed nor clarified that advanced preparation at postgraduate level makes a difference
in nursing care delivery (Hamric, 1992).

The results of the present study suggested that nursing in Greece has the ability to
prepare advanced practitioners with the appropriate skills to undertake the role of the
DSN. It is, therefore, the responsibility of the Ministry of Health and nursing adminis-
tration to use the knowledge of these nurses appropriately. It is crucial that common
objectives are set for nursing practice in general and that of the DSN in particular if the
DSN role is to be implemented successfully.

Respondents in the focus groups perceived the implementation of the DSN role in
Greece as necessary. The advantages of this role identified by respondents referred to
the improvement in patient care, consultation and education, reduction of treatment
cost for diabetes, and an increase of the nurse’s status and profile in the healthcare ser-
vice. Similar findings were reported by Richmond (2004) who explored general nurses’
perceptions in relation to the recently implemented CNS role in Ireland.

Physicians in the focus groups saw diabetes education as ‘time-consuming’ for
them and preferred the DSN to undertake this role. Nurses, however, did not see this
role as simply relieving physicians, but considered themselves to be the most appropri-
ate professionals to undertake diabetes education. Therefore, as the teaching role of the
DSN is widely accepted, this may well be an initial step in the implementation of the
DSN role in Greece. Nevertheless, future DSNs should aim to expand their role progres-
sively and incorporate all the other components of the DSN role into their practice. Over
20 years ago, Edlund and Hodges (1983: p506) argued that:

“...a clear-cut job description, the specialist’s title, and the position in the organisa-
tional structure must be established prior to the specialist assuming the position.
...The vagueness and lack of specificity regarding role expectations can set the clini-
cal specialist up for failure.’
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As discussed in previous chapters, this assertion was strongly supported by DSNs in the
UK. However, in a medically-dominated system, such as that currently existing in
Greece, it would be unrealistic to expect the DSN to be able to undertake a multifaceted
role from the outset. Kerrison (1990) reported one strategy with which DSNs in the UK
expanded their role under a proxy medical model. Physicians ‘promoted’ their role, as it
allowed the delegation of psychosocial work in which nurses claimed greater expertise.
By taking on this work, nurses furthered their aspirations for professional status, but
did not admit taking over medical work, which in turn avoided overt confrontation with
the medical staff, as this would only result in the withdrawal of their support. Were this
strategy to be adopted in Greece, it would provide nurses with an opportunity to prove
their knowledge and skills not only to other health professionals, but also to patients,
and to integrate into the team as an advanced practitioner.

As noted earlier, one of the obstacles to the implementation of the DSN role in
Greece is attributed to the medically-dominated healthcare system which often expects
the nurse to be ‘doctors’ handmaidens’. The physician-nurse relationship has been
widely explored in the literature (King, 1990; Reigle and Boyle, 2000; Spross, 1989).
Brown (1983: p154) stated:

‘Some physicians and hospital administrators may not be at ease with nurses (or
women) who are skilled in presenting their ideas. This changing profile of the
female nurse may in some settings produce resistance to the CNS role or to the CNS'’s
ideas.’

It is assumed that the non-acceptance of the multifaceted role of the DSN in Greece can
be attributed to the lack of familiarity with the role. The literature suggests that the
CNS, including that of the DSN, developed rapidly in the USA and the UK in response to
the shortfall in medical staff. However, findings of the present study revealed a surfeit of
physicians in the Greek healthcare setting. This can hinder the acceptance of the DSN
role by physicians who may view the DSN as a threat to ‘taking over their clients’. There-
fore, increased efforts should be made by future DSNs in order to clarify that their role is
not aimed at substituting for the role of physicians. Rather these two roles should com-
plement each other in improving standards of care for people with diabetes and their
families.

8.6 Strengths, limitations of the study and implications for practice

"For the first time, the present study provided the nursing literature with a documenta-
tion of the responsibilities and qualifications of nurses working in the diabetes field in
Greece. In addition, this was the first step in introducing the DSN role in the Greek
health setting. It raised the awareness of health professionals and patients regarding
this role by providing evidence from its implementation in the UK. Perceptions of
respondents in this study with respect to the benefits and advantages of implementing
the DSN role in Greece can be used as evidence to support the need for it in the care of
people with diabetes.

The advantages of implementing the DSN role in Greece identified by respondents
related to improved patient care and establishment of nurses’ status as expert and
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advanced practitioners. However, the main obstacles to its implementation referred to
the status quo of nursing administration, the nursing staff shortages, particularly of
appropriately qualified nurses, the medical dominance and the traditional image of the
nurse. The identified constraints provide evidence and a basis for the design of strategies
to overcome them. :

Nursing managers need to understand the complex nature of the role and provide
support and career opportunities to future DSNs. Similarly, physicians must be fully
informed of its purpose, so that they do not view the DSN as either their assistant or a
threat to their professional territory, but as an equal member of the multidisciplinary
team. Additionally, future DSNs must make explicit their role expectations and respon-
sibilities to other health professionals in order to assist them to set realistic expectations
for this role and avoid its misuse.

Moreover, respondents referred to the necessary qualifications and characteristics
of the future DSN. This information can provide useful guidelines in the organisation of
the educational curriculum for the preparation of DSNs, should this role be implemented
in Greece. Respondents also suggested strategies and pathways for the successful imple-
mentation of the DSN role, although they did not see this happening in the near future.
These strategies, however, can provide guidelines and ‘first-hand evidence’ to policy
makers in implementing the DSN role in Greece.

The DSN role is a new and almost unknown concept for the Greek setting, and thus
it was anticipated that the exploration of its relevance to this setting would be difficult.
The seminar presentation to introduce and describe it was found to be significant to the
success of this study. However, it was felt that more information needed to be provided to
participants in order for them to become familiar with and express their opinions regard-
ing such a complex and multifaceted role as that of the DSN. The fact that many respon-
dents characterised the DSN as something ‘unreachable’ could, in part, be attributed to
their insufficient knowledge of the role.

As the role has not been introduced into this setting, implementation will be diffi-
cult. The constraints analysed earlier act as inhibitors to its implementation. Therefore,
it is crucial that all significant parties, i.e. government, managers of diabetes centres
and diabetes outpatient clinics, nursing administration and health professionals, are
informed about and understand the benefits of the DSN role. Evidence of its benefits in
other countries should be provided and disseminated through conferences, seminars and
publications in both nursing and medical journals. It is important for the policy-makers
in the organisation to realise that if the standards and targets set by the St Vincent Dec-
laration (Workshop Report, 1990) are to be achieved, nursing must have a key role in the
provision of care. This can only be achieved by introducing advanced nursing roles, such
as that of the DSN.

This study elicited data only from the public sector, although the care of a consider-
able percentage of patients with diabetes in Greece is undertaken in the private sector,
which is almost exclusively covered by physicians. It would be useful to explore how the
concept of the DSN role is perceived and whether it is acceptable in the private setting.

‘ To conclude, findings from the focus group interviews, as literature suggests, are
not replicable and cannot be generalised to the wider population. However, as seven dia-
betes centres were included in this study, one might expect that this sample is a reason-
ably accurate reflection of the thirteen centres currently operating around the country.
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Nevertheless, it is inappropriate to project findings to the overall diabetes care services
provision in Greece. Further studies are recommended to provide a comprehensive
exploration of this area and evidence of the need of this role. Further investigation must
also be undertaken in order to identify a suitable strategy for the introduction of the
DSN role in the Greek healthcare system.
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THE ROLE OF THE DIABETES SPECIALIST
NURSE (DSN) IN THE UK

ORIGINAL QUESTIONNAIRE

SECTION A: PERSONAL CHARACTERISTICS, ATTRIBUTES AND SKILLS

Please indicate your agreement or disagreement with the following statements which
express your personal attributes, skills and characteristics as a Diabetes Specialist
Nurse. For each of the following, circle a number in the appropriate column on the right.
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1. | believe | had adequate level of competence in the provision of diabetes care before | entered the DSN
1 1.2 3 4 .5
2. | feel | should undertake further education (academic qualification[s]) in order to maintain and/or |
increase my competence as aDSN . . . . .. i il i i e e e e e 1.2 3 4 5
3. | consider myself to be a creative person withinmyrole(job) . . . . ...... .. .. 1 2 3 4 5
4, | believe | am currently highly competent in the provision of diabetescare. . .................. 1.2 3 4 5
5. There is a high degree of flexibilityinmyrole .......... .. . . i 1. 2 3 4 5
6. | am reluctant to try out new ideas within the context of my role(job)unless | am sure that they will 1 2 3 4 °5
L
7. Sometimes | have doubts about my abilities to perform sufficiently myroleasaDSN . ............ 1.2 3 4 .5
Sometimes | feel that my role(job) offers me little motivation or challenge ................... 1.2 3 4 5
| believe | have good communication and interpersonal skills . . . ... ................c..u... 1.2 3 4 5
10. | am able to defend and justify the need for change within my practice. . . ................... 1.2 3 4 5
1. | believe | listen well toconcerns of Others . . . ... .. ciii ittt it i iinaneeeannns 1 2 3 4 5
12. Any ambiguities or constraints in the system within which | work cause me much anxiety and frustration 1 2 3 - 4 5
13. | am able to make fast decisions withinmy practice . . . . ........... ... i, 1 2 3 4 .5
14. I have difficulties in finding the right solutions to different problems or situations within my practice.. 1. 2 3. 4 5
15. | am familiar with the organisational structure of my work setting and able to identify who has formal 1.2 3 4 5
and informal power to influence the system . . ....... o ittt ittt eennnnnnnn
16. | have difficulties in negotiating with the administrative authority in favour of improvement in the 1.2 3 4 5
quality of patient care and/or my workingconditions . . . ... ... ... it i e e
17. | am diligent in my efforts to bring about improvement in my area of practice. . . ............... 1 2 3 4 °5

Please go to the next page
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SECTION B: WORK SETTING AND ORGANISATIONAL FACTORS

Please indicate your agreement or disagreement with the following statements which
represent the work setting and organisational factors that are assumed to influence your
role performance as a diabetes specialist nurse. For each of the following, circle a number
in the appropriate column on the right.

Does not apply to my role

1. My job description states very clearly and precisely what my role tasks and duties include. . .. ......
2. | currently find that my personal role expectations/goals are incompatible with those of my employing
organisation or administrative authority . ... ... ... ...ttt ittt annnan
3 The hospital medical staff are very supportive of my roleasaDSN. ....... D
4, | experience difficulties in my professional co-operation with the majority of the community and/or
[ L3 Tt 1 T

5.

5. Hospital nurses frequently ask for my assistance on different issues and problems related to their
practice indiabetes care . .. ... ... i i i i e e

7. Most general practitioners are co-operative and supportiveof myrole .. ...........coviiin.

8. | find that my manager (the person to whom | directly report) does not have a clear understanding of my
role@sabsN . ... e e e

9. My peers/other DSNs provide me with their support and assistance when | have problems or queries
related toO MY PractiCe . o o v v ittt it it ittt it et e e et e e e e

10. The size and/or spread of my current caseload causes me problems in time management and/or

performance Of MY Fole . . . .o i vttt ittt ittt tenaeeeeneenenanesennannaneens
1. My role(job) provides me with professional autonomy and independence. .. .. .................
12.} | am not satisfied with the salary Igetfrommyjob. .. ........ .. . ittt innnns
13. | am provided with sufficient non-clinical material resources by my organisation, such as computer and

internet technology, library, etc . . ... .. i i it i i e e s
14, | have difficulties in acquiring adequate funding and/or study leave to undertake further academic

education related to my area of expertise

15. I am provided with adequate opportunities and/or funding for outside professional activities
(conferences, seminars, study days, €tC.) . . .. oot ittt it i e e i it

Please go to the next page
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SECTION C(a): DEVELOPMENTAL PHASES OF THE DSN ROLE

The following statements pertain to hypothesised phases (stages) of DSN role develop-
ment. It is not assumed that you experience all these phases, nor do you necessarily go
through them in sequence. In addition, you may feel you are in more than one phase
simultaneously or you may repeat phases. Please read the definition of each phase and
respond to the questions; I am interested in your professional growth experiences in your
current DSN post.

2. Is this your [ First O Second, or [ Other (please specify........... DSN post?

3. Orientation phase — characterised by enthusiasm, optimism and anxiety on entry to the DSN post; eager to prove self and make
changes that would benefit the organisation and improve quality of care.

Coa. To what extent have you experienced an orientation phase?
Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 3 4 5
b Please describe briefly the reason why you had or did not have thisexperience. . . ... ... ...t ittt

4. Frustration phase — characterised by depression and discouragement in the face of slow progress in solving problems due to
unrealistic expectations (either self or employer); resistance encountered in the effort to make change. Feels inadequate,
overwhelmed, and under pressure to prove worth.

a. To what extent have you experienced a frustration phase?
Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 3 4 5
b Please describe briefly the reason why you had or did not have thisexperience. . . . . ... ... oottt

5. Implementation phase — characterised by organisation and reorganisation of role tasks in response to feedback. Returning
optimism and enthusiasm. Feelings of being accepted and able to assess situations objectively; implement and balance new
sub-roles. Have regained sense of perspective and may focus on specific project(s).

a. To what extent have you experienced an implementation phase?
Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 3 4 5
b Please describe briefly the reason why you had or did not have thisexperience . ............ ... i,

Please go to the next page
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Integration phase — characterised by self-confidence, assurance and continuous challenge within role; moderate or great
satisfaction with present position; advanced level of practice which reflects wide recognition and influence in area of specialty.
Undertakes new projects and expands practice. Congruence between personal and institutional goals/expectations.

To what extent have you experienced an integration phase?

Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 3 4 5
Please describe briefly the reason why you had or did not have thisexperience.. . ... ... ... ..ttt

Frozen phase — characterised by self-confidence within role and intermediate or advanced level of practice. Conflict between
self-expectations and those of national administration of nursing, employing organisation, and/or manager (supervisor).
Experiences anger and frustration, and reports being unable to move forward due to forces outside of self.

To what extent have you experienced a frozen phase?

Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 2 4 5
Please describe briefly the reason why you had or did not have thisexperience . .......... .. ittt

Reorganisation phase — characterised by self-confidence within role and earlier experiences that represent integration phase.
The employing organisation experiences major changes and exerts pressure on the DSN to change his/her role in ways that are
incongruent with own concept of role. Experiences stress and conflict in personal goals due to pressure to conform to
organisational requirements. '

To what extent have you experienced a reorganisation phase?

Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 3 4 5
Please describe briefly the reason why you had or did not have this experience .......... e e e

Complacent phase — characterised by stability and comfort within role based on the length of experience; variable job
satisfaction. Absence of challenge to effect/make change and constructs practice to meet selected, narrowly-focused needs;
questionable impact on practice setting/organisation.

To what extent have you experienced a complacent phase?

Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 3 4 5
Please describe briefly the reason why you had or did not have thisexperience. . . . . . ... ittt ittt nereeens

Please go to the next page
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Please indicate the order in which you have experienced these phases by starting with 1 for the first phase you experienced in

your current DSN post.
Orientation phase

Frustration phase  ~ ................
Implementation phase  ................
Integration phase  ~ .......... .. ...,
Frozenphase .. ... .. .. 0.,
Reorganisationphase . ..................

Complacentphase ...................

If none of the phases represents your role development experience, please use the space on the back of this page to describe

your role development in your current DSN post.

SECTION C(b) : GENERAL ROLE DEVELOPMENT

.

Considering your overall experience as a DSN, what SINGLE factor do you consider as being the

most helpful in your role development?

greatest barrier or obstacle in your role development?

eeeveesssssssersssssennssssene

Considering your overall experience as a DSN, what SINGLE factor do you consider as being the

ssscseesesssssestsssssenannse

SECTION D(a): ROLE PERFORMANCE OF THE DSN: ROLE COMPONENTS

Within the past year or so, indicate by circling a number in the appropriate column on
the right how often you perform each activity that best describes your role as a diabetes
specialist nurse.

o .?.' > "E‘
5 > 8 £ 3
% 3T 8§ 5 &
3 & 8§ ¢
, g o5
o v 7]
: >
Expert practitioner, Care giver )
1 Collaborate with team members and other healthcare staff in assessing, planning, implementing, and . S
evaluating comprehensive diabetescare . ... .......c.coiviiiiinn ittt 1.2 3.4 .5
2 Adminster routine direct patient care in the field of diabetes . .......................... 12 3 4 5
3 Assess and adjust insulin dosages asrequired . ....... ... ittt it e e e 1 2 3 4 5
4 Adjust oral hypoglycaemic drugs. . . ... .. oo ittt it e i e et e 1 2 3 4 5
5 Prescribe diabetes-related medications . . . . ....... ... . . e 1 2 3. 4 5
6 Order laboratory tests and diagnostic Procedures. . . . ..o v v ittt ittt it ennanenans 1.2 3 4 5
7 Provide specialised direct care requiring advanced skills and knowtedge to patients with complex ' ‘
physical problems and their families/carers . . .......... .. ... i i i 1.2 3 4 5
8 Carry a caseload of patients with diabetes and establish long and short-term goals for care of ] :
individual patients . . . . ... ... e e e 1. 2 3 4
9 Participate in interdisciplinary patient care conferences. . . . ......... ... i, 1.2 3 - 4
10 Provide advice and support to patients and/or their families via telephone .. ................ 1. 2 3 4

Please go to the next page
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Rarely .
Frequently

11
12
13
14

15
16
17

18

19
20
21
22
23

24

25
26
27

28
29

30
31
32

33

34
35
36
37

* Provide education to medical staff

Provide an out-of-hours help-line foremergencycases. .. ... ....oviiiii ittt
Carry out home visits to maintain follow-up inpatientcare. . . . . .. ... .o vii it i
Act as a role model for staff and students when performingcare . ............cvivviennn

N N NN

Act as a patient advocate inclinical practice .. ..... ..ot ittt ineennenneaenns

Educator
Co-ordinate and/or participate in the education and training of nursing staff

Contribute to the educational and professional development of nursing and/or other healthcare
T

Develop/participate in the development, implementation, and/or evaluation of educational resources
and materials that facilitate diabeteseducation . ... ...... ... ... i ittt

Plan, initiate and evaluate individual patient teaching programmes . .. ...........c.cccvvuuen
Plan, implement, and evaluate group teaching of patients and their families . . . . ... ..........
Co-ordinate and/or participate in community and public educational and informational programmes .
Take part in the delivery of formal academic educationindiabetes . ................. ... ..

Organise, in collaboration with other members of the healthcare team, seminars on diabetes and
workshops for healthcare professionals . .. .....coii ittt iiinnnienneneeonnenanns

Provide diabetes education to people who are in contact with the person with diabetes, such as
school teachers, employers, friends, €€ . . . ..o v i ittt ittt e

Consultant, Advisor

Consult with nurse managers/ward sisters to identify clinical activities that facilitate the professional
growth of the nursing staff ... .. et it i e et e e

Provide leadership in the assessment, development, and/or implementation of policies, protocols,
procedures, and care pathways inmy areaof practice . . . .. ... iii ittt ittt

Participate in setting and/or implementing standards and targets of diabetes in my area of practice
and/or healthboard (district) . .........cciui ittt iiiiierineeeeronerennnennas

Participate in setting standards of diabetes care at a nationallevel . ......................

Facilitate the organisation of patient support groups in my area of practice or health
board/trust/district . . . .. i i i e i ettt e e

Act as a resource person for staff and students in the area of diabetescare. .................

Function on an ‘on-call’ basis for nursing and/or other staff who need assistance in solving complex
problems related todiabetescare. . . . ... . it it e i i it et e e

Provide answers to clinical problems identified by healthcare personnel or try/know where to find the
answerswhennotavailable. . .. .... .t ittt it i it e et e et

Help patients with diabetes and their families/carers to cope with the immediate crisis of diagnosis
and long-term adjustments in life style . P et :

Researcher
Identify nursing care problems and develop relevant questions appropriate for systematic study . . . .
Conduct research-related diabetes and/or other areas of nursing practice. . . . ... .cvvvvvunn.
Communicate own research findings through presentations or publications. . . ... .............

Disseminate own and/or other research findings to staff and suggest appropriate means of
implementing these IN practice . ... ... ..o iiiitiiiieiiineereneereonereonnenanns
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Participate in (a) nursing research COMmIttee(S) . . . . . v v v v vttt it ittt e e e 1 2 .3 4 .5
Collaborate with other healthcare professionalsinresearch ............... ..., 1.2 3. 4 5
Participate in product evaluation . . . .. ... ii ittt i et e 1.2 3 4 5
Develop proposals for funding nursingresearch . . . ......covi ittt 1 2 3 4 5
Contribute to the nursing literature through publications . ............. ... .. ... ... 1 2 3 4.5
Act as a preceptor and resource for staff/students conductingresearch. . . . ................. M 2 3 4 5
Develop and conduct patient outcome evaluations. . . . . ..o vttt ittt i et e e 1.2 3. 4 5
Manager, Administrator
Participate in financial and budget planning for diabetes specialtyareas. ................... 1 2 3. 4 5
Represent nursing administration in the review of policies and procedures of departmental and/or ; ‘ '» .
institutional COMMILEEES . . . . ittt ittt ittt e i e e e 1 2 3 4 5
Perform or provide input intostaff evaluations . . . . ... ..ot i i e e 1 2 3 4 5
Participate in decisions regarding employment of nursingpersonnel : . . ............ ..., 1 2 3 4 5
Participate in identifying gaps in the diabetes careservices. . . . ... ..o iii i 1 23 45
Collaborator, Communicator, Liaison
Communicate and interpret nursing assessment of people with diabetes to medical staff and other o . -
relevant healthpersonnel . . . ... ... . . i i i i it s 1.2 5
Co-ordinate and facilitate transfer or discharge planning between different care settings e :
(primary-secondary-tertiary care) and/ordepartments. . . .. ... .. i i e 1 2 5
Initiate, direct, and/or facilitate patient referrals to appropriate healthcare professionals and/or : ', G
COMMUNILY F@SOUNCES/AGENCIES. + « « v v v v v v vt s et oo oo oo s oo sssoeeseseneanssennnnnns 1 2 3 4 5§

Utilise and co-ordinate the varied resources and facilities for diabetes care in my area of practice. . . = 1~ 2 3 4 -5
Change agent, Innovator

Implement in practice recent innovations and research findings related to diabetes care and evaluate : i [
their impact on the qualityof care . . . . .. ..o o i it iii i i i it 1.2 3 4 5

Implement and evaluate appropriate nursing models in the care of people with diabetes and their o
families/Carers . . ... e e e 1 2 3 4 5

Identify, implement, and evaluate in collaboration with healthcare staff new ways of improving o e
diabetes care .. ... ... e e e e 1 2 3 4 5

Design presentations for the administrative authority, outlining needs for change and feasible steps . o ;
forrealisingthe goals. . . ... . it i e i i 1 2 3.4 5

Continuously monitor and assess changing needs of diabetes care, and institute/facilitate appropriate : v
[ 1 17T 1 2 3 4 5
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SECTION D(b):

Please indicate (approximately) the percentages of your total work time that you
recently spent in each of the following role components and activities. If the components

sometimes overlap, divide the time between them so that the total working time equals
100%.

Role components Time allotted
1. Expert practitioner/Care giver. ... ........  =sscccecemeeend %
2. Educator ........ ... oo e %
3. Consultant/Advisor. . . ......covv vy memmemeemeeeees %
4. Researcher............ooiiiiinnnns
5. Manager/Administrator. . .. .............
6. Miscellaneous (travelling, lunch, etc.).......

(Should total 100%)

SECTION E: DEMOGRAPHIC CHARACTERISTICS, PRACTICE IN CURRENT
POST, EDUCATIONAL (ACADEMIC) QUALIFICATIONS

1. In which of the following NHS Executive Regions do you work?
[1] Eastern [2] London [3] North West [4] Scotland [5] Northern & Yorkshire
[6] South East [7] South West [8] Trent [9] Wales [10] West Midlands
2, What of the following qualification(s) do you have?
O RGN O RSCN O DN O RHY
3. What is your current grade?
OE OF oG OH (o} O Other (please specify)....
4, What is your employment status as DSN?
O Full-time O Part-time
5. Which of the following best describes your work setting?
O Hospital based O Community based
O Between hospital and community O Other (please specify)
6. Do you work with: O Children O Adults or O Both?
7. What is the size of your diabetes caseload atthemoment? . . . ............cv it ettt e e et
8. What is the district popufation of the area that you cover inyour practice? . . .. ... iv it iiie it ennnnan
9. How many DSNs are employed in your practice settingorinstitution? . . ... ... ..o i it

10. Which of the following statements best describes your placement in the organisational chart?
O | have administrative authority in the management of human and/or financial resources in my area of practice (line position)

O | have no direct responsibility in the management of service and its resources; | often act as consultant or advisor regarding
the organisation of diabetes care services (staff position)

O Other (Please SPECIfY) . . o v o vttt ittt ettt ettt tee et tieeeennnesonneseonnsonnnesennesonneeeanas
1. Do you have a peer support group with other DSNs?

8 ;es —P If yes, please indicate the approximate interval of time between meetings . ..............oouue..

L« e e

12. What is the highest educational (academic) qualification you have earned in nursing?

O Diploma O Master’s Degree

O Degree O Doctorate

O Postgraduate diploma O Others (please SPeCify).....ccumencmssesscsesses
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Have you undergone/are you presently undergoing further education or training to prepare you specifically for your role as a
diabetes specialist nurse?

O Yes ———» If yes, please tick the course(s) or other training that you have undertaken/are undertaking related
O No to diabetes nursing specialty
[1 National Board Courses-928
[2] Other National Board Course(s)
3] Specialist UKCC recordable diabetes qualification
[4] Accredited short course(s) in diabetes
[51 Non-accredited short course(s) in diabetes
[6] BSc (Hons) in Specialist Practice
71 Diploma (please SPecify) . . . . v v ittt e e e e
[8] Graduate Certificate (please specify) . .. ... .o v ittt ittt nerennenas
91 Postgraduate Diploma (please specify). . . .. ...t iin i e
[10] Master’s Degree (please specify). . . . ..o oo vttt e
[11] Other (please specify) . .. ..o v vttt it it

Have you undertaken/are you presently undertaking any educational (academic) qualification which is not relevant to diabetes
but has contributed or you believe it will contribute to the integration of your role as a DSN?

QO Yes —p If yes, please specify the type of education and the reason why it has contributed/you believe it will
Q No contribute to the integrationof yourrole . . . ... ... i i e

How satisfied are you with your current position as a DSN?

O Very dissatisfied O Moderately satisfied
O Moderately dissatisfied O Very satisfied

O Partly dissatisfied-partly satisfied

I would like to express my sincere appreciation and gratitude for your time and
support with this project. Please use the space on the back of this page should
you wish to comment on any issues raised in this questionnaire.

Please return survey to:

seecessscesessssesssesrssssssssesssssenesacan

I R X R R R R RPN
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THE ROLE OF THE DIABETES SPECIALIST
NURSE (DSN) IN THE UK

Validated Questionnaire based on the Role Theory Framework

SECTION A: PERSONAL CHARACTERISTICS, ATTRIBUTES, AND SKILLS

Please indicate your agreement or disagreement with the following statements which
express your personal attributes, skills and characteristics as a diabetes specialist
nurse. For each of the following, circle a number in the appropriate column on the right.
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Competence Within Role
| believe | am currently highly competent in the provision of diabetescare. . .................. 1 2 3. 4 5
| am able to defend and justify the need for change withinmy practice.. . . . .................. 1.2 3 4 5
There is a high degree of flexibilityinmyrole ............. ...t iiiiiineenn. 1 2 3 4 5
| am able to make fast decisions withinmy practice . . .. ....... .00ttt innnnennnn. 1 2 3.4 5
I have difficulties in finding the right solutions to different problems or situations within my practice . . 1 ‘ 2 3 4 5
I am reluctant to try out new ideas within the context of my role(job) unless | am sure that they will 1 2 3 4 1.,5 :

Sometimes | have doubts about my abilities to perform sufficiently myroleasaDSN . ............ v

Organisational Issues
| have difficulties in negotiating with the administrative authority in favour of improvement in the

quality of patient care and/or my working conditions . . .. .. ... . i it i i e e L ; :
1+ 2 3 a4 5
and informal power to influence the system . .. ... ...ttt iiinn i iiineenennnnnenn ; ' :

| am familiar with the organisational structure of my work setting and able to identify who has formal

Any ambiguities or constraints in the system within which | work cause me much anxiety and frustration

Sometimes | feel that my role(job) offers me little motivationorchallenge ...................
Personal Attributes

I believe | listen well toconcerns of others . . . ... .o ii ittt ittt e et

| believe | have good communication and interpersonalskills . . .. ....... ... ...,

| am diligent in my efforts to bring about improvement in my area of practice. . . . ..............

| consider myself to be a creative person withinmyrole(job) . . . . ..... ... ...
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SECTION B: WORK SETTING AND ORGANISATIONAL FACTORS

Please indicate your agreement or disagreement with the following statements which
represent the work setting and organisational factors that are assumed to influence your
role performance as a Diabetes Specialist Nurse. For each of the following, circle a
number in the appropriate column on the right.

Does not apply to my role

Collaborative Working

AUl the members of the healthcare team within which | work are very co-operative and supportive of my
L .

The hospital medical staff are very supportive of my role as a DSN
My role(job) provides me with professional autonomy and independence. . ....... D ': 6

Hospital nurses frequently ask for my assistance on different issues and problems related to their v ;
practice in diabetescare ............... A : ; 6

Most general practitioners are co-operative and supportiveof myrole . ............c00vvun

| experience difficulties in my professional co-operation with the majority of the community and/or
districtnurses. . ... ... il i i ..

My peers/other DSNs provide me with their support and assistance when | have problems or queries
relatedtomy practice . . . ........ ... 0u .

Role Expectations

| currently find that my personal role expectations/goals are incompatible with those of my employing
organisation or administrative authority .................. e et e 6

My job description states very clearly and precisely what my role tasks and duties include. ........ 6

| find that my manager (the person to whom | directly report) does not have a clear understanding of m
roleasabsN . ..o it i i i e i e i e : 6

The size and/or spread of my current caseload causes me problems in time management and/or :
performance of MY rOle . . .. ittt ittt i i it ntnsenennnananannaas 6

| am not satisfied with the salary Igetfrommyjob. ... ........ ittt nnnnnnnn » : 6
Resources

| am provided with adequate opportunities and/or funding for outside professional activities
(conferences, seminars, study days, €1C.) . . ... v it i i i i i i i i i i e et

| have difficulties in acquiring adequate funding and/or study leave to undertake further academic
education related to my area of expertise . . . ... ittt et it e e

| am provided with sufficient non-clinical material resources by my organisation, such as computer and
internet technology, library, etC . .. ... ittt ittt ettt eeneeeaannn
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SECTION C (a): DEVELOPMENTAL PHASES OF THE DSN ROLE

The following statements pertain to hypothesised phases (stages) of DSN role develop-
ment. It is not assumed that you experience all these phases, nor do you necessarily go
through them in sequence. In addition, you may feel you are in more than one phase
simultaneously or you may repeat phases. Please read the definition of each phase and
respond to the questions; I am interested in your professional growth experiences in your
current DSN post.

1. How many years have you been in your current DSN post? . . . . . oot ittt it it i e e e e
2. Is this your O First [ Second, or [ other (please specify)............ DSN post?

3. Orientation phase — characterised by enthusiasm, optimism and anxiety on entry to the DSN post; eager to prove self and make
changes that would benefit the organisation and improve quality of care.

.oa. To what extent have you experienced an orientation phase?
Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 3 4 5
b Please describe briefly the reason why you had or did not have this experience. . . . .. ... ci ittt it

4, Frustration phase — characterised by depression and discouragement in the face of slow progress in solving problems due to
unrealistic expectations (either self or employer); resistance encountered in the effort to make change. Feels inadequate,
overwhelmed, and under pressure to prove worth.

a. To what extent have you experienced a frustration phase?

Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 3 4 5
b Please describe briefly the reason why you had or did not have thisexperience. . . . . .. ... vt ittt i,

5. Implementation phase — characterised by organisation and reorganisation of role tasks in response to feedback. Returning
optimism and enthusiasm. Feelings of being accepted and able to assess situations objectively; implement and balance new
sub-roles. Have regained sense of perspective and may focus on specific project(s).

a. To what extent have you experienced an implementation phase?
Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 3 4 5
b Please describe briefly the reason why you had or did not have thisexperience . ......... ...ttt ineenns
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Integration phase — characterised by self-confidence, assurance and continuous challenge within role; moderate or great
satisfaction with present position; advanced level of practice which reflects wide recognition and influence in area of specialty.
Undertakes new projects and expands practice. Congruence between personal and institutional goals/expectations.

To what extent have you experienced an integration phase?

Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 3 4 5
Please describe briefly the reason why you had or did not have thisexperience. . . . .. ... . ittt

Frozen phase — characterised by self-confidence within role and intermediate or advanced level of practice. Conflict between
self-expectations and those of national administration of nursing, employing organisation, and/or manager (supervisor).
Experiences anger and frustration, and reports being unable to move forward due to forces outside of self.

To what extent have you experienced a frozen phase?

Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 2 4 5
Please describe briefly the reason why you had or did not have thisexperience . ..........c.cciii ittt ennnns

Reorganisation phase — characterised by self-confidence within role and earlier experiences that represent integration phase.
The employing organisation experiences major changes and exerts pressure on the DSN to change his/her role in ways that are
incongruent with own concept of role. Experiences stress and conflict in personal goals due to pressure to conform to
organisational requirements.

To what extent have you experienced a reorganisation phase?

Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 - 2 3 4 5
Please describe briefly the reason why you had or did not have thisexperience . ..........coi ittt ennnsan

Complacent phase — characterised by stability and comfort within role based on the length of experience; variable job
satisfaction. Absence of challenge to effect/make change and constructs practice to meet selected, narrowly-focused needs;
questionable impact on practice setting/organisation.

To what extent have you experienced a complacent phase?

Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 3 4 5
Please describe briefly the reason why you had or did not have thisexperience. . . . .. ... ... ittt
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Transition phase — characterized by enthusiasm and eagerness in bringing about improvement. Self-confidence, competence and
advanced level of practice within role. Previous expertise are recognised by team members in the new setting. Feelings of
anxiety are related to orientation into a new work setting rather than to the role-related knowledge base.

To what extent have you experienced a orientation phase?

Not at all To a limited extent To a moderate extent To a considerable To a great extent
extent
1 2 3 4 5

Please indicate the order in which you have experienced these phases by starting with 1 for the first phase you experienced in
your current DSN post.

Orientation phase Frustration phase
Implementation phase Integration phase
Frozen phase - Reorganisation phase
Complacent phase Transition phase

If none of the phases represents your role development experience, please use the space on the back of this page to describe
your role development in your current DSN post.

SECTION C (b): GENERAL ROLE DEVELOPMENT

Considering your overall experience as a DSN, what SINGLE factor do you consider as being the
most helpful in your role development?

Considering your overall experience as a DSN, what SINGLE factor do you consider as being the
greatest barrier or obstacle in your role development?

Please go to the next page
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SECTION D(a): ROLE PERFORMANCE OF THE DSN: ROLE COMPONENTS

Within the past year or so, indicate by circling a number in the appropriate column on
the right how often you perform each activity that best describes your role as a diabetes
specialist nurse.

Frequently

1: Expert practitioner, Care giver

Direct Care
Administer routine direct patient care in the field of diabetes. . . .. .. ......ccvtveiinenn.n.
Provide advice and support to patients and/or their families viatelephone . .. ................. :

Carry a caseload of patients with diabetes and establish long and short-term goals for care of individual
[T 1

Assess and adjust insulindosagesasrequired . .. ......ci ittt ittt it e i

Act as a patient advocate in clinical practice . . . .......... ... . o i e e
Act as a role model for staff and students when performingcare . . . .............. ... oot
Carry out home visits to maintain follow-up in patientcare. . ... ... .o iiiii it
Provide an out-of-hours help-line for emergency cases. . . . ... .ottt ittt nerinnneneenns

Collaborate with team members and other healthcare staff in assessing, planning, implementing, and
evaluating comprehensive diabetes care . .. ......cv ittt ittt

Adjust oral hypoglycaemiC drugs. . . . . oo vttt ittt it ie ettt ene ettt et .
Order laboratory tests and diagnostic procedures . ............c0ii ittt

Provide specialised direct care requiring advanced skills and knowledge to patients with complex
physical problems and their families/carers . . . . ... .ottt i i ittt nrenerenaeennnnns

Prescribe diabetes-related medications . . . . ... ... i i i i i i i i i |
2: Educator

Educating Health Staff
Co-ordinate and/or participate in the education and training of nursingstaff...................
Take part in the delivery of formal academic educationindiabetes . ........................

Organise, in collaboration with other members of the healthcare team, seminars on diabetes and
workshops for healthcare professionals . ... ... ..ottt ittt iinnseennnnnnns

Contribute to the educational and professional development of nursing and/or other healthcare students
Provide educationtomedicalstaff . . .. ... ... i i i i i e i e e
Educating Patients, Families and Public

Develop/participate in the development, implementation, and/or evaluation of educational resources
and materials that facilitate diabeteseducation . . . .. .......... ... ... o i i,

Plan, initiate and evaluate individual patient teaching programmes . . .. ......ccvviivvnneennn
Plan, implement, and evaluate group teaching of patients and their families . . . .. ..............

Provide diabetes education to people who are in contact with the person with diabetes, such as school
teachers, employers, friends, etc................. N .

Co-ordinate and/or participate in community and public educational and informational programmes . . .
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3: Consultant, Advisor
Consultation regarding the Organisation of Care
Provide leadership in the assessment, development, and/or implementation of policies, protocols, »
procedures, and care pathwaysinmy area of practice . . . .. ..o vttt iin it iineeneennneenn 1 2 3 4 5
Participate in setting and/or implementing standards and targets of diabetes in my area of practice : i
and/or health board (distriCt) . . ... i ittt ittt ittt et ettt et ae e ene e 1 2 3 4 5
Consult with nurse managers/ward sisters to identify clinical activities that facilitate the professional ' ; '
growthof thenursingstaff . ... ... ... .. . . . i 1. 2 3 4 5
* Participate in setting standards of diabetes care at a national level . ........................ 1 2 3 4 S"
Facilitate the organisation of patient support groups in my area of practice or health [ . :, v .
board/trust/district . . . . ... ... e e 1.2 3 4 5
Provide answers to clinical problems identified by healthcare personnel or try/know where to find the ‘ o
answers whennotavailable. . ... ...ttt e 1 2 3 4 .5
Help patients with diabetes and their families/carers to cope with the immediate crisis of diagnosis and s
long-term adjustmentsinlifestyle . . . .. ... o0ttt i e e e e e e 1 2 3 4 5
Act as a resource person for staff and students in the area of diabetescare. . .................. i 2 3 4 ,'5
Function on an ‘on-call’ basis for nursing and/or other staff who need assistance in solving complex ' ‘
problems related to diabetescare .. ...... ... .. i i i i e i e e 1 2 3 4 5
4: Researcher
Communicate own research findings through presentations or publications. . . . ................. 102 3 4
Conduct research-related diabetes and/or other areas of nursing practice. . . .................. 1 2 3 ; 5
Disseminate own and/or other research findings to staff and suggest appropriate means of implementing -
these i Practice . . . ..ttt e e e 1.2 3. 4 5
Identify nursing care problems and develop relevant questions appropriate for systematic study . . .. .. 1. 2 3 4 5
Develop and conduct patient outcome evaluations. . . ... ... oo ittt it e e e 12 3 4 5
Collaborate with other healthcare professionalsinresearch .............. ... ..., 1 2 3 4 5
Develop proposals for funding nursingresearch . . . .. ... vttt it i 12 L3 4 5
Act as a preceptor and resource for staff/students conductingresearch. . . . ................... 1 2 3 4 5
Participate in Product @ValUuation . . .. ..o vttt e e e e 1 2 3 4 5
Participate in (a) NUrsing research COMMItEEE(S) . . .« v v v v v v vt ettt ee e e eenennnns 1 2 3 4 5
Contribute to the nursing literature through publications . ............. ..o, 1 2 3 4 5
5: Manager, Administrator ) ‘
Perform or provide input intostaffevaluations . . . . ....... ...ttt it i i e 1 2 3 4 5
Represent nursing administration in the review of policies and procedures of departmental and/or . : . :
institutional COMMItEEES . . . . . .ttt e e e e P 2 3 4 5
Participate in decisions regarding employment of nursingpersonnel . . . ...................... 1 2 3 4 5
Participate in financial and budget planning for diabetes specialtyareas. ..................... 1 2 3 4 v 5
Participate in identifying gaps in the diabetes careservices. . . ........... . i, 4 2 3 4 5
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Frequently

6: Collaborator, Communicator

Initiate, direct, and/or facilitate patient referrals to appropriate healthcare professionals and/or
community resources/agencies. . . . .. v e v it ann R

Utilise and co-ordinate the varied resources and facilities for diabetes care in my area of practice. . . . .

Co-ordinate and facilitate transfer or discharge planning between different care settings
(primary-secondary-tertiary care) and/ordepartments. . ... ... ..ttt ii i i e

Communicate and interpret nursing assessment of people with diabetes to medical staff and other
relevant health personnel

7: Change agent, Innovator

Identify, implement, and evaluate in collaboration with healthcare staff new ways of improving diabetes
[ T

Implement in practice recent innovations and research findings related to diabetes care and evaluate
theirimpactonthequalityof care . . . . ... ittt ittt it i tii it e anesnnaneannn

Implement and evaluate appropriate nursing models in the care of people with diabetes and their
families/carers

Design presentations for the administrative authority, outlining needs for change and feasible steps for
realising the goals . .. ... e e it et et e i e e e e

SECTION D(b)

Please indicate (approximately) the percentages of your total work time that you
recently spent in each of the following role components and activities. If the components

sometimes overlap, divide the time between them so that the total working time equals
100%.

Role components Time allotted
1. Expert practitioner/Care giver. ... ........  =-sceeececenend %
2. Educator ........ ... . iiiiiiiiiiiy e %
3. Consultant/Advisor. . . .........covvunns
4. Researcher........... e
5. Manager/Administrator. . .. .............
6. Miscellaneous (travelling, lunch, etc.). . .....  -e=csseeeemeed %

(Should total 100%)
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SECTION E: DEMOGRAPHIC CHARACTERISTICS, PRACTICE IN CURRENT
POST, EDUCATIONAL (ACADEMIC) QUALIFICATIONS

© ® N o

10.

1.

12.

In which of the following NHS Executive Regions do you work?

[1] Eastern [2] London {3] North West [4] Scotland [5] Northern & Yorkshire

[6] South East [7] South West [8] Trent [9] Wales [10] West Midlands

What of the following qualification(s) do you have?

O RGN O RSCN ODN O RHV

What is your current grade?

OE OF oG OH ol O Other (please specify)....
What is your employment status as DSN?

O Full-time O Part-time

Which of the following best describes your work setting?

O Hospital based O Community based

O Between hospital and community O Other (please SpeCify) .......coecwsressunee

Do you work with: O Children O Adults or O Both?

What is the size of your diabetes caseload at the moment? . . . ... ... ittt ittt ittt ettt eeenannneans
What is the district population of the area that you cover inyour practice? . . . ... ..ottt it iin e it eeeannaen

How many DSNs are employed in your practice setting or institution? . . . . ... ...ttt ittt inn i tnnnnensennnnnns
Which of the following statements best describes your placement in the organisational chart?
O | have administrative authority in the management of human and/or financial resources in my area of practice (line position)

O | have no direct responsibility in the management of service and its resources; | often act as consultant or advisor regarding
the organisation of diabetes care services (staff position)

O Other (Please SPECify) . . o v v vt e ittt ettt et ittt e et tae e tnnee s eananee et

Do you have a peer support group with other DSNs?

(o) :‘es ———  If yes, please indicate the approximate interval of time between meetings . . ....................
L

What is the highest educational (academic) qualification you have earned in nursing?

O Diploma O Master’s Degree

O Degree O Doctorate

O Postgraduate diploma O Others (please Specify).......ccceummscesssussecse
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Have you undergone/are you presently undergoing further education or training to prepare you specifically for your role as a
diabetes specialist nurse?

O Yes ———  If yes, please tick the course(s) or other training that you have undertaken/are undertaking related
O No to diabetes nursing specialty

(W] National Board Courses-928

[2] Other National Board Course(s)

3] Specialist UKCC recordable diabetes qualification

[4] Accredited short course(s) in diabetes

[5] Non-accredited short course(s) in diabetes

[6] BSc (Hons) in Specialist Practice

[71 Diploma (please Specify) . . . .o v ittt it e e e e e s
8] Graduate Certificate (please Specify) . ... ..cov v it ii ittt iienerenennnnn
91 Postgraduate Diploma (please specify). . . . ... v vttt i i i e i
[10] Master’s Degree (please Specify). . . o v v v vttt ittt i e i i
[11] Other (Please speCify) . . v v iv it ittt ittt i iaetnennsaennnnnnas

" Have you undertaken/are you presently undertaking any educational (academic) qualification which is not relevant to diabetes

but has contributed or y6u believe it will contribute to the integration of your role as a DSN?

O Yes ——— P  If yes, please specify the type of education and the reason why it has contributed/you believe it will
QO No contribute to the integrationof yourrole . . . . ... .ottt it it i i e

How satisfied are you with your current position as a DSN? .

O Very dissatisfied O Moderately satisfied
O Moderately dissatisfied O Very satisfied

O Partly dissatisfied-partly satisfied

I'would like to express my sincere appreciation and gratitude for your time and
support with this project. Please use the space on the back of this page should
you wish to comment on any issues raised in this questionnaire.

Please return survey to:

D R R R R

D R R R TN
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