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Abstract 

 

Nursing has its own unique contribution to make to diabetes care, but that impact is 

rarely quantified, measured or conceptualised. The thesis makes this contribution in the 

form of three published research projects and proposes an adaptation to Abbott‟s 

conceptual framework on the division of expert labour. The first research project 

demonstrates the value of the hospital based diabetes specialist nurse using a 

randomised controlled trial; the second delineates the competences of different levels of 

nurses in diabetes care using a nominal group technique and the third project provides a 

baseline of the state of nursing in relation to the initiation of insulin therapy using a 

survey approach. Each project is followed by a personal reflection and discussion of the 

implications in the light of Abbott‟s framework.  

Abbott‟s thesis is that the development of professions is determined by a series of 

jurisdictional disputes rather than by a grand plan of the professions themselves. While 

this assertion does not always hold true in diabetes care the studies do concur with 

Abbott in other ways, particularly that the profession can be taken forward by taking 

responsibility for appropriate educational preparation, extending the boundaries of 

knowledge and the nursing role where appropriate. The discussion cautions against 

setting up professional edifices that become self-serving and stifle development, either 

by rigid enforcement of competences or by fossilising the nursing contribution to 

diabetes care. In terms of the care of the person with diabetes, nursing remains most 

effective within the umbrella of a multi-disciplinary team while demonstrating its own 

contribution. Nursing should show professionalism by continually striving for 

excellence, developing new knowledge and pushing role boundaries when it is in the 

best interests of the patient.  

The original contribution to knowledge is shown in the research projects‟ contribution 

to the evolution of diabetes nursing in the United Kingdom and the proposal that 

Abbott‟s framework be modified to put more emphasis on the task of work to achieve 

optimum patient outcomes than on the jostling of professions; acknowledging the 

growth in multi-disciplinary team-working and rise in the power of organisations at the 

expense of the power of individual professions since his work was first published. 
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PhD Chapter 1 

 

Advancing Nursing Jurisdiction in Diabetes Care 

 

Introduction and Layout of Thesis 

 

Diabetes presents a large and growing health threat to the world‟s population. The 

prevalence of diabetes in the United Kingdom is estimated to rise from 1,765,000 in 

2000 to 2,668,000 in 2030 (Wild et al., 2004) and is part of a world-wide increase in 

incidence and prevalence (IDF, 2009). Diabetes is associated with increased morbidity 

and premature morbidity (Amos et al., 1997) and nurses are recognised as key players 

in the provision of care to people with diabetes (Audit Commission, 2000), though their 

impact is often inadequately quantified, measured and conceptualised. The thesis 

addresses these issues by quantifying and measuring aspects of the nurses‟ contribution 

in the three projects undertaken and by adding to the conceptual debate by a 

modification of Abbott‟s framework (Abbott, 1988) which claims to understand how 

and why professions dominate the world of work.  

 

 I was appointed to a diabetes nursing post in the 1980s and was a part of the 

development and expansion of the role in these years. During the 2000s the initial wave 

of enthusiasm and sense of purpose seemed to dissipate to some degree and this 

prompted the research question of what factors affect role development and the search 

for a framework that would address how roles emerge, develop and change. The 

overarching statement sets out the reasons for the choice and adoption of Abbott‟s work 
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on professions and the division of expert labour as the underpinning theoretical 

framework (Abbott, 1988). He proposes that jurisdiction and jurisdictional claims 

shape and mould the professions and this theory is examined with reference to the 

research projects, in line with the PhD by portfolio guidance (University of Glamorgan 

2011).  The thesis demonstrates the dynamic contribution of nursing to the task of work 

(jurisdiction) in diabetes care. It explores the past, present and future of diabetes 

nursing by a process of description, reflection, evaluation, and synthesis based on three 

research projects. The approach taken to the synthesis of the presented ideas is that the 

three projects are used to illustrate an aspect of Abbott‟s model, followed by further 

analysis, case study narrative and reflection on key elements of Abbott‟s framework 

thus illuminating aspects of his model. The first project demonstrates the value of a 

hospital based diabetes specialist nursing service. The second describes the 

development of a diabetes nursing career and competency framework and the third 

project surveys the state of the nurse‟s role in relation to insulin initiation. Each project 

adopts a common format, starting with an introduction and background to the topic as 

well as a summary of the outputs accruing from the project. The literature available at 

the time of the project is reviewed, followed by a description of method, results and 

discussion. Each project is presented in the context of the knowledge available at the 

time. The post-study discussion up-dates the literature review, provides a critical 

reflection on an aspect of Abbott‟s framework, examining the impact at a micro 

(individual), meso (organisational) and macro (national/policy) level, thus illuminating 

the study‟s contribution to knowledge development and picking up on themes Abbott 

himself suggests are worthy of further exploration; specifically the history of nursing 

jurisdiction in diabetes care and claims to legitimation, the extent of abstraction and 

control of educational preparation and the role boundary disputes and place of inter-
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professional disputes. In chapter two the post-study discussion provides a historical 

reflection of role development of diabetes nurses in the United Kingdom with reference 

to the differing path taken in other countries such as the United States of America and 

examines factors that influence professional development in the light of Abbott‟s 

framework. It debates the place of accreditation in the power play and professional 

development of diabetes nursing and in society‟s acceptance of the professional role 

(legitimation). Chapter three looks at the profession taking control of its own 

educational preparation for practice, and Chapter four looks at the impact of new 

technology and tools, and the interplay of social, cultural, and political effects on 

changing role boundaries. The overarching statement uses Abbott‟s framework (1988) 

to weave a coherent account of diabetes nursing in the United Kingdom, while 

challenging and adapting some of its assertions. It also shows the inter-relationship 

between the projects and their unique contribution to knowledge development in 

diabetes care.   
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Overarching Statement 

 

The Research Question 

 

The thesis demonstrates the contribution of diabetes nurses to the care of people with 

diabetes and explores the research question of how far, and to what extent, diabetes 

nursing has become professionalized. Three projects demonstrate a personal 

contribution to that goal and diabetes nursing is used as a case study to test the claims 

of Abbott‟s framework to provide an understanding of how and why professions 

dominate the world of work and predict professional development needs. 

 

Choice of Framework 

 

The selection of a theoretical framework has been a search for a model that gives 

conceptual coherence to the development of nursing roles; that gives context and 

understanding to the drivers for change and provides a sense of awareness and direction 

for future development.  Alternative contenders are appraised below before providing a 

rationale for the choice of Abbott‟s framework.  

 

As diabetes is a medical disorder the use of the medical paradigm was considered. 

Diabetes is a disorder of metabolism that causes excess morbidity and premature 

mortality. It is estimated to be the fifth leading cause of death in the world (Roglic et al. 

2005) with prevalence rates doubling from 1.4 million in 1996 to 2.8 million in 2010 

(Diabetes UK, 2010a). It places a large and increasing burden on the National Health 

Service (NHS) in the United Kingdom (UK) (Currie et al., 1997) and on health services 
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around the world (International Diabetes Federation (IDF), 2009). It might seem 

reasonable to view the contribution of nurses through the medical lens of treatment 

enhancement and many evaluation studies take this route, but it does not explore the 

wider philosophical underpinnings of why concepts are related to one another (Brink 

and Wood, 1994) or capture the complexity found in nursing practice which is based in 

real life situations with multiple variables and complex interactions. 

 

Ellis (2009) argues that nursing theory is needed to pursue the problems of importance 

to nursing and could be considered a more relevant template. Theory development may 

be seen as part of the development of nursing as a profession, identifying its own 

knowledge and philosophical base. Theorists work at different levels of abstraction, 

starting with grand theories (Louette and Johnson, 1991), followed by narrower more 

focussed meso-theories, then mid-range theories and finally micro-theories (Kim, 2000; 

Kim, 2009). Fawcett‟s (2000) hierarchy has five levels of nursing knowledge starting 

with metaparadigm, then philosophies of nursing, conceptual models, theories (sub-

divided into grand, mid-range and practice) and finally empirical indicators such as 

standards for practice and evaluation criteria.  The higher, more abstract concepts do 

not resonate easily with clinical practice, but when worked out into empirical indicators 

such as standards for practice the tools that emanate from these theories can be useful 

and can be reflected in the work done in competence development (project two).  

 

 Phillips (1996) argues that only nursing frameworks can adequately describe nursing 

and anything less has been seen as a sign of immaturity within the profession 

(Northrup, 1992). Others have argued against the concept of exclusive discipline-

specific knowledge and for knowledge that is available to everyone but used by 
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disciplines in specific ways (Johnson, 1968). Levine (1995) argues that the complexity 

of human nature does not lend itself to one unifying theory and will necessarily draw 

on more than one discipline, indeed, that to reject all other theories because they are not 

nursing would be blinkered and discourage the diversity of thought necessary for 

professional development. Oberst (1995) makes a similar point saying that any theory 

that helps solve a nursing problem is useful and applicable and can be used to take the 

profession forward. It is proposed that one grand theory of nursing fits neither with our 

post-modern culture or our current multi-disciplinary ways of working. Rather than a 

sign of immaturity, the ability to use a variety of theories to examine different aspects 

of the same issue should be seen as a sign of maturity. A variety of philosophies can 

allow creativity for different professions to explore issues from different perspectives. 

A profession that wholly adopts and uses one paradigm will struggle to understand or 

give credence to another‟s philosophical standpoint and this is particularly difficult 

between nursing and medicine where medicine is seen as the dominant profession.  A 

lack of understanding and/or respect for the different paradigms can create difficulties 

that can impede inter-disciplinary research. The complexity of the focus of care means 

that many professions such as nursing, social work and psychology naturally work 

within multiple paradigms.  

 

Bale (2002) grappled with some of these issues in her doctoral work on the role of the 

specialist nurse in wound care which has many parallels with diabetes nursing. She did 

not find a single unifying theory but used a variety of theoretical underpinnings 

including Sackett et al.‟s (2000) hierarchical approach to research, Hamric and Spross‟s 

(1989) role definition for practice and Benner‟s (1984) work for professional 

development to explore different elements of the wound care nurse specialist‟s role. 
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Perhaps the diversity of frameworks used illustrates the difficulty in presenting a 

unified theory. Hamric and Spross (1989) are helpful in defining roles but neither they 

nor Sackett et al. (2000) lay claim to providing a unifying theoretical framework that 

links the concepts together. 

 

Focussing on diabetes Borgermans et al., (2008) analysed systematic reviews of 

diabetes care programmes and found no single conceptual framework to provide a 

comprehensive overview of high quality diabetes care. Llahana (2005) used Role 

Theory, the study of individual or group roles and behaviours, in her examination of 

clinical specialist nurses in diabetes. Based on Biddle‟s work (Biddle, 1979, 1986), she 

concentrated on the individual‟s performance within a given role. The work is confined 

to the four areas of personal characteristics and skills; the work setting and 

organisational factors related to the role; socialisation into the role and role 

performance. Her route of investigation took the form of examining the personal 

characteristics and skills of the clinical nurse specialist, the work and organisational 

factors related to the role, socialisation into the role and role performance. The work 

concentrated on behaviours, characteristics, role performance and socialisation, in other 

words, how the incumbent dealt with the role. She concluded that no one role theory 

provided an adequate insight and drew on some relevant concepts to construct a 

framework based on three basic concepts of person, context and performance described 

by Biddle (1979).  The work concentrated on the individual‟s adjustment to the role 

rather than the task of work or jurisdiction of the post. The history is traced to the work 

of Oda (1977) and Baker (1979) who looked at the role development of clinical nurse 

specialists who had been in post for less than three years and postulated the following 

stages of role development: role identification or orientation, frustration (Baker only), 
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role transition or implementation and role confirmation or re-assessment. Oda‟s 

analysis was based on personal experience and Baker‟s work was retrospective and 

based on interviews with a small number of clinical nurse specialists. Nevertheless, it 

became the basis for later work in the area (Hamric and Waterman-Taylor (1989). 

Llahana‟s (2001) work adds a cross-cultural component by comparing Greece and the 

United Kingdom. Llahana‟s (2005) work concentrates on how well someone might 

perform within the role rather than addressing the basic premise of the work itself. 

Using Riley et al.‟s (2008) categorisation she concentrates on role attributes („who I 

am‟) as opposed to the projects presented in this thesis that examine role processes 

(„what I do‟). It is this latter approach that forms the back-bone of the thesis and there 

is a place for further thought and theory in both these areas to develop a coherent 

theoretical basis for specialist nursing practice that will meaningfully guide practice. 

 

A different sociological perspective comes from looking at the contribution of „the 

professions‟ to the world of work.  Definitions of the professions go back as far as 

Hippocrates and Plato (Longrigg, 1989) who identified the key components of a 

profession, and over many years of debate, the essence of a profession is encapsulated 

in agreement that a profession is an occupational grouping with identified skills, the 

ability for abstraction, extensive training, and a degree of exclusivity. While a clear 

definition is essential it does not capture the dynamic nature of professions, the 

complexities, competing pressures, inter and intra-professional rivalries and the 

political and cultural milieu surrounding the waxing and waning of professions. Many 

of these themes have been developed subsequently by sociologists, though the 

changing nature of politics, power and culture mean that explanations are either 

inadequate or constantly having to be refined. 
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Early sociological writers described professions as growing through a series of stages 

(professionalization) and concentrated on the organisation of work rather than the work 

itself. This presented a somewhat linear and simplistic view of development. Carr-

Saunders and Wilson (1933)‟s historical perspective of professional groups in England 

concluded that the common characteristics of professions were self-regulation of 

instruction and training, an entry examination and a formalised code of ethics and 

behaviour. These behaviours pre-supposed the expertise of, and respect for, the 

profession encapsulated in Talcott Parsons‟s (1954, 1964 and 1968) expression an 

„asymmetry of expertise,‟ a feature with rapidly decreasing currency in the current age 

of easy access to information on the internet, higher general educational attainment and 

empowerment of the lay population, coupled with an increasing distrust of professional 

exclusivity, fuelled by the suspicion of financial motivation rather than altruism or 

professional integrity. The systems model came to supersede the functionalist model 

moving away from the concept of collegiality and toward a focus on the power 

struggles between professions in the pursuit of control and dominance (Johnson, 1967; 

Freidson, 1970a, 1970b).  

 

The interactionalist approach is more in keeping with modern ways of working. It 

acknowledges that the nature of the profession is shaped by function and the 

environment (Hughes et al., 1973; Abbott, 1988) and shifts the focus onto the task of 

work, rather than its organisation, providing a realistic assessment of the external and 

internal pressures that impact on professions and professionals and recognition of the 

inter-connectivity of systems and environment of constant change. Some of these 

sociologists, writing in the 1960s and 1970s, lived in an era when health professional 
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groupings were firmly in professionally bounded bureaucratic hierarchies. Since that 

time a plethora of social, legal, managerial, cultural and political and other pressures 

have exerted influence on the shape of the professions in the health service, many 

seeking to curb the dominance of the medical profession, and meeting with varying 

degrees of success. Within the health service professionally dominated hierarchies have 

been challenged by the introduction of general management systems. In the 1990s the 

rise of consumerism and access to knowledge through the internet challenged the 

traditional submissive attitude toward acceptance of professional superiority and placed 

more emphasis on asserting the rights of consumers to quality and choice (Tossell and 

Webb, 1994). More recently, devolution has brought into sharp relief differing political 

ideologies and their impacts on professions and the direction of health services. 

England is adopting an approach of diversity, competition and choice (Department of 

Health, 2010, 2011), whilst the focus in Wales is on reducing health inequalities, 

abolishing the internal market, and shifting care to the community (Wanless, 2005, 

Welsh Assembly Government, 2005, 2007, 2010). Superimposed on this has been a 

period of financial constraint and some backlash against health service managers with 

no health professional background, as their own power base and numbers have risen 

over the last decade. Perhaps a perpetual state of change is a political response to 

preventing complacency and the dominance of any one group and may provide 

scapegoats for spiralling costs (Harrison and McDonald, 2008). Any examination of 

occupational groupings in the current context must therefore take into consideration the 

prevailing social, economic and political climate. 

 

Allen (2001) describes an uneasy tension between sociology and nursing, claiming that 

nurses have been highly selective in what they have used from sociology. The work 
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presented in this thesis, and indeed Abbott‟s work could be subject to the same 

criticism, not looking in detail at all the issues of interest to sociologists. However, 

since the focus is nursing knowledge rather that sociological knowledge, selectivity is 

not unexpected and the same argument applies in reverse for sociologists examining 

nursing, with Allen‟s (2001) own work on nursing being selective in its scope. 

 

In these discussions it is easy to lose sight of the purpose of nursing in diabetes care, 

that is, to provide the best possible care for the person with diabetes to allow them to 

lead as normal, long and healthy a life as is reasonably practicable. The chosen 

framework has to allow an exploration of the concepts without losing sight of the 

values underpinning nursing care for people with diabetes. After careful consideration 

the framework chosen for the projects below is that of Abbott (1988) who explores the 

„task of work,‟ with an emphasis on describing it from the perspective of an 

occupational grouping in order that it might be evaluated, refined and developed.  

 

 

Abbott’s Framework 

 

This section describes the main features of Abbott‟s framework, with applied personal 

examples related to diabetes nursing and summaries of the three projects found in the 

following chapters illustrating aspects of his framework. A methodology section 

addresses the different methodological approaches and their contribution to knowledge 

from philosophical and applied perspectives. It concludes with a synthesis of ideas, 

examining the degree of „fit‟ with Abbott‟s framework and makes recommendations for 

a modification of Abbott‟s framework. 
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Abbott (1988) defines a profession as an occupational grouping with a particular skill 

combined with a degree of abstract knowledge. Using this definition nursing qualifies 

as a profession, while the sub-group of diabetes nursing does not. However, many of 

the same principles apply to sub-groups within professions, a point recognised by his 

contemporaries Freidson, Dingwall and Davis (Abbott 1988) who argued that Abbott 

was propounding a more general theory of the division of labour and this challenge is 

extended here. There is sufficient resonance in examining the task of work for diabetes 

nurses as a sub-group of nursing to provide a framework for how groups control 

knowledge and apply it and how they either succeed or fail.  

In essence, Abbott‟s framework is based around three inter-related concepts, namely 

jurisdiction, or the task of work governed by the profession; the use of knowledge by 

the profession and the jostling of professions with outside influences and other 

professions for power and jurisdictional control at its boundaries. The main tenets of 

Abbott‟s framework are presented below with examples of my contribution to the 

process, using diabetes nursing as a case study for testing the framework, a process 

endorsed by Abbott himself.  

The prime focus of Abbott is on jurisdiction or „the task of work‟, meaning the link 

between a profession and its work, or the area of its control and the extent of its power. 

He accepts that many variables affect the content and control of that work and that 

professions exist in an inter-related system. Jurisdiction is usually described as an 

exclusive right to some area of work and may be legitimated by different groups such 

as the recipients of care, wider society, other professions, and/or by formal means such 

as statutory control of title. He acknowledges that some of the newer professions make 

less exclusive jurisdictional claims. According to Abbott, the claim to jurisdiction 
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within an occupational group is enhanced by articulating its scope of practice and 

provision of measurable outcomes for its interventions.  

 

Nursing has achieved exclusive rights over the use of the title „nurse‟ and the 

preparation of its practitioners. The sub-group of diabetes nursing has a long way to go 

to stake this claim. My personal contribution to the process has been to help define the 

role of diabetes specialist nurses and diabetes nurse, and, having described it, to 

measure its effectiveness.   

 

Table 1a Examples of personal contribution to development of diabetes nursing 

jurisdiction 

 

 

 

 

 

 

Reasons for professional growth vary according to Abbott (1988). One way is to take 

on additional roles when jurisdictions become vacant. An early example of this can be 

seen following the discovery of insulin 1921. Diabetes specialist nurses were employed 

to help people with diabetes live with their chronic condition (Joslin, 1924 p196); the 

new focus being on the person (nursing) with diabetes as opposed to the medical 

condition (medicine), with Joslin (a doctor) recognising that no other professional 

group was embracing this role. New technology, such as insulin delivery devices in the 

form of pens and pumps or near patient blood glucose, will also create vacant 

jurisdictions. Other examples are caused by the rise in the number of people starting 

insulin, following the publication of the UK Prospective Diabetes Study (UKPDS 

 Develop the first agreed definition of the term „Diabetes Specialist Nurse‟ 

and first agreed job description for diabetes specialist nurses for employers 

(RCN 1991) 

 Describe the specialist competencies that make up the role of diabetes nurses 

at different levels of practice (project 2) 

 Evaluation of in-patient diabetes specialist nurse role (project 1) 
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1998a), or the shift from secondary to primary care (see project three discussion) 

leading to increases in nurse-led chronic disease management, and the introduction of 

new technology (Abbott‟s terminology) in the form of nurse prescribing (see project 

three discussion) that allow nurses to expand their jurisdiction, with the potential for 

new patterns of working and negotiation of role boundaries. Further discussion of 

nursing taking vacant jurisdictions is found in chapter two‟s post study discussion.  

 

The second key concept in Abbott‟s work is the way in which professions use 

knowledge to shape professional identity, how they use knowledge to exert power and 

influence; how they provide legitimacy for their profession and how they control 

educational preparation. Under the headings of legitimation, research and instruction 

Abbott suggests that the strength of each shapes the vulnerability of the profession to 

outside interference. 

 

Abbott claims that professions claim exclusivity of jurisdiction by means of abstract 

knowledge; a process he labels as diagnosis (the classification or categorisation of 

cases to create a degree of objectivity and distance from the individual case), treatment 

(the control and measurability of outcomes), and inference (the level of abstraction and 

differentiation from routine decision-making).  

 

Abbott suggests that a profession is organised around the knowledge it applies; 

therefore status within the profession reflects the degree of involvement with this 

organising knowledge. Thus professionals admire academics whose work is divorced 

from practice and the public admire practitioners whose work is with clients, though 
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they often have least professional status and may have to compromise their professional 

knowledge by client reality.  

 

Diabetes Specialist Nursing has societal approval in the acceptance of the role by 

people with diabetes and fellow professionals. Paradoxically, nurses might claim 

legitimacy from their client group precisely because they focus on the individual rather 

than the disease (calling on disciplines such as psychology and sociology to inform its 

individualistic stance). At the other end of the spectrum, academic nurses whose work 

concentrates on developing theories can be seen as irrelevant by practitioners, their 

work being seen as having no functional purpose. It is a challenge for academic nurses 

to provide conceptual frameworks that can be applied in a way that is meaningful and 

helpful to practitioners. The fact that a nursing framework has not been adopted for this 

thesis suggests that work still needs to be done in the development of conceptual 

frameworks in nursing.  

 

Legitimation justifies both what professions do and how they do it. It is often exercised 

by academic sectors of a profession and establishes that the work is culturally valued 

(patients appreciate it) and culturally approved (by demonstrating efficiency).  

Universities can serve as legitimators, providing knowledge advancement and 

education, authoritative grounds for exclusive exercise of control, and a route for 

professional debate on a conceptual level and arguing for enhanced levels of 

professional status and reputation. 

 

Diabetes Specialist Nursing has societal approval in the acceptance of the role by 

people with diabetes and fellow professionals but over time the term has grown to 
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encompass a variety of job descriptions, levels of practice and degrees of specialisation, 

and the occupational grouping has not laid claim to exclusive rights and control of 

educational preparation – an issue that is still actively debated (Hicks, 2009) and forms 

part of the post-study discussion in chapters two and three. Unlike medicine, nursing 

has not adopted a coherent unified approach to specialisation and there is less clarity 

about roles within diabetes care than during the early years of its development. 

 

In claiming jurisdiction a profession asks society to recognise its cognitive structure 

through exclusive rights. These may sometimes, but not always, include exclusive 

rights over professional education, monopoly of practice and/or licensing. He claims 

that different professions choose different levels of domination of practice over their 

jurisdictions. Jurisdictional claims, or claims for the legitimate control of a particular 

kind of work may be made in the public, legal and/or work-place arena.  

 

Professions seek a degree of exclusivity by control of their own educational 

preparation. In the UK this control is exerted (or legitimated) by the Nursing and 

Midwifery Council, with the force of law and the acceptance of society. Diabetes 

nurses have not wrested exclusive control over the education of diabetes nursing, and 

chapter 3 discusses at length the strengths and weaknesses of adopting a competency 

approach to underpin education while chapter 2 debates the strengths and weaknesses 

of accreditation as a means of professionalization. 

 

Project two (described below and in chapter three) describes the development of a 

career and competency framework for nurses at different levels of diabetes care. One of 

the risks of a comprehensive competence-based approach to role descriptions (project 
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two) is that it can appear to reduce the role of the nurse to a series of tasks that do not 

require abstract knowledge thereby diminishing claims to professional status. New 

professional groupings with some control of abstract expertise can form in multi-

disciplinary bureaucracies, but they will be different from the traditional professions in 

being less committed to rigid definition of jurisdiction since they must be able to move 

in directions that enable organizational survival. Ironically the lack of rigid 

accreditation in diabetes nursing may make it more adaptable. In the 1990s I was at the 

forefront of exploring accreditation for diabetes specialist nurses while eventually 

opting for the alternative route of developing competencies and appropriate educational 

underpinning. The process has continued with the development of innovative 

educational programmes mapped to competency frameworks at diploma, degree, post-

graduate diploma and Masters levels at the University of Glamorgan. All these courses 

(except the degree level module) are aimed at, and attract, a multi-disciplinary audience 

that includes doctors, lending weight to the contention that the disciplines in diabetes 

work together as a team as opposed to being rivals. 

 

Table 1b Examples of personal contributions to using knowledge to shape 

professional identity 

 

 

 

 

 

 

 

 

Abbott encourages the examination of case histories to test his theory and the reflection 

provided at the end of chapter two provides a historical reflection of the development 

 Legitimation of diabetes nursing roles by development of competency framework 
(project 2)  

 Increasing research knowledge (projects 1 and 3) 

 Contribution to knowledge through research and publications (Davis, 1991; Davies 
and Davis, 1998: Davies et al 2001; Davis et al., 2003, Townsend and Davis, 2004; 
Davis et al., 2004; Davis et al., 2005a; Davis et al., 2005b; Davis et al., 2005c; Davis 
et al., 2006; Davis et al., 2008) 

 Working towards a coherent conceptual framework of diabetes nursing 

 Provision of education preparation for nurses to meet prescribed competencies at 
different levels (see post-study discussion in chapter 3) 
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of diabetes nursing in the United Kingdom using the development of the diabetes 

educator post in the United States as a comparator. It recognises that American diabetes 

educators have developed a clear role definition, educational standards and exclusive 

oversight of educational preparation by a process of accreditation.  In doing so, they 

have created stronger jurisdictional claims, though their role is more limited than that 

of many specialist nurses in this country. In the United Kingdom the lack of a coherent 

steer from the Nursing and Midwifery Council over many years has resulted in the lack 

of a protected title, clear role description or accreditation. It has reduced nurses‟ ability 

to clarify their scope of practice or measure outputs and outcomes; however it has 

allowed flexibility in role development and an ability to respond quickly to local needs 

or new technology.  

 

A third strand in Abbott‟s framework is the assertion that professions do not grow in a 

linear fashion, in the way that functionalists portray professional development, but that 

professions change due to inter-professional disputes. They jostle with other 

professions and are affected by a myriad of outside influences, which result in them 

growing, splitting or changing in other ways.  

 

According to Abbott (1988) one of the key features of jurisdictional change is inter-

professional dispute. He sees inter-professional conflict to be integral to the dynamism 

of professions as they grow, split, join, adapt and develop or die. In this area the 

literature and projects presented did not support Abbott‟s strength of contention. It 

found little evidence of inter-professional conflict between the supra-ordinate 

profession of medicine and the sub-ordinate grouping of diabetes nursing. Possible 

explanations for this could be that diabetes nursing is not a threat to the supra-ordinate 
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profession of medicine (evidenced in project three) or that the inter-dependence of 

multi-professional teams has now evolved to such a degree that each role is valued for 

its unique and synergistic contribution to the greater goal of patient care; certainly 

studies presented in the post study discussion of chapter two would support the added 

value of the multi-disciplinary team approach. A possible drawback to the lack of 

conflict is that diabetes nurses have not had to stand up for themselves and have not 

had the incentive to prove themselves.  

 

It was initially a challenge to the role that I held that provided personal motivation to 

demonstrate the value of the role (Davis, 1991) and a threat to the team I managed that 

provided the motivation to evaluate the effectiveness of the role still further (project 

one, Davies et al., 2001) though in both cases the challenge came from management 

within the organisation rather than from inter-professional conflict. 

 

Sociological literature, and that of Abbott in particular, makes much of the power 

struggles within and between professions, particularly between the supra and sub-

ordinate professions of medicine and nursing but this has not been a strong feature 

within diabetes care (see project three discussion). Project three suggests that medicine 

still dominates the decision-making, but there appears no serious lobby from medicine, 

nursing or people with diabetes to alter the status quo; rather, roles appear to be 

evolving, as in the case of nurse prescribing in line with social, economic and political 

initiatives as much as from demands within the professions. Abbott could have over-

emphasised the importance of jurisdictional dispute by using a retrospective approach 

as disputes would be likely to receive greater attention than change achieved by 
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consensus or collaboration or it could be that the importance of this element has 

diminished over time.  

 

Abbott (1988), Freidson (1970a) and Macdonald‟s (1995) approaches would indicate a 

degree of inter-professional conflict to maintain dominance of the supra-ordinate 

profession. However, the pictures painted in projects one and three are not of 

professional conflict at the boundaries of the professions. Nancarrow and Borthwick 

(2005) have looked at the dynamic professional boundaries across the healthcare 

professions and suggest that with increasing multi-professional working it is more 

helpful to look at the work-force in general than at single disciplines. They articulate 

four ways in which the workforce can change: diversification, specialisation, vertical or 

horizontal substitution. Where horizontal substitution has taken place in diabetes it 

appears more consensual than contested, or, it could be argued based on the findings of 

project three, that doctors in diabetes see no need for conflict as their jurisdiction is not 

compromised.  Perhaps it is not surprising in the diabetes domain where there are 

growing numbers of patients to be seen and financial incentives for general 

practitioners to provide the care with limited resources. It might be different if nurses 

and general practitioners were competing for a diminishing pool of patients. 

Alternatively, the greater degree of inter-professional working and inter-professional 

education generated by chronic disease management might have influenced the 

negotiation of professional boundaries and calls for a re-examination of disputed 

territories from a sociological perspective. At individual (micro), organisational (meso) 

and policy (macro) levels doctors have often been the champions of diabetes nurses, 

sometimes in opposition to nurse managers defending generalists against specialisation 

in nursing (see project two discussion). There are other  examples from the diabetes 
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literature where Abbott‟s picture of inter-professional conflict does not fit, such as The 

Diabetes Attitudes, Wishes and Needs (DAWN) study (Siminerio et al., 2007) which 

showed medical support for more diabetes specialist nurses and for nurses to take more 

responsibility in diabetes care.  

 

Abbott recognised that although the forces that have propelled professionalism are 

strong, other forces may gradually become stronger. Perhaps one of the most 

significant developments to shape the direction of professions since his proposals were 

put forward has been the growth of „the organisation‟ as manager. Since the Griffiths 

Report (1983) the National Health Service has moved away from management by 

professional domain to a more general management structure, with a concomitant 

increase in the power of the organisation over the professions. By the end of the 1990s 

NHS provider organisations were run by Chief Executives with legal and organisational 

responsibility for the quality of clinical services, regardless of their own professional 

background (Harrison and McDonald 2008).  

 

Jurisdictional boundaries may also be moved by professions dividing their work by 

extending advisory control of work and sub-contracting routine elements of the work 

for different client groups. All professional groups delegate tasks to subordinate groups 

when it suits them. The Royal College of Nursing has embraced non-registered health 

care support workers into the family of nursing and delegated many tasks to these 

workers. Some work previously undertaken by registered nurses is now being devolved 

to diabetes care technicians (James et al., 2009). The competency framework (project 

two) allows the flexibility for this to happen in a controlled and regulated manner if 

employers use the framework to facilitate appropriate and safe sub-contracting. 
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Social, cultural and organisational forces that impinge on work include new 

technologies, already described, changed client demographics, a growth in user access 

to information and rise in consumer demand; government endorsement of structured 

patient education programmes, a shift from hospital to community based care, 

reduction in medical working hours and nurse prescribing. Project three captures some 

of this movement and the impact on nursing jurisdiction. Knowledge is more easily 

accessible through the internet and other sources, expert patient programmes are set up 

to empower people with diabetes and potentially demand different care and service 

from professionals. Alternative organisations such as Diabetes UK could provide a 

rival service to many of those provided by established professions. Under the English 

commissioning proposals (Department of Health, 2010), a managed care organisation 

without clear professional boundaries could be commissioned to provide a competitive 

service to rival that of the National Health Service, offering a clear service provision 

for an agreed cost. The limited market opportunities and principle of „free care at the 

point of delivery‟ has militated against this in the past, but as choice in England is part 

of the political direction and partial payment may be permitted in the foreseeable future 

the possibility increases, though Abbott would argue that this commodification creates 

as much work as it relieves. There are many American managed care organisations that 

would be poised to enter the market. The political landscape in Wales is different 

(Welsh Assembly Government, 2007; 2010), but the Wanless Report (2005) which has 

been seen as influential in driving the change agenda, could be seen as promoting these 

values as it attaches more importance to output than to individual professional input.  

 

Table 1c provides numerous examples of extending and consolidating the nursing 

contribution to diabetes care without inter-disciplinary conflict with medicine. Conflict, 
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where it has occurred has been intra-professional, with resistance to specialisation 

within nursing, and organisation with management not understanding the role that 

diabetes nurses have to play. Experience has shown the value of being able to 

demonstrate worth in a currency valued by those in power, be it getting the nurse 

manager to observe practice to protect an individual post (Southampton 1986) or 

sending the results of research to influential bodies (Trust Chief Executives and the 

National Institute for Clinical Excellence, 2001) and in practice this is more persuasive 

than maintaining the methodological purity of a philosophical stance. 

Table 1c Examples of personal contributions to extending nursing inputs to 

diabetes care achieved by collaboration and not conflict. 

 

 

 

 

 

 

 

 

 

Much of the sociological research since Abbott has focussed on the task of work rather 

than on the professions themselves, testing the ideas of jurisdiction and legitimacy put 

forward by Abbott with recognition of the wider power structures that increasingly 

influence the world of work. The need to examine the application of these principles at 

different levels has been recognised by sociologists.  Griffiths (2003) and  Allen and 

Pilnick (2006) highlight the need for greater examination at the micro (individual) and  

Personal nursing contribution to diabetes care as part of a multi-disciplinary team 

 Nurse initiator of home start insulin initiation programme (1983) 

 Nurse facilitator of shared care programme in Southampton (1983-8) 

 Developer of home education programme for people with diabetes (Davis 

1991) 

 Nurse consultant for the development of a global insulin pen device (1992-4) 

 Creator and leader of the Bro Taf Health Authority  Local Diabetes Service 

Advisory Group containing a mixture of health care practitioners, managers 

and service users to advise on service development and performance (1994-8) 

cited by Diabetes UK as an exemplar of good practice (British Diabetic 

Association 1995) 

 Nurse initiator of multi-disciplinary evidence –based guidelines for Bro Taf 

Health Authority (1994-8) cited by Diabetes UK as an exemplar of good 

practice 

 Nurse manager responsible for development and delivery of a business plan 

for a  nurse-led diabetes centre (1998) 

 Nurse member of steering group to develop and roll out all Wales retinal 

screening programme (1997-8) seen as the gold standard for retinal screening 

 Nurse member of Welsh Assembly Government strategy group 

 Nurse representative for the Royal College of Nursing on the multi-

disciplinary group developing evidence-based guidelines in type 2 diabetes 

that were adopted and published by the National Institute for Clinical 

Excellence (NICE, 2004a) 
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meso (organisational) levels as well as the macro (political/professional level) levels to 

provide a more complete picture of the pressures facing the protagonists in various 

occupational groupings and this has been done in the post-project discussions in the 

following chapters. Project one demonstrates the contribution of the diabetes specialist 

nurse at the micro level, but the application was maximised by using the findings at a 

meso and macro level. The effectiveness of the project was not only in the robust 

nature of its method and clarity of its findings but in its use at organisational and policy 

making levels by tapping into the prevailing power structures and drivers for change. 

Project two provides a framework for organisations to develop the skill base of the 

workforce. Here again, not only is the work itself important, but the effect of the work 

was maximised by tapping into influential organisations, in this case, Diabetes UK, the 

Royal College of Nursing and Skills for Health.  Project three may be used as an 

exemplar to examine changing work patterns across organizational and professional 

boundaries. It supports Currie et al. (2008)‟s contention in the context of genetics, that 

the less powerful professional groups may find it difficult to enact the boundary-

spanning roles associated with new organizational forms, and that the effect on the 

individual cannot be divorced from wider organisational and policy decisions. 

 

The aim of Abbott‟s framework is to examine „how societies structure expertise,‟ 

focusing on professionalism. The work presented here sits more comfortably with the 

notion of „how societies structure work.‟ This alternative wording was proposed by 

fellow scholars Friedson, Davis and Dingwall, (Abbott, 1988: 387) but rejected by 

Abbott as he held the concept of abstraction to be central to his study of experts and felt 

that professions were the way industrialised countries have institutionalised expertise.  
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Forces for change in work patterns have moved on since Abbott‟s work was first 

published. The regulation of professions, once seen as the means of protecting a 

profession, is now more likely to be seen as protecting the public from the professions, 

as in the cases of Harold Shipman (Smith 2002, 2003a, 2003b, 2004a, 2004b, 2005) 

and Beverley Allitt (HMSO, 1994). The Nursing and Midwifery Council (Davies, 

2002) now include a large minority of lay members thereby diluting the influence of 

the profession‟s power base and the Nursing and Midwifery Council itself is under 

close scrutiny from the Council for Healthcare Regulatory Excellence (CHRE, 2011). 

The power of people and organisations has increased as Abbott forecast with a 

diminution in the power of individual professions. Managers within complex health-

care organisations increasingly look at performance management on a multi-

professional or organisational basis rather than a uni-professional basis using such 

approaches as total quality improvement, bench-marking, risk assessment and clinical 

governance. Such has been the growth of regulation that some now challenge its 

effectiveness and the value for money given its tendency to create unintended 

consequences (Walshe, 2003). Walshe‟s emphasis is on healthcare organisations rather 

than professions, but regulation shares some common features, including the slow and 

expensive nature of standard setting and the tendency for regulations to proliferate and 

stagnate. He also points out the problem of developing standards that are genuinely 

valid and generalisable (Walshe, 2003). 

 

 Overall, Abbott‟s framework has sufficient coherence to provide an explanation for 

many aspects of professionalization as applied to diabetes nursing. It is doubtful that it 

holds true in all cases and it presupposes that professional identity is paramount, 

whereas the argument here is that there is a growing recognition that diabetes care is 
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paramount and should take precedence over any uni-professional interests and that the 

best care for patients will be achieved by a flexible approach by different professionals 

to meet the situational context. Such an approach is demonstrated in Brooks et al 

(2011)‟s recent national audit standards for diabetes in-patient care based on outcome 

rather than professional input.  

 

In his conclusion Abbott calls for more emphasis on the task of work, the need to study 

the history of different jurisdictions and the need for large scale surveys to bridge the 

gap between observation and general analysis. The projects presented and their 

associated discussions seek to do that in the context of the work of diabetes nursing, 

with each project examining some aspect of the task of work: measuring its impact 

(project one) and providing a history of the jurisdiction of diabetes nursing; clarifying 

its content (project two) and discussing the implications for educational preparation of 

nurses in diabetes care and conducting a large scale survey of an aspect of nurses work 

in diabetes, and exploring some boundaries (project three) in relation to decision-

making, autonomy and roles. Kuhn (1996) and Letourneau and Allen (1999) suggest 

that conceptual frameworks are consolidated over time by repeated examination of the 

same ideas in different ways by different people. The work presented here is based on 

these principles, exploring relationships between concepts in applied settings, using 

research projects as evidence, discussing concepts and contributing to the development 

of the body of knowledge. Figure 1 distils some of the competing pressures and 

proposes a model to show some of the forces influencing the jurisdiction of diabetes 

nurses. Each has the capacity to modify the nurse‟s jurisdiction and different elements 

are considered further in the post project discussions.  
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Figure 1: Forces Affecting Nursing Jurisdiction in Diabetes Care 

External 

Forces

Political/Power  

                                Inter-professional rivalry                                                            Economic 

                          

 Cost pressures on service  

Legislation 

(Changes in doctors‟          Cost of   

 working hours,         diabetes nursing posts 

 prescribing) 

 

 

 

 

 

 

Social             

             

                      Technological 

 

Changing public knowledge,                 New technology 

 perceptions, expectations             (pumps, prescribing) 

Changing client demographics            

              

  

                                                          etc) 

 

Changing client demographics 

 

 

Internal Forces 

 
Role differentiation.  Intra-professional 

rivalry.  Legitimation of role. Control 

over educational preparation. Protection 

of titles.  Development of new 

knowledge. 

 



28 

 

Methodology 

 

Approaches to research may vary according to the researcher‟s view of the world. Over 

the last century these differences have led to the emergence of diverging research 

traditions and a methodological divide. The positivist approach tests the application of 

universal laws, measuring variables quantitatively and seeking to identify relationships. 

Medicine uses this predominantly hypothetico-deductive approach, based on the 

philosophy of uncovering empirical fact that is discoverable, rather than an inductive 

approach that tends toward a more organic unstructured approach to knowledge 

creation with far fewer certainties. In medicine theories are seen as ways of describing 

natural phenomena and hypotheses are developed to test the theories. The world is seen 

as having facts that are discoverable rather than knowledge which is creatable. Thus in 

medicine there is a plethora of literature on the best treatment options, and one of the 

preferred research methods is that of the randomised controlled trial, an approach that 

is towards the top of hierarchies of evidence used in evidence-based guideline 

development (NICE, 2002a),  lending itself most effectively to laboratory conditions or 

environments where variables can be controlled. As a tool, its strengths lie in the ability 

to generalise from the results and it can be used powerfully to change practice (project 

one), but it is limited in seeking to understand the complexity of real life situations with 

multiple variables and complex interactions.  

 

The opposite philosophical tradition aims, where possible, to study the world in its 

natural state, uncontrolled by the researcher. It puts less emphasis on generalising and 

predicting and more on seeking to understand what goes on in a given setting, 

acknowledging that contextual factors have an important bearing on the phenomenon in 
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question. Qualitative researchers stress the socially constructed nature of reality. They 

think historically, interactionally, structurally, reflectively and biographically (Denzin 

and Lincoln, 1998) with an emphasis on processes and meanings. They claim that 

reality can only be approximated and never fully understood, that their approach more 

clearly captures the subject‟s perspective and the constraints of everyday life and that 

the qualitative methods provide richer data sources than the etic perspective provided 

by quantitative research. 

 

Early sociologists such as Park and Burgess (1921) differentiated sociology from 

history by suggesting that history described the „how; and „what‟ of events while 

sociology explained the process. In doing so some declared empirical evidence to be 

irrelevant. Later sociologists revised this stance, recognising the value of using multiple 

methods including quantitative data to address the processes relevant to their questions 

(Scheuch, 1992). Thus qualitative researchers consciously draw on their own 

experiences as a resource in their enquiries, while also drawing on empirical enquiry to 

make connections between factors that impinge on the topic under examination. The 

positivist stance has a more clearly structured approach, with a clearly defined research 

question and proposal that lays out the stages and phases of a study whereas a 

researcher coming from a qualitative paradigm may follow a less structured path seeing 

research more as a path of discovery. For some, the two paradigms can be used to tell 

different kinds of stories. For others, the conflicting paradigms are less easily 

accommodated together. 

 

Silverman (1993) warns of the dangers of false polarities between qualitative and 

quantitative research and points out that qualitative researchers often have limited 
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success in convincing policy-makers of the relevance of their findings. Generally 

nursing as a discipline has not taken a purist philosophical stance in relation to the 

research traditions.  It does not see the methodological divide as a state of competing 

ideologies with mutually exclusive research methods. Rather, it encourages the use of 

mixed methods with triangulation seen as providing a more robust picture of 

phenomena, using the most appropriate research approach to answer the research 

question posed. Qualitative research methods are seen as means of collecting rich data 

that aid understanding, complementing the use of quantitative data that produce robust 

reproducible findings that can be powerful in changing practice, as project one 

demonstrates. The following chapters include more detail on the methods used, with 

some specific quantitative research supplemented by a post study qualitative narrative 

based on participant observation, case study and historical narrative. Personal reflection 

is used to illuminate aspects of Abbott‟s framework and understand the world of 

diabetes nursing from the perspectives of the actors. Diabetes nursing is used as a case 

study in the manner and form encouraged by Abbott. As a case study it is viewed as a 

choice of subject to be studied rather than as a methodological choice (Stake, 1998). 

 

Abbott‟s (1988) grapples with the complexity of providing a theory of professional 

development, arguing that that a purely positivist standpoint seeks to „reduce all these 

histories to coded facts and dependent variables‟ (Abbott, 1988, p20) while a theorist 

would dissect one case and delineate all the mechanisms at play within it. In line with 

the roots of his own sociological discipline his arguments come from participant 

observation and historical examination of professions. He tries to balance a narrative of 

the professions with extracting testable ideas and opens the way to using a variety of 

research methods, depending on the context. He does so with case examples and 
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historical narrative and this approach is used to illustrate his framework in relation to 

diabetes nursing in the subsequent chapters. He looks to provide arguments that work 

in most cases, recognising that they will not always fit, but claims that the case studies 

of professions are the raw material of theory and it is for the reader to make the final 

judgement. He does not prescribe a methodological framework for further work in the 

area and the thesis uses mixed methods. It adopts a participant observer stance to 

provide the narrative of professional development in diabetes nursing, but selects 

different research approaches appropriate to specific questions. The method is 

determined by the question asked and opportunities for maximising the impact of its 

outcome, particularly using methods prized by the supra ordinate profession of 

medicine to argue a case, gain credibility and claim appropriate jurisdiction. In doing so 

the thesis also demonstrates competency across a range of research methods. 

 

 

Contribution of Methods to Knowledge 

 

McKenna argues that  

„Knowledge is provided through research studies, while understanding is 

gained by theory.‟ (McKenna, 1997; 190)  

 

The thesis thus uses Abbott‟s theoretical framework to understand the abstract concept 

of role dynamism within diabetes nursing and the degree to which diabetes nursing has 

become professionalized, applying the sort of abstraction that Abbott himself would 

argue as the necessary bedrock of a profession. The three projects are used to test and 

illuminate elements of Abbott‟s framework, namely legitimation and justification of the 

role in project one, preparation for control of educational preparation by the profession 
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in project two and examination of autonomy, decision-making and inter-professional 

rivalry arising out of a survey of insulin initiation practices in project three. 

 

Project one uses a randomised controlled trial as the most powerful tool to demonstrate 

the effectiveness of the diabetes specialist nurse role. It is a tool that it highly regarded 

by the supra-ordinate profession of medicine, providing results that are generalisable 

and influential for making management decisions, particularly by inclusion of a cost 

benefit analysis. It is difficult to envisage an alternative method that would have had 

equal impact. Surveys do not show associations and results from qualitative data are 

not generalisable. The method was chosen as the most effective tool to demonstrate 

effect and achieve maximum impact. The study did not attempt to determine the cause 

of the reduction in length of stay, as to do so would have been to pre-empt the results. 

Adding in qualitative approaches to gain a better understanding of processes might 

have shed light on why there was a change, but it was not known at the outset that a 

difference would be demonstrated. The results show that nurses add value to the 

diabetes multi-disciplinary team but more studies are needed and they tend to be 

difficult to fund and conduct. The generalisability of randomised controlled trials 

carries greater potential to change practice but does not lend itself to the complex real 

world of multi-disciplinary practice. This work provides legitimation for the role in 

among other health care professionals and managers and is supplemented by a 

historical reflection on the divergent development of diabetes care roles in the United 

Kingdom and America and their respective search for legitimation. 

 

Project two adopted a nominal group technique underpinned by a values clarification 

exercise to be inclusive in the consultation process and obtain greater representation 

from the different settings and levels of staff providing diabetes care. The post study 



33 

 

discussion contextualises the results of the project looking at its application in terms of 

the profession controlling the educational preparation of its own work-force in line with 

Abbott‟s framework. An expanded discussion of alternative means of competency 

development can be found in Chapter three. 

 

Project three utilised a survey method to allow the canvassing of a large number of 

people. Its limitations include that it only provides a snapshot of practice at any one 

time and needs to be repeated over time to show changes in practice. Direct observation 

of practice would enhance the findings and allow exploration of the user perspective in 

more detail. The project modelled a means for building research capacity and was 

successful in exposing a wider group of people to the research process, though clinical 

practitioners struggled to maintain the considerable commitment required. Future 

attempts would do well to engage management support before embarking on such a 

project and this in itself indicates the balance of power lying more with managers than 

the profession itself. The narrative in this chapter explores some of the power issues 

and Abbott‟s contention that inter-professional rivalry is the „spark and flame‟ of 

professional role development. 

 

 

Project Outlines 

 

The research projects outlined below add to the tangible knowledge base of nursing‟s 

contribution to diabetes care, while Abbott‟s theoretical framework (Abbott, 1988) 

provides illumination (with some caveats and modification) to the changing 

contribution of nurses to diabetes care.  
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Project One 

 

Even though the Audit Commission (2000) described diabetes specialist nurses as 

providing a critical landmark in diabetes care, there remains a clear need to 

demonstrate the value of the clinical nurse specialist role (McGee et al., 1996). In the 

late 1990s I was the principal investigator for a successful Welsh Office for Research 

and Development (WORD) bid to evaluate the role of an in-patient diabetes specialist 

nursing service (Davies et al., 2001). This forms project one of the portfolio of projects 

and has become the seminal study in providing evidence for the role and value of the 

hospital based diabetes specialist nurse. The study adds both to the research base for 

diabetes nursing and the findings add legitimacy to the role, its impact being 

demonstrated by an increase in the number of hospital diabetes specialist nurses 

following the incorporation of the findings in the National Service Framework for 

Diabetes (Department of Health, 2001a; Welsh Assembly Government, 2002). 

 

The method was a prospective, open, randomised comparative trial of standard in-

patient care for adults with diabetes, with and without the intervention of a diabetes 

specialist nursing service. The sample comprised unselected adult patients admitted to a 

large hospital and referred to the diabetes specialist nursing service. Three hundred 

people agreed to participate and were randomised into control (n=152) and intervention 

groups (n=148). Primary outcome measures were length of hospital stay and patterns of 

re-admission. Secondary outcomes were subject‟s diabetes-related quality of life, 

diabetes knowledge score, satisfaction with treatment, general practitioner/community 

care usage following discharge and estimation of the costs incurred. The results showed 

that the intervention group had a median length of stay in hospital of 8 days compared 
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with 11 days in the control group. There was no evidence of a difference in the 

readmission frequency or time to readmission. Subjects in the intervention group were 

generally more satisfied with their care. There was no difference between the two 

groups‟ knowledge at baseline but the score improved post-admission in the 

intervention group. The quality of life scores showed no differences between or within 

groups at baseline or post-discharge. Referral rates to the community diabetes nursing 

service following discharge were 38.2% in the control and 28.4% in the intervention 

groups. Contacts with general practitioners were significantly lower in the intervention 

group and there was no change in the use of other community services observed 

between the two groups in the month following discharge. The mean cost of the control 

group was £436 more expensive per patient than the intervention group, primarily due 

to the reduction in the length of stay. 

 

The study was one of few that has evaluated specialist nursing practice and included a 

cost benefit analysis. The results of the study were sent to chief executives of all Trusts 

in the United Kingdom. The evidence formed part of the consultation for the National 

Service Framework for diabetes in the four countries of the United Kingdom, giving 

evidence for the effectiveness of the diabetes specialist nurses in the hospital context. 

Standard 8 of the National Service Framework for Diabetes (Department of Health, 

2001a; Welsh Assembly Government, 2002) was largely based on the evidence 

provided by project one. It states:  

„the employment of an inpatient diabetes specialist nurse to oversee 

diabetes management can reduce length of stay and release bed space. 

Patients are more knowledgeable about, and satisfied with care provided 

this way.‟ (WAG 2002:27) 
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Davies et al.’s (2001) study had additional impact not just because of its method, but 

because of the way in which the information was used. The impact of the study was 

due, not only to the quality of the study, but to the timing of the study and the 

dissemination strategy.  The results were sent to all chief executives of Trusts in 

addition to publication through the academic press and the timing was such that it was 

submitted and formed part of the evidence base for the National Service Frameworks 

and National Institute for Clinical Excellence (NICE) guidance. The work sets the 

bench-mark for further articulation, measurement and evaluation of the diabetes 

nursing role and was accepted for the Chief Nursing Officer Showcase Conference in 

Wales in 2001 and presented internationally at the European Association for the Study 

of Diabetes (EASD) conference in Jerusalem (Davis et al., 2001). The natural 

progression from this work was to go on to develop greater articulation of the scope of 

practice, appropriate educational preparation and clearer accountability for practice.  

 

The impact of the study is discussed in more detail in the post study discussion of 

chapter two. The findings have been adopted and have contributed to a change in 

practice. Sampson et al. (2007)‟s survey of  262 acute United Kingdom hospitals in 

2005-6 found that in-patient diabetes specialist nurse numbers had increased rapidly 

with 51.4% having dedicated in-patient diabetes specialist nurses,  69.1% of whom had 

been appointed since 2002 and hospitals without dedicated in-patient diabetes specialist 

nurses (80.2%) used the out-patient diabetes specialist nurses to cover in-patient care. 

 

The study has been cited 23 times in the ISI Web of Science (accessed 18/08/10) 

though this does not cover many of the journals accessed by diabetes care practitioners 

where the study is quoted widely (e.g. James (2010) in Practical Diabetes International, 
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Coates, (2004) and Gosden et al., (2009) in the Journal of Diabetes Nursing). It was 

one of only eight studies (out of sixty three trials identified) to meet the initial selection 

criteria for the Cochrane systematic review of diabetes specialist nursing (Loveman et 

al., 2003) and has been used as the exemplar of a randomised controlled trial in a series 

of articles teaching diabetes nurses about research (Coates, 2004). It was cited in the 

2002 State of the Art, Janet Kinson lecture at the Diabetes UK Annual Professional 

Conference (Walker, 2002) and continues to be cited to the present day (James, 2010; 

Diabetes UK and NHS Diabetes, 2011). 

 

Project Two 

 

Abbott asserts that knowledge is used by professions to control the educational 

preparation of a professional group. Control of educational preparation has not been 

well developed in diabetes nursing and the following project was designed to address 

the gap by providing the basis from which educational preparation of nurses in diabetes 

care could be developed.  Project Two was designed to define the competences that 

could underpin a United Kingdom-wide educational preparation for diabetes nurses 

(Turner et al., 2005; Davis et al., 2008) It was originally running in tandem with a 

National Diabetes Educational Project Group of which I was part. I was co-opted onto 

the Diabetes National Strategy Group to galvanise the project which had stalled and 

bring it to a successful conclusion, thus providing the foundations for development of 

appropriate educational programmes.  I was the project lead from an education 

perspective as well as representing Wales. Three other members represented different 

aspects of diabetes nursing, the United Kingdom Association of Diabetes Specialist 

Nurses, the Royal College of Nursing Diabetes Nursing Forum and Diabetes UK and 
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resulted in an Integrated Career and Competency Framework for Diabetes Nursing 

(Diabetes National Strategy Group, 2005). It was designed to work in harmony with the 

Department of Health‟s Skills for Health initiative developing occupational standards 

for diabetes care and the Knowledge and Skills Framework that underpins Agenda for 

Change in the National Health Service. Thus the work was being carried out at the 

highest level at which nurses could influence national future policy. 

 

 The method was guided by work done by Manley (1992, 1997 and 2000) as part of the 

Practice Development Team at the Royal College of Nursing. A purposive sample of 

nurses from across the United Kingdom, representing all sectors of nursing involved in 

caring for people with diabetes were brought together in workshops. They included 

nurses from primary and secondary care, voluntary and private sectors, a variety of 

grades of staff and people with diabetes. A values clarification exercise was undertaken 

to elicit their views of diabetes nursing. Content analysis was performed on the data 

sets and the ideas were grouped into several themes. Two further workshops were held 

where groups identified specific areas of specialist practice for which competences 

should be identified. The competences were refined by the steering group to ensure 

parity between different topic areas and ensure that language was consistent across the 

documentation. Each level of descriptor built on the level below. The amended drafts 

were sent out for comment to the workshop attendees and another draft to over two 

hundred stakeholders for further review. Following further adjustments the final draft 

was sent to main stakeholders such as the Royal College of Nursing, the United 

Kingdom Association of Diabetes Specialist Nurses and Diabetes UK for review and 

approval and the final document was launched in 2005 at the Annual General Meeting 

of Diabetes UK (Diabetes Nursing Strategy Group, 2005). The strength of the method 
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was in the wide level of involvement and consultation, but the method was time 

consuming, expensive and required extensive editing by the steering group to 

harmonise the level of detail and wording used. 

 

 

The impact of the project was not only in using a robust methodological framework but 

in partnering with other influential organisations such as Diabetes UK and the 

Department of Health‟s Skills for Health to make maximum impact. The work has 

subsequently been requested and sent to expert groups representing the practice nurse 

association of New Zealand and a similar group working in diabetes care in Canada. 

The framework has been sent to help populate the Scottish Toolkit for Specialist and 

Advanced Practice (see post study discussion in chapters two and three). Its scope is 

broader than that of the Skills for Health document in that it includes the unregistered 

health care worker level as well as ascending levels of registered practitioner to nurse 

consultant grade. It was considered important to be inclusive of all levels of health care 

practitioner, particularly as the number of unregistered practitioners has risen sharply 

since 2000 (James et al. 2009). The value is also demonstrated in its enduring nature. 

The framework was up-dated in 2010 (TREND-UK, 2010) and 2011 (TREND-UK, 

2011) to reflect new technologies (therapies) and changes in practice, though the 

framework itself remains unchanged, bearing testimony to its fitness for purpose. The 

competencies are cited as a reference point for diabetes specialist nurse roles when 

commissioning diabetes services (Diabetes UK, 2010b). They also provide the basis for 

innovative educational programmes including the diabetes course at the University of 

York and a range of courses at different academic levels at the University of 

Glamorgan, including the post-graduate diploma and MSc Diabetes. They may yet 
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become the basis for the recognised preparation of nurses in diabetes care, though this 

would be on the basis of providing high quality education, rather than exclusive control 

of education, as proposed by Abbott in his definition of a profession. 

 

 

Project Three 

 

Project three examined insulin initiation among adults and children with diabetes in the 

United Kingdom (Davis et al., 2007, Coates et al., 2007, 2009 and McDowell et al., 

2008) using a survey method. It provided a snap-shot of nursing practice in relation to 

insulin initiation and had a secondary objective to build research capacity for nurses in 

diabetes care, thus contributing to both research and knowledge generation and 

components of professional development.  In the context of Abbott‟s framework 

project three provides a picture of the changing inter and intra professional role 

boundaries in diabetes care.  

 

Traditionally, diabetes has been the domain of secondary care, but a combination of 

financial, political, policy and workload pressures over the last twenty years has 

resulted in a shift toward primary health care. Some insulin manufacturers have 

targeted general practice nurses with education and support to encourage them to 

initiate insulin therapy. A literature review (Davis et al., 2006) suggested a widespread 

belief that more nurses in primary care were commencing patients on insulin. However, 

the evidence to back this up was not available. A study was undertaken, at my 

instigation, to capture perceptions of current insulin initiation practices among nurses 
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involved in diabetes care, to set a bench-mark for measuring changes in practice over 

time, and to look at some of the decision-making processes involved.  

 

The method adopted was a quantitative, cross-sectional, nationwide survey of insulin 

initiation practices among diabetes specialist nurses, paediatric diabetes specialist 

nurses and practice nurses in the United Kingdom. Diabetes specialist nurses (DSNs) 

and practice nurses (PN) with a special interest in diabetes from practices with four or 

more general practitioners were approached using a stratified sampling methodology 

from two national data-bases from which  a sample of practitioners was identified 

(DSN n=1779, PN n=1779).  The postal questionnaire looked at current insulin 

initiation practices and the role of the nurse in insulin initiation.  Similar questions were 

asked of the diabetes specialist nurses and practice nurses in relation to people with 

type 1 diabetes, type 2 diabetes and gestational diabetes. A further questionnaire was 

administered to paediatric diabetes specialist nurses (PDSNs). 

 

One thousand three hundred and ten adult focused questionnaires were returned, 65 

were incomplete and 1245 were analysed. Clinical signs and symptoms of high blood 

glucose levels were the criteria predominantly used to determine when a person should 

commence insulin, in keeping with national guidelines. The most commonly used 

regimens were multiple injections followed by twice daily injections in type 1 diabetes 

and the order was reversed in type 2 diabetes. The paediatric questionnaire was 

distributed to 247 paediatric diabetes specialist nurses and 112 were returned, a 

response rate of 45%. Twice daily injections were the most commonly prescribed 

insulin regimen. 
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In adults, doctors were perceived to have the most influence in decision-making in type 

1 diabetes, followed by specialist nurses in secondary care and then specialist nurses in 

primary care. Guidelines were used more often to inform the decision making process 

in Type 1 diabetes than clinical protocols or care pathways.  Over a quarter of the 

respondents (n=239, 30%) to the adult questionnaire claimed not to use clinical 

protocols, guidelines or care pathways in the decision making process in type 1 

diabetes.  The consultant and the diabetes specialist nurse in secondary care were 

responsible for the majority of decisions about the type of insulin to be used in type 1 

diabetes (70%).  Respondents with more than 10 years experience relied on their 

clinical experience more than anything else to determine the initial starting dose in type 

1 diabetes (59%) compared with 43% of those with less than one year‟s experience.  In 

type 2 diabetes the persons perceived to have most influence, in rank order, were the 

consultant, the diabetes specialist nurse in secondary care, the diabetes specialist nurse 

in primary care, the person with diabetes, the general practitioner and the practice nurse 

with special interest in diabetes, with the carer, other medical staff and the generalist 

practice nurse having very little influence.  In children, doctors were again the 

overwhelming decision-makers supplemented by other members of the multi-

disciplinary team and decision-making aids, such as guidelines and algorithms. 

 

The results indicate that the medical consultant remains the key person in making the 

decision to commence insulin therapy in people with type 1 diabetes (children and 

adults) and gestational diabetes. The consultant and diabetes specialist nurses in 

secondary care are also the key people in decision-making in adults with type 2 

diabetes. Adults with type 2 diabetes are more involved in the decision making process 

than those with type 1 diabetes.  Informal carers do not feature highly in decision 
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making at all. Clinical guidelines, protocols and individual assessment have varying 

roles in decision making around insulin initiation according to type of diabetes and 

clinical experience of practitioners. This study provides a snap-shot of insulin initiation 

practices in 2007 and indicates that nurses have not reached a high level of autonomy in 

decision-making, though the balance may shift over time. The results also suggest that 

there is a need for further preparation for the role before reaching the recommended 

minimum standards of a bachelor‟s degree for the specialist nurse role and post-

graduate study for an advanced practitioner recommended in the Post-Registration 

Nursing Career Framework for Nurses (WAG, 2009). The results also show evidence 

of a recent increase in the number of practice nurses becoming involved in starting 

adults on insulin in the community, with a much larger proportion having less than 

three years‟ experience compared to the specialist nurses. The study constitutes a snap-

shot of practice at the time of the survey and is useful for benchmarking future trends 

such as the impact of nurse prescribing but it also casts doubt on the readiness of 

diabetes nurses to take a leading role in diabetes care.  

 

Despite initial enthusiasm those in clinical practice found it difficult to create the time 

to attend meetings and only those with an academic component to their role stayed with 

the project to the end. The latest surveys (James et al., 2009; Forbes, 2010) suggest a 

further decline in research activity by specialist nurses indicating an increasingly 

hostile climate in which to pursue research activities in clinical practice. Further 

extension of the work in relation to the role of the nurse includes the possibility of 

directly observing the work of nurses providing diabetes care. From the user 

perspective there is also a need to gain a greater understanding of their experiences and 

priorities for optimum care. 
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The post study discussion at the end of project three provides a link to Abbott‟s 

framework by looking at the role of the nurse in diabetes care in relation to decision-

making, nurse prescribing and professional autonomy. The Welsh Post Registration 

Career Framework for Nursing (Welsh Assembly Government, 2009) and the 

equivalent in England (Department of Health, 2008), coupled with the Integrated 

Career and Competency Framework for Diabetes Nursing provide an opportunity to 

reinforce the contribution of nurses to diabetes care at all levels, but suggest that there 

is more work to be done if nurses are to take more decisions and be accountable for 

their actions. The post registration career frameworks linking academic attainment and 

career progression, particularly coupled with non-medical prescribing, provide an 

opportunity to extend and consolidate the role of the diabetes nurse and these measures 

have been incorporated into the development of a diabetes course at post-graduate level 

which I have developed and led. 

 

Project three resulted in a half day symposium at the RCN International Research 

Conference in 2007 in Dundee (Coates et al., 2007; Davis et al., 2007; Turner, 2007), 

publications in Practical Diabetes International (Davis et al., 2006) and the Journal of 

Advanced Nursing (McDowell et al., 2008) and Journal of Chronic Illness and 

Healthcare in Nursing (Coates et al. 2009). The model of networking and partnership 

was presented at the Federation of European Nurses in Diabetes conference in 

Copenhagen (Bilous et al., 2007). 

 

The three projects demonstrate research capability across a range of methodologies. 

Each approach had its benefits and challenges. A detailed critique of the research 
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methods used can be found with each project but some of the memorable lessons are 

included here. Project management skills are essential and initial planning of the detail 

and costs minimise predictable problems. Project one exposed some of the challenges 

in conducting multi-disciplinary research, particularly in managing the different mind-

sets, perspectives and priorities of group members from different disciplines; examples 

include getting health economists to value some of the qualitative aspects of nursing 

care, and getting nurses to appreciate that managers need more than qualitative data to 

invest in services. Knowledge of other team members is not always known at the outset 

of a project, but it is important to have respect for each other and to expect equal effort 

from all the team. Another lesson learnt from project one was the need to agree to a 

publishing strategy at the outset and project three benefitted from this experience. In 

project two the development of competencies benefited from having a values-based 

approach, though the consultation and editing required added to the time for the project. 

At some point a decision has to be made to stop and recognise that revisions can be 

made in the future, as this kind of work needs regular re-visiting and up-dating, a 

feature that was also true of the multi-disciplinary project to develop evidence-based 

guidelines in type 2 diabetes, subsequently adopted and disseminated through NICE, of 

which I was the United Kingdom nurse representative. Project three reinforced 

previous experiences that survey designs are not necessarily easy. Despite (or because) 

of the input from many experts in the field and extensive piloting of the adult 

questionnaires, recipients still had difficulty in completing some aspects of the 

questionnaire, particularly in ranking. Based on this experience only two people (RD 

and LL) were involved in the development, oversight, analysis and dissemination of the 

paediatric questionnaire and the whole process was much simpler and easier to manage. 

Using an outside company to identify a sample may be necessary (project three) but 
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sub-contracting them to send out the survey resulted in delays and less control of the 

process and would be avoided in future.  

 

Conclusion  

 

The over-arching statement has used Abbott‟s framework to explore how far, and to 

what extent, diabetes nursing has become professionalized. Three projects demonstrate 

a personal contribution to that goal and diabetes nursing is used as a case study to test 

the claims of Abbott‟s framework to provide an understanding of how and why 

professions dominate the world of work and predict professional development needs. 

The three projects illustrate elements of Abbott‟s framework and explore the role of 

nursing in diabetes care, and in the subsequent chapters the post study discussion 

responds to the call from Griffiths (2003) to researchers to make linkages between 

micro-, meso- and macro-levels of study by illuminating the themes at individual, 

organisational and national policy level. 

The projects demonstrate the development of knowledge by research, the legitimation 

of practice and the provision of a basis for the educational preparation of diabetes 

nurses. Specifically, the value of diabetes nursing is demonstrated in project one; the 

area of diabetes nursing competence and educational preparation is developed in 

project two and the factors affecting the work of diabetes nurses are explored and 

described in project three. Other factors affecting the scope of work have been 

discussed and the findings are that diabetes nurses have been slow to articulate their 

scope of practice and exert power over areas in their control. In not seeking 

accreditation they have limited their jurisdictional power and the proliferation of roles 

has militated against the development of a strong unified voice able to speak on behalf 
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of all diabetes nurses, a situation that medicine has avoided by developing clear 

specialisations. Paradoxically, lack of central control allows greater local freedom for 

posts to be developed in response to local need, so it could be argued that while these 

developments have not been good for the profession they are not necessarily bad for the 

people with diabetes, as long as they have strong local advocates.  

 

 As a sub-ordinate group to medicine and with the growing power of organisations the 

opportunities for diabetes nurses to assert more control may be limited. While it is 

likely that power was never a main goal of diabetes nursing, lack of control over title, 

remit and education does limit the ability of the professional group to control its own 

destiny. Nevertheless the work presented provides the evidence base and platform for 

continued development. The preparation of nurses at an advanced level is being taken 

forward in Glamorgan with a Masters degree incorporating nurse prescribing, 

facilitating both the development of critical thinking and complex problem solving 

skills and providing the tools (prescribing) to extend the role. The argument is made 

that education provides a firm foundation for preparing professionals to take diabetes 

care forward, particularly if it incorporates shared learning, a multi-disciplinary 

approach, and an understanding of how different roles can work synergistically to 

provide optimal care. This approach is more in keeping with current philosophies of 

care delivery than the traditional approach of enhancing separate professional status for 

small occupational groups, and avoids the development of entrenched professional silos 

more concerned with self-protection and preservation (Walshe, 2003) than improving 

the care of the person with diabetes.  
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Abbott‟s framework is helpful and acknowledges the role of organisations and general 

management in the increasing tendency for intra-organisational factors to supersede 

inter-professional ones; a movement that has continued to gather pace since the 

production of his framework. It provides a basis for discussion and makes reasonable 

associations, but may not capture the motivation or complexity behind the changes that 

happen in real life. His framework may have been superseded by events to some degree 

by the growth in power of organizations, the multi-disciplinary approach to care and 

the regulation of professions, moving from protection of the professions to protection 

of the public from professions. The projects presented here suggest that diabetes nurses 

can and do make a difference to the lives of people with diabetes, but in terms of its 

professionalization, diabetes nursing has not yet established itself as an occupational 

grouping in terms of power and jurisdiction. Work to examine the contribution of 

diabetes nurses must continue, though it should be recognised that an examination of 

professionalism from a sociological or theoretical perspective can be successful without 

necessarily benefiting the patient as the recipient of care.  

 

An overemphasis on the role of professional groupings limits the picture in chronic 

disease management where the complex interactions of a team combine to affect the 

total care received by the patient. It would seem therefore, that to promote the notion of 

professions too far, risks diminishing the importance of the client base, the person with 

diabetes. The route of promoting professions leads to power struggles for dominance 

that can detract from the raison d’être of the nursing profession, which, in this context, 

is to care for the person with diabetes. The conundrum is that care of people with 

diabetes may not be served best by the development of diabetes nursing as a 

professional group, but the question is whether or not diabetes nursing can exert a 
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positive influence on diabetes care without so developing. Perhaps the larger nursing 

profession remains the place from which to explore and develop roles that can respond 

and adapt to changes without creating a potential straitjacket, while at the same time 

avoiding the potential problem of redundancy if a cure for diabetes were to be found. 

The conclusion must be that diabetes nursing should be confident in its professional 

heritage but be able to rise above a uni-professional identity, to make the patient the 

focus of care and consider the jurisdictions required to optimise care, using the skills of 

people appropriately. Nurses in diabetes care are part of the nursing profession and 

should have the confidence of that profession to bring their own contribution to the care 

package. Rather than seeking to gain power by accrediting a unique jurisdiction they 

should have the professional confidence to accept their contribution as part of the 

whole. Thus the lack of accreditation in the British approach can lead to more 

flexibility than the American route of diabetes educator accreditation and may 

ultimately be more effective in serving the needs of patients by having clear bench-

mark outcomes for diabetes care while allowing flexibility in how those outcomes are 

achieved. This would allow a variable multi-disciplinary approach and more flexible 

ways of working that can be contextualised, though the evidence suggests the 

individual personality and skills of team members should be taken into account as there 

is evidence that what a team member brings to the team is as important at the 

behavioural competence expected in a role (see post-study discussion of project two). 

 

The work presented in this thesis demonstrates a contribution to the advancement of 

nursing jurisdiction in diabetes care. Much has been achieved, the value of nursing to 

diabetes care has been established, competencies have been identified and post-

registration nursing career frameworks have been produced. The boundaries of practice 
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within nursing and with other professions will continue to change but this is healthy 

sign. Rather than going down the route of protecting titles, the profession has a 

responsibility to articulate clearly the competencies and educational preparation 

associated with different levels of care, working with senior nurses and managers to 

ensure that nurses fulfil their roles in conjunction with other health care professionals to 

expand the boundaries of knowledge and ensure optimal care for people with diabetes.  

As a result of the work presented here future practitioners have the opportunity of being 

better prepared at an appropriate level. Diabetes nursing in the future is less likely to be 

shaped by its status as a professional grouping than by the competing pressures 

identified in figure 1. Diabetes nursing needs people who are flexible, diverse in 

background, outlook and approach, who can contribute to both the abstract body of 

nursing knowledge and the evidence base for diabetes care and provide a unique 

contribution as a nursing discipline within the multi-professional context for the 

ultimate benefit of the person with diabetes, a view that has recently been supported by 

Forbes (2011). 

 

To summarise the personal journey through this topic, the process started with a desire 

to demonstrate the effectiveness of diabetes nursing and the impact it can make. 

Beyond the evidence, the intention was to galvanise the profession to make it 

remarkable, distinctive and important, perhaps a profession in its own right, and in 

doing so Abbott‟s framework was used to explicate the dynamics of professional 

development and bring a conceptual understanding to the process. The evidence for 

effectiveness has been shown, but it needs continued demonstration and evaluation, 

particularly in times of economic constraint when specialist posts come under intense 

scrutiny. The findings show that most nurses are not educated to an appropriate level 

for advanced, or in some cases, even specialist practice. They frequently do not display 
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the advanced levels of decision-making found in autonomous professions. Courses such 

as the PGDip/MSc Diabetes at the University of Glamorgan can help by providing the 

knowledge and understanding, the intellectual and professional skills to advance 

practice and create the ground-work for taking knowledge forward and producing 

excellence, rather than meeting the minimum behavioural standards of a competence-

based approach. Abbott‟s framework helps explain why the power of the diabetes 

nursing is limited due to a lack of accreditation, exclusive control of educational 

provision and a sub-ordinate role to medicine, but the framework needs modifying to 

place more emphasis on the increasing power of general management and organisations 

over the professions and down-play the effects of inter-professional rivalry, as the 

professionals in diabetes care seem ready to put aside professional protectionism to 

work consensually toward patient oriented goals. The factors that produce a successful 

profession are not necessarily those that put the patient at the heart of care.  Diabetes 

nurses can make a huge difference to the lives of people with diabetes and they will be 

best served by doing it as part of the family of nursing within a multi-disciplinary team 

with appropriate preparation and a supportive working environment. 

  

Contribution to Knowledge in Advancing Nursing Jurisdiction in Diabetes Care 

 

The section concludes with a synthesis of the presented ideas and the implications for 

Abbott‟s framework.  Project one was the first randomised controlled trial of diabetes 

specialist nurses, with a cost benefit analysis, demonstrating reduction in length of stay 

without untoward sequelae or jeopardising quality of care for those who received the 

service. The outcome provides legitimation for diabetes specialist nurses among health 

care professionals and managers. It was used to inform the National Service 
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Framework for Diabetes (Department of Health, 2001). Project two provides the first 

career and competency framework for nurses working in diabetes care. By articulating 

the task of work in diabetes care it forms the basis for the educational preparation of 

nurses in diabetes care. Project three details some changes in the work pattern of nurses 

in diabetes care by showing an increase in insulin initiation by nurses in the community 

and proposes that these changes can be achieved without inter-professional rivalry.  

 

Synthesis of Knowledge 

 

 

In answering the question „how far does Abbott‟s Framework provide a model for 

understanding and predicting professional development needs?‟ it is maintained that the 

framework remains a credible tool for describing the dynamics of change within 

professions. It places the new knowledge displayed by the three projects in a social, 

cultural and political context. The meld of qualitative and quantitative methods 

provides a rounded approach, using quantitative tools where they can be used to 

greatest effect, in making a case for the value of diabetes nursing in a medical and 

managerial context, but a reflective, inductive approach to aid understanding of the 

story of professional development. The reflection on the historical development of the 

role compared to that of the diabetes educator; the examination of the tension between 

concrete and abstract knowledge and its contribution to role division; and the 

educational preparation and the exploration of inter-professional rivalry, adds context 

and richness to the quantitative findings that diabetes specialist nurses can make a 

difference to care and that competencies can form the basis for educational preparation. 

When examined in the light of Abbott‟s framework, diabetes nursing shows limited 

jurisdictional expansion, mainly due to new technologies or vacant jurisdiction (for 

example, pumps or nurse prescribing) but not primarily as a result of jurisdictional 
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disputes with medicine. This, and other aspects of the framework, should be tested in 

other disciplines, as Abbott himself acknowledges.  

 

The framework provides a template to articulate some of the dilemmas in diabetes 

nursing, including the tension between the reductionist approach of competence 

development which diminishes the strength of professional jurisdiction to a series of 

tasks and the need for further development of abstract knowledge. It provides the 

opportunity to explore the unresolved dilemma of whether or not professionalization 

should be pursued as an end in itself. It is suggested that keeping nursing patient-

centred at the expense of professionalization leaves nursing more able to respond to 

changing needs and pursue excellence, but the assumption that nursing is patient-

centred also needs to be tested. It could be that a lack of leadership in taking up 

jurisdictional disputes or the growth in managerial power at the expense of professions 

has led to a perception of stalling in the professional development of diabetes nursing. 

Given the nature of the framework it would be expected that it would be amended by 

political, social and cultural changes over time, and indeed Abbott predicted some of 

them, such as commodification and the rise in the power of the organisation at the 

expense of the profession. These have grown in power since the initial work was 

published, but the framework still provides a credible narrative for explaining how 

professions develop, relate to each other and what determines the work that they do.  
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Chapter Two 

Project One 

 

Evaluation of a Hospital Diabetes Specialist Nursing Service: a 

Randomised Controlled Trial  

 

 

Introduction 

 

Project one describes the evaluation of a hospital based diabetes specialist nursing 

service, a funded randomised controlled trial of which I was Principal Investigator. The 

idea was conceived after discussions with the multi-disciplinary team and in the context 

of a potential threat to diabetes specialist nurse posts. I took the lead in developing the 

idea, securing the funding, selecting and recruiting research staff, coordinating and 

overseeing the project and determining the dissemination strategy. The study took place 

in 1998-9.  

 

The following section explains the background and context of the study, the relevant 

literature and the methods employed. The findings are presented and discussed. The 

economic evaluation carried out by the health economists is included as a section as the 

findings are pertinent to the overall study. In the post-study discussion the literature is 

up-dated and implications for the profession are discussed in light of the underpinning 

theoretical framework. The development of diabetes nursing in the United Kingdom is 

described and compared to that of the development of diabetes educators in the United 
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States in response to Abbott‟s call for historical reflection on the development of 

different professions and the case for accreditation of diabetes as part of societal 

legitimation of the role is debated.  

 

Outputs and Impact of Project 

 

The main study was published in Diabetic Medicine in 2001 (Davies et al., 2001). It 

was presented as orally at the British Diabetic Association Conference in Glasgow 

(Davies, et al., 1999). The study has been cited 23 times in the ISI Web of Science 

(accessed 18/08/10) though this does not cover many of the journals accessed by 

diabetes care practitioners where the study is quoted widely (e.g. James (2010) in 

Practical Diabetes International, Coates, (2004) and Gosden et al., (2009) in the Journal 

of Diabetes Nursing). It was one of only eight studies (out of sixty three trials 

identified) to meet the initial selection criteria for the Cochrane systematic review of 

diabetes specialist nursing (Loveman et al., 2003) and has been used as the exemplar of 

a randomised controlled trial in a series of articles teaching diabetes nurses about 

research (Coates, 2004). It was cited in the 2002 State of the Art, Janet Kinson lecture 

at the Diabetes UK Annual Professional Conference (Walker, 2002) and continues to 

be cited to the present day (James, 2010; Diabetes UK and NHS Diabetes, 2011). 

 

Background 

 

Nurses have been involved in the education of people with diabetes for over seventy 

years (Joslin, 1924) but the number of diabetes specialist nurses appointed in the 

United Kingdom only increased significantly following the introduction of a standard 
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strength (U100) insulin in the early 1980s. The appointments were made largely in 

response to the volume of individuals with diabetes who required education in the use 

of U100 insulin. Despite the rapid growth of the service, or possibly because of it, the 

diabetes specialist nurse‟s role remained undefined until the publication of „The Role of 

the Diabetes Specialist Nurse‟ by the RCN Diabetes Nursing Forum Working Party 

(RCN, 1991) of which I was a member. In the document the diabetes specialist nurse 

was defined as: 

 „A nurse clinician, with extended knowledge and skills in 

diabetes management… an educator, counsellor, manager, 

researcher, communicator and innovator held responsible for his/her 

actions.‟ (p3)  

 

The definition was based on Castledine‟s (1982) definition of a clinical nurse specialist, 

with additions specific to the role of the diabetes specialist nurse; one of which was that 

diabetes specialist nurses should be able to follow the patient, whether in hospital or 

community, regardless of the employment base of the specialist nurse. The document 

tended to minimise the hospital component of the role, limiting it to the assessment of 

diabetes nursing needs, educational status and referral to community services. The 

hospital setting was omitted from the list of potential venues for giving advice and 

information to those with newly diagnosed or long-standing diabetes. Diabetes nurses 

were advised not to give advice on adjusting insulin doses within the hospital setting, 

although this was common practice in the community.  

 

In practice, the role of diabetes specialist nurses continued to evolve to include the 

provision of in-patient services with some larger teaching hospitals employing diabetes 

specialist nurses solely in the hospital setting. Davies and Davis (1998) described the 

functions of a hospital based diabetes nursing service over the period of one year, 

showing both education and managerial aspects of care and a degree of autonomous 
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practice. Out of 412 insulin-using in-patients seen by diabetes specialist nurses only 52 

saw a diabetologist, 60 of the 155 patients with established type 2 were not seen by a 

medical consultant in diabetes medicine (diabetologist) and only 10 of the 151 newly 

diagnosed patients with type 2 diabetes seen by the diabetes specialist nurse were also 

seen by a diabetologist. The scope of the work of the diabetes specialist nurse included 

education of people with newly diagnosed and established diabetes; advice on 

treatment and control of blood glucose levels; advice on peri-operative care and 

management of diabetes while in hospital and commencement of insulin therapy. The 

variety of work suggested that the role definition needed to be extended to encompass 

the full extent of the work undertaken in the hospital setting. The article described the 

work at only one centre and the findings could not therefore be generalised, however, it 

provided an insight into the role of the hospital based diabetes specialist nurse that had 

not been previously described. 

 

Literature 

 

In an era of evidence-based care there is a reasonable expectation that care should be 

proven to be clinically effective. Services that cannot justify their existence risk being 

withdrawn and specialist nursing posts are particularly vulnerable because they tend to 

be remunerated at a high salary grade, yet are not well defined or evaluated and tend 

not to have easily measurable outcomes. Up to the time of the study the evidence for 

the clinical effectiveness of the diabetes specialist nurse had been inconclusive, 

contradictory, mixed with the input of other professionals or measuring the 

effectiveness of the education rather than the educator (Colagiuri et al., 1994). The 

posts were, and still are, particularly vulnerable in times of economic restraint, often 
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seen by managers as an expensive luxury with little under-pinning evidence to justify 

the existence of the role. Hobbs and Murray (1999) in an editorial in the British 

Medical Journal argued, with some justification, that there was limited evidence of the 

effectiveness of specialist nurses and posts in some areas, such as Nottingham, were 

under threat at the time of writing. The lack of research based evidence for the 

effectiveness and quality of the diabetes specialist nursing service had led to some 

Trusts attempting to dissolve the diabetes specialist nursing role (Anfield, 1998). 

Against this context it was felt that there was an urgent need for research based 

evidence and the following study set out to address the problem.  

A number of studies had shown that in-patient care from a multidisciplinary diabetes 

team that included a diabetes specialist nurses could reduce length of stay (Koproski et 

al., 1997, Leveten et al., 1995, Fedderson and Lockwood, 1994), readmission rates 

(Koproski et al., 1997) and improve the process of care (Leveten et al., 1995). Despite 

the limited evidence, there was an increasing expectation that adult in-patients with 

diabetes should receive specialist nurse support and advice (British Diabetic 

Association, 1996) and there was also evidence of demand for the service (Davies and 

Davis, 1998). 

The exact number of people with diabetes is unknown as diabetes is not a notifiable 

disease and there is no single register of people with diabetes. At the time of the project 

the prevalence of diabetes was considered to be around 1.47%, based on local patterns 

of in-patient and out-patient activity (Currie et al., 1996), a figure now acknowledged 

to be a considerable under-estimate. The latest The Welsh Health Survey (Welsh 

Assembly Government, 2008), a self-reported health questionnaire to the people of 

Wales, suggests that the number is now in the region of 6% in Wales. Diabetes places a 
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disproportionate burden on the National Health Service (as well as on the individuals 

themselves) (Donnan et al., 2000; Olveira-Fuster et al., 2004; Tomlin et al., 2006). as 

one in ten acute hospital beds is occupied by patients with coexisting diabetes (Currie 

et al., 1996), which is proportionately higher than prevalence figures would suggest 

This is a function of both increased likelihood of admission, and greater mean length of 

hospital stay, irrespective of diagnosis (Currie et al., 1996). It has previously been 

suggested that some excess length of stay may not be due to the expected greater case 

complexity in diabetes, but that it may be a consequence of unfamiliarity of the non-

specialist medical and nursing teams with diabetes management (Currie at al., 1997). In 

such cases uncertainty regarding the effects or timing of treatment may cause 

unnecessary delay in discharge. 

It was argued that an effective hospital-based diabetes specialist nurse service should 

be able to demonstrate operational benefits in terms of decreased length of stay, as well 

as adding value to quality or effectiveness of care for patients. Clearly, these 

improvements should not be at the expense of increased re-admissions or increased 

resource use in the community post-discharge and the evaluation was designed to 

examine these issues. 

 

In summary, the factors prompting the study were that, having been involved in the 

initial definition and extension of the role of the diabetes specialist nurse, the natural 

progression seemed to be to evaluate the role as it had been described. At the same time 

the study was designed to meet the criticisms about the lack of evidence justifying the 

role and, if results were positive, to provide evidence in favour of preserving the jobs 

that were under threat in some parts of the United Kingdom.  
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The Project 

 

The primary objective was to demonstrate the clinical effectiveness and/or cost benefit 

of the diabetes specialist nurse role in the hospital setting. Outcome measures used 

were the length of in-patient stay, patient knowledge, satisfaction with care and quality 

of life. Re-admission rates were also noted and a simultaneous economic evaluation 

undertaken. The interest from the nursing point of view was primarily patient 

knowledge, satisfaction with care and quality of life but it was recognised that 

managers would look at the economic arguments and so a health economic evaluation 

was undertaken at the same time. 

 

The research team was headed by me as diabetes care coordinator and principal 

investigator, and included the senior consultant physician (JP), a local health economist 

(CC) and a health economist with expertise in this arena (SD). I was successful in 

obtaining a £96,500 research grant from the Welsh Office for Research and 

Development (WORD) to employ a researcher to ensure objectivity and a degree of 

detachment from the service delivery. The project was discussed at all stages and 

agreed with the diabetes specialist nursing team who were delivering the service.  

 

 

Method 

Randomised controlled trials rank highly in hierarchies of evidence (NICE, 2005). The 

generalisability of results means that the outcome can make a powerful impact on 

practice. They are most frequently used in laboratory settings where variables can be 
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minimised. No attempt at a randomised controlled trial of specialist nursing had been 

attempted for good reason. Research is expensive and roles are often determined locally 

by managers and audited against set standards, if they are evaluated at all. The large 

number of variables found in a „real world‟ setting militates against randomised 

controlled trials and necessitates a pragmatic approach with compromises having to be 

made. One alternative would be to conduct pre and post measurements before and after 

the introduction of a diabetes specialist nursing service, but in this case the nurses were 

already in post. Diabetes specialist nurses work as part of a multi-disciplinary team, and 

so teasing out their unique contribution is difficult, particularly when there is an on-

going service commitment. Furthermore, research is about discovering new knowledge 

and evaluating a role risks finding that the role makes no difference and thus poses a 

threat to the employees currently within the role. In this case the potential benefits were 

seen to outweigh the risks. There was some alarm in the diabetes nursing community at 

the time about posts being cut without a clear clinical rationale and the local diabetes 

nursing team recognised the importance of providing evidence for the work they did. 

There was seen to be a threat to the occupational grouping as a whole and no evidence 

to present an argument either way. The study took a multi-facetted approach requiring 

multi-disciplinary expertise with the result that the evaluation methods employed were 

deemed credible and useful for both clinicians and managers.  

The study design was a prospective, open, randomized, controlled trial of diabetes 

specialist nurse care in the in-patient treatment of adults with diabetes, undertaken in 

the medical and surgical wards of a large University Hospital. The study followed the 

standard ethical procedures of the time and was approved by the Local Research Ethics 

Committee. Each ward manager was informed of the study design and purpose and the 

consent of all consultants with adult beds at the hospital was sought and obtained. 
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Information was also given to general practitioners via the Local Medical Committee 

and letters were sent to the general practitioners of all consenting patients.  

Sequential, unselected referrals of all cause adult in-patients with diabetes to the 

diabetes specialist nursing service (with either type 1 or type 2 diabetes) were 

randomized to control or intervention groups prior to clinical review. Eligibility for the 

trial was based on diagnosis of diabetes, regardless of the reason for admission. The 

reason for admission to hospital did not have to be related to the diagnosis of diabetes. 

Subjects also needed to be able to complete a questionnaire. Informed consent was 

sought from those patients willing to participate. All subjects were visited after 

randomization but prior to any intervention by an independent investigator. Their 

suitability to participate in the study was assessed, and patients unable to complete self-

reported questionnaires were excluded from secondary outcome assessments but were 

nevertheless entered into the study and primary outcome data recorded. 

In determining the composition of control groups a variety of alternatives were 

considered. One option was to use different hospitals and have a diabetes specialist 

nursing service in one and not the other. It would have been possible at the time to find 

another hospital without an in-patient diabetes specialist nursing service. However, 

there would have been so many other variables, different staff, different operating 

procedures, potentially different patient demographics and it was decided that 

conducting the study within one hospital setting would reduce the number of variables. 

Consideration was also given to using certain wards as control groups and intervention 

groups, but again, this would have different sorts of patients in the control and 

intervention groups. Finally it was decided that the intervention was on an individual 

patient basis and that randomisation would be on the basis of the patient alone. 
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The original intention was to take sequential unselected patients with diabetes as they 

were admitted to hospital for whatever cause and randomise them to control (usual 

care) or intervention groups (usual care plus diabetes specialist nurse intervention). It 

was felt that opportunities to refer patients to diabetes specialist nurses were being 

missed by the general nurses and that this design would demonstrate the full potential 

of what diabetes specialist nurses could do. However, in the pilot phase it became 

apparent that many of the patients were not suitable candidates for diabetes specialist 

nurse intervention. They had dementia, or were unconscious or terminally ill, and far 

from missing referrals to the diabetes specialist nurses, the ward nurses were 

appropriately selecting suitable patients for diabetes specialist nurse intervention. This 

resulted in a re-think of the study design as the intention was to provide an evaluation 

of the usual work of a diabetes specialist nurse. The study was amended, with the 

approval of the funding body and ethics committee, so that the sample became 

sequential patients with diabetes who were routinely referred to the diabetes nursing 

team. These patients were seen by the researcher and if they agreed to participate they 

were randomly selected to the intervention or control groups.  There was considerable 

debate within the diabetes nursing team about the ethics of withdrawing the diabetes 

specialist nurse service from patients who would otherwise have received it. However, 

they were also conscious that, without evidence for the effectiveness of the service, the 

whole service could have been withdrawn. It also took considerable courage and 

conviction for the diabetes nurses to cooperate with the study as a negative result could 

have resulted in a permanent withdrawal of the service. The decision also reduced the 

number of people eligible for entry to the study and slowed down recruitment. 
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Intervention 

The total sample consisted of unselected patients referred to the hospital diabetes 

specialist nurse service. The control group received standard care, defined as any 

management carried out by health care professionals (medical, general nursing, 

dietetic) other than the in-patient diabetes specialist nurse. The intervention group 

received care and advice from a diabetes specialist nurse in addition to this standard 

care. Those who declined to participate in the study received the same input from the 

diabetes specialist nurse service as the intervention group. Diabetes specialist nurse 

care included individual structured patient education appropriate to need, and practical 

management advice including verbal and written case-note feedback to ward-based 

medical and nursing staff. Diabetes specialist nurse input began on the day of referral 

and randomization, and continued until discharge. During the period of the study four 

diabetes specialist nurses were rotated in their area of practice to ensure that it was the 

role that was evaluated and not the contribution of one individual. 

Patients requiring community diabetes specialist nurse follow-up were referred as 

appropriate. Where necessary, a visit was made one week post-discharge, after the 

administration of the post discharge questionnaire, to provide patient support without 

contaminating the results of the hospital diabetes specialist nurse intervention. 

 

Sample Size 

Previous studies of specialist diabetes care (Levetan et al., 1995; Feddersen & 

Lockwood, 1994), had reported reductions in length of stay of between 1.3 and 

4.6 days, with standard deviations ranging from 1.7 to 9.1 days. Assuming that a 2-day 
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reduction in length of stay with a standard deviation of 6 days was clinically 

meaningful, it was estimated that we required a sample size of 140 in each group to 

achieve 80% power to detect difference in means using a two-group t-test with a 5% 

two-sided significance level. 

 

Outcome Measures and Data Collection 

The evaluation of diabetes specialist nurses‟ intervention included individual length of 

in-patient stay, frequency of readmission (within 12 months), and time in days to first 

readmission. These data were collected manually from patient records and verified 

subsequently using the hospital patient management system. These were considered 

primary outcome measures. Admission and discharge dates, including those for any 

readmissions in the year following discharge, were collected manually on all subjects 

and verified using the hospital patient management system (PMS). Secondary outcome 

measures included community resource use post-discharge, patient satisfaction, 

diabetes knowledge and disease-specific quality of life. An economic evaluation was 

also completed. 

Patient dependency was assessed on admission and discharge by a research nurse using 

a simple four-point scale. Patient reaction to diabetes specialist nurse intervention was 

measured using the following four validated questionnaires. Firstly, The Diabetes 

Knowledge Scale developed by Dunn (1984) which is a diabetes knowledge 

questionnaire comprising fifteen multiple choice questions. Minor modifications were 

necessary to reflect practice in the United Kingdom (as opposed to Australia where it 

was developed) at the time and to ensure an appropriate version for insulin and non 
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insulin users. Permission had previously been sought and obtained for an earlier study 

(Davis, 1991). Two health-related quality of life instruments were employed; the Audit 

of Diabetes Dependent Quality of Life (ADDQOL) was used after discussion and 

agreement with the author (Bradley, 1994). The advantage of this tool was that it was 

diabetes-specific and designed to identify the domains of life important to the 

individual, the quality of which may be impaired by diabetes and its management. The 

domains include working life, social life, worries about the future and enjoyment of 

food. The possible score ranged from minus nine to plus nine in each domain. The 

second instrument was the more widely known SF36 generic quality of life instrument 

(Ware and Sherbourne, 1992) that measures health-related quality of life in eight 

domains covering energy, mental health, pain, physical functioning, role (emotional), 

social functioning and general health perceptions. The eight dimensions are scored on a 

0 (poor health) to 100 (good health) scale. An additional item is also produced that 

reflects how the respondent‟s health has changed over the preceding year. All items, 

except the last, refer to the four weeks preceding the completion of the questionnaire. 

The ADDQoL is useful for its disease specificity and the SF36 enables comparisons 

across disease groups. Diabetes-specific quality of life and diabetes knowledge were 

assessed at randomisation and at one week post-discharge by post, using self-completed 

questionnaires. The final tool was a modified version of the Diabetes Clinic 

Satisfaction Questionnaire (DCSQ) (Bradley 1994) used to measure patient satisfaction 

with diabetes health care delivery. The questionnaire has eighteen items concerning 

privacy, continuity of care, aspects of treatment recommendations, information, 

communication and other aspects of relationships with health care professionals. 

Respondents choose from a four point scale of responses „not applicable‟, „satisfied,‟ 

„slightly dissatisfied,‟ and „dissatisfied.‟ Items are treated separately for the purpose of 



67 

 

analysis. It was originally designed to assess patient satisfaction in the out-patient 

setting. In discussion with the author a modification was made to omit two items on the 

scale that were irrelevant to in-patients without affecting the validity of the tool. The 

questionnaire was also administered one week after discharge. 

The baseline questionnaires were collected by the researcher prior to diabetes specialist 

nurse intervention. (Diabetes Knowledge, SF36, and ADDQoL). Within one week of 

discharge further questionnaires were posted (Diabetes Knowledge, ADDQoL and 

DCSQ). It was originally intended to repeat the SF36 at four weeks post discharge, but 

patients found its completion onerous and repetitive and compliance in returning the 

questionnaire was low, so it was included in the one week post-discharge raft of 

questionnaires, however this was to the detriment of the quality of life data. Stamped 

addressed envelopes were provided for replies. Reminder letters were posted if not 

returned within one week of posting. 

In order to assess the impact of in-patient diabetes specialist nurse care on post-

discharge events, data on subsequent out-patient attendances, contacts with primary and 

social care, and time away from normal activities were also recorded at 1 month post-

discharge using a postal questionnaire. 

 

Economic Evaluation 

 

The economic evaluation was conducted alongside the trial using health economist 

expertise. It was recognised that the use of the diabetes nurse specialist could have 

potentially important resource consequences in terms of the cost of the nursing post and 
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possible reductions in length of stay in hospital.  Any reduction in length of stay could 

also have an impact on health related quality of life through either improved social 

functioning due to what could be termed appropriate earlier discharge, or increased 

levels of anxiety through inappropriate discharge. The resource consequences and the 

potential trade-offs between cost and outcomes, indicated that an economic evaluation 

was necessary. 

 

Although the main impacts on resource use were thought to be the nursing inputs and 

the length of the inpatient episode, it was also possible that wider effects could occur.  

Earlier discharge, if achieved, could lead to the need for higher levels of support in the 

community such as increased utilisation of primary and community care resources.  

Alternatively, access to an inpatient diabetes specialist nurse could lead to an increased 

amount of need being identified, and thus an increase in community diabetes specialist 

nurse workload after the patients have been discharged. Given that the patient 

population is quite old, it also seemed reasonable to assess any impact on social 

services; therefore, the primary perspective of the study was that of health and social 

services.  It was also decided to gather information on indirect costs to allow a fuller 

evaluation to be undertaken. 

 

The measurement of health related quality of life for the economic evaluation was 

undertaken using the SF-36.  This instrument has previously been validated for use in 

older populations (Lyons et al., 1994; Hayes et al., 1995; Brazier et al., 1996) as well 

as the general population and is capable of being transformed into utility values, 

producing a cost-utility analysis (Brazier et al., 1998).   
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Methods 

 

The general methods conformed to those which are generally used when undertaking 

economic evaluations alongside controlled trials (Drummond, 1994). Resource use 

information was gathered for each individual patient within the trial, so that when 

combined with unit cost information, a cost for each individual patient could be 

calculated. 

 

The inpatient stay was measured by specialty specific length of stay.  This information 

was gathered from patient notes.  Details of operations were not gathered as the 

intervention was not expected to affect this.  Use of primary and community care 

resources, together with social service resources was gathered using a questionnaire 

that was intended to be administered to patients at four weeks post discharge.  

Differences in primary and community resource use relating to the intervention were 

not thought likely after this time period.  Information on patient time was also collected 

using this questionnaire.  A summary of the data collected is given in Table 1.0. 

 

The cost of the nurse specialist was estimated using salary scales from the hospital 

Trust.  The salary costs were inflated to include employment costs (National Insurance 

and employer‟s pension contributions) and on-costs (overheads). The percentage 

increase in gross salary costs for overheads was estimated by calculating the ratio of 

„relevant‟ operating costs to gross salaries in the Trust.   
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Table 1.0:  Summary of the Methods of Resource Use Measurement and Valuation 

 

 

Cost Component Unit of Resource Source of Data Valuation 

1. Diabetic nurse 

specialist 

service 

 Whole time 

equivalent 

nursing posts 

 Annual 

workload 

 Defined in 

study proposal 

 Davies and 

Davis (1998) 

 Annual salary 

(Hospital Finance 

Department), plus 

on-costs (Hospital 

Annual Accounts) 

2. Inpatient stay  Length of stay 

by specialty 

 Patient notes  Fixed and marginal 

cost estimates 

taken from analysis 

of hospital costs  

3. Outpatient 

costs 
 Outpatient 

attendances 

 Hospital Trust 

Financial 

Returns 

 Cost per 

attendance. 

4. General 

practitioner 

attendances 

 General 

practitioner  

surgery visits 

 General 

practitioner 

domiciliary 

visits 

 Patient follow-

up 

questionnaire 

 Netten and Dennet 

(1997) 

5. Nurse visits  Nurse visits  Patient follow-

up 

questionnaire 

 Netten and Dennet 

(1997) 

6. Social service 

visits 
 Social service 

visits 

 Patient follow-

up 

questionnaire 

 Netten and Dennet 

(1997) 

7. Other health 

service 

contacts 

 Number of 

contacts by 

professional 

body 

 Patient follow-

up 

questionnaire 

 Netten and Dennet 

(1997) 

8. Indirect Costs 

(Patient time) 
 Days away 

from work 

 Days away 

from normal 

activities 

 Days assistance 

from friends 

and relatives 

 Patient follow-

up 

questionnaire 

 Not valued, as 

economic 

evaluation was 

restricted to health 

and social services. 

 

 
 

The operating costs thought relevant to the nursing post were; general supplies and 

services, establishment, premises, other operating expenses and capital costs.  Capital 
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costs were not given in the Financial Returns and so were estimated to be 6% of 

tangible fixed assets. These data were combined with an estimate of the annual 

workload of a diabetes specialist nurse taken from a previous study (Davies and Davis, 

1998) to produce a cost per patient for diabetes specialist nurse care.  Actual workload 

in the study was not used, as it was expected to be much lower due to the need for 

administration associated with the research project. 

 

According to Simon Dixon, the health economist in the study, the valuation of the 

inpatient stay of patients is a problematic aspect of the economic evaluation. It is 

recognised that using an average cost per day to value hospital stays is flawed, when a 

change in length of stay is anticipated, but a simple and accurate solution to this 

problem has not been found. The problems are identification of marginal, rather than 

average costs, and identification of the decision making context.   

 

In studies looking at reducing the length of stay the marginal cost is the reduction in the 

total cost of the hospital stay produced by staying in hospital for one day less. 

However, the marginal cost of a day in hospital at the end of a stay in hospital is less 

than the average cost of a day in hospital because the majority of costs are typically 

„front-loaded‟ during the early part of the patient‟s hospital stay.  Consequently, if 

average cost per day is used in studies where length of stay reduction is expected, the 

results will be biased, indicating that much higher costs can be saved than those 

actually possible.  A typical cost profile of an emergency hospital stay is shown in 

Figure 2. 
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Various ways have been used to try and identify marginal, as opposed to average costs.  

The best approach is a detailed costing of individual patient‟s resource use; however, 

this is time-consuming and expensive.  A less complex way is to use routine sources of 

data such as theatre records and medical records.  Professional opinion can also be used 

before apportioning the remaining costs across patients depending on whether on not 

the cost is thought to vary with length of stay or not.  This was the approach was used 

by Hollingworth et al., (1993) to study early discharge after hip fracture.  However, 

such intense methods, while being feasible when looking at a single type of admission, 

become onerous when there are many different types of admission. A simpler approach 

was used by Russell et al.  (1977) when looking at the cost-effectiveness of day case 

surgery for hernia repair. They valued savings by estimating to what extent the day case 

surgery could contribute to the length of stay on a surgical ward.  Although not directly 

used to estimate the costs of reduced length of stay, Walker and Whynes (1990) 

showed how nursing dependency data can be used to estimate the profile of costs for 

individual patients, and hence estimate the marginal costs at the end of a hospital stay. 
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The method used in the study is that adopted by Hurst (1976).  Hurst used aggregate 

data on hospital activity and costs to estimate the marginal costs of inpatient stays in 

several specialties.  He assumed that inpatient costs could be broken down into just two 

components – admission/treatment costs and marginal costs.  This information, he 

argued could be produced by regressing average cost per inpatient day against average 

cost per episode for different hospitals.  The intercept term (that is the estimate of the 

average length of stay for a patient described by the „reference category‟ of each of the 

patient characteristics) would reflect admission and treatment costs (which did not vary 

with length of stay), while the coefficient on the length of stay variable would reflect 

the marginal costs.  Using the estimates for this model will produce a cost profile of the 

shape shown in Figure 3.  Any reduction in length of stay will be costed using the 

estimated marginal costs, which will be less than the average cost, and hence length of 

stay remains true to marginal costs. 

 

 
 
 
 

Hurst‟s method estimated the marginal cost of a day in hospital, using aggregate 

financial information.  It regressed (tended toward the statistical mean) average cost per 

inpatient day against average cost per episode for different hospitals.  From the 
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resultant equation, the intercept term is said to reflect costs which do not vary with 

length of stay (e.g. admission, treatment and capital cost), while the coefficient on the 

length of stay variable would reflect the marginal costs. One of the potential problems 

with this method, and the regression relationship in particular, is that its interpretation 

holds best for specialties with long lengths of stay.  However, much acute medicine has 

relatively short lengths of stay.  Consequently, the marginal cost estimates produced by 

the regression analysis are greater than the „real‟ estimates.  One further problem is that 

the coefficients in the regression may be biased if relevant variables are omitted from 

the analysis.  This is likely to be the case as there are few data on other potentially 

important variables (such as case-mix).  The effects that these potential biases are 

investigated within the economic evaluation under the section headed sensitivity 

analysis. 

 

Patients in the diabetes nurse specialist study were admitted to a total of ten different 

specialties, however, not all of these were identified separately in the Trust Financial 

Returns used in the regression analysis (e.g. renal medicine).  The following specialties 

were used from the regression analysis; other medicine, cardiology, general surgery, 

urology, cardiothoracic surgery, dermatology and neurosurgery. The models for two of 

the specialties produced marginal cost estimates that were greater than the average cost.  

These results indicate that there is some problem with the analysis.  This is likely to be 

mis-specification bias produced by the omission of other important variables. The 

inpatient costs (see Table 1.1) show how the marginal costs are typically well below the 

average costs.  Although the estimated marginal costs for dermatology are likely to be 

unrepresentative of true marginal costs, they are applicable to only a small number of 

patients, and will therefore have a negligible effect on the overall results. 
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Table 1.1 Estimated Marginal Costs for Hospital Stays 
 

 National marginal 

cost: national 

average cost (MC: 

AC) ratio (%)  

 

Local 

hospital 

average cost 

(£/day) 

Imputed local 

hospital 

marginal cost 

(£/day)
 * 

Estimated fixed 

cost 

(£/day based on 

analysis of 

national data) 

Dermatology 105 101.72 107.02 252.59 

Cardiac 

surgery 

86 698.16 600.38 617.20 

General 

surgery 

77 278.79 215.92 211.99 

Medicine 71 125.34 108.42 293.12 

Urology 70 284.42 198.47 193.79 

Rheumatology 67 120.04 79.96 523.94 

ENT 59 323.82 191.05 264.66 

Neurosurgery 58 212.12 122.86 1154.13 

Neurology 54 327.56 176.95 1142.77 

Gynaecology 44 255.42 111.42 321.11 

Cardiology 12 366.18 44.92 1091.41 

 

*The imputed marginal cost was estimated by applying the national MC: AC ratio (%) 

to the local hospital average cost per day.  

 

 

The choice of the Hurst methodology using the marginal estimates from the regression 

analysis was chosen because the marginal estimates produced are, in general, less than 

the average estimates.  This is in line with what is expected from theory, and therefore, 

the regression results will provide superior estimates for use in the economic evaluation 

than the use of average costs. Secondly, the impact of using potentially biased marginal 

cost estimates is investigated in the sensitivity analysis of the economic evaluation, and 

therefore, made explicit in the results of the economic evaluation. Thirdly, the cost 

estimates of the impact of the diabetes specialist nurse intervention, which are based on 

both the regression analysis and the trial results, are used only as indications of the 

potential costs consequences of the intervention.  The primary outcome measure and 

the basis for resource use estimates is the reduction in bed days attributable to the 

intervention and this is free from any potential bias associated with marginal cost 
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estimates. Despite problems with this method, it was thought to be the most appropriate 

for this study, as it produces reasonable estimates of marginal cost for different 

specialties, without detailed and expensive costing exercises. 

 

A second problem with economic evaluations is in the identification of the decision 

making context. In the event of any intervention producing a reduced length of stay, 

researchers frequently claim to have identified cost savings, yet health service 

personnel point out that these developments can increase costs because the vacant bed 

is simply filled by another (more acutely ill) patient.  The conclusions of such studies 

should, in fact, be claiming that long-run costs have been reduced, in other words the 

release or reallocation of resources can not be realised immediately as they include 

such items as staffing costs, which can not be quickly reduced.  Capital costs in 

particular are fixed in the short and medium term. Use of the word „savings‟ implies 

that costs are released, however, it is more usual for the spare resources to be 

subsequently reallocated within the same directorate. Secondly, it is more accurate to 

say that the cost of the service under study has been reduced.  This is because the spare 

resources are now delivering another service and that this new service will yield 

additional benefits.  The cost-effectiveness of any additional service that is provided 

with the spare resources should be evaluated so that the full welfare effects of the 

service change are understood although this rarely happens. 

 

It also needs to be understood that the wider implications of any cost reduction are 

typically locality specific.  Another hospital that releases a similar amount of resources 

may employ them in completely different ways, and as such, the overall effect on costs 

(i.e. the study service and any new service) is highly variable.  Consequently, the users 
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of economic evaluations need to take the results of studies and apply them to their local 

situations before assessing whether to proceed with the intervention. 

 

The problems described are not confined to studies which identify reductions in length 

of stay, though they are exaggerated in such studies, and combine to produce great 

uncertainty over any cost estimates produced. The greatest use to decision makers (such 

as clinicians and managers) who are considering the development of a service that is 

expected to reduce length of stay is the change in physical resources (that is, the 

reduction in bed days).  They can then assess the organisational and operational impact 

that such a change would have in their own particular hospital.   

 

Average cost per episode and average cost per inpatient day was obtained for all Trusts 

within England and Wales (Chartered Institute of Public Finance and Accountancy and 

Health Finance Management Association (CIPFA), 1997) and for all specialties.  

Simple linear regressions were undertaken with a constant and length of stay being 

regressed against cost per case. The ratio of average cost per day to estimated marginal 

cost per day (from the regression) was calculated.  The ratio would then be used to 

adjust the average cost per day for the hospital to a marginal cost. 

 

While it is widely recognised that using an average cost per day to value hospital stays 

is flawed, when a change in length of stay is anticipated, a simple and accurate solution 

to this problem has not been found. Hurst‟s method (1976) produced two cost 

components for each specialty; one that varies with length of stay (and as such is a 

proxy for the marginal cost of a day in hospital) and one that is fixed (and as such is a 

proxy for admission, treatment and capital costs).  The fixed component used in this 
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economic evaluation was the national average, while the variable component was 

specific to the hospital and was calculated by applying the ratio of marginal to average 

costs, to the actual hospital average cost. 

 

Data on the dependency of the patients on discharge was also collected in order to 

assess whether patients in the two groups were equally dependent on nursing support 

on the final day of their stay.  If differences were found, this would indicate that cost of 

care on the final day is not equal for the two groups, and as such, the marginal costs 

would not be equal.  If any significant differences were found, the marginal cost 

estimates from the analysis of aggregate cost data would be adjusted accordingly. 

 

Outpatient attendances were valued using the specialty specific average cost per 

attendance for the hospital.  Costs of primary and community care together with social 

services costs were estimates taken from Netten and Dennet (1997) and based on 

1997/98 prices. 

 

 

Analysis 

 

Differences between groups for nominal data (such as specialty) were tested by 

standard Chi-square tests, or in the case of two-by-two tables (for example, gender), 

Fisher‟s Exact test.  Differences between groups for ordinal data (e.g. age group) were 

tested by a linear-by-linear association Chi-square test. 

For continuous data, differences between groups were tested for using independent 

sample t-tests when the data were approximately normal.  In the case of non-normal 
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data, bootstrapping methods were used to estimate confidence intervals and an 

achieved significance level.  Multivariate analyses with patient group and baseline 

patient characteristics as independent variables were also undertaken in order to adjust 

for any differences between the groups remaining after randomisation. 

Costs 

In summary then, the hospital costs, based on a cost per patient for the diabetes 

specialist nurse and speciality-specific length of stay, were estimated for each patient. 

Cost per patient was estimated by dividing nurse salary and overhead costs by the 

typical annual workload of a diabetes specialist nurse (Davies and Davis, 1998). It was 

assumed for the cost calculation that all patients received the same daily input from the 

diabetes specialist nurse. In-patient costs were calculated using speciality-specific fixed 

and marginal costs from national cost data that had been estimated using The Health 

Service Financial Database (CIPFA, 1997). This approach avoided the problems 

associated with using per diem costs when estimating cost reductions associated with 

reduced length of stay (Hurst, 1976; Jonsson and Lindgren, 1980). Sensitivity analysis 

was undertaken on salary costs, salary overheads, nurse workload, and the estimate of 

marginal costs and length of stay difference.  

 The total in-patient revenue budget for the hospital under study was £136 million 

(1994/5 figures) associated with 920,000 bed days; a crude mean cost of £75-150 per 

bed day. Using these calculations a diabetes specialist nurse with a salary of around 

£25,000 (mid-scale salary plus overheads) could only be justified in financial terms if 

the post succeeded in reducing the total number of bed days for diabetes by a 1% in the 

excess length of stay or a reduction of 0.3% in the all-cause total bed days used for 

diabetes (82,857 days in 1994/5). In a hospital with about 900 adult beds approximately 
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ninety beds would be occupied by people with diabetes at any one time (Currie et al 

1996). A diabetes specialist nurse would have to reduce the total number of bed days 

by between 170 days per annum (crude mean cost of £75 per bed day) or a reduction in 

length of stay of, on average, one patient on each working day by one day to have 

financial cost and benefit. 

 

Statistical Analysis 

In order to compare length of stay data and re-admission rates control and intervention 

groups were matched retrospectively as far as possible for primary admission 

diagnosis, type of diabetes, age and sex. For all tests a p value of <0.05 was considered 

significant. The Mann–Whitney U-test was used to compare the length of hospital stay 

between all subjects in the intervention and control groups.  

For re-admission rates the Wilcoxon matched pairs test was used to compare the 

number of days spent during all readmissions between the subjects in the intervention 

and control groups matched for primary admission diagnosis, type of diabetes, age and 

sex. It was also used to compare time taken (in days) to first re-admission between the 

two groups. A Mann-Whitney test was used to compare the number of days spent 

during all re-admissions between all subjects in the intervention and control groups. 

For analysis of the questionnaires the results from the control and intervention groups 

were compared as a whole, the groups were not case matched. In the Diabetes 

Knowledge test the correct answers were scored before and after discharge in the 

intervention and control groups. Unpaired t tests were used to compare knowledge 

scores within and between groups pre and post study period. The SF-36 quality of life 

questionnaire was scored according to the author‟s guidelines. Unpaired t-tests were 
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used to compare changes in baseline and post discharge scores between the groups. The 

ADDQoL questionnaire was scored according to the author‟s guidelines. A Mann 

Whitney U test was used to compare the effect each group of patients thought diabetes 

had on their lives in general and also to compare the effect diabetes had on specific 

areas of their lives. 

For the DCSQ the proportion of responses to each satisfaction category were scored 

and analysed for all aspects of care, categories of care and individual aspects of care. A 

Mann Whitney U test was used to compare the overall level of satisfaction with 

diabetes care between the two groups. A chi squared test was used to compare levels of 

satisfaction with each aspect of care. 

Comparisons of resource use and costs were undertaken using bootstrap methods 

(Effron and Tibishirani, 1993) as this is regarded as the most appropriate approach for 

economic data (Barber & Thompson, 1998). The Kaplan–Meier method was used to 

calculate time to readmission, and differences between groups were compared using the 

log rank test. χ
2
 tests were used for categorical data and data in two-by-two tables by 

Fisher's exact test. 

 

Results  

 

Five hundred and eight patients were sequentially referred between January 1997 and 

September 1998 (Figure 4). Three hundred agreed to inclusion and were randomized.  

Two hundred and eight declined to participate and received all aspects of care including 

diabetes specialist nurse intervention. Data were not routinely kept on this group, but a 
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retrospective analysis was attempted to see if the group had distinctive characteristics 

that could have influenced the results. One hundred and sixty eight patients were 

identified from the computerised patient management system (PMS) and the break-

down can be seen diagrammatically in Table 1.2.  

Figure 4 Diagrammatic representation of the study sample 

 

 
 

 

 

To ensure that the sample was not unduly biased the excluded non-randomised group 

were compared with the intervention group. The former group refused to be 

randomised and received the full package of care including diabetes specialist nurse 

intervention. It therefore follows that the results of these two groups should be similar 
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and indeed, the table 1.2 below shows no significant differences in characteristics 

between the groups. The total number of in-patient days for this group was 1617, a 

mean length of stay of 10.1 and a median length of stay of 8 days. The length of stay 

was comparable with the intervention group.  

Table 1.2  Comparison between Excluded Non-Randomised Group and 

Intervention Group 

 Excluded 

Group 

Numbers 

Excluded 

Group 

Percentages 

Intervention 

Group 

Numbers 

Intervention 

Group 

Percentages 

Gender     

Male     

Female   

Missing data 

86                                      

82                                            

40 

41.35                 

39.42                

19.2 

73                     

69                       

0        

51.4                   

48.6                   

0 

 208 100 142 100 

Diabetes Type     

Type 1      

Type 2          

Missing data 

22               

146               

40 

10.6                   

70.2                   

19.2 

32                     

109                    

1 

22.5                   

76.8                   

0.7 

 208 100 142 100 

Age     

55 or under  

Over 55         

Missing data 

116                     

52                      

40 

55.8                 

25                      

19.2       

82                      

34                      

26 

57.8                    

23.9                   

18.3 

 208 100 142 100 

 

Three hundred patients entered the study, 148 in the intervention group and 152 in the 

control group. Of these patients, 129 were unable to complete the secondary outcome 

questionnaires because they were either visually impaired, non-English speaking, 

confused, or had reduced consciousness. A further 24 failed to return the 1-week post-

discharge questionnaires. During the study 14 patients died (control group eight, 

intervention group six). The remaining 286 subjects were analysed on an intention to 

treat basis, 142 in the intervention group and 144 in the control group.  
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Table 1.3 Comparisons of Patient Characteristics in the Two Study Groups.  

Variable  Control 

Group 

Intervention 

Group 

  n  % n  % 

Age < 35 7 (6.3) 13 (11.2) 

 35 – 54 27 (24.1) 21 (18.1) 

 55 – 74 55 (49.1) 63 (54.3) 

 > 75 23 (20.5) 19  

 Missing data 32  26  

Dependency on 

admission 

Minimal 1 0.7 1 0.7 

 Normal 23 (16.0) 28 (19.7) 

 Intermediate 83 (57.6) 79 (55.6) 

 Intensive 37 (25.7) 34 (23.9) 

 Missing data 0  0  

Gender Male 78 (54.9) 73 (51.4) 

 Female 64 (45.1) 69 (48.6) 

 Missing 2  0  

Diabetes status Type I* 16 (11.1) 32 (22.7) 

 Type 2 110 (76.4) 89 (63.1) 

 Type 2 insulin treated 18 (12.5) 20 (14.2) 

 Missing data 0  1  

Specialty of admission General medicine 94 (65.3) 85 (59.9) 

 Cardiac medicine 10 (6.9) 8 (5.6) 

 General surgery 11 (7.6) 15 (10.6) 

 Cardiac surgery 9 (6.3) 6 (4.2) 

 Vascular surgery 7 (4.9) 7 (4.9) 

 Other 13 (9.0) 21 (14.8) 

 Missing data 0  0  

      

*¶A diagnosis of Type l diabetes was attributed to those patients with a requirement for 

insulin, and diagnosed with diabetes before 35 years of age. 

 

Patient characteristics in the two study groups were generally similar, although there is 

evidence of a greater proportion of patients with Type 1 diabetes in the intervention 

group (Table 1.3). Those patients who completed the questionnaires were younger and 

less dependent on admission and discharge than those who did not complete the 

measures, but there were no differences between characteristics of control and 

intervention groups. A comparison of non-participants and the intervention group 

http://www3.interscience.wiley.com.ergo.glam.ac.uk/cgi-bin/fulltext/118991908/main.html,ftx_abs#t1#t1
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showed no differences in age, sex, or type of diabetes. Wherever possible for the 

primary outcome measures, patients from the control group were matched with patients 

from the intervention group for primary admission diagnosis, type of diabetes, age and 

sex. This was possible in 206 of the 286 patients (presented as matched pairs for some 

of the findings). It was not possible to match 80 patients (34 in the intervention and 46 

in the control group).  

 

Primary outcome measures 

 

 

There was a significant difference in the length of hospital stay between the two groups 

whether matched or unmatched. In the matched pairs the intervention group spent, in 

total, 366 days less in hospital (p<0.001). In the unmatched pairs the intervention group 

spent, in total, 407 days less in hospital (p<0.05).  

 

 

Table 1.4  Differences between Groups in Length of Stay 

 

Group Total No of  

in-patient 

days 

Mean 

length of 

stay 

Median 

length of 

stay 

Inter-quartile 

medians 

Unmatched Pairs     

Intervention (n=142) 1469 10.3 8 7,6,8,11.5 

Control (n=144) 1876 13 11 12,9,12,12 

Matched Pairs     

Intervention (n-103) 963 9.34 8 6,8,7,8 

Control (n=103) 1329 12.9 11 12,10,9,12 

 

 

 

 

 

 

 

 

 



86 

 

Table 1.5 Sub-analysis of Differences in Length of Hospital Stay between Groups 

 

 Intervention Group Control Group  

 n No of 

days 

Mean Median n No of 

days 

Mean Median P value 

Unmatched 

Pairs 

         

< 4 days 17 47 2.7 2 12 32 2.6 3 p>0.05 

4-14 days 94 738 7.8 7 82 757 9.2 8.5 p<0.001 

> 14 days 31 684 21.9 19 50 1087 21.7 19 p>0.05 

Matched 

Pairs 

         

< 4 days 13 33 2.5 2 7 18 2.5 2 p>0.05 

4-14 days 69 526 7.6 6 63 589 9.3 8 p<0.001 

> 14 days 21 404 19.2 17 33 722 21.8 20 p>0.05 

 

The length of stay was broken down into short, medium and longer terms of in-patient 

stay. If diabetes specialist nurses were making a genuine impact it would be most likely 

in the middle range length of stay. It is difficult to make a noticeable impact on short 

lengths of stay, and it is unlikely that diabetes would be the over-riding factor in longer 

lengths of stay. 

Overall, the intervention group (n=148) had a median length of stay of 8.0 days 

compared with a median length of stay of 11.0 days in the control group (n=152) which 

was significant at a level of p < 0.01 using the Mann-Whitney U test. Both the 

intervention group and patients refusing randomization (who received the same input as 

the intervention group) had a mean length of stay of 10.8 days.  

There was no difference in the readmission frequency (p = 1.00 using Fischer exact 

test) or time to re-admission (P = 0.80 Log rank test using Kaplan–Meier analysis) 

between the control (n=38) and intervention groups (n=37). In both groups a quarter of 

the sample were re-admitted within a year of discharge.  
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Table 1.6 Analysis of Length of Stay and Hospital Readmissions  

 Control group Intervention group 

Resource 
n  Median 

Interquartile 

range n  Median 
Interquartile 

range 
Length of stay 152 11.0 9.0 148 8.0 10.0 
Number of patients 

re-admitted 
38    37    

 n  Mean  95% CI  n  Mean  95% CI  

Time to readmission  152 278.0 254.0–302.0 148 283.2 260.2–306.2 

 

 

 

Table 1.7 Differences between Matched and Un-Matched Groups in Readmission 

Patterns 

 

 Unmatched Matched pairs 

Time to first re-admission       

 n Days Mean n Days Mean 

Intervention Group 37 2639 71.3 23 1753 76.2 

Control Group 38 1809 47.6 29 1388 47.8 

No. of readmission days in  

12 months following discharge 

      

Intervention Group 37 485 13.10 23 347 15.08 

Control Group 38 574 15.00 29 417 14.37 

 

 

Patients in the control group were more likely to be re-admitted sooner than the 

intervention group and the difference was significant (p<0.05) whether or not the 

patient groups were in matched pairs. However, in the 12 months following discharge, 

there was a significant difference between the unmatched control and intervention 

groups in the overall number of readmission days (p<0.05), but the significance 

disappeared when the groups were put into matched pairs.  

 

 

Secondary Outcome Measures 

One hundred and thirty three patients completed the secondary outcome measures, 67 

in the intervention group and 66 in the control group; a response rate of 47%.  One 
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hundred and twenty-nine patients were unable to complete the self-reporting 

questionnaire elements of the study for reasons including visual impairment, inability 

to speak or read English, confusion, impaired conscious levels. Twenty-four patients 

failed to return the post discharge questionnaires, following a reminder letter. For the 

secondary outcome measures the two groups were not matched for primary admission 

diagnosis but were comparable in age, sex and type of diabetes. 

Table 1.8 Characteristics of Questionnaire Respondents 

 Male n= Female 

n= 

Type 1 

diabetes 

Type 2 

diabetes 

<55yrs >55yrs 

Intervention 

Group 

35 32 11 56 21 46 

Control 

Group 

36 30 8 58 28 38 

 

Knowledge Scores 

Table 1.9 Changes in Knowledge Scores between and within Groups 

 % correct 

answers baseline 

% correct 

answers post 

study 

p-value 

Intervention 

Group 

53% 74% P<0.001 

Control Group 44% 48% Not significant 

p-value Not significant P<0.005  

The maximum knowledge score available was 15. There was no significant difference 

in the knowledge levels between the control and intervention groups at baseline. The 

intervention group experienced a significant increase in knowledge scores, but the 

control group did not. In terms of changes over time, the improvement in scores was 

significant in the intervention group (p<0.001) but not in the control group (p=0.065). 

The standard deviation did not change for the control group but decreased in the 

intervention group. See below. 
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Table 2.0 Mean Scores Before and After Intervention 

  Before After 

Intervention 

group     
n=67 

Mean                   

Standard deviation          

Co-efficient of variation 

 7.90                               

04.14                      

52.40 

11.06                    

02.63                 

23.78 

Control 

Group          
n=66 

Mean                   

Standard deviation          

Co-efficient of variation 

 6.67                        

03.43                     

51.42 

07.21                 

03.54                 

23.78                   

Total groups  
n=133 

Mean                   

Standard deviation           

07.29                      

03.84 

09.65                  

03.65 

 

Quality of Life 

Table 2.1 Quality of Life Scores 

SF-36 

Dimension 

Intervention Group Control Group 

 N Mean Standard 

deviation 

N Mean Standard 

deviation 

Energy 55 37.5 20.4 59 38.9 17.9 

General 

health 

perceptions 

59 36.8 18.9 62 39.1 17.0 

Mental health 57 61.7 21.8 61 59.3 19.2 

Pain 61 45.4 33.0 61 45.4 29.8 

Physical 

functioning 

55 42.3 31.3 58 40.1 31.0 

Role 

limitation-

emotional 

49 22.5 40.5 50 24.7 40.9 

Role 

limitation-

physical 

51 23.5 40.8 54 11.6 29.0 

Social 

functioning 

62 42.1 21.3 63 39.0 21.3 

The dimensions of the SF-36 score on a scale of 0-100 with 0 representing „poor 

health‟ and 100 „good health.‟ 

The SF-36 baseline scores of the patients are shown in the table below and show that, 

in general the two groups of respondents were well matched. There was no significant 
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difference between or within groups at baseline or post study. Within the questionnaire, 

the intervention group reported a greater negative effect for questions 6 and 8 than the 

control group at baseline (p>0.05). Post study the intervention group reported a greater 

negative effect for questions 6 and 8 than the control group. The control group reported 

a greater negative effect for question 13 than the control group (p<0.005). 

Table 2.2 Diabetes Specific Quality of Life Scores (ADDQoL) 

 Baseline Post study P value 

Intervention 0.65 0.88 p>0.05 

Control 0.88 0.4 p>0.05 

P value p>0.05 p>0.05  

 

Satisfaction with In-Patient Care 

 

Table 2.3 Overall Level of Satisfaction with Diabetes Care (all questions) 

 Satisfied Slightly 

dissatisfied 

Dissatisfied Non-applicable 

Intervention 

Group 

92% 3.0% 3.5% 2.5% 

Control Group 60% 23% 8.5% 8.5% 

 

The intervention group were significantly more satisfied with all aspects of their 

diabetes care than the control group (p<0.001). Further analysis revealed identical 

patterns of responses under the headings of nursing/medical aspects of nursing care, 

education and health promotion, and staff and patient relationships (p<0.005 in each 

category). 

Of the individuals who responded to each individual question, the intervention group 

were significantly more satisfied with their care for questions 1,2,3,6,8,9,10,11,12,13. 
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(p<0.005 in each case) There were, however, no significant differences for questions 4, 

5 and 7.  

 

Results of Economic Evaluation 

Length of stay and specialty of admission was available for all 286 patients (144 

control group and 142 intervention group).  The patients seem well matched across all 

variables on admission except for diabetes status (Table 1.3).  Data on resource use in 

the month following discharge was only available for 105 (36.7%) patients (34.0% vs. 

39.4% for control group and intervention groups, respectively).   

Comparisons of patient characteristics for responders and non-responders are shown in 

Table 2.4. This shows that the responders were a significantly less disabled group as 

measured by several variables, and as such, the follow-up data is likely to produce 

biased estimates of cost differences between the two groups. 

 

The diabetes specialist nursing service was provided for by a whole time equivalent G-

grade nurse, although in order to make the results of the study more generalisable, this 

level of resource was made up by the work of four nurses.  A previous study in the 

same hospital reported that 772 patients could be seen by a diabetes specialist nurse in a 

one year period (Davies and Davis, 1998). 
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Table 2.4: Comparison of Responders and Non-Responders to the Follow-up 

Questionnaire 

  Non-

responders 

Responders   

  N (%) N (%)  

Age  < 35 7 (5.5) 13 (12.9)  

 35 – 54 23 (18.1) 25 (24.8) p<0.01 a 

 55 – 74 66 (52.0) 52 (51.5)  

 > 75 31 (24.4) 11 (10.9)  

 Missing data 54  4   

Dependency 

on admission 

Minimal 0 (0.0) 2 (1.9)  

 Normal 24 (13.3) 27 (25.7) p=0.01a 

 Intermediate 109 (60.2) 53 (50.5)  

 Intensive 48 (26.5) 23 (21.9)  

Dependency on 

discharge 

Minimal 0 (0.0) 2 (1.9)  

 Normal 24 (13.3) 27 (25.7) p=0.01a 

 Intermediate 109 (60.2) 53 (50.5)  

 Intensive 48 (26.5) 23 (21.9)  

 Missing data 0  0   

Readmitted No 135 (74.6) 76 (72.4)  

 Yes 46 (25.4) 29 (27.6) p=0.68b 

 Missing data 0  0   

Referred to 

community 

diabetes specialist 

nurse 

No 129 (71.3) 56 (53.8)  

 Yes 52 (28.7) 48 (46.2) p<0.01b 

 Missing data 0  1   

Gender Male 94 (52.5) 57 (54.3)  

 Female 85 (47.5) 48 (45.7) p=0.81b 

 Missing data 2  0   

Diabetes status Type I 31 (17.2) 17 (16.2)  

 Type 2 128 (71.1) 71 (67.6) p=0.56c 

 Type 2 (insulin 

treated) 

21 (11.7) 17 (16.2)  

 Missing data 1  0   

Specialty of 

admission 

General medicine 110 (60.8) 69 (65.7)  

 Cardiac medicine 10 (5.5) 8 (7.6)  

 General surgery 19 (10.5) 7 (6.7) p=0.65 

 Cardiac surgery 10 (5.5) 5 (4.8)  

 Vascular surgery 11 (6.1) 3 (2.9)  

 Other 21 (11.6) 13 (12.4)  

 Missing data 0  0   

  mean (sd) mean (sd)  

Length of stay  12.7 (11.6) 10.0 (6.1) p<0.01d 
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a Linear-by-linear association Chi-square test 

b Fishers Exact test 

c Chi-square test 

d Independent samples t-test 

 

 

Health and social service resource use in the two groups is shown in Table 2.6.  The 

intervention group spent significantly less time in hospital (2.7 days, p=0.02).  The 

other results are open to bias due to the non-representativeness of those responding to 

the follow-up questionnaire.  However, the intervention group had fewer visits to their 

GP (0.6 fewer visits, p<0.01) but more contacts with the social services (0.9 more 

contacts, p=0.04).  

 

Two other measures are available that can help assess possible differences in resource 

use between the groups.  Differences in dependency on discharge and referral rates to 

the community diabetes specialist nurse service were investigated (Table 2.5).  Patients 

in the intervention group were less dependent on nursing care on discharge (p=0.048), 

although this may be due to the group having slightly less dependent patients on 

admission.  This view is reinforced by estimating a change in dependency score over 

the hospital stay, which shows no significant differences between the groups (p=0.21).  

The intervention group had a lower proportion of patients who were discharged to the 

community diabetes specialist nurse service (29.8% vs. 40.3%), although this 

difference did not reach conventional levels of significance. 
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Table 2.5: Comparison of Discharge Data between the Groups 

  Control 

group 

Intervention 

group 

 

  N (%) N (%)  

Dependency 

on discharge 

Minimal 22 (15.3) 27 (19.0)  

 Normal 77 (53.5) 88 (57.7) P=0.05a 

 Intermediate 40 (27.7) 23 (22.0)  

 Intensive 5 (3.5) 4 (3.1)  

 Missing data 0  0   

Dependency change No change 42 (15.3) 40 (19.0)  

 1-point 

improvement 

78 (53.5) 66 (57.7) p=0.21a 

 2-point 

improvement 

22 (27.7) 32 (22.0)  

 3-point 

improvement 

2 (3.5) 4 (3.1)  

 Missing data 0  0   

Referred to community 

diabetes specialist nurse 

No 86 (59.7) 99 (70.2)  

 Yes 58 (40.3) 42 (29.8) p=0.08b 

 Missing data 0  1   

 

 

a Linear-by-linear association Chi-square test 

b Fishers Exact test 
 

 

The intervention group patients took less time away from their normal activities (3.5 

days), as did their friends and relatives (3.3 days), in the month following discharge.  

However, there were no statistically significant differences in production costs between 

the groups (Table 2.7). 
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Table 2.6:  Health and Social Service Resource Use 

 

Resource Control group Intervention group    

    n mean median sd n mean median sd Mean 

difference 

95% confidence 

interval of 

difference
a
 

p-value
a
 

Days in hospital 144 13.0 11.0 11.4 142 10.3 8.0 8.2 -2.7 -0.4 to -5.0 0.02 

Days following 

readmission 

48 0.7 0.0 2.7 54 0.8 0.0 5.2 0.2 -1.2 to 1.8 0.93 

Outpatient attendances 48 1.1 1.0 1.6 52 1.4 0.5 4.5 0.3 -0.8 to 1.5 0.80 

GP home visits 48 0.2 0.0 0.6 54 0.2 0.0 0.7 0.0 -0.3 to 0.2 0.86 

GP surgery visits 48 1.5 1.0 1.2 53 0.8 1.0 0.8 -0.6 -1.0 to -0.3 <0.01 

Practice nurse contacts 47 0.5 0.0 1.0 54 0.4 0.0 1.0 -0.1 -0.5 to 0.2 0.61 

Community diabetes 

specialist nurse 

contacts 

48 1.4 0.0 1.9 54 1.5 0.0 4.2 0.0 -1.1 to 1.4 0.91 

Other nurse contacts 48 2.0 0.0 5.2 54 1.3 0.0 3.8 -0.7 -2.6 to 1.0 0.42 

Social service contacts 45 0.1 0.0 0.6 51 1.0 0.0 3.8 0.9 0.0 to 2.0 0.04 

Other health contacts 45 0.6 0.0 4.2 52 0.6 0.0 3.9 0.0 -1.9 to 1.6 0.94 

 

 

a Independent sample t-test for „days in hospital.‟  All others refer to bootstrapped confidence intervals and associated achieved 

significance level. 
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Table 2.7:  Production Costs 

 

Resource Control group Intervention group    

 n mean median sd n mean median sd Mean 

difference 

95% confidence 

interval of 

difference
a
 

p-value
a
 

Time away from 

normal activities 

46 12.0 7.0 11.6 50 8.6 4.0 11.7 -3.5 -7.6 to 1.7 0.17 

Time of friends and 

relatives 

46 10.8 7.0 11.7 50 7.5 3.0 11.2 -3.3 -7.6 to 1.4 0.14 

Time off paid 

employment. 

 

48 3.3 0.0 7.9 51 2.4 0.0 6.8 -0.9 -4.3 to 2.0 0.55 

 

 

a Bootstrapped confidence intervals and associated achieved significance level. 
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Table 2.8:  Health and Social Service Costs 

 

Resource Control group Intervention group    

 n mean median sd n mean median sd Mean 

difference 

95% confidence 

interval of 

difference 

p-value
a
 

Inpatient costs  

(first admission) 

144 2,572.8 1,594.2 3,295.2 142 2,100.9 1,355.0 2,187.7 -471.9 -1,123.8 to 180.1  0.16 

Other secondary 

care costs
b
 

48 218.7 104.9 475.4 52 271.1 104.9 947.3 52.5 -226.8 to 379.0 0.76 

Primary and 

community care 

costs 

47 95.8 88.0 69.7 53 77.5 44.0 94.5 -18.3 -48.2 to 15.9 0.28 

 

 

 

a Independent sample t-test for „inpatient costs‟.  All others refer to bootstrapped confidence intervals and associated achieved 

significance level. 

  

b Other secondary care costs consist of outpatient attendances and readmissions. 
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The results of a multivariate analysis of length of stay, to take into account differences in 

the baseline characteristics of the two groups at baseline, are shown in Table 2.9.  This 

shows a slight increase in the length of stay difference.   

 
Table 2.9: Multivariate Analysis of Length of Stay 

 

  n Parameter estimate p-value 

Intercept 
b
   21.70 p<0.01 

Age  < 35 19 -4.82  

 35 – 54 48 -2.72 p=0.32 

 55 – 74 117 -1.04  

 > 75 42 0
b
  

Dependency on admission Minimal 2 -4.14  

 Normal 39 -5.82 p=0.06 

 Intermediate 130 -2.51  

 Intensive 55 0
b
  

Gender Male 123 -1.54 p=0.26 

 Female 103 0
b
  

Diabetes status Type I 39 -3.35  

 Type II 153 -5.15 p=0.02 

 Type II (insulin treated) 34 0
b
  

Specialty of admission General med. 142 -4.49  

 Cardiac med. 14 -4.85  

 General surg. 20 3.67 p<0.01 

 Cardiac surg. 12 -0.55  

 Vascular surg. 13 5.13  

 Other 25 0
b
  

Group Control group 112 3.27 p=0.01 

 Intervention group 114 0
b
  

Missing cases  60   

 

b= the intercept term is an estimate of the average length of stay for a patient described by 

the „reference category‟ of each of the patient characteristics, i.e. those with a parameter 

estimate of zero.  Parameter estimates represent deviations from the reference category (in 

days). 
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Multivariate analysis was not undertaken for the follow-up data as it would not alleviate 

the fundamental problem that the data were unrepresentative and hence the results would 

continue to be biased. 

 

Inpatient costs (including diabetes specialist nurse costs where appropriate) are on average 

£472 lower for the intervention group than for the control group.  This mean difference is 

not statistically significant from zero although differences in the distributions of costs are 

evident if the Mann-Whitney Test is considered (p=0.05).  

 

Other cost components show small, insignificant differences in mean values, although 

differences in the distribution of primary and community care costs are indicated by the 

Mann-Whitney Test (p=0.01). Adjusting for between group differences using multivariate 

analysis shows increases the mean cost difference between the groups to £536 and this is 

found to be statistically significant (p=0.45). 

Employer's 'on-costs' for the nursing posts were 14% of salary costs and overheads were 

estimated to be 27% of gross salary costs. Using the hospital mid-point of the G-point 

salary scale (£20 765) the full annual cost of the post was estimated to be £30 064. Using 

the previous estimate of an annual diabetes specialist nurse workload of 772 patients 

(Davies and Davis, 1998), a unit cost of £38.94 per patient was produced. In-patient 

marginal costs for specialities included in this study were on average 79% of full average 

costs. When in-patient costs were added to the cost of intervention, the control group mean 

cost was £436 more expensive per patient than the intervention group (Table 3.0). 

Sensitivity analysis showed that the magnitude of the cost difference was not affected by 

http://www3.interscience.wiley.com.ergo.glam.ac.uk/cgi-bin/fulltext/118991908/main.html,ftx_abs#t5#t5
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changes to nursing costs, overheads or workload. Significant changes to the cost difference 

were only possible by making dramatic changes to the length of stay difference and the 

marginal cost estimates (Table 3.0). 

Table 3.0: One-Way Sensitivity Analysis 

 

 Control group 

Mean hospital 

costs 

(£) 

Intervention 

group 

Mean hospital 

costs 

(£) 

Difference in mean 

hospital costs 

(£) 

Baseline 2,572.8 2,100.9 -471.9 

Diabetes Specialist Nurse 

cost per case 

Baseline = £38.94 

   

£27.27 2,572.8 2,089.2 -483.6 

£57.20 2,572.8 2,119.1 -453.6 

Length of stay difference 

Baseline = 2.68 days 

   

-1 2,572.8 2,759.5 186.7 

0 2,572.8 2,611.7 38.94 

0.26 2,572.8 2,572.8 0 

1 2,572.8 2,463.9 -108.8 

2 2,572.8 2,316.2 -256.6 

2.68 2,572.8 2,215.3 -357.5 

3 2,572.8 2,168.4 -404.4 

4 2,572.8 2,020.6 -552.1 

Marginal cost : average 

cost ratio 

Baseline = 79.1% 

   

0% 365.7 404.6 38.94 

6% 553.0 553.0 0 

25% 1143.5 1021.0 -122.5 

50% 1921.3 1637.3 -284.0 

75% 2699.1 2253.7 -445.4 

79.1% 2826.7 2354.8 -471.9 

100% 3476.9 2870.1 -606.9 

 

 

http://www3.interscience.wiley.com.ergo.glam.ac.uk/cgi-bin/fulltext/118991908/main.html,ftx_abs#t5#t5
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Discussion of Findings 

 

The trial demonstrated a clinically and statistically significant effect of the intervention on 

the primary measure of outcome – length of stay.  There was a significant reduction in the 

total number of in-patient days for the intervention group. They spent, on average, three 

days less in hospital than those patients not seen. This reduction represents a crude cost 

saving of £110,000-245,000. No differences between the groups were apparent in terms of 

readmissions or dependency on discharge (after adjusting for dependency on admission).  

A risk is that reduction in length of stay can be associated with earlier unplanned 

readmission rates and can be viewed as a reflection on quality of care (Ashton et al., 1995). 

However, the intervention group spent longer at home post discharge than the control 

group implying no reduction in the quality of care. There was no significant difference in 

the number of readmission days between the matched groups. These data indicate that the 

reduced length of stay did not have any deleterious effect on patient health.   

Given that the intervention was unequivocally clinically effective, the economic evaluation 

had to assess whether the improved outcomes were achieved at a sufficiently low cost.  

Hospital costs were on average £472 lower in the intervention group even when the costs 

of the intervention were included.  After adjusting for differences between the baseline 

characteristics of the patients in the groups, this difference increased to £536. 

 

There were several sources of uncertainty in relation to diabetes specialist nurse unit costs.  

Firstly, the methodology for estimating the overheads was approximate, and the true level 

of overheads may have differed.  Secondly, the salary levels and throughput were based on 
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circumstances at the hospital, and may vary in other hospital settings. In order to 

investigate these sources of uncertainty, overheads were allowed to vary between 15% and 

39% of gross salary costs (baseline = 27%), salary costs were allowed to vary between 

£19,270 and £22,292 (baseline = £20,765), and throughput was allowed to vary between 

618 patients per annum and 926 patients per annum (baseline = 772).   Analysis of 

extremes was uneven with these three changes, and produced a lower estimate of £27.27 

per patient and an upper estimate of £57.20 per patient (baseline = £38.94).  Applying 

these unit costs to patient data produced cost differences between the control and 

intervention groups of £484 and £454, respectively (baseline = £472). 

 

The effect of the intervention on length of stay was likely to vary between hospital 

settings, and therefore understanding the effect of such variation on net costs was valuable 

for assessing the generalisability of results.  One-way sensitivity analysis was undertaken 

by varying the length of stay difference between 4 days (in favour of the intervention 

group) and 1 day (in favour of the control group).  The analysis, shown in Table 7.11, 

demonstrates that if the intervention reduces the average length of stay by more than 0.26 

days, then it will reduce costs (all other things being equal). 

 

There remains a degree of uncertainty around the marginal cost estimates used in the 

evaluation from two sources.  Weaknesses in the methodology have already been discussed 

but marginal costs are also likely to vary between hospital settings.  Therefore a one-way 

sensitivity analysis on inpatient costs (the main cost component) was undertaken to assess 

the effects of these uncertainties on the results. The baseline marginal cost: average cost 
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ratio of 79.1% was varied between 100% (which is equivalent to full average cost) and 0%.  

The results, shown in Table 3.0 demonstrate that if marginal costs are greater than 6% of 

average costs, then the intervention will reduce costs (all other things being equal).  

 
 

The difference between control and intervention groups at baseline was not significant.  

For the diabetes specialist nurse figures there was an analysis of extremes whereby 

overheads were allowed to vary between 15% and 39% of gross salary costs 

baseline = 27%, salary costs were allowed to vary between £19 270 and £20 765, and 

throughput was allowed to vary between 618 patients per annum and 926 patients per 

annum baseline = 772. For the length of stay figures analysis was undertaken by increasing 

the length of stay for all cases in the intervention group.  Intervention group cases also had 

their costs adjusted in order to adjust for specialty-mix differences.  The adjustment was 

calibrated such that a zero length of stay difference produced a cost difference equal to the 

cost per case of the diabetes specialist nurse. For the marginal cost: average cost ratio 

analysis was undertaken by firstly estimating an average marginal cost: average cost ratio 

that when applied to all specialties yielded a cost difference equal to that in the baseline 

analysis (where specialty specific ratios were used).  This average ratio (79.1%) was then 

altered for the sensitivity analysis.  An additional adjustment was also required to ensure 

that when the marginal cost equals 0, a cost difference equal to the cost per case of the 

diabetes specialist nurse remained. 

 

From the point of view of the hospital, the most important area of uncertainty was the 

estimate of marginal cost (as salary costs and the effect on length of stay are known with 

some confidence).  However, other Trusts are uncertain of both the length of stay effect 
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and the marginal costs, and would therefore require information on how costs vary with 

different combinations of these two parameters.  This information was produced by 

undertaking a two-way sensitivity analysis and the results, shown in Figure 5, seem to 

indicate that the intervention is likely to be cost saving for the majority of circumstances. 

 

 

 

Figure 5: Two-way sensitivity analysis of length of stay reduction and 

marginal cost: average cost ratio 
 

 

 

 
 

 

Costs were estimated for each patient covering the inpatient stay and the month following 

discharge.  Data for the inpatient stay had a high completion rate, however, a large 

proportion of patients did not respond to the follow-up questionnaire which gathered data 

on post-discharge costs.  The responders were found to be unrepresentative of the full 

0 

5 

10 

15 

20 

25 

30 

35 

0.25 0.50 0.75 1.00 1.25 1.50 1.75 2.00 2.25 2.50 2.75 3.00 

M
C

:A
C

 r
a

ti
o

 (
%

) 

Length of stay reduction (days) 

Cost increasing 

Cost reducing 



105 

 

patient population, and as such, conclusions about post-discharge costs are limited and 

should be interpreted with care.  

 

The diabetes knowledge scores revealed no significant differences in the knowledge base 

of the two groups, but post intervention patients seen by the diabetes specialist nurse had 

significantly increased their diabetes knowledge. This increase was not related to the time 

they spent in hospital as these patients spent, on average, three days less in hospital than 

those in the control group. The results suggest that the diabetes specialist nurse is 

intervening in a different way to the general nurses on the wards and may merit further 

examination to see if times, expertise, type of approach, knowledge or other factors are the 

key to making the difference.  

 

In relation to quality of life there were no significant changes at baseline or post discharge 

in either the generic (SF-36) or disease specific (ADDQoL) questionnaires. For the 

majority of the patients the primary admission diagnosis was not diabetes, and, as the 

ADDQoL was designed to measure the impact of diabetes on the individual‟s quality of 

life, failure to demonstrate a change may simply be because diabetes was not the most 

important issue affecting their lives during their hospital stay. A comparison of quality of 

life measures between those admitted primarily for their diabetes and those for whom it 

was a secondary reason could resolve this issue but there were insufficient number of 

patients whose primary reason for admission was diabetes to enable such a comparison in 

this study.  
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Analysis of the domain specific items did demonstrate some significant differences 

between groups. At baseline the intervention group reported diabetes as having a negative 

effect on the way they viewed their future and ability to travel. Post study travel was no 

longer reported negatively but concerns about their own future were joined by concerns 

about the future of their families. The control group did not report such effects. 

Unfortunately, diabetes education cannot always have a positive effect on an individual‟s 

quality of life. Increased awareness of possibility of developing complications would 

rarely be reflected in a positive light and is more likely to increase concerns about their 

family. 

 

Post study the control group viewed diabetes as having a negative effect on their 

enjoyment of food. Possible explanations include lack of referral to a dietitian in hospital 

in the control group, experience of hospital food or conflicting advice about food. 

 

A statistically significant difference was detected in the change in social functioning 

between the groups (p=0.03), with the control group having a lower level of social 

functioning than the intervention group. This dimension of the SF-36 is based on responses 

to two questions asking about the extent that the respondent‟s health has interfered with 

their social activities. Such a result is in line with the finding that the intervention group 

spent less time in hospital. 

 

To avoid disadvantaging patients in the control group unduly patients not seen by a 

diabetes specialist nurse in hospital but assessed as requiring diabetes specialist nurse 
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intervention were seen one week after discharge. This required questionnaires to be 

administered within the first week of discharge to avoid contamination by community 

diabetes specialist nurse intervention. The recall period for the version of the SF-36 used in 

this study was the past four weeks. The SF-36 was administered one week post-discharge 

which resulted in an overlap for many of the patients in the recall period. The acute version 

of the SF-36 might have been more suitable as it has a recall period of just one week (Ware 

1993). 

 

Post intervention there was a significant difference in the overall level of satisfaction with 

care between the two groups. The intervention group expressed satisfaction in 92% of all 

responses to questions, the control group in only 60% of responses. Levels of 

dissatisfaction with diabetes care in patients not seen by the diabetes specialist nurses were 

high in all three categories of care. Questions in categories 1 and 2 focused primarily on 

the educational aspects of diabetes care and category 3 on communication between staff 

and patients both in a general sense and more specifically about diabetes. Patients with 

diabetes generally have a degree of knowledge about their condition and are aware that 

their knowledge is sometimes superior to that of the health care professionals (Walker, 

1992). They need to have confidence in the individual who is educating and advising them. 

High levels of satisfaction amongst patients who were seen by a diabetes specialist nurse is 

possibly a reflection of the recognition of an individual who has the knowledge and 

experience to deliver meaningful diabetes care. Conversely, high levels of dissatisfaction 

in those patients not seen may show their lack of confidence in the diabetes care they 

received. Analyses of responses to each question appear to support this suggestion. 
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Patients, regardless of whether they were seen or not were equally satisfied with the 

understanding and availability of staff to discuss any problems they had and also with their 

personal contacts (questions 4,5,7). However, when the problems were specifically related 

to their diabetes care patients not seen were significantly more dissatisfied with the service 

they received (question 1 and 2). 

 

The satisfaction data complements that of the knowledge data. Patients who were seen by a 

diabetes specialist nurse in this study were not only more satisfied with the care they 

received but also learnt more. Satisfaction scores need to be weighed by knowledge scores 

if a realistic picture of a clinically effective service is to be established. 

 

It should be acknowledged that the savings a diabetes specialist nurse can make will vary 

from hospital to hospital depending on its size and the referral rate to the service. Further 

studies in other hospitals are now needed to build on these important findings. The results 

are based on the role as practised in the study hospital, where the nurse advises on practical 

management decisions relating to diabetes, yet remains distinct from the medical role 

(Davies and Davis, 1998). Where diabetes specialist nurses limit their role purely to 

education the results may be different. Once again it shows that a clear definition of the 

role of the diabetes specialist nurse is required. 

The mechanism causing the effects is debatable. Whilst the value of education to the 

individual in aspects of diabetes care may be relevant, only a minority of patients were 

admitted because of their diabetes. The majority were in hospital for reasons that were 

unrelated to their diabetes, or for vascular complications that coexist with diabetes. It is 
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believed that the effect of the nurse was to 'guide or influence' diabetes care so that the 

medical and non-specialist nursing teams responsible for the management of the primary 

condition felt less concerned about the complicating effect of their diabetes.  

It seems reasonable to attribute the increase in knowledge score directly to the input of the 

diabetes specialist nurse; although the patients in this group with improved scores were on 

average in hospital for less time. Education is effective in several areas of diabetes care 

(Brown, 1988) but the greater understanding has rarely been linked to improvements in 

outcome (de Weerdt et al., 1991), in fact patients who report high levels of satisfaction do 

not necessarily learn anything (Kinmonth et al., 1998). However, a service that fails to 

satisfy patients is more likely to result in the patient ignoring the advice of health care 

professionals (Bond and Thomas, 1992). 

The study did not seek to explain why patients who had seen the diabetes specialist nurse 

spent less time in hospital and this question needs future exploration. It is possible that the 

generalist staff had a higher index of concern for people whose condition was complicated 

by diabetes and were reticent to discharge patients with diabetes if there was any cause for 

concern, such as a raised blood glucose level. It may have been that reassurance from the 

diabetes specialist nurse gave them the confidence to discharge the patients, whereas 

without the diabetes nurse they would be more cautious and wait a little longer to ensure 

that there were no continuing problems. 

Two hundred and eight patients were unable or unwilling to take part in the study. This is 

not a surprising number given that refusal to participate guaranteed access to a diabetes 

specialist nurse if required, whereas, agreeing to randomisation gave a fifty percent chance 
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of not having access to the diabetes specialist nurse. These patients did not vary 

significantly in primary reason for diagnosis, age or sex and produced average lengths of 

stays equivalent to the intervention group. It is therefore thought unlikely that the results 

were affected by selection bias. After agreeing to randomisation subjects were allocated to 

control or intervention groups on the flip of a coin. In retrospect a computerised 

randomisation process would have been more robust. 

Several sources of uncertainty surrounding inpatient costs were investigated using different 

methods.  The two-way sensitivity analysis is thought to produce the most valuable 

information, and showed that, in most circumstances, the intervention is likely to reduce 

inpatient costs. The remaining uncertainty is whether the intervention increases costs after 

discharge.  This is not thought to be the case, for several reasons.  Firstly, there appear to 

be no clinical differences between the two groups, and this would be expected to be a 

major contributing factor to any subsequent cost differences.  Secondly, although the 

analysis of post-discharge costs is open to bias, it points to possible cost reductions in 

primary and community care relating to reduced general practitioner utilisation.  Thirdly, a 

lower proportion of patients in the intervention group were referred to the diabetes 

specialist nurse service, and as such, the group would be expected to have lower levels of 

diabetes specialist nurse utilisation. Some caution must therefore be applied as cost data 

are recognized to be more variable than measures of clinical outcome (Briggs, 2000). 

 

The number of patients followed up for secondary outcome measures was small, and so 

these data are open to bias. Consequently, further research looking at costs and health 
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outcomes (including generic quality of life measures) following discharge are needed 

before the impact on longer-term diabetes care is fully understood. During the trial the 

research assistant decided to send out the SF36 at one week following discharge rather 

than at four weeks, possibly to increase the likely return rate. This change was not 

identified until the data analysis stage but had the effect of preventing the economic 

analysis of the SF36 at the standard four week period.  

 

Despite the question marks over the secondary outcomes, the length of stay reduction, 

together with the lack of evidence of a negative effect, point to a compelling case for 

investment in this form of service. 

 

Conclusion 

Diabetes specialist nurses provide a cost beneficial saving by reducing hospital length of 

stay without adverse effect on re-admissions, use of community resources, or patient 

perception of quality of care. Patients who experienced diabetes specialist nurse 

intervention also increased their knowledge levels about diabetes and were more satisfied 

with the diabetes care they received in hospital. 

The economic evaluation shows that the introduction of an inpatient diabetes specialist 

nurse service reduces average length of stay, with no deleterious clinical effects.  The 

service reduced costs within the Trust in which it was introduced, and is likely to reduce 
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costs in many other circumstances.  As such the intervention must be regarded as a cost-

effective service that should be considered by acute hospital Trusts across the country. 

A particular strength of the study was the inclusion of the economic evaluation that 

resonated with health care managers, but it is also recognised as a strong theme in the 

sociological literature. Allen (2001) rated it, alongside gender, as one of the most potent 

influencing factors in nursing. The study adds to the evidence for the effectiveness of 

diabetes nursing and the credibility or legitimation of the role.  

 

Post-Study Discussion 

 

The post-study discussion adds the more recent literature on this theme and expands the 

discussion to look at other ways diabetes nursing has sought legitimation for the role. It 

examines the impact of the study at micro, meso and macro levels and reflects on some 

aspects of Abbott‟s framework highlighted by the study, including examination of the role 

of jurisdictional disputes in the development of diabetes nursing, a personal reflection on 

the historical development of the role and the place of accreditation and title protection in 

the legitimation of role. 

 

There is growing evidence to support the effectiveness of the diabetes specialist nurse‟s 

role since McGee et al (1999)‟s survey showed the lack of, and need for, research to 

evaluate the effectiveness of specialist and advanced practice roles. Numerous other 

studies demonstrate the impact that diabetes specialist nurses can make. Some have 

confirmed the effect that diabetes specialist nurses have in decreasing length of stay in the 
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hospital setting (Cavan et al., 2001; Pledger, 2005; Sampson et al., 2006; Carey et al.. 

2008) while others show the impact of diabetes specialist nurses in primary care in 

reducing HbA1c levels (Pennington et al., 2010). Bastiaens et al. (2009) showed 

improvements in glycosylated haemoglobin (HbA1c), Body Mass Index (BMI), levels of 

emotional distress and behaviour with diabetes specialist nurse led education programmes, 

though the study lacked a control group for comparison. New et al. (2003) and Mason et 

al., (2007) have showed the cost and patient benefits of diabetes specialist nurse led clinics 

to control hypertension and hyperlipidaemia in diabetes. Clark et al.‟s (2011) systematic 

review and meta-analysis of eleven nurse-led interventions for the control of hypertension 

in people with diabetes showed greater reductions in blood pressure among intervention 

groups using stepped treatment algorithms in community settings. The beneficial effect 

was more marked in the treatment of people with diabetes than those without diabetes. The 

authors recommend further studies to include long term follow up, health economic 

evaluation and identification of the key effective components of an intervention. There is 

increasing evidence for the effectiveness of the diabetes specialist nurse in reducing other 

cardiovascular risk factors. Wallymahmed et al. (2011) have shown that nurse-led 

interventions to reduce cardiovascular risk factors lead to improvements in cardiovascular 

risk targets and glycaemic control in people with Type 1 diabetes when compared with 

routine diabetes clinic attendance, and that the effects can persist long-term (Woodward et 

al., 2010). Broader evidence that nurse led care in diabetes has a positive impact can be 

found in studies by Yong et al. (2002), Barr-Taylor et al. (2003), Davidson (2003), Chan et 

al. (2006), Courtney et al. (2007) and McLoughney et al. (2007). Steuten, et al. (2007) 

showed qualitative, quantitative and economic benefits to nurse led care for certain groups 

http://web.ebscohost.com.ergo.glam.ac.uk/ehost/viewarticle?data=dGJyMPPp44rp2%2fdV0%2bnjisfk5Ie46bFQsqezUK%2bk63nn5KxdxsXRbL6prUqxpbBIr6eeS7irr1KyrZ5oy5zyit%2fk8Xnh6ueH7N%2fiVbWqtEuxrLBOrpzqeezdu33snOJ6u%2bj4gKTq33%2b7t8w%2b3%2bS7Sq6nrlGyrK9Os5zkh%2fDj34y73POE6urjkPIA&hid=18
http://web.ebscohost.com.ergo.glam.ac.uk/ehost/viewarticle?data=dGJyMPPp44rp2%2fdV0%2bnjisfk5Ie46bFQsqezUK%2bk63nn5KxdxsXRbL6prUqxpbBIr6eeS7irr1KyrZ5oy5zyit%2fk8Xnh6ueH7N%2fiVbWqtEuxrLBOrpzqeezdu33snOJ6u%2bj4gKTq33%2b7t8w%2b3%2bS7Sq6nrlGyrK9Os5zkh%2fDj34y73POE6urjkPIA&hid=18
http://web.ebscohost.com.ergo.glam.ac.uk/ehost/viewarticle?data=dGJyMPPp44rp2%2fdV0%2bnjisfk5Ie46bFQsqezUK%2bk63nn5KxdxsXRbL6prUqxpbBIr6eeS7irr1KyrZ5oy5zyit%2fk8Xnh6ueH7N%2fiVbWqtEuxrLBOrpzqeezdu33snOJ6u%2bj4gKTq33%2b7t8w%2b3%2bS7Sq6nrlGyrK9Os5zkh%2fDj34y73POE6urjkPIA&hid=18
http://web.ebscohost.com.ergo.glam.ac.uk/ehost/viewarticle?data=dGJyMPPp44rp2%2fdV0%2bnjisfk5Ie46bFQsqezUK%2bk63nn5KxdxsXRbL6prUqxpbBIr6eeS7irr1KyrZ5oy5zyit%2fk8Xnh6ueH7N%2fiVbWqtEuxrLBOrpzqeezdu33snOJ6u%2bj4gKTq33%2b7t8w%2b3%2bS7Sq6nrlGyrK9Os5zkh%2fDj34y73POE6urjkPIA&hid=18
http://web.ebscohost.com.ergo.glam.ac.uk/ehost/viewarticle?data=dGJyMPPp44rp2%2fdV0%2bnjisfk5Ie46bFQsqezUK%2bk63nn5KxdxsXRbL6prUqxpbBIr6eeS7irr1KyrZ5oy5zyit%2fk8Xnh6ueH7N%2fiVbWqtEuxrLBOrpzqeezdu33snOJ6u%2bj4gKTq33%2b7t8w%2b3%2bS7Sq6nrlGyrK9Os5zkh%2fDj34y73POE6urjkPIA&hid=18
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of people with type 2 diabetes in general practice. There is also work to show that the 

multi-disciplinary diabetes team can bring added value to the care of people with diabetes 

in hospital. (Leveten et al., 1995; Puig et al., 2007; Kosproski et al., 1997; Flanagan et al., 

2008; Flanagan et al., 2010) while Alabraba et al., (2010) describe the benefits of an in-

patient diabetes specialist nurse service. Loveman et al. (2003) found the quality of 

evaluation studies to be variable in their Cochrane Review of diabetes specialist nurse 

intervention. The review was not based on the work of diabetes specialist nurses in the 

United Kingdom and was limited to the effects of the nurse on metabolic control in 

diabetes which, as discussed later in this chapter, forms only part of the diabetes specialist 

nurses‟ role in the United Kingdom and is limited by only examining outcomes and 

methods (randomised controlled trials and controlled trials) valued in the medical 

paradigm. The narrative review acknowledges education and counselling as being core 

elements of the role and yet they are not examined or measured as part of the systematic 

review, thus by-passing key elements of the role, such as group education. James‟s (2010) 

review reflects on United Kingdom diabetes specialist nurse practice in secondary care and 

concludes that the balance of evidence supports the claim that diabetes specialist nurses are 

both clinically and cost effective. 

 

Project one, backed up by the studies cited above, confirm that specialist nurses can have 

an impact at the micro (individual) level. The results secured the support of the hospital 

managers for the continuation of the posts that were being examined. However, the 

strength of the study was not primarily in its impact at the micro-level but in how the 

results were used to make an impact at meso (organisational) and macro- (national policy) 
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levels. As part of the dissemination strategy the results were sent to all Trust Chief 

Executive Officers in the United Kingdom, ensuring a high degree of awareness among 

managers of health services at the meso or organisational level. In addition, the evidence 

was submitted as part of the NICE review informing the development of the Diabetes 

National Service Framework (DoH 2001a; WAG, 2002) to influence policy at a macro-

level. In choosing a research format that provided generalisable results the impact of the 

study was felt across the whole country as NICE accepted the efficacy and cost 

effectiveness of the service and in line with the recommendations the number of in-patient 

diabetes specialist nurse posts increased as evidenced by Sampson et al., (2007)‟s survey 

of 262 acute United Kingdom hospitals which achieved a 91.2% response rate and 

provided data for 2005-6. It showed that in-patient diabetes specialist nurse numbers 

increased rapidly with 51.4% having dedicated in-patient diabetes specialist nurses, with 

69.1% having been appointed since 2002 and most hospital without dedicated in-patient 

diabetes specialist nurses (80.2%) used the out-patient diabetes specialist nurses to cover 

in-patient care. Whether these posts will survive the current economic constraints is yet to 

be seen but it shows the continued need for evaluation studies to strengthen the claim of 

jursidiction for diabetes specialist nurses.  

 

Abbott‟s contention is that professions develop by a series of jurisdictional disputes. If this 

is true it might be expected that there would be a series of public or published clashes 

between medicine, as the dominant profession and nursing as the sub-ordinate profession, 

in claims for effective intervention and the unique contribution of nurses to diabetes care. 

Yet diabetologists tend to support the development of diabetes specialist roles as described 
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in the reflection below. While recognising publication bias against studies with nil effect in 

the nursing press, such studies would be attractive in the medical press if there were inter-

professional rivalry and power clashes between doctors and diabetes specialist nurses as 

predicted by Abbott, but this has not generally been the case. The discussion on role 

boundaries is developed further in the post-study discussion of chapter four. 

 

Some studies, such as King et al., (2009) have looked at substitution or protocol driven 

models. Using protocols diabetes specialist nurses have been shown to significantly 

improve blood pressure and lipid profiles (McLoughney et al. 2007). Houweling et al. 

(2009)‟s study in the Netherlands showed that diabetes specialist nurses can provide 

comparable care to a doctor in terms of glycaemic outcome with reduced costs and 

improved patient satisfaction, when following a protocol. To Abbott this would not be 

surprising as he says: 

 „the best of the sub-ordinates often excel the worst of the super-ordinates; 

certain individuals in closely related professions end up knowing far more 

about a profession‟s actual work than do a fair number of its own 

practitioners.‟ Abbott (1988 p66). 

 

He would point out that the nurse in this case is following a protocol and thus remains sub-

ordinate with no challenge to the doctor‟s power. In our study the nurses did not work to a 

protocol and several specialist nurses were used to minimise the risk of evaluating the 

work of one individual rather than the contribution made by any one qualified person in a 

given role. The lack of standardisation of the role means that caution must be adopted in 

comparing one study with another without explicit descriptions of the role included in the 

study design. 
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Both Loveman et al. (2003) and Hueweling (2009) bring into focus the difficulty of 

evaluating a role when it is not clearly delineated.  The title and role of the diabetes 

specialist nurse is not standardised or protected in the United Kingdom, making 

comparison, evaluation and measurement difficult. Abbott suggests that exploring the 

history of development of jurisdictions can help illuminate the dynamics of professional 

growth and development. So, in common with Abbott, the history of diabetes nursing in 

the United Kingdom has been explored, with reference to the similarities and differences in 

occupational development within diabetes care in the United States giving insight into the 

dynamics of professional development and the competing drivers, pressures and merits of 

different approaches culminating in a debate about the value of protecting titles and 

accrediting the work that diabetes nurses do. This is combined with a personal reflection 

on my part in the development of the role. 

 

 

Reflection on the Development of Diabetes Nursing.  

 

Following an active campaign by the local diabetologist that involved identifying a 

funding stream and arguing for the post against nursing management resistance, I was 

appointed to a newly created diabetes nurse post (diabetic liaison nurse) in 1982. At the 

time, less than half the country had diabetes nurses employed in their area. I became part 

of a group of leaders, largely through the Royal College of Nursing Special Interest Group 
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that defined and influenced the direction of the role. As a leader in diabetes nursing from 

the early days of its expansion I have reflected on its state and status and considered its 

future. Throughout the years there has been support for diabetes nursing from people with 

diabetes, doctors and representative groups such as Diabetes UK (formerly the British 

Diabetic Association) but there has also been scepticism from managers, some elements of 

the nursing professions and the professional press (Hobbs and Murray, 1999). The need to 

articulate and defend the role, by making the invisible elements visible, and therefore 

measurable, gained a personal resonance when my first role as „diabetic liaison sister‟ was 

threatened as part of a local review of liaison nursing (primarily focussed on discharge 

liaison nurses) that ultimately ended in the disbanding of „liaison‟ nurse posts. My own 

defence of the role to the decision-makers led to recognition of the difference between a 

generalist (discharge planning) liaison nurse and a diabetes liaison nurse with the result 

that the post was retained and ultimately renamed diabetes specialist nurse in the 

subsequent re-grading exercise. There were several missed opportunities at the time to 

demonstrate the impact of the diabetes specialist nurse role, such as the failure to publish 

the pioneering work of reducing hospital admission rates and increasing the number of 

community initiations of insulin as well as the failure to quantify the perceived reduction 

in admissions for diabetic ketoacidosis following the introduction of diabetes specialist 

nurse posts. The episode reinforced a personal desire to articulate, describe and measure 

the impact of nurses on diabetes care.  

 

The role of the diabetes specialist nurse in the United Kingdom and diabetes educator role 

in the United States of America have developed along different lines and a historical 
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comparison of both is offered and critiqued in light of Abbott‟s framework. The role of 

diabetes nurse educator in America was described in 1936 along with a model of diabetes 

education (Langhart, 1936). In 1974 the American Association of Diabetes Educators 

(AADE) was founded and opened to health care professionals from a variety of 

backgrounds. It worked to set standards and delineate the scope of practice for diabetes 

educators. By 1992 the AADE had laid down standards and taken control of educational 

preparation and set out the scope of practice for diabetes educators (AADE 1992, AADE, 

2000). In doing so it conforms to the basic tenets of a profession in developing standards 

for education, resources, documentation, ethics and professional development. In 2009 

American Diabetes Educators were surveyed to demonstrate continued validity of the 

certification process, identify new areas for future examinations and ensure the 

certification process related to practice but with only 836 responses out of 4103 the results 

must be treated with caution (Zrebiec, 2009). The ability to articulate the role and provide 

measurable outcomes appears pivotal in allowing development of the 

profession/occupational group, yet in many ways American diabetes educators have a 

more limited scope of practice than diabetes specialist nurses in the United Kingdom in 

limiting their practice primarily to education. Diabetes educators in the United States of 

America have carved out a distinct role for themselves, accepting a variety of health 

professionals onto recognised training programmes, setting up accreditation and re-

accreditation procedures and thus have made greater strides forward in claiming 

professional status. In the process they have articulated the role, set standards and provided 

measurable outcomes, all important elements in the development of a profession. It is 
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therefore easier to measure the aspects for which diabetes educators in America are 

responsible, and this is also helpful from a managerial and workforce planning perspective.  

 

The role of clinical nurse specialists has developed in parallel with diabetes educators in 

the States, where nurse specialists may also be diabetes educators. In America pressure 

from national nursing organisations resulted in an early introduction of master‟s level 

preparation for clinical nurse specialists (Castledine, 1998). In 1952 the National League 

for Nursing reported 65 universities running master‟s programmes in nursing, 90% of 

which had some clinical specialist focus (Castledine and McGee, 1998). In 1976 the 

American Nurses‟ Association defined the clinical nurse specialist as a practitioner with a 

master‟s degree concentrating in a specific area of practice. Today in the United States, the 

wider term advanced practice nurse has come to encompass many roles including clinical 

nurse specialist and is defined by post-graduate education at masters or doctoral level, 

professional certification for advanced level practice in a clinical speciality and a clear 

clinical practice focus (Hamric, 2005). In addition, though details vary between states, 

many advanced practice nurses function as independent practitioners (Pearson, 1997) in 

accordance with moves toward professional status. Increasing numbers of States are 

moving to protect the title of advanced practice nurse, thus strengthening the legitimation 

of their jurisdiction. There is much less clarity in the United Kingdom and still no 

agreement on the use of protected titles or accreditation of specific roles.  

 

In the United Kingdom the professional response to the same need has developed 

differently with a less systematic approach (Da Costa, 2001). A gap in service provision or 
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jurisdiction was noted by Walker (1953), a doctor in Leicester, who recognised the unmet 

need for diabetes education outside clinic and family doctor consultations. As a result 

specialist diabetes health visitors were employed in Leicester in the 1950s to provide direct 

patient care and education in clinics and the community, but the concept was not adopted 

widely. Support from the nursing profession for a greater contribution to diabetes care 

came from Judd et al. (1976) in the development of a diabetes specialist nursing post in St. 

Thomas‟s Hospital, London, which was described as having an education and coordinating 

function within the role, though this was an isolated example, and again, not widely copied 

at the time. Castledine‟s (1982) study of clinical specialist nurses in the United Kingdom 

used the American definition of a clinical nurse specialist and, perhaps unsurprisingly with 

hindsight, found very few (8%) matched up to the American criteria, but there was no 

British alternative. Castledine‟s (1982) study identified only five diabetes specialist nurses 

in England and Wales.  

 

In the 1980s the introduction of a single standardised strength of insulin required an 

extensive education programme to transfer all insulin-treated patients onto U100 insulin. 

At the same time there was a move from hospital in-patient to out-patient and community 

based initiation and stabilisation on insulin therapy. By 1993 there were over 700 diabetes 

specialist nurses in post (British Diabetic Association, 1993) and over 1,000 in 2000 

(Diabetes UK, 2000), and by the time of the study in project 3 over 1500 diabetes 

specialist nurses were identified and canvassed (McDowell et al., 2008), though CMA data 

(CMA, 2009) documents 1363 diabetes specialist nurses in the United Kingdom working 

in secondary and/or primary care. 



122 

 

 

In Abbott‟s terminology new technology (U100 insulin) and vacant jurisdiction (no one 

else to do the work) provided opportunities for professional development. It could be said 

that the nursing profession seized the opportunity to fill the gap in the market when 

patients‟ needs were not being met to extend the jurisdiction of the nursing profession. The 

reality was less clear cut. The gap in care was largely identified by doctors, not nurses, and 

in many cases it was doctors who fought for the appointment of nurses to meet the unmet 

need, not nurses who fought to expand their profession. Intra-professional conflict rather 

than inter-professional conflict has been the more obvious focus of debate, with nurses 

aiming vocal and sustained negativity towards specialist nurses claiming they deskilled 

generalist nurses (Wade and Moyer, 1989; Marshall and Luffingham, 1998), and whereas 

the nursing profession in the States promoted higher degrees for specialist nurses there has 

been a resistance to higher levels of academic attainment by nurses at all levels. Posts have 

been set up to meet local needs and therefore vary in title, content and status depending on 

local circumstances. These differences can be viewed positively as having the flexibility to 

meet local need or negatively in terms of standardisation and professionalization.  

 

Other pressures on the health service have also had an impact on shaping the service 

delivery in the United Kingdom, including the impact of the reduction in junior doctors‟ 

hours (Greenhalgh, 1994) to conform to the European Working Time Directive (European 

Commission, 2004) and role substitution (Dowling et al., 1995) with nurses being used to 

pick up work that is no longer covered by doctors. A feature with more impact in diabetes 

has been the transfer of care from the hospital to the community and the impact of the 



123 

 

introduction of non-medical prescribing and these issues are picked up for further 

discussion in the post-study discussion in chapter four. 

 

Abbott saw societal perceptions as being important in shaping and validating the 

jurisdiction of roles. McKenna and Bradley (2003)‟s study of advanced and specialist roles 

brought out a sense of confusion and lack of knowledge about specialist roles but also a 

sense of general support for them among other professionals (in this case general 

practitioners) and lay people. The Council for Healthcare Regulatory Excellence (CHRE, 

2009) explored public perceptions of the specialist and advanced practice roles and found 

that the „specialist‟ status inspired trust and confidence, though feelings about advanced 

practice were vaguer. They found that in the public mind the term „specialist‟ is associated 

with focus on one area of practice, concentrated training and better quality of care. The 

nursing regulatory body in the United Kingdom, previously the United Kingdom Central 

Council (UKCC) and its successor the Nursing and Midwifery Council (NMC) did not 

adopt this definition of „specialist‟ when it put in place minimum standards for the 

preparation of specialist practice in the 1990s. It focussed on work settings such as practice 

and district nursing where exponents may still have a generalist role (UKCC., 1994). Thus 

the distinctions between generalist, specialist and advanced practice have often been 

difficult to disentangle though several attempts have been made (UKCC., 1997; ICN., 

2001, 2005; Jones, 2005, NMC., 2007). To further complicate the situation, titles have not 

been regulated by the professional body for nursing, the Nursing and Midwifery Council as 

it is not seen to fit with their primary mandate of public protection. As a result a recent 

survey of 838 diabetes specialist nurses and nurse consultants in diabetes (Diabetes UK 
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and NHS Diabetes, 2010) with a 61% response rate provided 238 separate job titles which 

cannot aid clarity. Agenda for Change (Welsh Assembly Government, 2004) attempted to 

provide common ground for determining the grading of posts but there remain large 

disparities, within and between geographical areas. It should have equalised the pay 

banding for jobs of equal worth, this does not seem to have happened (Hartley, 2007).  

 

The Scottish Government Health Department (2008) has helped to clarify the distinction 

between advanced and specialist practice in the United Kingdom and provides a way of 

bench-marking practice for the future. It helpfully differentiates between novice and expert 

practice, which is of relevance for the assessment of competence and the scoping of 

practice (see project two in chapter three).  

 

 

Figure 6: Relationship between Specialist and Advanced Practice (SGHD 2008) 
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In the United Kingdom the nursing profession has worked with the devolved political 

administrations to provide expert advice and develop a Nursing Post Registration Career 

Framework that is incorporated into their respective political strategies. It may be that the 

drivers of the free market in the States and the political control of National Health Service 

in the United Kingdom have driven the professions to respond in different directions. The 

Welsh Post Registration Career Framework for Nursing (Welsh Assembly Government, 

2009) builds on the Scottish proposals and creates a flexible career structure allowing the 

development of both advanced and specialist practice without the restrictions of the subject 

pathways such as the end of life, first point of contact and chronic conditions proposed in 

the English model (Department of Health, 2008). It also encourages the linking of career 

pathway development with academic attainment, as has happened in the United States for 

some time. 

 

Diabetes educators in the States have used professional accreditation to increase 

professionalization, gain status and control over educational preparation in line with 

Abbott‟s requirements for societal endorsement of a professional role. The arguments for 

and against professional accreditation in the United Kingdom continue (Hicks, 2009). In 

the 1990s I was among group of leaders who sought out the possibility of accrediting 

diabetes specialist nurses. The Nursing and Midwifery Council, confined to a public 

protection mandate, did not choose this route. Diabetes UK had the geographical coverage 

and status (but not the legal backing) to accredit but chose not to do so and we concluded 

that a self-appointed self-funding group or the body such as the Royal College of Nursing 

could only a create a voluntary register and would have no authority to impose restrictions 
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on practice without accreditation and so it was decided to concentrate on providing 

excellent educational provision, underpinned by a Competency and Career Framework (see 

chapter three)  as a gold standard to which to aspire, rather than a minimum standard that 

would need to be policed and a bureaucratic structure that would need to be maintained.  

 

Accreditation gives legitimation to a role but may also constrain it. Accreditation can be 

used positively to promote the occupational grouping and patient care. It can also be used 

negatively to promote the profession at the expense of patient care and become a money 

generating venture to promote the credibility of its members. It may be that our 

increasingly complex society looks to impartial groups to guarantee reputation, whereas in 

the past reputation would have been gained locally by word of mouth. If specialist nurses 

were accredited there would almost certainly be a call for other grades to be accredited, 

with the concomitant administrative bureaucracy, burden of re-accreditation and oversight 

of the system. Accrediting different levels of nurses working in diabetes care would not 

necessarily encourage excellence but would provide the lowest common denominator 

below which someone with a given title should not fall. The Council for Healthcare 

Regulatory Excellence (CHRE) (2009) examined advanced practice as a regulatory issue 

and rejected it, concluding that there would be major difficulties in regulating the level of 

practice. They suggest that robust and well-enforced continuing professional education 

targeted to the professional‟s current scope of practice provides an alternative mechanism 

to regulatory control. Their view is that where there is a risk to the public it is simpler to 

link protection of a title or function to a qualification and annotating a register entry, but 

the diversity within roles would make it very difficult to draw together a set of 
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proficiencies that could form a coherent basis for an annotation across the profession. Most 

regulatory bodies have accepted this ruling but the Nursing and Midwifery Council is still 

considering its position in relation to advanced practice. 

 

If the Council for Health Care Regulatory Excellence approach is adopted, then it is the 

responsibility of leaders within the occupational grouping to articulate clearly the 

expectations of differing roles. These can be aided by clarity in the competencies expected 

of nurses at different levels, and project two seeks to address these issues for nurses and 

employers. The need is still apparent, as project three supports the survey of diabetes 

specialist nurses (James et al., 2009) showing that that where general practitioners are the 

employers the remit of care tends to be restricted in scope and boundary.  

 

Accreditation would certainly provide leverage to make the voice of the diabetes nursing 

sub-group stronger, but accreditation for all levels of nursing contribution to diabetes care 

would be potentially cumbersome and constraining, restricting flexibility and 

responsiveness at a time when rapid change is the norm. It might deflect from making the 

care of the person with diabetes the focus of work. The better alternative would seem to be 

the development of role clarity, agreement on titles, underpinned but not constrained by 

competences with clear educational underpinning for given roles and a career framework 

and this approach has been adopted by the National Leadership and Innovation Agency for 

Healthcare in Wales in the „Framework for Advanced Nursing, Midwifery and Allied 

Health Professional Practice in Wales‟ document launched by the Minister for Heath and 

Social Services in September 2010 (NLIAH, 2010). 
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Direct comparison with the United States needs to be treated with caution. The stronger 

focus on the multi-disciplinary team in the United Kingdom and differences in health care 

payment, delivery and organisation between the two countries limit the ability to 

extrapolate results to the United Kingdom. Despite the more developed professional status 

apparent in the United States system there is little evidence that diabetes care for the 

person with diabetes is any better and generally among the diabetes community the multi-

disciplinary team approach used in United Kingdom and Scandinavia is held up as best 

practice. Loveman et al.’s (2003) systematic review suggested that the role of diabetes 

educators is more limited than that of diabetes specialist nurses in taking on the education 

of other health care professionals and coordination of patient care. Robust international 

comparisons have always been problematic due to the lack of an agreed minimum data set 

and variations in health care recording and practice, though Nicolucci  et al. (2006) have 

developed indicators for the quality of diabetes care at the health systems level in 

Organisation for Economic Cooperation and Development (OECD) countries aimed at 

identifying indicators capable of international comparison. They will not however, be 

sensitive enough to capture the contribution of individual professions to the overall 

package of care provided. 

 

Some interesting conclusions emerge from comparing the history of jurisdictions in the 

United Kingdom and United States. The drivers for change in terms of need (the patient 

group) and technological developments (new insulins and delivery and testing 

mechanisms) have been the same, but the professional responses have been different. Both 
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approaches are strengthened by having a robust evidence base with studies such as project 

one, particularly in times of economic restraint when non-core services are under threat 

and reports of specialists being returned to generalist duties (Lomas 2010). Accreditation 

can bring a degree of autonomy and control but can also pose difficulties and constraints, 

particularly in a rapidly changing environment where nurses are contributing to diabetes 

nursing at a variety of levels. Bringing clarity to roles can help legitimation of the role and 

prepare the ground for appropriate educational preparation and it is this aspect that is 

pursued in project two. 

 

Contribution to Knowledge 

Project one was a seminal study in demonstrating the value and cost-benefit of the hospital 

based diabetes specialist nurse role to doctors, managers and the National Health Service. 

In relating this to Abbott‟s model the study added legitimation to the role among fellow 

professionals. The post-study discussion examined role legitimacy in the light of Abbott‟s 

framework and highlighted an unresolved tension between meeting the needs of the 

patients and meeting the role development aspirations of the profession. 
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Chapter Three 

Project Two 

 

Developing a Career and Competency Framework for Diabetes Nursing 

 

Introduction 

 

Project two extends the discussion of the jurisdiction of nurses in diabetes care from the 

narrowly defined diabetes specialist nurse to the full range of levels of input from 

consultant nurse to unregistered health care worker. It sets out for the first time, the 

expectations of competence for each of these workers in diabetes care. In addition, it 

provides practitioners, managers and educators with a template for career progression and 

guidance for expectations of educational achievement at each level. 

 

The aim of the project was to develop a national integrated career and competency 

framework for diabetes nursing. The project was initiated by groups representing diabetes 

nursing across the United Kingdom including the Association of Diabetes Specialist 

Nurses, Diabetes United Kingdom and the Royal College of Nursing Diabetes Nursing 

Forum. I took the lead from an education and Welsh perspective. This chapter reviews the 

debate about the definition and implications of competence/competency, then explores the 

development of the project, the fulfilment and publication of the competency framework 
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and discusses the current and future for this and other similar projects in the light of the 

arguments for and against competences and the overarching theoretical framework.  

Outputs and Impact of Project 

 

The framework was launched by SB Communications in 2005 (Diabetes Nursing Strategy 

Group, 2005) at the annual general meeting of Diabetes UK. It was provided as an insert 

within the Journal of Diabetes Nursing and made available on the web-sites of the Royal 

College of Nursing, Diabetes UK and the Association of Diabetes Specialist Nurses. The 

development work was published in the Journal of Diabetes Nursing (Turner and Davis et 

al., 2005) and the Journal of Clinical Nursing (Davis et al., 2008). 

 

The impact of the project was not only in using a robust methodological framework but in 

partnering with other influential organisations such as Diabetes UK and the Department of 

Health‟s Skills for Health to make maximum impact. The work has subsequently been 

requested and sent to expert groups representing the practice nurse association of New 

Zealand and a similar group working in diabetes care in Canada. The framework has been 

sent to help populate the Scottish Toolkit for Specialist and Advanced Practice (see post 

study discussion in chapters two and three). Its scope is broader than that of the Skills for 

Health document in that it includes the unregistered health care worker level as well as 

ascending levels of registered practitioner to nurse consultant grade. It was considered 

important to be inclusive of all levels of health care practitioner, particularly as the number 

of unregistered practitioners has risen sharply since 2000 (James et al. 2009). The value of 

the document is also demonstrated in its enduring nature. The framework was up-dated in 
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2010 (TREND-UK, 2010) and 2011 (TREND-UK, 2011) to reflect new technologies 

(therapies) and changes in practice, though the framework itself remains unchanged, 

bearing testimony to its fitness for purpose. The competencies are cited as a reference point 

for diabetes specialist nurse roles when commissioning diabetes services (Diabetes UK, 

2010b). They also provide the basis for innovative educational programmes including the 

diabetes course at the University of York and a range of courses at different academic 

levels at the University of Glamorgan, including the Post-Graduate Diploma and MSc 

Diabetes. 

 

 

Background 

 

The need for a competency framework in diabetes nursing was partially driven by 

recognition of the lack of structure in the development of careers in diabetes nursing and 

the lack of guidance in educational preparation, coupled with perceived wide variations in 

educational provision. As a group of nurse leaders representing nurses working in diabetes 

care and education we recognised that the best people to decide the levels of competence 

required were nurses themselves, rather than having levels of competence imposed on the 

profession. We felt it was incumbent on us as clinicians and educators to take the lead, and 

in doing so, provide a possible career structure nurses in diabetes care. It was decided that 

a framework could provide a template from which Higher Education Institutions could 

derive standards for educational preparation and a guide for managers in directing 

employees to appropriate skill levels and additional training where required. 
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The career and competency framework for diabetes nursing was developed in the context 

of policy documents such as „The National Health Service Plan‟ (Department of Health, 

2000) and its equivalent in each of the four countries of the United Kingdom, Agenda for 

Change (Department of Health, 2004a), the National Service Frameworks and the service 

modernisation agenda, the Essence of Care (Department of Health 2001b, 2003, 2006a).  

 

The career and competency framework for diabetes nursing was developed alongside the 

Royal College of Nursing‟s work on a Core Career and Competency Framework for 

Nursing (Royal College of Nursing, 2004a). The Royal College of Nursing framework has 

been designed to help nurses identify their current knowledge and skills base and work 

towards different levels of competence within the context of Agenda for Change, and to 

identify the knowledge and skills that need to be applied to general and specialist areas of 

practice. The approach used to develop a core competency framework emerged from the 

exploration of the role of expert practitioner and consultant nurse undertaken by Manley 

(1997, 2001). Those core functions were deemed to be developing expert practice, practice 

and service development, lifelong learning, leadership and management, research 

evaluation, knowledge utilisation/transfer and consultancy. The core competency 

framework applies to all the role functions a nurse undertakes and has been published by 

the Royal College of Nursing (2006a). The Royal College of Nursing framework 

concentrates on four levels of nursing practice, the competent nurse, the experienced nurse; 

the senior practitioner and the consultant nurse (see Table 3.1).  
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Table 3.1 Four levels of Nurse with the RCN Core Career and Competency 

Framework (RCN 2006a). 

 

 

 Competent nurse – a newly qualified nurse gaining experience in a practice area or a 

nurse who transfers from one area of practice to another where the specialist skills required 

are different. 

 

 Experienced nurse – a nurse who has had some experience of caring for patients within a 

specific client group and now mentors others, who is working to protocols and making 

decisions. 

 

 Senior practitioner – a nurse who is leading a team of more junior staff or undertaking a 

specialist role. 

 

 Consultant nurse – an expert nurse with parallel expertise in education, research and 

consultancy in practice. 

 

Work is underway to examine the role of the health care assistant. It is anticipated that the 

proposed role of advanced nurse practitioner will be equivalent to the senior practitioner 

level.  

The remit of the diabetes nursing steering group was to go beyond the core competences 

and look at the specialist areas of practice within diabetes nursing. In developing the 

diabetes nursing competences the steering group chose to add the level of „unregistered 
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practitioner‟ to the four levels of nurses identified by the Royal College of Nursing, 

acknowledging the important role that health care assistants play in caring for people with 

diabetes in a variety of settings.  

 

Literature 

 

The use of terminology in relation to this subject can be ambiguous and confusing. 

Generally, the United Kingdom has adopted a behavioural approach to competence 

focussed around job expectations. The overarching term is referred to as „competence‟ and 

the component elements are described as „competences‟, describing the action, behaviour 

or outcome that a person should demonstrate in their performance. The terms 

„competency‟ and „competencies‟ came from the person-centred approach adopted in the 

United States and refer to an individual‟s qualities and the characteristics that lead to 

effective work performance (McMullan et al., 2003). Competency identifies, 

acknowledges and distinguishes between different ability levels, concentrating on the 

personal, potentially transferable qualities of the individual, while competence focuses on 

achieving a minimum standard of performance within a given role, with the focus on the 

task rather than the qualities of the individual (Manley and Garbett, 2000). The danger in 

this latter approach is in reducing an occupation to a series of tasks, undermining the 

higher thinking skills, critical ability, problem-solving and the handling of uncertainty 

required at undergraduate level by the Quality Assurance Agency for Higher Education 

(QAA, 2008). O‟Hanlon and Andrews (1999) try to avoid this polarisation of views by 

arguing that competence is about the outcomes of performance and thus inherently requires 
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the practitioner to show higher level thinking skills by taking into account the uncertainty 

and unpredictability that arise in practice situations. Other criticisms of the competence-

based approach are that it has built-in obsolescence, inevitably being based on practice that 

already exists, reducing the flexibility to embrace new practice; that it tends to be over-

assessed (Doel, 2000) with an over-emphasis on performance-criteria and production of 

evidence (Eraut, 1994). 

 

The behavioural approach to competent practice measures behaviour that can be seen and 

measured. This may be seen as measuring behaviour against performance criteria in nurse 

education programmes. Criticisms of the approach include potential observer bias and an 

undervaluing and measuring of cognitive and affective elements of skill acquisition 

(Norris, 1991; Lillyman, 1997), leading to the accusations of measuring performance 

rather than competence. This approach misses out the critical thinking skills important to 

competent functioning in complex situations and seen as underpinning competent practice 

(Harbison, 1991). Neither does it fully encompass elements of reflection, professional 

judgment or Benner‟s (1984) concept of intuition as an element within critical thinking, 

which Howstein et al. (1996) found to be positively related to level of educational 

achievement. Despite the criticisms competence is usually inferred from performance, 

though Benner (1984) cautions that the value of the measurement is only as good as the 

competences selected, thus the selection of appropriate competences is fundamental to the 

accurate measurement of competence.  
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Tuxworth (1989) presents the development of competence based training/education as a 

response to societal changes in increasing the transparency in teacher training, whereas, 

Watson et al. (2002) view competence testing as an alternative to intelligence testing 

developed for non-professional, manual work where practical skills were more important 

than intellectual capacity. Pierce and Weinstein (2000) trace the origins of competence as 

the basis for education to the United States of America. 

 

In nursing a clear definition of competency is considered crucial to the safety of the patient 

and the protection of the nurse Bradshaw (1997) and it is therefore surprising that many 

articles discuss competence and competency on the basis of a shared understanding 

without providing a clear definition of the concepts involved. Competence has been 

described as a nebulous concept open to different interpretations (Watson et al., 2002). 

Historically, nursing textbook writers considered nursing competence to encompass, not 

only the technical knowledge, practical skill and knowledge of procedures, but also moral 

character and professional etiquette, in a role largely shaped by the ward sister (Bradshaw 

2000).   

 

The approach adopted by the Royal College of Nursing (RCN) defines competence as: 

 „the state of having the knowledge, judgement, skills, energy, experience and 

motivation required to respond adequately to the demands of one‟s 

professional responsibilities‟ (Roach 1992; 6).  

 

 For registered nurses this is in line with the Nursing and Midwifery Council‟s (NMC 

2007) view that competence is:  

„possessing the skills and abilities required for lawful, safe and effective 

professional practice without direct supervision‟ (NMC;10) 
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If competence provides the overall picture of the nurse‟s ability to perform his/her role 

safely, lawfully and effectively, then competences represent the constituent parts of 

competence, delineated as knowledge, attitudes and skills. 

 

Much of the published work on competence relates to ability to perform safely and 

competently at the point of registration for nurses, and for pre-registration assessment. 

Maintenance of competence after registration has been promoted via the Post-Registration 

Education and Practice (PREP) requirements (UKCC, 1994). Bradshaw (1998) argues that 

in taking this approach the statutory bodies have devolved responsibility for competence to 

the individual nurse, leaving the courts to be the final arbiters when there are accusations 

of failure.  She argues that without national, normative and tested standards nurses are 

unprotected. Dimond (1994) recognises that the way in which competence is determined 

by the profession and the individual practitioner is of great importance in preventing 

litigation, but also acknowledges that measuring competence is not an easy task. In cases 

of litigation, experts in the field decide on what constitutes a reasonable standard of care, 

so it is understandable that the various professional groups have been looking at 

developing standards of care which are recognised within their own professional groups, 

even if they could still be subject to scrutiny in the courts. 

 

In the literature, the terminology is often used interchangeably and in this chapter the 

words „competency‟ and „competence‟ are used interchangeably and the component parts 

are described as competences. 
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The Project 

 

The desire for a framework came from practitioners rather than educators, as education for 

diabetes nurses has no central coordination or accrediting body in the United Kingdom. It 

came from the desire to specify /delineate levels of competence and expectation for nurses 

and carers working with people who have diabetes, but also with a view to enable 

educators to prepare programmes of education at designated levels. The original intention 

was to develop the competence framework and use it as the basis for the development of a 

UK-wide educational preparation for diabetes specialist nurses. The „Integrated Career and 

Competency Framework for Diabetes Nursing‟ was launched in 2005 (Diabetes Nursing 

Strategy Group, 2005). It was the culmination of a project involving collaboration between 

parties representing diabetes nursing and directed by the diabetes nursing strategy group 

that included representatives from the United Kingdom Association of Diabetes Specialist 

Nurses and the Royal College of Nursing Diabetes Nursing Forum (Turner et al., 2005). 

The project was designed to work in harmony with the Department for Health‟s Skills for 

Health initiative (Skills for Health, 2004), developing occupational standards for diabetes 

care, and the Knowledge and Skills Framework (Department of Health, 2004b) which 

forms part of the Agenda for Change (Agenda for Change Project Team, 2004a). The 

method was guided by Kim Manley and the Practice Development Team at the Royal 

College of Nursing (RCN) as part of a wider Royal College of Nursing integrated career 

and competency framework initiative (Royal College of Nursing, 2006a).  
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Methods 

 

Different approaches may be adopted in the development of competency frameworks. 

Those published by clinicians are naturally concerned with achieving and using the 

competences in practice and may concentrate on those areas, rather the process by which 

they were derived. In contrast, articles on competency development published by 

academics tend to describe approaches utilising research methods. It is helpful to look at 

the variety of approaches and to avoid some of the obvious pitfalls and glean best practice 

for future competency development. The first step is to secure relevant data to know what 

questions to investigate. The use of different reference groups can ensure adequate 

qualitative understanding of the problem area from a clinical perspective and is a necessary 

precursor to developing solutions to the issue identified. This can be achieved by getting 

targets groups together in a non-threatening environment. 

 

One way of eliciting the views of individuals is to use focus groups. These are groups 

made up of individuals selected by the researcher to discuss and comment from personal 

experience on the subject of the research. They can be used to clarify subject matter that 

elude other research instruments. They were first used as a market research technique in 

the 1920s but have evolved to become a tool frequently employed in social science and 

health related matters (Powell and Single, 1996). Focus groups comprise small numbers of 

people of about equivalent size to those used in nominal group process (5-12). They draw 

on spontaneous responses and have the advantage of enabling the researcher to quickly 

identify the full range of perspectives held by participants. However, they can be 
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influenced by a „group effect‟ if there are strongly held views among members of the 

group and vociferous voices can be given undue prominence. They can capture complex 

divergent ideas but do not aim to come to a consensus and were thus deemed less useful 

for the project described below. 

 

The best known consensus methods are the Delphi technique and the nominal group 

process.  The Delphi technique has been described as:  

 

„a method for systematic collection and aggregation of informed 

judgements from a group of experts on specific questions or issues.‟ (Reid 

1988; 232)  

 

In this approach a panel of experts is used to develop a consensus of opinion, usually 

through a series of questionnaires, with controlled feedback. The initial panel of experts is 

identified by convenience or purposive sampling, often supplemented by snowball 

sampling. It is a multi-staged approach with the results from the first contact with experts 

being refined and fed back to the expert panel for reconsideration and amendment, and the 

process being repeated until consensus is achieved. The first round consists of either 

chosen individuals providing opinions on a specific matter, or opinions being set out for 

experts comment on in subsequent rounds. The opinions are grouped together under 

themed headings and circulated to the expert group on a questionnaire. Next, participants 

rank their agreement with each statement, the rankings are summarised and a repeat 

version of the questionnaire is circulated for participants to re-rank. The re-rankings are 

scored and assessed for degree of consensus. Another round is completed if consensus is 

not achieved (Jones and Hunter, 1995). This approach has been used in several areas 

including nursing leadership competencies in public health (Misener et al., 1997), critical 
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care (Jones, 2002) and district nurses‟ competencies in health promotion (Irvine, 2005). 

There can be difficulties with defining the term „expert‟ and project described below 

needed to have input from a cross section of all nursing contributors to diabetes care, not 

just one group of experts who would make decisions on behalf of other nursing and non-

nursing grades. In addition, the Delphi technique has been considered by some (Rowe et 

al. 1991) to be methodologically inferior to the nominal group technique was not 

considered to be the best methodological fit for the diabetes nursing career and 

competency framework project.  

 

The nominal group process was first described in the 1960s by social-psychologists and 

was developed by Van de Ven and Delbecq  in 1972 as a pilot research technique, with 

further possible applications as a tool for exploring solutions with a variety of 

stakeholders. In health, it has most commonly been used to examine the appropriateness of 

clinical interventions, identifying measures for clinical trials, practice development and in 

education and training (Jones and Hunter, 1995). The nominal group process is a more 

structured meeting than a focus group and seeks to provide an orderly procedure for 

obtaining qualitative data from a variety of stakeholders associated with a topic area. 

Building on their previous work Delbrecq and Van de Ven (1971) propose that this 

approach is a superior way of identifying the issues in terms of quantity, quality and range 

of issues than other group techniques. The procedure used in the nominal group process is 

for the planner (in this case the diabetes steering group) to identify the range of participants 

and these are known as the target group. In the case of the project described these included 

representatives from the whole of the United Kingdom and all bands of nursing and health 
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care support workers. The components of the nominal group process are the introduction 

and clarification of the task, the silent generation of ideas, group discussion of the ideas, 

refining of the list by adding, removing or merging ideas and ranking of the most 

important ideas. At the initial group meeting the organiser explains that the task of the 

group is to bring their perception, insight and expertise and experience to identifying the 

issues. The large group is then split into smaller groups of around eight people are given 

the issue to address recognising that each problem has subjective and objective elements. 

Participants first write their thoughts individually and then share their ideas. Each item is 

discussed, and then members rank the ideas in terms of priority. After further discussion 

the list may be amended and the results of the small group are fed back to the larger group.  

 

One of the most useful aspects of the nominal group process is that it enables the 

identification of the reference group‟s priorities; however as Drennan et al (2007) found it 

is not always feasible to achieve a prioritisation of themes. For the study described below 

the main concern was to ensure that all the main areas were covered rather than to 

prioritise those areas. Difficulties with the method include choosing an inclusive target 

group. The exact composition of the panel can affect the results, but bias in 

representativeness can be ameliorated by using a different mix of participants in further 

panels or using further panels to check congruency with initial results. The second 

potential difficulty with this approach is in framing the question to be addressed by the 

group and the third area of concern can be in translating the raw data from the group into 

the next stage of the process. To ameliorate these difficulties in the project described there 

used more than one meeting of the target group, as propounded by Van de Ven et al. 
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(1972). To address the second concern the planning group used experts in the process, 

ensured that both subjective and objective elements were included (by using a validated 

values clarification exercise) and rehearsed the process before the event. The third area of 

concern, the need to determine the level of specificity, the number of issues to be 

addressed and what level of detail (may vary between groups) was addressed by the 

steering group following the events. It was found that different groups provided different 

levels of specificity, levels of detail and ways of expressing concepts. The process 

challenged the steering group to remain true to the concepts of the groups while balancing 

it with the need to provide some level of cohesiveness and parity across the groups. One of 

the advantages of the process, as heralded by Delbecq, Van de Ven and Gustafson, (1975) 

was the ability to build up the consensus statements over time and check, first with 

participants and then with a wider group the validity and specificity of the statements. 

 

The nominal group process has been advocated as a powerful tool to analyse health care 

problems (Van de Ven and Debecq, 1972). The advantages of the method are that it 

promotes equal participation of group members, so that position within the career 

hierarchy does not confer more power or influence over the decisions made and 

encourages more passive group members to participate (Graffy et al. 2008). It also lessens 

the impact of unhelpful group dynamics (Carney et al.1996) and reduces researcher 

influence on the data (Lloyd-Jones et al. 1999), while encouraging critical debate so that 

differing views can be interrogated.  Disadvantages are that opinions may not converge (in 

the voting process), cross fertilization of ideas may be constrained and the process may be 

become mechanistic. Our experiences concur with those of Graffy et al. (2008) in finding 
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that time and limited discussions of individual items were constraints on the groups. A 

strict or relaxed approach to the rules for agreement can be taken in nominal groups and 

the Diabetes Steering Group adopted a relaxed approach as the main aim was to agree on 

values and identify the issues to be covered rather than concentrating on ranking the 

importance of the subjects discussed. Tere is some evidence that extreme rankings can 

exaggerate the dispersion of the group‟s response (Jones and Hunter, 1995). Recent 

attempts to compare methods require cautious interpretation. Graefe and Armstrong (2011) 

compared face to face interviews with three other methods, Delphi, nominal group and 

prediction markets. Participants rated personal communications more favourably than 

computer-mediated interactions and group interactions in face to face and nominal groups 

were perceived as being highly cooperative and effective. However, the task they were set 

was laboratory based and required solving a quantitative judgment task that did not involve 

distributed knowledge. 

 

Gibson (2000) chose the nominal group technique to develop competency statements for 

paediatric oncology nurses and incorporated them into the assessment of a paediatric 

oncology course curriculum. The purpose of the nominal group process is to generate ideas 

which are then discussed and ranked by the group (Moore, 1987). The project adopts many 

features of the nominal group technique and shared the goal of trying to be as inclusive as 

possible within the target group and to deliver results quickly with minimum cost. Gibson 

(2000) used the nominal group technique to provide the first step in the process of 

generating ideas and themes. The group comprised of senior staff from a 

haematology/oncology unit (n=7) and members of a paediatric oncology nursing course 
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(n=12). The ideas generated were ranked into the eight most important ideas, and then the 

ideas were translated into seventeen competency statements by nursing academics. Copies 

of the document were circulated to the nominal group members and academic staff for 

comment and the competences were piloted with the next group of paediatric oncology 

nursing students. As a result of feedback received at the end of the student‟s course the 

number of competence statements were reduced but the process showed that competence 

statements generated by clinicians can be incorporated into the curriculum as the basis for 

clinical assessment.  The initial work in this case was conducted with only a small group of 

nurses and its representativeness could be questioned. However, it was further developed 

and refined using a multi-method comparative design incorporating nominal group 

technique, and a Delphi survey together with focus groups and semi-structured interviews 

(Gibson, 2003). 

 

 Dunn et al. (2000) used a mixture of non-participant observation in critical care settings 

across sixty-six Australian hospitals, interview data from observed nurses, together with 

collection of the nurses‟ demographic information and data from patient care plans and/or 

flow charts. The data were fed back into a 4-day workshop and analysed using a constant 

comparison technique to clarify and refine emerging themes. Common elements were 

grouped to form competency standards and arranged in domains.  The most difficult part of 

the analysis was found to be arriving at a professional judgement about the characteristics 

of competence based on the observational data. Other groups have used a nominal group 

process in conjunction with sequential workgroup assignments in the development of 

competences in public health (Wright et al., 2000).  The approach chosen may well reflect 
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the background of the initiator, with academics more likely to adopt a research approach 

and clinicians taking a more pragmatic route (Cattini, 1999).   

 

In summary, a number of legitimate routes may be taken in the development of 

competency frameworks, but regardless of the route chosen, all have in common the use of 

experts or representatives of the target group and a staged approach, using either repeated 

questionnaires or workshops to gain a consensus on themes and statements. 

 

Having identified the need for a career and competency framework the steering group 

representing nurses working in diabetes care was formed. It comprised representatives 

from The United Kingdom Association of Diabetes Specialist Nurses, the Royal College of 

Nursing and nurse education. The group developed and presented a business case for the 

project and obtained support in the form of unrestricted educational grants from a number 

of pharmaceutical companies. The support included money for the steering group to meet, 

facilitation of the group and consultation processes and printing of the final document. 

 

The decision on the approach was influenced by the Royal College of Nursing Practice 

Development team and built on Manley‟s previous work in this area, using a combination 

of a values clarification exercise with a nominal group technique (Warfield and Manley, 

1990; Manley, 1992). A purposive sample of 50 nurses representing all sectors of nursing 

involved in caring for people with diabetes and users of diabetes services were brought 

together in a workshop in York. They included nurses from primary and secondary care, 

the voluntary and private sectors and a variety of grades of staff as well as people with 
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diabetes, and representatives from all four countries of the United Kingdom. Other 

colleagues who were unable to attend the workshops were encouraged to complete the 

exercise and send the results to the Steering Group. A values clarification exercise was 

carried out with small groups asking them to discuss and complete the following 

sentences… 

 I/we believe the purpose of diabetes nursing is… 

 I/we believe the purpose can be achieved by…. 

 I/we believe the settings in which diabetes nursing can take place include… 

 Other values and beliefs I/we hold about diabetes nursing are… 

 

The Steering Group carried out a content analysis of the data set in order to identify the 

key themes. From this exercise the purpose of diabetes nursing was defined and specific 

intervention at five levels developed in order to achieve the stated purpose. The results can 

be seen in Table 3.2 (Turner et al., 2005). 
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Table 3.2 Emerging Themes from Values Clarification Exercise 

 

Purposes of Diabetes Nursing 

 

 To make a difference to the lives of people with diabetes 

 To enable and maintain health of people with diabetes  

 To promote understanding and to raise awareness of diabetes 

 To provide high-quality, person-centred care and services 

 To help people with diabetes to cope/get on with life/be as independent as 

possible 

 To maintain patients‟ quality of life 

 

 

These Purposes are Achieved by: 

 

Working with Patients 

 

 Valuing „knowing‟ the individual person and working in partnership with him or 

her  

 Interventions specific to diabetes nursing (urine testing, blood glucose 

monitoring, insulin therapy, oral therapy, dietary advice, assessing and teaching, 

diabetes specific  self care skills, living with diabetes at different stages of the life 

cycle, and helping people with diabetes to manage long-term complications). 

 Preventing acute complications (hypoglycaemia, hyperglycaemia, concurrent 

illness, post-surgery complications and complications arsing during labour) and 

long-term complications (retinopathy, neuropathy, nephropathy, hypertension and 

coronary heart disease). 

 Managing care when the person with diabetes is unable to do so. 

 

Developing Effective Integrated Team Working 

 

 Communicating 

 Clear roles and responsibilities 

 Giving support to and receiving support from each other (team) 

 Team work/ team building and collaborative working 

 Integrated care 

 Networking 

 

Maintaining Development, Personal and Professional Effectiveness 

 

 Developing knowledge, skills and competency 

 Continuing professional development 

 Minimising inhibitors to effective practice/service 

 Evidence-based care and best practice 
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 Developing personal characteristics (motivating and interpersonal skills) 

 

Service and Practice Development 

 

 Developing infrastructure and cross boundary working 

 User involvement 

 Developing the culture 

 Service development 

 Conducting audits and changing and developing service and practice 

 Attributes of an effective service: having appropriate resources and expertise 

available; using standards and guidelines and audit; having continuity, 

seamlessness and consistency, accessibility and availability and availability of 

expertise. 

 

Responding to and Influencing Policy 

 

Improving Knowledge and Skills through Education and Health Promotion 

 

 Educating 

 Acting as a resource 

 Using  different approaches and a variety of media 

 

 

Where Diabetes Nursing Happens 

 

 Most appropriate setting for the person 

 Everywhere and anywhere the person with diabetes is 

 Wider community: patient‟s home, residential homes, school, workplace, local 

support and peer groups 

 Primary care 

 Secondary care 

 

 

 

Content analysis performed on the data sets after the workshop grouped the ideas into 

several themes. The purpose of diabetes nursing was found to be the ability to make a 

difference to patients‟ lives, to enable and maintain health, to promote understanding and 

raise awareness of diabetes, to provide quality care/services that are patient centred and to 

maintain patient‟s quality of life. The way in which these purposes were achieved were 
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seen to be; working with patients, developing effective integrated team working, 

maintaining development, personal and professional effectiveness, service and practice 

development, responding to and influencing policy and improving knowledge and skills 

through education and health promotion. The settings identified for diabetes nursing were 

all encompassing, starting with „everywhere and anywhere /wherever the person with 

diabetes is‟, and „the most appropriate setting for the person‟, through to specific settings 

such as primary or secondary care and the wider community such as the patient‟s home, 

school, workplace and local support and peer groups (Tipson and Turner, 2002). 

 

Having identified the values underpinning practice, two further workshops were held, one 

in the north of England in York, and the other in London. The workshops were used to 

validate the work already done and to identify specific areas of specialist practice for 

which competences could be identified. The areas specified were oral drug therapy, insulin 

therapy, urine monitoring, blood glucose monitoring, nutrition, lifestyle, pregnancy, 

diabetic emergencies (hypo and hyperglycaemia), concurrent illness, managing diabetes in 

hospital and long-term complications including hypertension and coronary heart disease, 

retinopathy, neuropathy, nephropathy and helping people manage their complications. 

Small groups worked on each one of the topic areas to identify the level of competence 

expected for the five levels of practitioner, that is, unregistered practitioner, competent 

nurse, experienced nurse, senior practitioner and consultant nurse. 

 

Following the workshops the steering group examined the drafts developed by the small 

groups and undertook an editing process to ensure parity between the same levels of 
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practitioner in the different topic areas and harmonisation of language across the 

document. For each level of descriptor it was assumed that the nurse would be able to 

achieve all the competences at the lower levels of nursing practice in addition to those at 

his/her own level. 

 

To ensure transparency and maintain group ownership of the work an amended draft was 

sent to workshop attendees for comment, revision and approval. Further amendments were 

made based on the comments received and another draft sent out to over two hundred 

stakeholders for review. Following further adjustments based on comments received, a 

final draft was sent to main stakeholders such as the Royal College of Nursing, the United 

Kingdom Association of Diabetes Specialist Nurses and Diabetes UK for review and 

approval and the final document was launched in April 2005 at the Annual General 

Meeting of Diabetes United Kingdom (Turner et al. 2005) and can be seen in Appendix 1.  

 

 

Discussion  

 

There have been calls for the development of core competencies for specialist nurses to aid 

role clarity from wider sources than diabetes nurses (Marshall and Luffingham, 1998). In 

order to determine the competences of nurses in diabetes care the nursing profession 

requires a clear description of the attributes and standards expected of such nurses and the 

Integrated Career and Competency Framework for Diabetes Nursing provides a first step 

on that road. Once in place, competences can provide the basis for clinical assessment 
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within educational programmes and be used as a tool for practitioners and managers in 

planning career development.  

 

There are important lessons to be learnt from the process of developing the framework. 

First, it was an expensive and time consuming exercise, spreading over three years. It 

would not have been possible without the support of unrestricted educational grants from 

pharmaceutical companies. The grants supported three workshops (I attended the one held 

in London) and the associated expenses of people travelling from all over the United 

Kingdom. It included money for a venue and travel expenses for the steering group to meet 

and bring the document together and it paid for the printing costs of the final document. 

 

Secondly, separate small groups looked at different topic areas in the workshops. They 

produced different levels of detail for the topic areas and often used different terminology. 

The steering group took many hours drawing together disparate strands, ensuring a 

uniform presentation and a consistent approach in level of detail and use of words across 

all the topic areas. The consistent use of language and the avoidance of abbreviations were 

considered important, where possible, though there was a constant tension between 

optimum use of language and the need to conserve space. There were protracted debates on 

the use of terms such as „significant other‟ „family‟ and „carer‟ as well as the use of „the 

person/individual with diabetes‟ the „patient‟, the „service user‟ the „client‟.  Consequently 

there was a large amount of editing and it was essential that stakeholders remained 

engaged in the process by commenting on later drafts of the document. These tensions 

meant that the final result did not necessarily reflect the views of the members of the 
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Steering Group and there remains room for debate about the appropriateness of the level 

for some of the competences. For example, it could be argued that it is unrealistic for 

unregistered practitioners to be able to state a normal blood glucose level and describe the 

signs and symptoms of hypoglycaemia (low blood sugar level). The counter argument is 

that any person caring for a person with diabetes should be able to state a normal blood 

glucose level and be able to describe hypoglycaemia symptoms in order to provide a safe 

level of care.  

 

The definition of unregistered practitioner is not explicit and could encompass someone 

with no knowledge and experience up to a National Health Service employee working as a 

Band 4 health care support worker trained to National Vocational Qualification Level 4. 

However, the competences present an accurate description agreed by the groups and sub-

groups working on those topics.  

 

Many of the items at consultant nurse level were not specific to the topic area but brought 

higher levels of thinking, action and a strategic approach to the topic being discussed. For 

example, „identify service shortfalls and develop strategic plan for the service‟ applies 

equally to pregnancy, nutrition and all other topic areas. This, and other examples of 

editing, particularly those addressing semantic issues, could have continued indefinitely, 

but a balance had to be struck to ensure that the document was timely and had a useful 

shelf life. Clearly all documents such as these need regular review and up-dating and these 

elements are costly. 
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The definition of a competence at the outset incorporated elements of knowledge, skills 

and attitudes. Attitudes did not feature strongly in the statements produced by the 

workshop groups, and, perhaps this is not surprising as they are, by nature more difficult to 

define and measure. Adhering to the agreed processes using groups and workshops 

prevented their inclusion at a later date without another round of workshops, and these 

were precluded due to cost and time.  

 

There is no guidance given on when competence should be achieved. There is a question 

mark over whether or not competence should be the entry threshold to that level of practice 

or whether an individual would be given time to achieve the competence level once in 

post. The experience in Wales with consultant nurse posts is that setting Masters level 

achievement as the minimum threshold level for entry to consultant level practice has been 

helpful and successful. Where a masters degree has not already been obtained the 

employee has the difficulty of still trying to get off the starting blocks while also trying to 

develop the role, hindering their ability to be focused on the new role. The problem with 

setting competence levels as aspirational is that they may not be achieved, leading to 

performance management and capability issues for managers.  

 

The work was being developed at the same time as the Knowledge Skills Framework and 

the Skills for Health Occupational Standards and seen as complementary; however there 

could have been more frequent communication between the groups at a strategic level to 

ensure the respective works developed in parallel with each other. The Skills for Health 

work is helpful in that it is patient focussed. It takes a multi-professional approach, 
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identifying need from the perspective of the person with diabetes, but without defining 

who delivers the care and therefore sets only one standard of performance. It does not 

recognise different competence levels for different grades of staff.  

 

The process of development was lengthy and cumbersome involving consultation at every 

stage, precluding a change in content as the parallel series of work was developing. The 

work needs periodic review and revision and has recently been up-dated (TREND, 2010, 

2011). In a sense this demonstrates one of the difficulties with a competence based 

approach in that it needs frequent review and up-dating and can only reflect practice at the 

time of writing. Unless quicker, simpler and possible cheaper means of completing the 

process are used the work risks becoming dated and out of step with current practice. It 

also does not recognise outstanding or best practice, but, rather tends to work at the level 

of the lowest common denominator. 

 

The Diabetes UK education task-force of which I was one of the expert leaders was given 

the ambitious goal of delineating the competences and then to develop courses to meet 

those standards. In practice the competences took longer than expected to deliver and 

courses were developed in parallel with the education project. A course was developed out 

of the project and is now running, but it is one of many rather than accepted as the gold 

standard. However, the competency project was designed to provide the basis for 

educational preparation programmes and can be used for this purpose. 
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For future modelling Marelli, Tondora and Hoge (2005) suggest a six point process to 

guide the phases of development, providing an orderly approach while recognising that, in 

practice, the steps are not always linear because of the complex inter-relationships between 

the phases. The steps involve defining the objectives, obtaining the support of a sponsor, 

developing and implementing a communication and education plan, planning the 

methodology, identifying the competences and creation of the competency model, 

applying the competence model and evaluating and up-dating the competency model. 

These are helpful suggestions for producing competences in the future to ensure quality 

and avoid some obvious pitfalls but they do not speed up the process.  

 

 

Post Project Discussion 

 

The process described here up-dates the literature, continues the process of critical 

reflection on the diabetes nursing competency framework examining it at micro, meso and 

macro levels, examining its impact and legacy, and debates its place within Abbott‟s 

framework as a basis for nurses owning the educational preparation of professionals and 

my personal contribution to development work emanating from the project. 

 

It is a tribute to the robustness of the initial work that the second edition of the framework 

published in 2010 (TREND-UK, 2010) remained substantially unchanged, though it is up-

dated to reflect new technologies and the progress of independent prescribing, an issue that 

is developed further in the next chapter. The work has been further up-dated with the 
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launch of a third edition at the Diabetes UK annual professional conference in 2011 

(TREND-UK, 2011) adding competencies in the additional areas of screening and 

prevention of type 2 diabetes, prisons and young offender units, nursing and residential 

homes, mental health and end of life. At the same time, the need for a new edition 

highlights one of the weaknesses of competence statements in that it can only ever reflect 

current practice. Using the example of prescribing, it cannot become a competence until 

nurses are enabled to prescribe so it cannot be aspirational in target setting. It can provide 

some safeguards, set standards and be used as the basis for quality assurance, but it does 

not add new knowledge or establish new ground for the profession. An international 

review of the legitimation of healthcare professional competencies (Simmons, 2011) shows 

a lack of recognition by government, a lack of training, acceptance or a critical mass; all 

essential elements for professional recognition in Abbott‟s view. In some areas where 

credentialing is in place, such as Australia, the role does not have the recognition, 

autonomy or status of that in the United Kingdom. However, there is still a call for the 

introduction of a process of accreditation and credentialing (the process by which 

competency is shown to be maintained) recommendations about the need for standards and 

courses for all levels of practitioner in diabetes care (Walsh, 2011). Dietitians in the United 

Kingdom have also launched their version of a competency framework (Deakin, 2011), 

though it is notable that medicine has made no formal moves in this direction. 

 

The impact of the competency framework at a personal or individual (micro) level is that it 

can provide a tool for individual negotiation of role and skill development as part of a 

professional development plan, in line with the Knowledge, Skills Framework and Agenda 
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for Change. Currently the framework can be used to bench-mark role expectations in 

practice, but not to measure performance. The tool could be developed further by the 

introduction of performance indicators but it needs regular up-dating in line with service 

developments. Some nurses who took part in the study gave consent to future work and 

they could be utilised for developing and validating behavioural indicators of performance.  

 

At an organisational (meso) level, managers can use the tool to specify skill level 

commensurate with job titles and role, as demonstrated by its citing in the Diabetes UK 

(2010b) Task and Finish Group Report on Commissioning Specialist Diabetes Services for 

Adults with Diabetes in the United Kingdom. It can help organisations positively to 

conduct targeted teaching needs analysis of nursing staff in diabetes care and provide a 

bench-mark for roles. The reductionism inherently found in competencies can lend itself to 

easier monitoring and scrutiny by managers, opening greater possibilities for skill mix 

review and introduction of different grades of post. This can be seen as an effective use of 

resources and/or a diminution of the profession as a whole. Abbott (1988) would argue that 

the reduction of a role to a series of tasks diminishes the claim to professionalism as the 

level of abstraction is removed. At a national (macro) level the framework has been used to 

underpin educational preparation and inform curriculum design of several diabetes courses 

including those in the Universities of York, Ulster and Glamorgan. 

 

The diabetes nursing framework has attracted international interest with enquiries from a 

group in New Zealand representing diabetes nursing who visited the United Kingdom to 

meet with the Diabetes Strategy Nursing Steering Group to discuss the documentation and 
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how it could be taken forward by nurses in diabetes. This has been followed up by interest 

from practice nurses in New Zealand and there have been further enquiries from Canada.  

The document has the potential to inform career pathways for nurses, aid the process of 

structuring personal development planning for nurses and managers and guide the 

development of educational preparation.  

 

The document is in the public domain and the onus is on users to make it a useful 

document. No guideline or framework is useful if it sits on a shelf and not used. Ownership 

of the document lies with its users and these include nurses themselves, as well as 

managers, educators and representative groups such as the United Kingdom Association of 

Diabetes Specialist Nurses and the Royal College of Nursing Diabetes Nursing Forum and 

this is both a strength and a weakness. It may be owned by the participant and endorsed by 

national groups, but there is no strategy for implementation that has any legal or binding 

power. It is important that nurses take ownership of the document and make it work for 

them. The challenge of implementation is not confined to diabetes. The recent Genetics in 

Nursing and Midwifery Task and Finish Group (2011) (which includes counselling in 

respect of monogenic diabetes) calls for strategic leaders to develop a United Kingdom 

wide implementation strategy for its competencies in genetics and genomics, but has no 

power to enforce. 

 

The competence work could be developed with behavioural outcomes or performance 

indicators and tested in practice, but these take both time and money and the document 

needs regular review and up-dating. In some ways it could be argued that the project 
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supports the concerns expressed in the literature review on obsolescence, task orientation 

and the risk of over assessment. Nursing is not the only profession to grapple with these 

issues. Other professions such as Social Work have also wrestled with the tensions 

between competence-based and reflective learning approaches to education and its 

implications for professional identity. de Villiers (2008) examined the relationship between 

the two and concluded that the reductionist approach of setting one paradigm against the 

other is too simplistic and ultimately unhelpful.  The challenge for educators is to ensure 

developing competence is not solely about acquiring safe practice in undertaking tasks 

(task-based training), but to ensure that education is underpinned by principles of care, 

reflective learning, problem-solving and higher thinking skills in line with O‟Hanlon and 

Andrews‟s (1999) views of taking into account the uncertainty, unpredictability and 

complexity that arise in practice situations. Chiarella et al.(2008) surveyed nurses and 

midwives in Australia on their use of competency standards. They recommended a 

systematic review of the literature to determine the level of evidence underpinning the use 

of competencies in practice and the formal analysis of the validity and suitability of 

competency standards in relation to the purposes for which they were designed. They also 

advocated the mapping of competency domains, elements and performance criteria against 

specialist and advanced practice. 

 

The competency framework development in Scotland has utilised a multi-disciplinary 

approach (Scott and Gillies, 2003). It follows the United Kingdom behaviourist approach 

with the final document designed as a personal portfolio to include identification of 

required knowledge or skill, analysis of personal learning needs and development of an 
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action plan, while the Skills for Health initiative is multi-professional and affects all four 

countries of the United Kingdom. 

 

 Changes in the nursing profession can either enhance or detract from the advancement of 

occupational groups. The modernising careers agenda may provide a way forward for 

recognising different levels of practice within diabetes nursing. The competence work has 

been discussed with the project lead for Advanced Practice in Scotland with a view to it 

being incorporated in their work. This can act as a way of disseminating awareness of the 

competency framework and as a means of validating it. Under the auspices of Modernising 

Nursing Careers (Department of Health, 2006a) the office of the Chief Nurse in Scotland 

has undertaken work on Advanced Nursing Practice and published the Advanced Practice 

Toolkit (Scottish Government Health Department, 2008) based on the „Framework for 

Developing Nursing Roles‟ (Scottish Executive, 2005). The concept supports the idea that 

roles must be clearly articulated and clear to all. The need for the roles can then be 

quantified and supported with an agreed educational underpinning. The toolkit also 

harmonises with the competency framework in that it recognises the different levels of care 

delivery from unregistered care workers to nurse consultants and beyond. Such initiatives 

have contributed to the production of the Framework for Advanced Practice launched in 

Wales (NLIAH, 2010).  

 

The approach above fits with the United Kingdom competence model promoted by Skills 

for Health (SfH) where the role is uppermost and people are prepared to fill the role. This 

is different to the competency approach in the United States of America where it is the 
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characteristics and qualities of the individual that are recognised and harnessed rather than 

the role. The difference between competence and competency has led to confusion as the 

terms are often used interchangeably as already discussed. The implementation of a 

competence based approach runs counter to the way in which many diabetes specialist 

nurse roles have developed, where they have often worked along-side a medical diabetes 

consultant with the role developing on the basis of mutual trust and individual skills of the 

people involved as well as evolving to meet the local service needs. The down–side of this 

approach is that it is very much up to the individual to fulfil a role to their own capacity 

and the role is often not bench-marked in any way. Different people coming into the role 

bringing a different skill set can develop the role quite differently and the result is 

inequality in the development of the role. Nevertheless the career and competency 

framework can be useful in this scenario to identify gaps in knowledge and skills and 

provide the basis for objective setting within a personal professional development 

portfolio. 

 

Harrison and McDonald (2008) point out that, paradoxically, attempts to take practice 

forward by such initiatives as evidence-based clinical guidelines and competencies, can be 

seen as a threat to the abstract knowledge that Abbott (1988) sees as an essential 

component of professional practice by creating explicit rules for clinical practice. 
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Reflection  

 

Abbott contends that professions cannot be reduced to a series of tasks and that the use of 

abstract knowledge and judgement is a defining element of the professional role. All 

professions need skilled people who have a core set of technical skills, but the core set are 

often not clearly delineated and may change with changes in technology and delegation of 

responsibility. They do not define the profession. For example, medicine tends to be 

defined by diagnosing and treating patients based on the application of abstract knowledge 

and inference (Abbott, 1988), not by a series of tasks such as doing a lumbar puncture or 

following a protocol. It is important that a set of competences are not seen to define 

nursing as this would stifle development. There must be a more abstract component that 

draws on abstract knowledge to inform higher decision-making. 

 

The British approach to competence development could be viewed as reductionist as 

opposed to the American person centred competency approach. Agenda for Change (DoH, 

2004a) places emphasis on the competencies expected of a given role, rather than the 

personal and professional characteristics of the occupants of a given role. Attainment of 

additional competencies has become a means by which nurses can obtain promotion or 

financial enhancement. The complex interplay between competency and role can be 

illustrated in the following reflection from my own clinical practice, which did not depend 

on meeting competences but on identifying need and developing innovative practices to 

meet the need, and hence shows the need for competence and abstract decision-making. On 

appointment as a diabetes liaison sister in 1982 when a minority of areas around the 
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country had diabetes nurses (Castledine, 1982) I spent the first month building my 

theoretical and practical knowledge and visiting other areas, such as King‟s College, 

London to see examples of good practice. One of the key challenges at the time was the 

move from hospital to community initiation of insulin, resulting in a shift in workload and 

responsibilities for the diabetes team. Many nurses in the community were fearful of the 

perceived risks involved though this was countered somewhat by other nurses who felt that 

specialist nurses were coming in and cherry-picking „interesting‟ work leaving them with 

routine unattractive work. My approach was to visit all district nurses in the area to meet 

them and identify the issues that caused them concern. The finding was that the skill of 

teaching a subcutaneous injection was valued and embraced by community nurses. They 

enjoyed being able to have an intervention that promoted independence and would allow 

them to discharge the patient from their caseload. They liked to have control of the process 

and the ability to monitor patients who needed continued surveillance. Their concerns were 

primarily that they had little time to talk to the patient because of the timing of the 

injections (before breakfast) when they had other patients dependent on an early visit. 

They were concerned about the risk of hypoglycaemia in an unsupervised patient. They 

lacked confidence to advise on insulin doses and other areas of diabetes education. They 

did not want a specialist nurse to take over work they could do. The resolution was that the 

diabetes specialist nurse would be present when the decision to commence insulin was 

made (in hospital or outpatients). The diabetes specialist nurse would then contact the 

district nurses to arrange commencement of insulin within 24 hours at a low dose where 

the patient and nurse could be confident that hypoglycaemia would not occur. The role of 

the district nurse would be to teach the subcutaneous injection technique. The diabetes 
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specialist nurse would provide a follow-up visit at the patient‟s convenience where 

teaching and dose adjustment could be discussed. Communication was via the district 

nurses‟ records in the patient‟s home. Thus a bespoke solution was developed that 

benefitted the person with diabetes, enhanced the service and used everyone‟s skills to best 

effect. It protected the competence of all the healthcare professionals involved, but the key 

skills were the combination of diabetes specific knowledge along with equally important 

negotiating skills and abstract judgement in order to secure agreement with all the 

stakeholders. It is important that any use of competencies does not focus solely on the 

subject specific skills to the detriment of higher problem-solving skills. 

 

In my next diabetes role managing a team of diabetes specialist nurses I discovered that 

different approaches had been adopted. The diabetes specialist nurses had been employed 

primarily to initiate insulin and district nurses were not involved in the process. As a result 

insulin initiation was confined to diabetes specialist nurse availability (Mon-Fri office 

hours), the district nurses were de-skilled in the task of insulin initiation, the 

communication between the diabetes specialist nurse and district nursing service was poor. 

It required four diabetes specialist nurses to achieve the same result with less efficiency. In 

fact the whole system came close to collapse as the number of patients commencing 

insulin increased exponentially and the diabetes specialist nurses found themselves having 

to work harder and harder to achieve the same level of service. There is a temptation for 

specialist nurses to take on roles that „only they can do‟ as it gives a sense of power and 

status and gives clear justification for the post. Its weakness is that it everything is invested 
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in a few people and often without a succession plan, or even cover for holidays or other 

periods of absence.  

 

The lessons learnt from these experiences add weight to the argument for making the 

person with diabetes the focus of attention rather than viewing the service from a 

healthcare professional perspective, as it frees up thinking to provide more creative 

solutions. It shows the need to think beyond a subject-specific competence-based 

approach. It does not mean that competencies have no place to play, just that they are best 

used as one tool in a professional‟s portfolio. A competency framework can thus set out 

the nursing contribution to the multi-disciplinary package of care for people with diabetes 

in line with the Skills for Health approach which is patient rather than professionally 

focused. This factor may be the key to understanding how the landscape has changed since 

Abbott first published his work (Abbott, 1988). Managers have increasing influence over 

service delivery and do not necessarily come from a health care professional background. 

A shift in focus to truly patient-centred care provides a robust rationale for them to counter 

professional protectionism in the interests of the patient or the interests of the targets they 

have been set (including financial targets). 

 

In practice, the competence-based approach is broadly welcomed by employers and work-

force planners and provides the opportunity for planning out career paths in diabetes 

nursing. An advantage of the competence-based approach is that the role is clear for all to 

see. It makes standardisation, preparation for the role and work-force/succession planning 

easier. The potential down-side is that a standardised role based on competence can lead to 
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a „tick-box‟ mentality where there is more emphasis on proving that all elements of the 

current role can be achieved, rather than looking to see how the role can be developed or 

what an individual can bring to the role. There is the potential to stifle innovation and role 

development. It reduces work to its component tasks and subdues the abstract element that 

Abbott claims is essential in a profession. Unlike the early diabetes specialist nurses, who 

tended to be self-motivated and relish the challenge of service development, over-emphasis 

on competencies can lead to the appointment of different types of people into such roles; 

people who are less likely to push the boundaries of professional and service development. 

However, the need to think creatively about role and service development is as great as 

ever, though the drivers for change may have altered. The current drivers include new 

ways of working (Wanless, 2005), the continued shift of services from hospital to 

community, nurse prescribing, as well as contractual and organisational changes within the 

National Health Service. Some of these issues are pertinent to project three discussed in 

chapter four.  

 

On a positive note, the competence framework could be used to address other aspects of 

professionalization described by Abbott, those of role clarification, legitimation by society, 

shaping professional identity and providing the basis for legitimation, research and 

instruction/education. 
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Education and Competence 

 

According to Abbott, professions are responsible for the educational preparation of their 

work-force and the development of the competency framework provides a secure footing 

for the educational preparation of nurses in diabetes care. It gives clear direction to 

educators about levels of educational preparation required, and resolves a cry that is 

frequently heard from educators, that clinicians do not articulate exactly what they want in 

terms of educational preparation. It allows the nursing profession to take a stronger grip on 

the educational preparation of its own members, a factor that Abbott considers essential to 

claims for a professional identity. It strengthens role definition within the profession of 

nursing and allows delegation of tasks within different levels of the profession. 

(Humphris et al. (1999) and Llahana et al. (2003))  suggest that specialist nurses in the 

United Kingdom lag behind their counterparts in the United States in terms of educational 

preparation, (based on the assumption that American Masters and British Masters 

qualifications are equivalent), and the differences are described in the post-study 

discussion of chapter two. Reports on the educational attainment of nurses in diabetes care 

are mixed but consistently point to the need and desire for more and higher levels of 

preparation (Siminerio et al., 2007).  Llahana et al. (2003)‟s survey of 334 diabetes 

specialist nurses in the United Kingdom found 47 (17.8%) had obtained, or were 

undertaking, a Master‟s degree related to diabetes though response biases mean that the 

results are likely to over represent those with higher educational qualifications. Our own 

study (see project three) found 21% paediatric diabetes nurse specialists and 25% adult 

diabetes specialist nurses with first degree level study and 8% and 17% respectively with 
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Masters level study. The NHS Diabetes workforce database (Diabetes UK and NHS 

Diabetes 2010) in a survey of 838 diabetes specialist nurses (61% response rate) found 

74% with a diabetes certificate/diploma, 17% with a diabetes related first degree and 8% 

with a diabetes related masters degree. The difficulty with interpreting these figures is that 

there is no common agreement on level of practice, so the results will include junior nurses 

new in post and experienced nurse consultants at different grades and levels of seniority. 

Secondly, some studies ask for diabetes-related qualifications whereas others look at 

generic levels of educational attainment and thirdly, many nurses study modules but not 

whole awards at a particular level (54% modules at degree level and 18% at Masters level 

in the NHS Diabetes 2010 survey) and some studies included those working towards 

qualifications, but not yet completed. 

 

The four United Kingdom countries have been developing post-registration career 

frameworks. The English version suggests five career directions including one on chronic 

disease management (DoH, 2008). The Welsh Assembly Government (WAG, 2009) in 

consultation with the profession has chosen a more generic and flexible framework that 

encourages movement between settings (hospital/community/higher education) and 

helpfully links career advancement with expected academic attainment. The table below 

provides the parallel levels between the post registration career framework and the diabetes 

competency framework and the associated academic attainment expected at that level. The 

latest framework for advanced practice in Wales (NLIAH 2010) specifies Masters level 

preparation for advanced practice. 
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Table 3.3 Academic Expectations of Different Nursing Levels 

 

WAG Post Registration  

Nurse Career Framework 

Diabetes Career and 

Competency Framework 

Academic Level 

Expectation 

 

Level 9 Very Senior Staff 

  

PhD 

 

Level 8 Consultant Nurse 

 

Consultant Nurse 

 

Masters 

 

Level 7 Advanced 

Practitioner 

 

Senior Practitioner/Expert 

Nurse 

 

Post-graduate level 

(certificate/diploma/masters) 

 

Level 6 Senior Practitioner 

 

Experienced/ proficient 

nurse 

 

First degree 

 

Level 5 Practitioner 

 

Competent Nurse 

 

First degree 

 

 

In the United Kingdom there has been no universally accepted standard diabetes nursing 

course. The first course was set up by Janet Kinson in Birmingham in 1978 (Cradock, 

1991). This was the only course in existence at the time of my appointment in 1982. 

Subsequently diabetes specialist nurses worked to develop similar courses accredited by 

the National Boards in Scotland, Wales, England (English National Board course number 

928) and Northern Ireland before being incorporated into University structures, and now 

locally forming part of the Diploma in Professional Practice and BSc(Hons) in 

Professional Practice at the University of Glamorgan. Crowley (2000) pointed out the lack 

of degree and post-graduate courses in diabetes and the difficulty of accessibility and 

flexibility in accessing courses at a distance from home and work-place. Two courses have 
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latterly emerged as having acceptance within the diabetes community and these are the 

Bradford and Warwick University courses, both of which adopt a multi-disciplinary 

approach to diabetes education. Warwick provides different levels of preparation from 

certificate to Masters Level.  Forbes‟s (2010) scoping exercise of research gaps in the 

organisation and delivery of diabetes services recommends training the workforce to a 

minimum standard. The combination of courses and levels now available provides the 

possibility for this to work for the first time.   

 

In response to project two and the published literature I have developed a multi-

disciplinary Post-Graduate Diploma in Diabetes which commenced in September 2010 

with a top-up to a Masters in Diabetes commencing in 2011. It uses the competency 

framework to address tasks but recognises that the profession is more than the sum of the 

tasks and that professional practice incorporates higher level skills of problem-solving, 

critical analysis and decision-making.  

 

It is the first on-line multi-professional diabetes course aimed at a global audience seeking 

to prepare leaders of diabetes care to deal with complex decision-making skills and is 

based on the International Diabetes Federation curriculum to provide global application 

and credibility. The philosophy of the award is to create professionals who can 

independently access information and use it to critically assess, evaluate and disseminate 

the evidence base related to diabetes care. The course aims to develop creative problem-

solving approaches to complex clinical situations and prepare students to take leadership 
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roles in diabetes management on the world stage.  It is pitched at Post-Graduate 

Diploma/Masters level in line with the latest frameworks on post-registration provision. 

 

To overcome problems of geographical distance and release from work-place, as well as 

encouraging provision of high quality international post-graduate preparation not available 

in many parts of the world, the course is delivered by means of blended learning. It lies 

toward the far end of the continuum with e-intensive attributes. There is an initial 

residential course over 2 days which offers a series of contemporary lectures introducing 

each of the modules. These introductory lectures were delivered in South Africa and the 

University of Glamorgan. After each introductory lecture, students form into break out 

groups and are set activities where they develop solutions to relevant clinical problems 

(such as setting up a structured diabetes education programme) mimicking the on-line 

group activities they will be set. The rest of the post-graduate diploma is on-line. 

 

The on-line course provides assessments of clinical case scenarios with which the 

candidate can identify with clinical practice, portfolios for reflection upon the learning 

process and the impact of the course on their clinical practice and group activities aimed at 

enhancing team work. Their knowledge is assessed through each of these activities and 

with a summative online examination at the end of each module. 

 

The course adopts an andragogical approach with a strong emphasis on self-directed 

learning. Students are in on-line tutor groups. A case study poses an initial problem to 

which the students have to respond, but arising from the scenario questions are posed by 
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the online tutor requiring students to go away and search the literature and come back with 

a response based on critical reading of the research and reflection on local practice. All 

students are expected to contribute to this discussion forum and the global composition of 

the participants provides a challenging perspective of diabetes care world-wide. The work 

is supplemented by contributions to a personal reflective journal and contributions to a set 

group activity. Examples of a group task might be the development and evaluation of 

guidelines for a sub-group of people with diabetes. For each module the students work in 

small groups focussing on different aspects of the subject, but also provide an individual 

contribution such as evaluation of the work with respect to their own clinical care. In 

practice some students may perform surveys or audits to help in the development of the 

guideline and other students may decide to evaluate the guideline in their clinical setting. 

Finally, in terms of assessment case problems are presented in the form of an assessment to 

directly test the clinical reasoning and knowledge objectives of the module.  

 

The educational aims and learning outcomes of the post-graduate diploma can be seen in 

Appendix 2. It consists of six modules of 20 credits: Principles of Diabetes, Approaches to 

Care, Promoting Self Care, Management of Diabetes, Complications (1) and 

Complications (2). Students can exit after three modules with a Post-Graduate Certificate 

in Diabetes. The Masters component includes a 20 credit research module, using a similar 

format to that described above and the option of completing a 40 credit professional 

project, or dissertation, to integrate the research skills developed in in-depth exploration of 

an aspect of diabetes care or the completion of a 40 credit independent prescribing module, 

a competency based programme with professional body accreditation to enable role 
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extension by the end of the course. Current course participants include both home and 

international students, attracting interest from South Africa, Australia, Pakistan, Oman and 

the United Arab Emirates. This route can be used to aid professional development and give 

legitimacy to practice without the constraints of using education as the vehicle rather than 

accreditation. The table 3.5 below maps the competencies from project two to the modules 

in the PGDip/Masters in Diabetes. 

 

In South Africa they have been developing an occupational grouping of diabetes educators 

along the lines of the American model. A voluntary accrediting body for diabetes 

educators has been set up, but they have had difficulty in getting academic recognition for 

their education programmes. On behalf of the University of Glamorgan, I have established 

links with the Centre for Diabetes and Endocrinology in Johannesburg, a premier centre 

for diabetes health professional education in South Africa, providing from 2010 the first 

online post-graduate multi-professional diploma in diabetes available in the country and 

from 2011 there will be a MSc Diabetes underpinned by the tenets of the Integrated Career 

and Competency Framework and the Framework for Advanced Nursing, Midwifery and 

Allied Health Professional Practice in Wales (NLIAH, 2010). 
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Table 3.4 Competencies from Project Two Matched against Modules in the 

PGDip/MSc Diabetes 
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Nutrition   x     *  

Urine 
testing 

x   x   x * x 

Blood testing x   x   x * x 

Oral treatment x  x x    * x 

Insulin 
treatment 

x x x x    * x 

Self-

management  
 x x     *  

Hypoglycaemia  x x x    * x 

Hyperglycaemia x x x x    * x 

Concurrent 

illness 
  x x x x x * x 

Diabetes in 

hospital  
   x x x x *  

Pregnancy  x x x x   x * x 

Managing 

complications 
 x x x x x x * x 

 

* Any competency area could be addressed depending on choice of subject matter for 

project. 

 

The new course will be subject to longitudinal follow-up to see if the skills learnt on the 

course will be promote changes in practice or confer an enhanced status on the 

practitioners.  
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Conclusion 

 

The arguments for and against the use of a competency framework have been discussed 

with its merits and limitations together with its potential applications. On the one hand it 

helps to delineate roles at different levels providing clear parameters for the measurement 

of role and career progression, but on the other hand it can be seen as reductionist and 

reactive rather than progressive or aspirational; more concerned with meeting minimum 

standards than striving for excellence. It may inhibit the growth of abstract knowledge and 

thus professional development. The middle line that has been taken is that the competency 

framework can provide useful guidance but should not be used rigidly so that it becomes 

stifling and restrictive. It does, however, provide a basis for the development of education 

programmes that enable appropriate preparation of professionals at different levels of 

practice. The course that has been developed incorporates disease specific competencies 

coupled with the higher level and transferable thinking skills of reflection and critical 

analysis with the aim of benefitting patient care. Ultimately the competency framework 

developed in project two, can be used to increase legitimation of diabetes nursing roles and 

enhance the educational preparation of practitioners.  

 

Contribution to Knowledge 

The project articulates for the first time the competencies for unregistered health care 

practitioners and registered nurses at different levels of seniority. The competency 

framework provides a strong basis for the development of education programmes for 

different levels of nursing care, thus fulfilling an important pre-cursor for professional 
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development according to Abbott, that of control of the educational provision. The work 

illustrates Abbott‟s model by articulating the task of work, or jurisdiction, of nurses at 

different levels while at the same time demonstrating a tension that Abbott himself 

recognised, in that over -prescription of roles (that is, reducing roles to a series of tasks) 

can lead to a weakening of jurisdictional claims to be a profession. 
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Chapter 4  

Project Three  

The United Kingdom Insulin Initiation Study (UKIIS) 

 

 

Introduction 

 

Project three presents the results of a UK-wide survey of insulin initiation practice 

providing a snapshot of diabetes nursing and diabetes nursing practices around 2005-6, 

particularly in relation to starting patients on insulin therapy. Its supplementary aim was to 

undertake research at a national level, build research capacity, foster a research culture 

within diabetes nursing and move on from the prevailing culture where individual 

researchers conduct small scale research based on one individual in one locality (Davis, 

1991). In line with the other chapters, following the description of the project there is a 

post study discussion which up-dates the literature review and reflects on practice in the 

light of Abbott‟s call for the need for „large scale surveys of actual work‟ (Abbott, 

1988:326) as a means of testing the processes he outlines in his framework. 

 

Outputs and Impact of the Project 

 

The work has been presented and published nationally and internationally, including 

publications in Practical Diabetes International (Davis et al., 2006); a presentation at the 
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Federation of European Nurses in Diabetes Conference in Copenhagen (Bilous et al., 

2007) where the model of networking and partnership was presented; 

a half day symposium at the RCN International Research Conference in 2007 in Dundee 

(Coates et al., 2007; Davis et al., 2007; Turner, 2007), and further publications in the 

Journal of Advanced Nursing (McDowell et al., 2008) and Journal of Chronic Illness and 

Healthcare in Nursing (Coates et al. 2009).  

 

Background 

 

Previous work (Hamric and Spross, 1989; Castledine, 1995) has identified research as a 

core component of the specialist nurse role, however according to Humphris et al. (1999) it 

remains one of its least developed aspects. The argument that nurses do not have to initiate 

research but should be aware of research findings and disseminate results in practice may 

be sufficient for junior nurses but not for diabetes nurses in senior positions, particularly at 

nurse consultant level. The nursing career structure has not traditionally provided strong 

incentives for the development of a research culture in terms of promotion, fiscal stimulus 

or organisational support. It has therefore been left to enthusiasts and self motivated 

individuals who have often had to overcome resistance from general managers, though 

clinical issues faced by practising nurses throw up research questions all the time. 

Attempts to conduct research in the early stages of my career were met with 

incomprehension from nursing managers, though not obstruction. I received support from 

the medical staff and lobbied the organisation to set up formal ethics committee structures 

to facilitate research for the future. Over the years there have been various expressions of 
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support for the development of research groups at events such as the „Alive and Kicking‟ 

conferences in Daventry 1995 and Peterborough 1996 at which I was the chair.  

 

In diabetes nursing I was part of a small group of people who moved into academic 

practice while maintaining an interest in diabetes. To take the research agenda forward we 

approached a pharmaceutical company and successfully obtained an educational grant of 

£47,645. The grant was unrestricted which meant that there was no restriction on topic, 

method, sources of research funding or dissemination. It enabled us to meet to formulate 

and implement the research project and funded meetings of the group, administration, 

distribution and collation of the questionnaire and development of the database and data 

analysis. The academics came from each of the four countries of the United Kingdom and 

consisted of myself, Ruth Davis (Wales), Vivien Coates (Northern Ireland), Paul 

Dromgoole (England), Joan McDowell (Scotland). Clinicians with an expressed interest in 

research were invited Florence Brown (Diabetes Specialist Nurse, Glasgow); Mary Bilous 

(Research Nurse, Middlesburgh); Sue Cradock (Nurse Consultant, Portsmouth); Eileen 

Turner (Nurses Consultant, London) and I also recruited Lesley Lowes (Wales) to provide 

a paediatric clinical and academic perspective. The aim of the group was to conduct 

research and build research capacity amongst diabetes nurses and minutes were kept of the 

meetings. At the initial meeting in 2004 I took the lead in the choice of topic and the 

apportioning of roles for group members. I took the lead on compiling the literature review 

to inform the proposal development and the work was published in 2006 (Davis et al., 

2006). The entire research group was involved in the design, piloting, implementation and 

analysis of the questionnaire, though some money from the grant was used to employ the 
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services of a research associate (Kate Thompson), who had experience in using large 

databases, to input and analyse the data. The survey was conducted during 2005, analysis 

took place in 2006 and the results have been disseminated through 2006-9 (Davis et al., 

2006; Turner et al., 2007; Coates et al., 2007; McDowell et al., 2008, Lowes and Davis 

2008; Coates et al., 2009). 

 

Literature 

 

The literature review was designed to inform the development of the research proposal and 

reflects the medical paradigm of treatment processes with a focus on commencing insulin 

therapy. The topic was chosen as it forms one of the distinctive elements of the role of the 

diabetes specialist nurse and one that anecdotally is being devolved to nurses in general 

practice. Insulin replacement therapy is life sustaining for all people with type 1 diabetes, 

and has increasingly been used as the drug of choice in type 2 diabetes, resulting in a large 

increase in the number of people commencing insulin therapy. The study itself sought to 

explore the role of nurses in relation to commencing insulin therapy and the surrounding 

decision-making processes about which there is much less published.  

 

Before the discovery of insulin in 1921 the diagnosis of type 1 diabetes was a death 

sentence (Bliss, 1996), and, although the efficacy of insulin was never formally established 

with a randomised controlled trial, many people now live long and productive lives on 

insulin therapy. Indications for the use of insulin are agreed, but wide variations exist in 

the practice of starting people with diabetes on insulin.  
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The treatment for type 1 diabetes is insulin replacement therapy so diagnosis triggers the 

initiation of insulin therapy whether in adults or children. In children type 1 diabetes is one 

of the most common chronic conditions around and its incidence is increasing, particularly 

in children aged five years or less (Rangasami, et al., 1997; Feltblower, et al., 2000; 

EURODIABS ACE Study Group, 2000; Green and Patterson, 2001; the DIAMOND 

Project Group, 2006). A relative insufficiency of insulin at diagnosis results in high blood 

glucose levels, increased micturition, increased thirst, lethargy and weight loss. If 

untreated, severe fluid, electrolyte and acid-base disturbances lead to vomiting, 

dehydration, coma and death (Brink, 1995). The management of childhood diabetes 

involves the patient and family learning how to inject insulin, monitor blood glucose levels 

and adhere to a diet containing healthy food choices. The clinical condition of the child at 

presentation determines the medical interventions necessary to stabilize newly diagnosed 

diabetes. Newly diagnosed children usually need to be admitted to hospital if intravenous 

therapy is required to correct dehydration, electrolyte imbalance and diabetic ketoacidosis, 

with progression to oral fluids and subcutaneous insulin administration when their clinical 

condition improves. When children present with mild to moderate symptoms and are 

clinically well, subcutaneous insulin and oral diet and fluids may be commenced from 

diagnosis and it has been proposed that these children do not necessarily need admission to 

hospital (Schneider, 1983; Kostraba, et al., 1992; Lee, 1992; Swift, et al., 1993; McEvilly, 

1996; Cowan, et al., 1997; Lowes and Gregory, 2004; Lowes et al., 2004). Newly 

diagnosed clinically well children in the United Kingdom have been successfully 

commenced on insulin without hospital admission (Swift, et al., 1993; McEvilly, 1996; 
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Lowes and Davis, 1998; Lowes, et al., 2004) but a review of the evidence concerning 

hospital or home-based treatment at diagnosis for children (Charron-Prochownik, et al., 

2001; Lowes and Gregory, 2004; Clar, et al., 2007) has, so far, proved inconclusive 

because study numbers have been small, of low quality, or of limited applicability. They 

have commonly been retrospective, with little account of biases that could affect outcomes, 

based on relatively small samples and often from single centres. There are also differing 

interpretations of the term „home management,‟ ranging from complete avoidance of 

hospitalisation (Lowes, et al., 2004) to 72 hours in hospital (Dougherty et al., 1998). One 

expert panel recommends that the best setting for insulin initiation is where the 

competence and skills exist in a convenient location for the individual with diabetes 

(Barnett, et al., 2003). The recommendations of the National Institute for Clinical 

Excellence (NICE, 2004b) are that children and young people with type 1 diabetes should 

be offered home-based or inpatient management based on assessment of clinical need, 

family circumstances and the wishes and residential proximity of inpatient services. As 

long ago as 1988, a survey of 360 UK paediatricians established that although 314 (87%) 

admitted more than 80% of all newly diagnosed children to hospital, 170 (47%) would 

change this policy if community facilities were improved (British Paediatric Association 

Working Party, 1990). The study may have reflected the lack of multi-disciplinary teams 

available at the time to work between hospital and community settings and the survey 

would be worth repeating as there appears to be an increasing trend towards home 

management across the UK (McEvilly, 1996; Cowan, et al., 1997; Lowes and Davis, 

1998). 
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In adults insulin therapy is used for everyone with type 1 diabetes but is also increasingly 

being used for people with type 2 diabetes. The number of people commencing insulin 

therapy has escalated in recent years due to a number of factors, including the increased 

incidence of diabetes, acceptance of the link between hyperglycaemia and increased 

overall mortality and evidence that improvements in glycaemic control can reduce and 

delay the onset of diabetic complications (DCCT, 1993; UKPDS, 1998a; de Grauw, et al., 

1995). There is also a trend toward earlier initiation of insulin in type 2 diabetes (Campbell 

and White, 2002).  

 

A survey of insulin initiation practice in adults with type 1 diabetes among 144 consultant 

physicians with an interest in diabetes based in secondary care in the United Kingdom 

(Fowler and Page, 2000) found that four consultants admitted patients to hospital 

(combined with an intensive multi-professional education programme), and a further 

thirty-three admitted clinically-well patients under certain circumstances, such as poor 

command of English, pregnancy, age, social factors, unavailability of the diabetes 

specialist nurse, presenting „out of hours‟ or being slow to learn injection technique. Most 

commonly though, consultant physicians (n=139) started insulin in an outpatient settings 

with support from the diabetes specialist nurse. Older people may be started on insulin in 

hospital following myocardial infarction, acute illness, hyperosmolar coma or major 

surgery, or as outpatients if they demonstrate poor glycaemic control with symptoms of 

hyperglycaemia, weight loss, non-specific ill health or malaise (Hendra, 2002). 
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Increasing numbers of people with type 2 diabetes, particularly since the United Kingdom 

Prospective Diabetes Study (UKPDS, 1998a)
 
are treated with insulin, though the practices 

related to starting insulin in this group are rarely described in the literature. In type 2 

diabetes, there is strong evidence that insulin should be offered to people with inadequate 

blood glucose control on optimised oral glucose-lowering drugs (NICE, 2002b). The 

European Guidelines recommend starting insulin therapy when the HbA1c is above 7.5% 

(IFCC reference method 59mmol/mol) after appropriate use of dietary control and oral 

hypoglycaemic agents (European Diabetes Policy Group, 1999). Advice on other details of 

insulin initiation tends to be pragmatic. The National Institute for Clinical Excellence 

(NICE) suggests that local experience, patient preference and relative costs should inform 

the choice of insulin type and regimen as there is little research in this area (NICE, 2002b).  

 

There appear to be wide variations in the practice of starting people with diabetes on 

insulin and there is little published regarding the commencement of people with type 2 

diabetes on insulin. It is likely that custom and habit still play a large role in current 

practice. 

 

 

Commonly Used Regimens and Starting Doses 

 

The National Institute for Clinical Excellence (NICE, 2004b) recommends that children 

with diabetes should be offered the most appropriate insulin, delivery device and treatment 

regimen, taking into account the child‟s age and ability, and the specific needs of the child 
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and family, in order to optimise glycaemic control (Children should aim for a target 

HbA1c level of less than 7.5%, or 59mmols/mmol, and without frequent disabling 

hypoglycaemia). Very young children may be started on a once or twice daily injection of 

medium/long acting insulin. Older children may start on pre-mixed insulin or self-mix 

short and medium/long acting insulin.  Alternatively, a three times a day regimen (mixed 

insulin pre-breakfast, short-acting insulin pre-evening meal, medium-acting insulin pre-

supper) can avoid the need for an injection during school hours, allow a level of flexibility 

and minimise the risk of nocturnal hypoglycaemia. Little is published on different practices 

but certain pragmatic factors influence choice. A multiple injection regimen may be more 

appropriate to the lifestyle of teenagers as it allows greater flexibility.  Younger children 

may need a pen with an easy delivery mechanism or one that dials up in 0.5 unit 

increments (Lowes, 2004).  Mean total daily amount of insulin required is approximately 

0.7-0.8 U/kg in pre-pubertal children, 1-1.5 U/kg in pubertal young people, 1-1 U/kg in 

post-pubertal adults and 0.2-0.5 U/kg during the „honeymoon period‟ (Franzese et al., 

2004). Insulin pump therapy – continuous subcutaneous insulin infusion (CSII) – is 

increasing in popularity for children and young people with type 1 diabetes but is not 

usually appropriate for newly diagnosed children (NICE, 2003). 

 

In adults with type 1 diabetes according to Fowler and Page‟s (2000) survey most 

consultant physicians (85.1%) used a standard insulin regimen while 14.9% used a tailored 

approach, though the meaning of the word „standard‟ was unclear. It might be inferred that 

it was a set pre-determined dose as thirty-eight (28.6%) used a standard starting dose, 

whereas 95 (71.4%) used some form of calculation. The basis of calculation varied from a 
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rough assessment of patient size into „small‟, „medium‟, or „large‟, to calculation of the 

dose based on units/kg/day. The range of starting dose varied from 6-28units. The most 

common regimens, accounting for 91.7% of replies, were twice daily 30/70 biphasic 

insulin (46.4 %), four times daily insulin (25.7%) and twice daily intermediate acting 

insulin (19.6%). Isophane was the most popular basal insulin, though this study was 

carried out before the introduction of some of the newer long-acting insulin analogues. 

Seventy-three (52.9%) consultant physicians said that the patient‟s age influenced the 

choice of regimen, with simpler regimens used in relation to older people. Sixty-five 

(47.1%) said they would not be influenced by the patient‟s age.  

 

A wide variety of approaches are used in type 2 diabetes including twice-daily injections 

of a pre-mixed insulin (soluble and isophane) or twice-daily injections of an intermediate 

or long-acting insulin (de Grauw et al., 2001; Dickinson et al., 2002).   A later review 

suggests that part of the delay in initiating insulin therapy in type 2 diabetes could be due 

to uncertainty about how the transition to insulin should be made (Riddle, 2005). It 

suggests that by setting appropriate glycaemic targets and using systematic titration of 

insulin, several regimens could be effective. It also suggests that the use of insulin 

analogues and the continued use of oral therapies could reduce the side effects of 

hypoglycaemia and weight gain and this appears in line with current practice.  The 

evidence for continuing oral therapy, particularly metformin, is now established (Douek et 

al., 2005).  Davidson (2005) discusses the ambiguous findings of several studies of insulin 

initiation in type 2 diabetes. The approach in his centre is to use a bedtime NPH insulin 

with maximal tolerated doses of metformin and sulphonylurea, progressing to mixed/split 
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(or, less often, basal bolus) insulin if the previous regimen does not approach or maintain 

near euglycaemia. Pre-mixed insulins are only used if people cannot mix insulins for 

whatever reason. He concludes that the key factor is not so much the choice of regimen, as 

the intention to keep intensifying the chosen approach until targets are achieved, with an 

overall aim of achieving near euglycaemia. There is no mention of taking into account the 

associated factors, such as subject weight gain, that are likely to accompany this approach 

and it only describes the approach in one centre. 

 

Jarvis et al. (2000) concluded that there was no evidence of consistent practice when 

starting insulin and that the doses, type of insulins and frequency of follow-up varied 

greatly. Jarvis and Burden (2004) is one of the few studies comparing approaches to 

starting insulin in type 2 diabetes. They compared a 10 unit twice a day isophane regimen 

with a calculated approach (CALC) based on height, weight, fasting plasma glucose and 

insulin resistance. The CALC method resulted in a higher starting dose, slightly more 

episodes of mild hypoglycaemia in the early stages, though equal numbers of moderate 

hypoglycaemia and an increased weight gain. There was no difference in satisfaction levels 

and the CALC method required less diabetes specialist nurse time to achieve target HbA1c 

levels more quickly. However, achieving target HbA1c levels more quickly at the expense 

of increased levels of hypoglycaemia in the early stages would be an unwelcome and 

unnecessary trade-off for many clinicians and patients. The conventionally treated group 

were only allowed to adjust doses by 10% at a time, which could explain the increased 

frequency of contact in this group and adjustment of this variable could provide an 

alternative approach and shows a limitation to a protocol driven treatment regimen. Nurses 
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with independent prescribing powers would be free from these constraints for the benefit 

of the patient.  

 

 

Insulin Initiation Practices 

 

The structure and process of care is poorly described in both the paediatric and adult 

populations. When a diagnosis of diabetes is suspected, most children are referred by their 

general practitioner (GP) to their local paediatric diabetes service in secondary care, where 

the condition is commonly managed using a team approach with the child and family 

central to the team (Lowes, 2004).  According to Diabetes UK (2002) these teams should 

include a paediatrician with an interest in diabetes, a paediatric dietitian and a paediatric 

diabetes specialist nurse (PDSN) with the latter usually  being the main provider of support 

and education to families in the early weeks after diagnosis (Lowes, 2004).   

 

In the adult population, diagnosis may be made in hospital (as a medical emergency or as a 

co-morbid state) or in a community setting and early management may vary depending on 

a variety of factors including local expertise, geography, and the local development of the 

service. Traditionally people with type 1 diabetes are more likely to be referred to 

specialist diabetes teams and receive individualised education. Insulin initiation in people 

with type 2 diabetes has increased rapidly in the last decade together with a variety of 

processes to cope with the increased demand. There is no consensus on the optimum 
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approach and little comparative data on one to one versus group approaches to insulin 

initiation.  

 

Other factors that could affect insulin initiation practices include the move away from 

secondary-care based services, the development of community-based specialist teams and 

the expansion of prescribing abilities to include nurses and pharmacists as well as doctors. 

It is commonly asserted that increasing numbers of primary care teams are becoming 

involved in insulin initiation but the published evidence is scanty. There is no clear picture 

of practice nurse and general practitioner involvement in insulin initiation.  

 

Within insulin initiation practice, wide variation has been found in the use of pen devices 

with few prospective trials. Nearly 10% of consultants reported that they did not use pens 

in people newly diagnosed with type 1 diabetes in adulthood, but nearly 70% reported that 

they used them in most people requiring insulin therapy (Fowler and Page, 2000).  

Amongst diabetes specialist nurses (Thynne et al., 2003) factors influencing choice of pen 

in descending order of importance are reported as perceived accuracy, cartridge loading, 

perceived reliability, plunger reset, immediate availability, previous experience and 

dialling mechanism.  
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Factors Affecting Decision-Making 

 

Patient involvement in decision-making regarding the need for insulin as treatment does 

not feature in type 1 diabetes as people are dependent on exogenous insulin for their 

survival (Matthews, 2007) so involvement in decision-making in this situation is related 

more to the insulin regimen and the injection device. Thynne et al. (2003)‟s study of 

factors influencing decision-making by diabetes specialist nurses in the United Kingdom 

found that  the factors influencing decision-making in relation to pen devices and blood 

glucose meters were impaired sight, poor dexterity, poor learning ability and poor memory, 

with cost and the look of the pen having least influence on the decision-making. Use of 

English language appeared to be more important in decisions about the meter than about 

the pen device. Geographical location or the experience of the diabetes specialist nurse did 

not appear to be an influencing factor in terms of choice of insulin or equipment. Choice of 

a pen device was considered to be straight forward, but choice of blood glucose meter 

more complex. The strength of the study was that it was not based on one centre but gained 

views at a national level with questionnaires sent to diabetes specialist nurses based in 

Diabetes Centres (Thynne et al., 2003). However it did not include the views of practice 

nurses or other health professionals and therefore does not necessarily reflect the full 

picture of practice in primary care or indeed the views of patients themselves.  The study 

data suggest that there are many factors utilised in the decision-making process and that 

variation is essential to meet individuals‟ needs.  The extent of involvement of the 

individual with diabetes in decision-making and its value is under-researched and there is 

still much discussion about the degree of involvement people want in making decisions 
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about their condition (McKinstry, 2000). The importance attached to individual 

involvement in decision-making might depend as much on the philosophical approach of 

the practitioner as the evidence base.  

 

 In type 2 diabetes the decision about insulin therapy is less clear cut. There are a variety of 

clinical options available of which commencing insulin is one. The United Kingdom 

Prospective Diabetes Study (UKPDS, 1998a, 1998b) demonstrated the benefits of 

improved control and risk reduction in preventing long-term complications of diabetes and 

has resulted in an increase in the number of people with type 2 diabetes starting insulin. 

Thynne et al. (2003)‟s study suggested that the nurses were the main decision-makers in 

relation to the type of insulin chosen, but that patients were the main decision-makers in 

relation to the choice of pen device, and that both diabetes specialist nurses and patients 

equally influenced the choice of blood glucose meter. Diabetes specialist nurses felt they 

were most likely to take over the decision-making process in newly diagnosed type 1 

diabetes where people were anxious, in type 2 diabetes where individuals were elderly or 

where they felt that the person might find choice confusing, though the criteria by which 

they would establish an appropriate level of involvement for the patient was not explored. 

The people most likely to have an input into decision-making were those individuals with 

established type 2 diabetes where conversion to insulin could be planned over time.  

 

Patient involvement is strongly advocated in the United Kingdom National Service 

Framework for Diabetes (DoH., 2001a; DoH., 2002a; WAG., 2002). In a study to develop 

a diabetes-specific scale to measure patients‟ desire to participate in medical decision 
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making participants showed a desire for discussion and information but this might stop 

short of actual decision-making (Golin et al., 2001). 

 

In conclusion, many factors influence practices surrounding insulin initiation. On a macro-

scale the way in which insulin initiation practices develop may depend on commissioning 

decisions, history and geography, availability of staff and resources. Changing trends 

regarding home versus community initiation of insulin and individual versus group 

initiation (particularly in type 2 diabetes) are not well described or evaluated.  There are no 

standardised data to help identify trends in practice or to compare different models of 

practice and it is therefore difficult to gain the information necessary to inform evidence-

based practice and make decisions about the optimal use of staff and resources. Evidence 

for making management based decisions is far less developed than that for making clinical 

decisions. For children there are comparative studies of insulin treatments and regimens 

but few that describe the insulin initiation process at diagnosis or associated decision-

making. The literature suggests a heavy workload for nurses working in practice and a lack 

of resources for home initiation of insulin. At the individual level there is no consensus as 

to the type of insulin, the insulin regimen or the choice of pen device that should be used.  

The extent to which individuals with diabetes are involved in the decision-making process 

is unclear. The desirability, extent to which they are, or want to be, involved, and the cost 

benefit of individual involvement in decision-making are all still largely unknown. There is 

a need for further work to map current patterns and developments in practice, to identify 

best models of service delivery, to compare the safety and efficacy of different approaches 

and to identify the optimum level of user involvement in decision-making.  
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The Project Design 

 

This section lays out the basic strategy for the research project and the logic behind it 

(Oppenheim, 1992). It is followed by a discussion on methods and a description of the 

study itself. 

 

 There is a large amount of literature on the use of insulin therapy, the management of 

people on insulin and consensus guidelines to inform the use of insulin therapy 

(International Diabetes Federation 1999a, 1999b), but far less on the process of starting 

people on insulin in the United Kingdom. Nurses do not have a tradition of publishing the 

evidence on which practice is based (Watkinson, 1998). Clinical guidelines offer a 

promising opportunity to improve the quality of care, but their dissemination and 

implementation in practice is notoriously difficult (Miller and Kearney, 2004). The study 

was intended to collate the data regarding the practice of insulin initiation across the 

United Kingdom to indicate the extent to which it is standardised and informed by 

evidence. It follows a similar pattern to that undertaken earlier by doctors for doctors 

(Wincour et al., 2002a, 2002b) which identified strengths and weaknesses in the systems 

of care and made recommendations for practice. Anecdotally there is a lot of discussion 

about care transferring from hospital to primary care, but as yet little confirming evidence 

in the published literature. It was felt that a survey of current practice would help 

determine if the primary health care team was indeed involved in commencing people on 

insulin. It would also provide a bench-mark against which to measure changing practice 

and provide a pre-cursor for further work in this area. 
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The overall aim was to describe the practice of nurses in relation to insulin initiation and 

related clinical decision-making across the United Kingdom. The objectives were to: 

1. Describe the range of criteria used to decide when and where insulin treatment 

should be started. 

2. Identify the extent to which key individuals influence the decision that a patient 

needs to start insulin. 

3. Quantify the commonly used insulins, insulin regimens and delivery systems and 

how they are determined. 

4. Identify the most commonly used starting doses and how they are determined. 

5. Identify the factors that influence current practice. 

 

Subsequent discussion within the research group around the investigation of clinical 

decision-making and the question of what drives therapeutic choices, led by McDowell, 

resulted in the inclusion of secondary questions including: What is the current situation in 

relation to the initiation of insulin therapy for adults with type 1 and type 2 diabetes? What 

factors influence the decision to commence insulin therapy? What factors influence the 

decision on the type of insulin therapy to commence and what model of care affects insulin 

initiation? A discussion about the extent to which these were achieved is expanded in the 

discussion section. 
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Methods 

 

There is no such thing as a definitive research method or instrument par excellence. All 

tools can be used poorly or well and each has strengths and weaknesses; they are simply 

devices to obtain information relevant to the research question (Wilkinson and 

Birmingham, 2003). Not only is the tool likely to have strengths and weaknesses, but the 

way in which it is used can add or detract from the strength of the tool.  

 

The research project group engaged in a lengthy discussion as to the most appropriate 

research approach and eventually decided on a survey approach as the most achievable 

means of meeting the aim of describing the practice of nurses in relation to insulin 

initiation and related clinical decision-making across the United Kingdom. A study of 

different data collection methods (survey, statistical, experimental and observational) in 

published journals shows that surveys are the most widely used form of data collection in 

Sociology and  Social Psychology (Saris et al., 2007) and clearly form an important data 

source. Robson (2002) reports Zeisel (1984) as saying that survey data are useful to win 

arguments with people who do not understand the value of qualitative research and they 

also bring a high degree of transparency which adds to its ability to be replicated. 

 

Alternative methods were considered. An ideal option would have been to observe and 

record insulin initiation practice prospectively to gain a definitive picture of practice across 

the United Kingdom. This approach would have avoided the risk of bias inherent in self-

reported studies and provided more robust data, but was deemed impractical in terms of 
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time, ethical approval and resources (human and financial). It demonstrates one of the 

compromises that have to be made in „real world‟ research. The group consisted of clinical 

and academic representatives from across the United Kingdom and part of the purpose of 

the group was to use a project to improve research capacity and provide a United Kingdom 

perspective. On reflection, this motivation for the study influenced the choice of method 

which in turn prevented the adoption of a purist stance on the research question guided by 

a conceptual framework. 

 

Surveys fall into the category of non-experimental studies and are ranked fourth in the 

hierarchy of evidence, with systematic reviews at the top and expert opinion at the bottom 

(NICE, 2002a). They are used to describe „what is out there‟ and to obtain information 

about „the prevalence, distribution and interrelations of variables‟ (Polit and Beck, 2004; 

234). As a method, the emphasis is on accurate measurement, reproducibility and 

generalisability.  Questionnaires are used to „collect facts, attitudes, knowledge, beliefs, 

opinion, perceptions, expectations, experiences and the behaviour of clients and staff‟ 

according to Parahoo (1997; 249). Responses can be sought from individuals or on behalf 

of organisations.  Most surveys are descriptive in nature though some may be interpretive, 

that is, providing explanations for phenomena studied. Depending on philosophical origin, 

some see surveys as the epitome of „real world‟ or non-laboratory research, having the 

ability to deal with large numbers and deal with complex rules surrounding rigour, while 

others see them as generating large amounts of data with unwarranted status attributed 

because of their quantitative nature (Robson, 2002). Surveys usually attempt to describe 

„what‟ things are like, not „why‟ they are a particular way (de Vaus, 2007). They can play 
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an important role in highlighting issues and often provide the basis for social policy 

interventions.  

 

Surveys may take the form of self-completion questionnaires which can be distributed by 

hand or posted out to subjects. They may be conducted as face to face or telephone 

interviews, or on-line surveys.  The merits of a telephone survey were discussed by the 

project group, but it was concluded that the answers to some questions might be more 

accurate if the respondent had time to check records and provide a considered response. 

The information technology (IT) skills of nurses and limitations of the IT infrastructure in 

the National Health Service at the time were not considered sufficiently developed to 

obtain a high response rate among nurses by using an on-line survey.  

 

The advantages of the survey method are that it offers a high degree of standardisation by 

using the same questions to all subjects, thereby increasing the possibility of getting the 

same answer to the same question on repeated occasions. It has the advantage of being able 

to access large numbers of people and, if the sampling is robust and representative, offers 

the ability to generalise the findings and provide a force for changing practice. One of the 

method‟s greatest strengths is that it is efficient at providing large amounts of data from a 

widely distributed sample population at relatively low cost in a short period of time, a 

factor that was important for this study. The standardised self-reporting format takes away 

the possibility of interviewer bias. It allows anonymity thus reducing fear of repercussions 

for respondents. Respondents can complete a questionnaire when it suits them so there is 

little pressure to provide an immediate response. This can have the effect of increasing 
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response rates by allowing time for completion or decreasing response rates if subjects put 

the questionnaire to one side and do not complete it.  

 

The problems with survey methods can be in quality of the data, the completeness and/or 

the factual accuracy of the answers. In telephone surveys the order of questions may be 

altered but postal questionnaires do not have this flexibility and they are not an ideal 

medium for handling open-ended questions. Respondents of self-completion 

questionnaires are on their own, so the questions must be self evident or have simple 

explanations. There is no ability to correct ambiguities and misunderstandings in questions, 

to prevent questions being skipped or missed, or to check that answers are based on robust 

or correct evidence. Questions may not be answered in the manner requested, as the study 

found. Despite extensive piloting respondents in the study did not always answer the 

questions requiring them to rank items as instructed. There may be problems or constraints 

due to levels of literacy among respondents, though this was not considered a major factor 

in the reported study as all respondents were registered nurses and would have needed a 

high level of literacy to complete their initial professional qualification.  

 

In surveys it is easy to make assumptions about the respondents, the questions, or the 

reasons for the answers given, and each can have an effect on the accuracy and 

interpretation of the findings (Robson, 2002). It is difficult to detect respondents who do 

not treat the exercise seriously. The response can be limited by uncertainty among 

respondents about what will happen to data. If they feel it could be used against them or 

they are unsure about who is asking the questions they might be wary in their responses or 
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not respond at all and this could contribute to the fact that postal questionnaires often have 

low response rates. The motivation of respondents can be difficult in this form of research 

method, though nurses are familiar with studies aimed at examining and improving 

practice. It was important that the research group‟s credentials were seen as contributing to 

professional development rather than contributing to a potentially threatening management 

agenda. A further problem with response rates relates to the characteristics of non–

respondents. If there are distinctive features among the non-responders, or sub-groups who 

did not respond for reasons relevant to the study, then those features can bias the overall 

results and affect confidence in the representativeness of the sample and its results.  

 

De Vaus (2007) identifies three stages of development in survey design, the initial design 

and planning; designing the questionnaire and evaluation indicators. The first stage 

includes determining from what population the sample will be drawn and the source of the 

eligible population (sampling frame). In designing the questionnaire it is fundamental to 

keep in mind the research question. There is a great temptation to add in supplementary 

questions that are considered to be interesting. This is particularly true when the 

questionnaire is designed by a group of people who may have slightly different agendas. 

The intention within the research group was always to keep the research question central, 

but it may not always have been achieved. Members within the research group had 

different research interests and the number of people involved and stages of iteration meant 

that the focus of the questions was easily lost or changed, particularly when there was a 

long gap between meetings of the group.  
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de Vaus (2007) advised that questionnaires should have a set of fixed-alternative response 

questions that should be accurate (linked to the central point of the question), exhaustive 

(covering all options), mutually exclusive (giving only one possible response) and 

applying to a single dimension, for example, a scale of „very useful‟ to „very boring‟ is 

more than one dimension, as boring is not the opposite of useful. These were the intentions 

of the group, though they were not achieved across all dimensions, particularly in 

designing answers to questions that were mutually exclusive. 

 

The third stage, according to de Vaus (2007) is to develop indictors that accurately 

measure the concept under consideration, that is, ensuring validity and reliability to avoid 

measurement error. Difficulties are acknowledged in achieving this goal within this 

research method, but steps can be taken to minimise error and most of these can be 

addressed at the pilot stage of the project.  Reliability can be difficult to determine. It is 

important to correct poor or ambiguous wording and establish whether or not answers can 

change over time. The latter can be tested by a test-re-test method on the same people two 

to four weeks apart. It can be complicated by not getting the same people the second time, 

or using the same people but finding that they remember the questions from the first time 

and just repeat what they said last time. Reliability can be artificially inflated by these 

means. However, if respondents answer differently the second time, it is not always clear 

what this means. It could be that attitudes have changed rather than the question being 

unreliable. One way to create reliable indicators is to use multiple item indicators, that is, 

to ask same question in different ways or to use previously validated questionnaires. If the 

second response is different to the first it may be unclear whether it is the first or second 
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question that is unreliable. Reliability is improved by avoiding questions where people are 

unlikely to have an opinion or where opinions might change. Another important source of 

unreliability can be coding, as different coding can bring different responses. The effects of 

this were minimised in the study described below by analysing the data from the pilot 

study using the initial coding plans and then revisiting and amending the coding following 

presentation of the results from the pilot study. 

 

„Validity‟ is the confidence in the tool to measure what it should be measuring. Content 

validity is the extent to which indicators measure different aspects of the concept and 

construct validity is how well the measure conforms to theoretical expectations. There is 

no fool-proof method for this though risks can be minimised by using clear definitions. 

The group spent a considerable amount of time on the adult questionnaire, addressing 

internal validity, attempting to clarify the wording and ensuring that the questions were 

clear and unambiguous. The quality issues were addressed by the group, subjected to 

internal and external scrutiny, and piloted to allow further opportunity to highlight 

avoidable problems, check for measurement errors and test reliability and validity as well 

as improving the layout and readability of the questionnaire.  

 

A further key consideration in survey method is the choice of sample, ensuring that the 

target audience is representative of the group being studied. Ideally, a total population is 

used with all eligible subjects taking part in the survey, but most social surveys rely on a 

representative sample, that is, a smaller number of subjects that provide a microcosm of 

the larger picture (Oppenheim, 1992) because it is more economical and efficient to do so.  
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Where a representative sample is required it may be classified as a probability or non-

probability sample. The former is more robust as it uses a recognised random sampling 

framework that enables the researcher to specify the probability that each element of the 

population will be included in the sample. In non-probability sampling there is no way of 

knowing the probability of every element being included in the study. Populations may be 

sub-divided into mutually exclusive segments of the population based on one or more 

characteristics, or strata (Polit and Hungler, 1993). The study below aimed for a total 

population of adult and paediatric diabetes specialist nurses using a commercially held data 

base, deemed as the most comprehensive list available, though it was recognised that it 

was unlikely to be completely up to date. Community nurses were stratified by the size of 

the practice in which they worked, but within that framework the population was randomly 

sampled using a statistically defined procedure. It is recognised that the achieved sample 

will be less accurate than the designed sample and the means of selecting sample size is 

described below. Attempts to maximise the response rate may include a covering letter that 

should indicate the aim of survey and its importance, ensure confidentiality and tailor it to 

the audience. A pre-survey letter can increase response rate, as can the use of a follow up 

letter (Robson, 2002).  

 

The Study 

 

The study comprised a quantitative, cross-sectional nationwide survey of diabetes 

specialist nurses (DSNs), paediatric diabetes specialist nurses (PDSNs) and practice nurses 

(PN) in the United Kingdom (UK). A postal questionnaire was chosen as the most efficient 
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way to obtain the information required from a large sample of respondents. Respondents 

were asked if they would be willing to be contacted regarding future research leaving the 

way open for more in-depth exploration with a smaller sample of respondents in the future. 

 

The proposal was peer reviewed by three experts in the field (Roy McConkey, Simon 

Heller and Sanjaykumar Patel). Their comments were positive and supportive and resulted 

in only minor adjustments such as strengthening the justification for the study, based on 

Heller‟s comments. Advice was sought about the extent of the ethics approval required.  

The survey involved the voluntary participation of health care professionals and no 

collection of patient data. The participants were not identifiable to the research group or in 

any of the dissemination of results. Data were stored according to the Data Protection Act 

1998. Multi-centre research ethical (MREC) approval was sought and obtained through the 

Office for Research Ethics Committees in Northern Ireland following standard procedures 

(www.orecni.org.uk).  The work was supported by an unrestricted educational grant from 

Eli Lilly, meaning that there were no conflicts of interest or restrictions on the use of the 

data. This left ownership of the data with the study group. The money allowed for the 

meeting of the group and administration costs of the study and purchase of a research 

associate‟s time to set up and analyse the data, but the project team‟s time was not 

included. 

 

The project team met in June and October 2004, January and March 2005 to develop the 

research proposal and questionnaires; further meetings were held in 2005 and 2006 with 

http://www.orecni.org.uk/
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additional material, particularly in refining the questionnaire, being undertaken by email 

and telephone. 

 

Sample 

 

Three nursing groups were targeted spanning care of adults and children across the four 

countries of the United Kingdom; diabetes specialist nurses, paediatric diabetes specialist 

nurses and practice nurses. Until 2003 Diabetes UK compiled a list of diabetes specialist 

nurses and their contact details, but this was considered to be too dated. The most 

comprehensive list available was held by a commercial company which claimed to record 

all diabetes specialist nurses (n=1500) and the decision was to match the total sample with 

an equivalent number of practice nurses (n=1500) who were also on the company‟s 

register. In order to maximise the chances of identifying practice nurses who would have 

an input to diabetes care, only practices with four or more general practitioners were 

chosen as they were deemed more likely to include insulin initiation within the practice; 

the size of the practice bringing both volume and the opportunity for sub-specialisation. 

The sample was therefore a stratified random sample of practice nurses chosen to match 

the size of the adult diabetes specialist nurses sample. The diabetes specialist nurse and 

paediatric diabetes specialist nurse samples were based on total populations so sample size 

estimates were not required. Paediatric diabetes specialist nurses often meet though the 

Royal College of Nursing‟s Paediatric Diabetes Special Interest Group, so the sample 

consisted of all paediatric diabetes specialist nurses (n=100) listed on their register together 
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with a „seat-drop‟ at a national conference for paediatric diabetes specialist nurses to cover 

any nurses not on the Royal College of Nursing list resulting in a total sample of 247. 

 

Burns and Grove (2005) suggest that a response rate of a third is fairly typical for a postal 

questionnaire. The adequacy of the sample size was difficult to estimate. Based on a 

sample size of 1500, the number of respondents required to report the results at the 95 per 

cent confidence level with a confidence interval of 5 was calculated using a sample size 

calculator http://www.surveysystem.com/sscalc.htm and was found to be 306 for the adult 

questionnaire. 

 

All the nurses in the sample were sent a covering letter, the appropriate questionnaire and a 

stamped addressed envelope in which to return the completed questionnaire. The group 

considered a range of incentives to improve the response rate and favoured inclosing a tea 

bag with the covering letter inviting respondents to make a cup of tea and sit down with the 

tea to read and answer the questionnaire. However the idea was abandoned as being too 

time consuming and resource intensive when the distribution of the questionnaire was out-

sourced to a commercial company. 

 

 

Tool Development, Data Collection and Analysis 

 

The literature review indicated that there were no existing instruments available, so the 

research team designed two versions of the questionnaire specifically for the study, one for 

http://www.surveysystem.com/sscalc.htm
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the adult client group and one for the child client group. The adult questionnaire was 

designed by the steering group and informed the paediatric version whose development 

was led by Lowes. The adult version is described first, followed by the paediatric version. 

 

The questionnaire was developed by the research group and piloted by all members of the 

team. The design was influenced by the need for precise and accurate data to address the 

research objectives, and also the need for brevity and simplicity in recognition of the 

pressures under which nurses in practice are working. The questionnaires used direct 

questioning to gather factual rather than attitudinal data (Sapsford, 1999). Rank, rating and 

Likert scales were incorporated into the original questionnaire. The questionnaire 

regarding adults with diabetes was designed to be completed by respondents and every 

effort was made to ensure that each question was clear and unambiguous. The 

questionnaire had two sections. In the first section respondents were asked about their 

perceptions of decisions related to initiating insulin at their place of work, while 

acknowledging that they personally might not be responsible for all aspects of this. In the 

second section people were asked to respond in relation to their own personal practice. The 

same questions were asked in relation to people with type 1 or type 2 diabetes. 

Demographic details were captured at the end of the questionnaire. Nurses were asked to 

score their own perceptions of the roles of those in their own professional group as well as 

how they perceived other nursing groups; responses were given on a Likert-type scale. A 

research associate with expertise in working on large-scale surveys provided statistical 

advice, developed the database and advised on coding and analysis.  
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At the pre-pilot stage the draft questionnaires were reviewed by four experts in the field. 

Test/retest reliability was conducted with an intervening three week interval. Subsequently 

a pilot study was undertaken with 50 diabetes specialist nurses, 50 practice nurses and 10 

paediatric diabetes specialist nurses. The original intention for the pilot adult questionnaire 

was to use a sample drawn at random from the lists but in practice a convenience sample 

was used due to time constraints and ease of access. Participants in the pilot study were 

asked for additional comments regarding any views they had on the completion of the 

questionnaire.  

 

The group met for a review of the questionnaire following the pilot phase. The flow of 

questions, question skips, timing, respondent interest and attention were all addressed. The 

data analyst attended the meeting to ensure that the allocation of coding was appropriate 

and that the coding elicited the answers the group wanted. Changes were made to the 

layout to make the instructions to respondents clearer. Filter questions were used with 

arrows to aid clarity. Section introductions were included together with instructions on 

how to respond. The narrative was considered appropriate for a professional audience. 

Open ended questions were not used in the adult questionnaire, though an opportunity for a 

narrative was provided in the paediatric diabetes nurse questionnaire. The groups strove to 

keep language simple, set short questions, ask only one question at a time, avoid leading 

questions, avoid negatively phrased questions, and ask only what respondents were likely 

to know, ensuring the same meaning for all respondents. They attempted to remove 

ambiguity, avoid creating opinion, and where necessary, provide the substance of the 

question first, then the alternatives. In accordance with good practice the estimated time 
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taken to answer the questionnaire was no longer than twenty minutes (Wilkinson and 

Birmingham, 2003). 

 

As a result of the pilot the wording of a number of questions was amended and the number 

of ranking questions was reduced as participants found it difficult to rank items, often 

giving items joint scores. The pilot data were subjected to data analysis and the results 

were not included in the main survey. The nurses in the sample were sent a covering letter, 

the questionnaire and a stamped addressed envelope in which to return the completed 

questionnaire. Mailings to the practices nurses were addressed to „the practice nurse with 

an interest in diabetes‟ at each of the general practices in the sample. The intention was to 

send a follow-up letter to non-responders one month after the initial mailing. Identifying 

numbers were used to identify non-responders and thus reduce the volume of reminders 

that needed to be sent, minimising the cost implications while maintaining confidentiality. 

The individual respondents were not identifiable by the study group members. 

 

Lessons learnt in the development of the adult questionnaire were taken into account in 

designing the paediatric questionnaire, developed by a sub group which produced a 

questionnaire addressing the same objectives but using an altered format. In common with 

the adult survey the over-arching aim of this work was to determine practices for insulin 

initiation in children with type 1 diabetes across the United Kingdom. The objectives were 

to identify the most common care environment at diagnosis; the most commonly used 

types of insulin, regimens and delivery systems, and to identify the factors/criteria that 

influence the decision-making process. Respondents were given the opportunity to expand 
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on some of their answers and these comments are used to illuminate the discussion. The 

questionnaire was developed, piloted (n=10) and subsequently revised to address the 

specific purpose of this study. Questionnaires were distributed to all delegates at the 2005 

Royal College of Nursing (RCN) Paediatric Diabetes Specialist Group Annual Meeting 

(n=97). They were also posted to Paediatric Diabetes Specialist Nurses and Diabetes 

Specialist Nurses working with children who were listed in the Directory of Diabetes Care 

(CMA Medical Data, 2005) who were not on the delegate list for the above meeting 

(n=138). Stamped addressed envelopes were provided and 247 questionnaires were 

distributed across the United Kingdom.  

 

Databases were populated by a research associate and the adult data analysed using the 

Statistical Package for the Social Sciences version 11 (SPSS Inc., Chicago, IL, USA). 

Descriptive statistics were used and relationships between variables were explored using 

ANOVA and t tests. The threshold for statistical significance used was p < 0.05, although 

some results achieved greater levels of statistical significance (p < 0.001). The paediatric 

data also used descriptive analysis using the Statistical Package for Social Sciences 

(SPSS).   

 

Results  

 

For the adult questionnaire a total of 3478 questionnaires were mailed and 1310 

questionnaires returned representing a response rate of 38%.  Of these, 65 questionnaires 

were not completed.   Thirty-five of the uncompleted questionnaires were returned by 
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nurses working solely with paediatrics and the remaining 30 uncompleted questionnaires 

were returned by respondents who no longer worked with people with diabetes, had retired 

or who had received the questionnaire in error.  The results presented are based on the 

analysis of the 1245 completed, usable questionnaires.  For the paediatric questionnaire 

112 of the 247 questionnaires were returned, representing a response rate of 45%.  

 

The results are presented under three headings that reflect the objectives of the study. 

Firstly the „Care Environment‟ that includes a profile of the nurses delivering the care. It 

includes other issues that could influence care such as the title/role of the nurse and type of 

diabetes in adult practice and the caseload and type of diabetic community served by 

paediatric diabetes specialist nurses. Secondly „Insulin Initiation Practices‟ includes 

descriptions of commonly used insulin types and regimens and types of delivery devices. 

Finally there is a section on the „Factors Affecting Decision-Making‟ which includes an 

analysis of who makes the decisions and on what basis they were made. 

 

 

The Care Environment 

 

The majority of respondents to the adult questionnaire were from England (81%), 

approximately 10% from Scotland and smaller percentages from Wales (5%) and Northern 

Ireland (3%), in line with the populations of these areas.  Ten respondents did not complete 

this section. The geographical distribution of respondents to the paediatric questionnaire 
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was similar: from England (n=89 or 79.5%), Wales (n=14 or 12.5%), Scotland (n=7 or 6%) 

and Northern Ireland (n=2 or 2%).  

 

The break-down of job titles and sphere of work can be seen below in Table 4.0 for the 

adult questionnaire. When asked for the job title which best described their sphere of 

practice, almost half described themselves as a diabetes specialist nurse (n=599), working 

either in primary care, secondary care or across both settings.  Over a third described 

themselves as practice nurses who had a specialist interest in diabetes (n=474).  

 

Table 4.0  Job Title Describing Respondent’s Sphere of Practice (Adult 

Questionnaire) 

 

Job Title Number Percentage of 

Respondents in adult 

questionnaire 

Diabetes Specialist Nurse (Primary 

Care only) 

159 12.8 (26.54% of DSNs) 

Diabetes Specialist Nurse 

(Secondary Care only) 

235 19.0 (39.23% of DSNs) 

Diabetes Specialist Nurse (Primary 

and Secondary Care) 

205 16.5 (34% of DSNs) 

Practice Nurse – interest in 

diabetes 

474 38.2 

Practice Nurse - generic 78 6.3 

Consultant Nurse 13 1.0 

Other  76 6.1 

Missing data 5 0.1 

Total 1245 100 
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The overwhelming majority of respondents to the paediatric questionnaire paediatric 

diabetes specialist nurses were based in secondary care 110 (98%), the remaining two were 

general diabetes specialist nurses who also looked after children.  

 

Respondents to the adult questionnaire were asked about insulin initiation practices in their 

place of work and also about their own contribution to starting patients on insulin. The 

practice nurses reported insulin initiation in their place of work in 81 practices (17%) for 

type 1 diabetes and 275 practices for type 2 diabetes (58%). Not all the respondents to the 

adult questionnaire had personal experience of starting people on insulin, particularly 

among the practice nurses. Those who did completed a separate section of the adult 

questionnaire and the results are presented below together with the results from the 

paediatric diabetes specialist nurses questionnaire.  

 

Table 4.1  Nurses Personally Involved in Initiating Insulin Therapy (Adult) 

  

 Type 1 Diabetes Type 2 Diabetes 

 Number Percentage Number Percentage 

DSN primary care 60 38 145 91 

DSN secondary care 230 98 233 99 

DSN primary and 

secondary 

188 92 199 97 

Practice nurse  14 2.5 208 38 

 

 

From Table 4.1 it can be seen that almost all of the diabetes specialist nurses working in 

secondary care or across primary and secondary care initiate insulin in people with Type 1 
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diabetes compared to only 38% of diabetes specialist nurses working in primary care and 

2.5% of practice nurses.  These differences achieved statistical significance (x
2
 = 858.9, 

df=3, p<0.001). Most diabetes specialist nurses, whether located within the primary care or 

secondary care setting initiate insulin in adults with type 2 diabetes compared with only 

38% of practice nurses.  These differences achieved statistical significance (x
2
 = 458.4, 

df=3, p<0.001). The number of general practices where insulin is initiated is greater than 

the number of practice nurses who are involved personally in insulin initiation. 

 

The percentage of patients with type 2 diabetes started on insulin by diabetes specialist 

nurses was similar regardless of place of work, but a statistically lower number of people 

were started on insulin for type 2 diabetes in the practice nurses‟ place of work (x
2
 = 209.7, 

df=3, p<0.001).  Only a small percentage of diabetes specialist nurses working in primary 

care (19%) and a smaller percentage of practice nurses (5%) reported that starting women 

with gestational diabetes on insulin was carried out in their place of work, compared to 

approximately a third of diabetes specialist nurses working in secondary care or across 

both primary and secondary care.  These differences achieved statistical significance (x
2
 = 

404.3, df=3, p<0.001) and are consistent with the specialist nature of gestational diabetes 

care. Although some practices in primary care would start a person with gestational 

diabetes on insulin, in questionnaire responses only one practice nurse said he/she had 

personally been involved. 
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Table 4.2.  Number of Years Personal Experience of Insulin Initiation   

 

 

 PDSN 

(Missing data=1) 
Diabetes Specialist 

Nurse 

 

Practice Nurses with 

special interest in 

diabetes 

No. % of PDSN 

responders 

No. % of adult 

responders 

No. % of adult 

responders 

Less than 1 

year 

12 11% 12 2% 55 28% 

1-3 years 27 25% 104 18% 90 45% 

4-6 years 29 26% 140 25% 35 18% 

7-10 years 15 13% 110 20% 9 4% 

> 10 years 28 25% 198 35% 10 5% 

Total 111 100% 599 100% 199 100% 

 

 

The paediatric diabetes specialist nurse profile was similar to that of the adult diabetes 

specialist nurse profile but among those that cared for adults there was a marked difference 

between the diabetes specialist nurse and practice nurse groups in the number of nurses 

with experience of starting patients on insulin and in their extent of their experience (Table 

4.2). All the adult diabetes specialist nurses had experience of starting patients on insulin 

but only 42% (199 of the 474) of the practice nurses with an interest in diabetes. Almost all 

the diabetes specialist nurses working in secondary or primary and secondary care initiate 

insulin in people with type 1 diabetes compared to only 38% of diabetes specialist nurses 

working in primary care and only 2.5% of practice nurses. These differences achieved 

statistical significance (x
2 

=458.4, df=3, p<0.001). In type 2 diabetes 90% of the diabetes 

specialist nurses regardless of the setting of their practice initiate insulin therapy compared 

to only 38% of practice nurses. These differences achieved statistical significance (x 
2 

= 
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458.4, df=3, p<0.001). For adult care 2% of diabetes specialist nurses versus 28% of 

practice nurses had less than one year of experience. The majority of practice nurses (73%) 

had less than three years experience of insulin initiation and when compared with diabetes 

specialist nurses the results were statistically significant  (x
2
 = 249.1, df=12, p<0.001).  

 

 

Table 4.3  Range of Educational Preparation of Nurses who Personally Start Patients 

on Insulin. 

 

 

 

PDSN 

n=112  

missing data = 1 

DSN 

n=599  

 

Practice Nurse 

n=199 

Diabetes Study Day 101 (91%) 543 (91%) 191 (96%) 

Diabetes Conference 99 (89%) 519 (87%) 108 (54%) 

Certificate level course 58 (52%) 389 (65%)  131 (66%) 

Diploma course 55(49%) 250 (42%) 138 (69%) 

Degree level course 23 (21%) 151 (25%) 10 (5%) 

Masters course 9 (8%) 103 (17%) 3 (2%) 

PhD 1 (1%) 0 0 

 

Far fewer practice nurses have first or higher degrees than the specialist nurse groups. 

 

For children home management of insulin initiation was practised by 37 paediatric diabetes 

specialist nurses (33%). Fifty-one of the 75 paediatric diabetes specialist nurses (68%) not 

practising home management would do so with improved resources/staffing. Clinically 

well, hospitalised children had a median hospital stay of 2 (range 1-5) days (Table 4.4).  
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Table 4.4 Length of Admission if Hospitalised at Diagnosis and Clinically Well  
(n=75) (Child) 

 

Length of hospital stay Number of respondents 

1 day 13 (17%) 

2 days 38 (51%) 

3 days 13 (17%) 

4 days 6 (8%) 

5 days 3 (4%) 

varies 2 (3%) 

 

 

 

The workload for paediatric diabetes specialist nurses (Table 4.5) by nature of the 

condition in children covers predominantly type 1 diabetes and the main issue for 

paediatric diabetes specialist nurses revolves around caseloads. The median caseload per 

paediatric diabetes specialist nurses whole time equivalent (WTE) was 103, with a WTE 

equivalent range of range 49-660 children (the upper limit being a paediatric diabetes 

specialist nurse in a part-time post – two funded sessions to care for 132 children - whose 

part-time case load was proportionally extrapolated to a full-time equivalent. In practice it 

is equally likely to mean that he or she has to fit all children in the area into a part-time 

post. Whichever approach is taken the caseload for this person would still be in the highest 

category). The median number of new cases annually was 18 with a range of 3-52. Fifty-

nine (53%) respondents held mixed rural and urban caseloads, 34 (30%) predominantly 

urban, and 19 (17%) predominantly rural. Transfer from child to adult services took place 

most commonly (59.5%) when children were 16-18 years of age.  
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Table 4.5 Caseload Size per Paediatric Diabetes Specialist Nurse (missing data = 7) 

 

Number of children in 

caseload 

Number (%) of Respondents 

0-70 8 (7%) 

71-100 43 (38%) 

101-140 34 (30%) 

141-200 11 (10%) 

>200 9 (8%) 

 

 

 

Insulin Initiation Practices 

 

In adult type 1 diabetes the most commonly used insulin regimen was multiple injection, 

chosen „almost always‟ or „frequently‟ by 88% of the respondents. Morning only basal 

insulin was rarely or never used.  Analogue insulins (80%, n=213) were used more 

frequently than non-analogues (20%, n=52). In those with type 2 diabetes a similar pattern 

emerged with 628 (84%) using analogue insulins, though the frequency of injection was 

different with night-only basal insulin and a twice-daily mixture being the most frequently 

used.  The twice-daily basal insulin regimen was „rarely‟ or „never used‟ by respondents 

commencing adults with type 2 diabetes on insulin. 

 

Amongst children, the most common starting insulin regimen was twice-daily injections 

(92%) and the least likely was once or three times a day. In terms of the type of insulin 
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used, 32 respondents (29%) always used analogue insulin, 68 (60%) sometimes and 12 

(11%) never. 

 

The majority of respondents reported that adults with type 2 diabetes were commenced on 

insulin on an individual rather than a group basis (n=553, 70.1%). When asked how the 

initial starting dose was determined in type 2 diabetes, almost half the respondents ranked 

their clinical experience the most used way of determining the starting dose (48.3%)  

(Table 4.6). 

 

 

Table 4.6.  Most Used Method of Determining the Initial Starting Dose of Insulin in 

Adults 

 

 Type 1 Diabetes Type 2 Diabetes 

 Number Percentage* Number Percentage* 

Calculation 92 20 119 16 

Doctors instruction 114 24 107 15 

Clinical experience 245 50 378 48 

Protocol / guidelines 87 19 246 32 

Team agreement 64 14 118 16 

 

*  Percentages total more than 100 as respondents gave equal ranking to more than one 

response and rounded to nearest whole number. 
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When asked how the initial starting dose is determined in gestational diabetes, varied 

responses were given.  Doctors‟ instruction was ranked the most commonly used by 42%.  

Clinical experience was less often relied on compared to type 1 and type 2 diabetes.   

 

A high percentage of respondents with more than 10 years‟ experience relied on their 

clinical experience to determine initial starting doses in type 1 diabetes (59%, n=113) 

compared to 43% (n=3) of those with less than one year‟s experience. In type 2 diabetes 

almost half the respondents ranked their clinical experience as the most usual way (48%, 

n=378). 

 

The criteria used in children are presented in Table 4.7 and suggest that age is the biggest 

factor in determining the insulin regimen, though there are likely to be multiple factors 

with no one criterion dominating. 

  

Table 4.7 Criteria Influencing Regimen at Diagnosis in Children 

Criterion Always Sometimes Never 

Age 64 (57%) 35 (31%) 13 (12%) 

Child’s choice 23 (20.5%) 57 (51%) 32 (28.5%) 

Parent choice 15 (13%) 64 (57%) 33 (30%) 

Device 26 (23%) 51 (46%) 35 (31%) 

Consultant 23 (20.5%) 66 (59%) 23 (20.5%) 

Paediatric DSN 10 (9%) 75 (67%) 27 (24%) 
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When asked the basis for determining the starting dose of insulin, the most commonly 

cited criterion was calculation (n=93), followed by protocol (n=82), doctor (n=40), clinical 

experience (n=29) and team decision (n=24).  

 

 

Table 4.8 shows the range of delivery devices used. No-one used insulin pumps at the 

commencement of insulin therapy and 17% of children still start on syringes. Disposable 

pen devices were more likely to be used in adults and reusable pens in children. 

 

 

Table 4.8 Insulin Delivery Devices Used at the Start of Insulin Therapy 

 

Type 1 Type 2 Children 

Reusable 

pen  

Disposable 

Pen 

Reusable 

pen  

Disposable 

Pen 

Reusable 

pen  

Disposable 

Pen 

Syringe 

No % No % No % No % No % No % No % 

217 47 246 53 275 37 472 63 96 86 30 27 19 17 

 

 

In adults it would appear that guidelines are used more often to inform the decision making 

process than clinical protocols or care pathways (see Table 4.9) though the categories were 

not mutually exclusive. Over a quarter of the respondents (n=239, 29%) claimed that they 

did not use clinical protocols, guidelines or care pathways in the decision making process 

in type 1 diabetes and a minority of respondents (n=195, 18%) claimed not to use them in 

type 2 diabetes.  Respondents with more than 10 years experience of initiating insulin were 

less likely to use protocols, guidelines or pathways (18%) than respondents with less than 

one year of experience (13%).     
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Table 4.9 The Basis for Decision Making  

 

 Type 1 Diabetes Type 2 Diabetes 

 Number % Number % 

Clinical protocols 

used 

434 56 659 65 

Guidelines used 524 67 793 77 

Care pathways used 329 43 541 53 

 

 

In the children‟s questionnaire seventy-four respondents (66%) indicated that care 

pathways were not used as part of the decision-making process; guidelines (n=103 [92%]) 

and protocols (n=87 [78%]) were more likely to be used. 

 

A major difference in type 2 diabetes is that there is more choice and debate about when, 

and in what circumstances, insulin should be commenced. Respondents were asked to what 

extent they would take into consideration various physical and social elements when 

determining if insulin should be initiated. In descending order of frequency the following 

items were listed as having a lot of influence in determining the decision to convert to 

insulin in type 2 diabetes: Symptoms of hyperglycaemia (n=693), rising HbA1c (n=673), 

diabetes complications (n=636), patient choice (n=527), ability to self-care (n=509), 

weight loss (n=483),  difficulties with oral agents (n=424), social situation (n=381) and 

body mass index (n=263). Analyses of these items by profession indicated some 

differences. Diabetes specialist nurses in secondary care were less likely to give „a lot‟ of 

consideration to a patient‟s choice (52%, n = 122) than those in other respondent groups 

(DSNPC: 73%, n = 103; DSN Both: 62%, n = 121; PNDs: 72%, n = 146). 
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In descending order of frequency the following criteria were identified as having „a lot‟ of 

influence over deciding to start insulin: symptoms of hyperglycaemia ( n = 693); rising 

HbA1c (n = 673); complications of diabetes (n = 636); patient choice (n = 527); ability to 

self care (n = 509); weight loss (n = 483); difficulties with tablets (n = 424); social 

situation  (n = 381) and body mass index (n = 263). Similarly, the social situation was not 

given „a lot‟ of consideration by diabetes specialist nurses (n = 90) compared with diabetes 

specialist nurses in primary care (n = 69) or practice nurses with an interest in diabetes 

(PNDs) (n = 100). Practice nurses with an interest in diabetes were more likely than 

diabetes specialist nurses to give „a lot‟ of consideration to rising HbA1c (n = 182) and less 

to symptoms of hyperglycaemia (n = 156). 

 

Excluding clinical signs and symptoms respondents were asked to indicate three other 

factors that influenced the decision-making process and in descending rank order they 

were patient choice (n=636), clinical expertise (n=552), recent research (n=433), local 

guidelines/protocols (n=417), medical influence (n=185), availability of injection device 

(n=163), „routine practice‟ (n=74), availability of insulin (n=61), other (n=31). 

 

Decision-Making 

 

In addition to the evidence base as the basis for decision-making nurses were asked their 

perceptions about who was involved in making the decisions about insulin initiation 

practices.  
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Table 5.0  Nurse’s Perceptions of the Influence that other Health Care Professionals 

have on the Decision to Commence Insulin. 

 

 Type 1  Type 2  

Health Professional 

Group 

A lot/ 

Quite a 

bit 

A little/ 

Not at all 

Total A lot/ 

Quite a 

bit 

A little/ 

Not at all 

Total 

No. % No. %  No. % No. % 

GP 308 37 522 63 830 

 

682 63 404 37 1086 

 

Physician / 

Diabetologist 

730 88 100 12 830 

 

728 67 358 33 1086 

 

Other hospital 

doctor 

251 30 579 70 830 

 

240 22 846 78 1086 

 

DSN (Secondary 

care) 

618 74 212 26 830 

 

647 60 439 40 1086 

 

DSN (Primary 

care) 

345 42 485 58 830 

 

574 53 512 47 1086 

 

Practice Nurse 

(Diabetes) 

196 24 634 76 830 

 

586 54 500 46 1086 

 

Practice Nurse 

(Generic) 

55  7 775 93 830 

 

108 10 978 90 1086 

 

 

Table 5.0 presents the results of the question that asked respondents in the adult 

questionnaire how much each group of people influenced the decision to commence 

insulin in adults with diabetes.   In type 1 diabetes the physician / diabetologist would 

appear to have „a lot‟ of influence over the decision, as does the diabetes specialist nurses 

in secondary care. In type 2 diabetes the physician / diabetologist and the diabetes 

specialist nurses in secondary care and primary care all appear to have „a lot‟ of influence 
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over the decision. Few respondents indicated that people with diabetes, general 

practitioners or other medical staff had „a lot‟ of influence. Even fewer respondents 

thought that practice nurses with an interest in diabetes or general practice nurses had „a 

lot‟ of influence over the decision. 

  

 Table 5.1 Health Professional who makes the Final Decision to Commence Adults 

with Diabetes on Insulin 

 Type 1 diabetes Type 2 diabetes  

 Number Percentage Number Percentage 

GP 40 5 149 15 

Physician / Diabetologist 417 53 226 22.5 

Other hospital doctor 17 2 4 0.5 

DSN (Secondary care) 70 9 71 7 

DSN (Primary care) 15 2 76 8 

DSN (Secondary and 

Primary) 

38 5 63 6 

Practice nurse (interest in 

diabetes) 

0 0 70 7 

Joint decision 186 24 343 34 

Total 783 100 1004 100 

 

When asked to indicate the health professional who normally makes the final decision to 

commence insulin in adults with type 1 diabetes, over half the respondents indicated that 

the final decision was made by the physician / diabetologist (53.3%). However, 23.8% of 

respondents felt that this decision was made jointly and no one professional group was 

responsible for the final decision as shown in Table 5.1.  When asked to indicate the health 

professional that normally makes the final decision to commence insulin in adults with 
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type 2 diabetes, respondents gave varied responses.  Approximately a third of respondents 

felt that this decision was made jointly and no single health professional was responsible 

for the decision (34.2%).  It would seem that doctors are still predominantly making this 

decision, though the nurses are more involved in the decision about the type of insulin to 

be used, especially in type 2 diabetes. Table 5.2 shows the varying responses received 

when participants were asked who normally makes the final decision about the type of 

insulin to be used.  The physician /diabetologist and the diabetes specialist nurses working 

in secondary care were responsible for the majority of decisions about the type of insulin to 

be used in type 1 diabetes (70%).  Respondents considered this to be a joint decision in 

only 15% of cases.    

 

Table 5.2 Health Professional who Normally Makes the Decision about the Type of 

Insulin  

 

 Type 2 Type 1 

 Number Percentage Number Percentage 

Diabetes Specialist Nurse (SC) 195 24 199 39 

Physician / Diabetologist 125 15 161 31 

Diabetes Specialist Nurse (PC) 145 17 78 15 

Joint decision 125 15 29 6 

Practice Nurse – interest in 

diabetes 

107 13 30 6 

GP 75 9 8 2 

Diabetes Specialist Nurse 

(PC+SC) 

56 7 6 1 

Practice nurse – generic 2 0 0 0 

Other hospital doctor 1 0 1 0 

Total 831 100 512 100 
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Table 5.3 gives the responses to the question „who chooses the initial starting dose?‟ and 

indicates that a quarter of nurses are never involved in determining the starting dose. 

 

Table 5.3 Final Decision-Maker in Determining the Insulin Starting Dose 

 Always Usually Sometimes Never 

Doctor 28 (25%) 42 (37%) 31 (28%) 11 (10%) 

Diabetes nurse 10 (9%) 30 (27%) 45 (40%) 27 (24%) 

Team 25 (22%) 31 (28%) 26 (23%) 30 (27%) 
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Discussion  

The discussion below discusses the results of both adult and paediatric questionnaires 

around three themes.  

 

The Care Environment  

 

Respondents came from all four United Kingdom countries and had a range of experience. 

Many of the specialist nurses had more than 10 years experience 198 (35%) of adult 

diabetes specialist nurses, 28 (25%) of paediatric diabetes specialist nurses and only 10 

(5%) of the practice nurses. So the experienced diabetes specialist nurses tend to be high 

on experience but not necessarily in educational preparation. Given the profile of the 

practice nurse experience it could also demonstrate that diabetes care in the community is 

still emerging as a specialisation. The notable feature of the educational qualifications was 

that more specialist nurses were prepared to a higher level than the practice nurse group. 

Differences in questionnaire wording make it difficult to draw direct comparisons with the 

2010 Diabetes UK and National Health Service Diabetes survey results of diabetes 

specialist nurses but it is noticeable that in the later survey 40% of diabetes specialist 

nurses have undertaken non-medical prescribing modules (James et al. 2009). Given the 

level of experience it is disappointing that higher proportions do not have first or higher 

degree as this is the recommended preparation for specialist practice. (Hamric and Spross, 

1989; WAG, 2009). It is reasonable to expect the qualification level to be higher in the 

specialist nurse groups in line with the published expectations for masters level preparation 
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for specialist nurses, though it still falls far short of recommended levels. The specialist 

nurses are also likely to be employed at a higher grade than practice nurses (Peters et al., 

2001). They are also involved in diabetes care for all of their work time whereas practice 

nurses also care for patients with other health issues. Many Trusts/Health Boards expect 

specialist nurses to be working at a higher level and qualifications mapped to Agenda for 

Change for paediatric diabetes specialist nurses recommend Masters Degree preparation in 

addition to a specialised diabetes qualification (Royal College of Nursing 2006b). 

However, the questionnaire only asked about diabetes education and a question about more 

generic educational attainment might have yielded different answers.  

 

For the adult diabetes specialist nurses one of the distinctions was whether they were based 

in a community or hospital setting whereas for the paediatric nurses the distinctions were 

between urban and rural caseloads and the level of the caseload. The percentages of 

26.54% for primary care, 39.23% for secondary care and 34% for primary and secondary 

care are not dissimilar to the latest survey (Diabetes UK and NHS Diabetes 2010) which 

show a break-down of 22% in primary care, 47% in secondary care and 28% in primary 

and secondary care The number of clinics without a paediatric diabetes specialist nurse is 

low (n=2), though this is unsurprising considering the method of sample selection and is 

likely to over-estimate coverage across the country. Diabetes UK recommends a paediatric 

diabetes specialist nurses caseload of <100 children (Diabetes UK, 2005) while the Royal 

College of Nursing (RCN 2006b) recommends a maximum of 70 patients per paediatric 

diabetes specialist nurses to take account of the expanding paediatric diabetes specialist 

nurse‟s role (e.g. delivery of a structured education programme), intensification of insulin 
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regimens and recommendations for home stabilisation. Supporting findings by Diabetes 

United Kingdom (2005), this survey found a median caseload/ paediatric diabetes 

specialist nurses  whole time equivalent (WTE) of 103 (range 49-660). There were nine 

reports of caseloads comprising over 200 children and one reported having funding for 

only 2 sessions/week to care for 132 children, which equates to a caseload/ paediatric 

diabetes specialist nurse ratio of 660/1.0 whole time equivalent. One of the paediatric 

diabetes specialist nurse respondents stated: 

 

“We need more paediatric diabetes specialist nurses time as there is currently 

only 0.5 whole time equivalent, which is totally inadequate for the amount of 

children/young people that we have here. Consequently, this has a great 

impact on the amount of time and education given…also, the amount of 

follow up time is insufficient to manage these children.” 

 

Only eight nurses held a caseload within the Royal College of Nursing recommended 

maximum of 70 children. Relatively low rates of home stabilisation (33%) were found in 

this survey and could be due to a lack of nursing human resources as this was cited as the 

main factor inhibiting home management. This situation is similar to that reported nearly 

two decades ago when a 1988 survey of 360 UK paediatricians established that 314 (87%) 

admitted more than 80% of all newly diagnosed children to hospital, although 170 (47%) 

would have changed their policy if community facilities were improved (British Paediatric 

Association Working Party 1990). This lack of change may be exacerbated by the fact that, 

although there has been a significant increase in the number of paediatric diabetes 

specialist nurses employed across the UK since 1994 (Jefferson et al., 2003), there are 

increasing numbers of children being diagnosed with type 1 diabetes, particularly in the 

younger age group (Gardener et al., 1997; Rangasami et al., 1997). Thus, it is not 

surprising that so few paediatric diabetes specialist nurses undertake home management of 
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newly diagnosed children. Large caseloads may also contribute to a longer length of 

hospital stay for clinically well, newly diagnosed children, given that 12% of paediatric 

diabetes specialist nurses reported children being admitted for 4-5 days. The 2005 Survey 

of Diabetes Services in the UK (Edge, 2005) indicated that 95% of paediatric diabetes 

clinics had more than 40 patients, 98% had the presence of a specialist nurse (82% 

paediatric trained) and 61% of clinics had a nurse: patient ratio of <1:100. The mean 

caseload was 147 patients per whole time equivalent compared to the recommendations of 

between 70 and 100 (RCN, 1993). 

 

National and international guidelines and standards, such as those provided by the National 

Service Framework (NSF) for diabetes (Department of Health, 2001a), the National 

Institute of Clinical Excellence (NICE, 2004a, 2004b) and the International Society for 

Paediatric and Adolescent Diabetes (International Society of Paediatric and Adolescent 

Diabetes (ISPAD) 2000), advocate home management for children with newly diagnosed 

type 1 diabetes where there is appropriate support. A recently up-dated systematic review 

of hospital versus home management at diagnosis for children with type 1 diabetes found 

that the evidence base was poor. It concluded, however, that home management leads to no 

apparent disadvantages in terms of metabolic control, acute diabetic complications and 

hospitalisations, psychosocial variables and behaviour, or total costs (Clar et al., 2007). To 

address the knowledge gap concerning the physical, psychological, social and economic 

effects, Diabetes UK has recently funded a randomised controlled trial across the United 

Kingdom to compare outcomes from home and hospital management. 
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It appears that that insulin therapy in type 1 diabetes is still predominantly initiated from a 

hospital base. All the adult diabetes specialist nurses in secondary and primary and 

secondary care were involved in insulin initiation but only 38% of the diabetes specialist 

nurses working exclusively in primary care and 2.5% of practice nurses. In type 2 diabetes 

all the diabetes specialist nurses and 38% of practice nurses with an interest in diabetes 

were involved in insulin initiation and this reflects the anecdotal evidence that more people 

are commencing insulin therapy in the community. These practice nurses have less 

personal years of experience in insulin initiation supporting the notion that it is a recent 

change in practice. They are in a good position to provide care in that they are likely to 

know the family circumstances and provide continuity of care, but, if the finding of a study 

in one United Kingdom locality are generalisable, then practice nurses lack knowledge and 

confidence, particularly in relation to setting initial dosage levels, but would engage in the 

activity with appropriate education and support (Greaves et al. 2003). Research in the 

United Kingdom and United States of America respectively (Kunt and Snoek, 2009; Karter 

et al., 2010; Vaidya and McMahon, 2009) echo these findings and suggest a variety of 

approaches to address the barriers including improved education, communication, shared 

decision-making, prescribing aids and collaborative working and there are some reports of 

success in these areas (Shepherd et al., 2007; Dale et al., 2008). 

 

The study found that the majority of patients still start insulin on an individual basis but 

there is evidence that group starts can halve the time spent on the process with 

achievement of similar glycaemic control and treatment satisfaction with no difference in 

frequency of hypoglycaemia (Yki-Jarvinen et al., 2007), while others advocate a hybrid 
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approach combining initial one to one education, in order to minimise delay in starting 

insulin, with group classes (Greenslade et al., 2009). 

 

Insulin Initiation Practices 

 

The use of analogue insulin is now firmly embedded in practice with over 80% usage 

across adults and children with type 1 and 2 diabetes supporting in practice the findings of 

literature that indicate the superiority of analogue insulins in terms of more rapid 

absorption in short acting insulins eliminating the need for a gap between injection and 

meal and the lack of a peak in basal analogues together with the ease of use of modern 

delivery devices (Brunton, 2008). The findings regarding the type of insulin regimen were 

more varied, with the favoured frequencies being multiple injection regimens in type 1 

diabetes, night-time basal or twice daily mixtures in type 2 diabetes and twice daily (BD) 

regimen in children.  A multiple injection regimen is likely to provide the greatest 

flexibility of lifestyle in type 1 diabetes. The twice daily regimen in children possibly 

reflects the problems related to younger children receiving an injection during school time 

and teenagers preferring not to inject at school in front of their peer group. However, some 

paediatric diabetes specialist nurses said that young people were changed to multiple 

injection regimens 2-3 weeks after diagnosis when they knew more about diabetes and 

were more able to make decisions concerning their diabetes management. An insulin-only 

questionnaire does not capture the now common practice of supplementing insulin with 

oral preparations in type 2 diabetes and therefore presents an incomplete picture. Liebl‟s 

(2007) review of the literature suggested that a bedtime basal and pre-mixed analogue 



237 

 

combination was preferable in type 2 diabetes. The 4T study (Holman et al., 2009), 

designed to provide evidence for the optimum regimen in type 2 diabetes, supports a 

progressive, step up approach to management starting with an oral hypoglycaemic agent, 

and adding basal insulin and finally moving to a basal bolus regimen. The systematic 

review and meta-analysis carried out prior to the study indicated that there would be 

greater HbA1c reduction when insulin is initiated using biphasic or prandial insulin rather 

than a basal regimen, with an unquantified risk of hypoglycaemia (Lasserson et al., 2009). 

However, the study itself reached different conclusions. It had three treatment arms 

(biphasic, prandial and basal regimens as starting points) and showed fewer patients 

achieving target control with more weight gain and hypoglycaemia in the biphasic group. 

These findings could lead to changes in practice in the United Kingdom, as long as other 

factors such as lifestyle, cost and ease of use do not preclude this approach, as many 

people might reject a multiple injection regimen and even in the study this grouping 

showed less satisfaction with treatment (Farmer et al., 2009), despite the improved control.  

 

Interviews with patients and health care professionals (Jenkins et al., 2010) found patients 

were 'psychologically insulin receptive' to joining the study when they had personal 

experiences of observing prior treatments intensify and blood glucose control deteriorate 

over time, leading them to accept the idea that their diabetes was progressive. Health 

professionals facilitated receptiveness by drawing on their clinical experience to manage 

patients' anxieties about initiating insulin and the study group members felt that previous 

reports of psychological resistance to insulin might have been overemphasised in type 2 

patients. It is a prime area for patient involvement in decision-making but there is a risk if 
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care is devolved to non-specialists in primary care who have less experience of the 

complexities of insulin management.  

 

Seventeen per cent of children still start on syringes, possibly because the size of pens are 

still too large for small children, or because the ability to use syringes is considered to be 

useful if pens break/are not available or glucagon needs to be administered in an 

emergency to treat severe hypoglycaemia. No children were started on pump therapy. 

Perhaps both extremes reflect a desire to ensure basic skills are taught at the outset. A 

randomised controlled trial of continuous subcutaneous insulin infusion compared to 

multiple daily injection regimens in children and young people at diagnosis of type I 

diabetes mellitus,  funded by Health Technology Assessment (HTA) and led by Blair at 

Alder Hey Children‟s NHS Foundation Trust  is currently underway and due to report in 

2015.   

 

When asked what guides the decision-making process, protocols and guidelines were used 

more extensively than care pathways despite policy backing their use. It will be interesting 

to see if this changes over time. Clinical experience remains an important factor in making 

decisions about starting insulin. Care pathways are by no means universally used though 

guidelines are used more extensively particularly among those with less experience. There 

was a much greater tendency to use calculation and protocol in determining the starting 

dose of insulin in children than in adults which is understandable given that where the 

body mass is less small differences in dose can have a much greater effect. It was 

surprising that 8% of respondents reported that the starting dose was not calculated 
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(usually calculated according to the child‟s weight – the usual recommended dose being 

0.5 units/kg/24hrs (Welsh Assembly Government, 2003). Perhaps the perceptions of some 

of the nurses are reflected in the quote:  

 

“The interesting thing about calculating start doses is that they are rarely right, 

„Gut feeling‟ is usually more accurate.” 

 

 

It could also be argued that the emphasis should be on calculating a safe starting dose, 

rather than the „right‟ dose as doses are likely to be adjusted in the early days of treatment. 

Certainly, the child‟s age was the predominant criterion influencing the choice of regimen. 

The preference of children or parents were not always taken into account, which is not 

surprising considering the shock and distress experienced by parents when their child is 

diagnosed (Lowes et al., 2004; Lowes et al., 2005) and the immediate need for insulin to 

be administered. 

 

The majority of patients received individual starts on insulin despite the evidence that 

groups insulin starts are effective (Kelley and Dempsey, 2007), though no comparison was 

made in this study to one to one education and this form of education requires a degree of 

organisation and a certain volume of people to be worthwhile. 

 

 

Decision-Making  

 

There is no patient choice issue in whether to start insulin in people with type 1 diabetes as 

they are dependent on insulin for survival. In such a clinical situation, where there are no 
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options, care is based on diagnostic reasoning (Hallett et al., 2000; Harbison, 2001) which 

is similar to prescriptive decision-making (Bliss and While, 2003). People with type 2 

diabetes appear to have more influence in the decision to commence insulin than those 

with type 1. This may be because they are living with diabetes prior to requiring insulin 

and so become knowledgeable about the condition and experts in their own care. Coupled 

with this, insulin is not a requirement for sustaining life and this may affect their 

willingness and ability to influence decisions about its use.  

 

It would appear that there are specific issues in clinical decision-making in primary care. 

Given the current philosophy to promote the management of diabetes within primary care, 

there is a need to support those in primary care to assume greater decision-making abilities 

around the initiation of insulin. While the consultant physician and the diabetes specialist 

nurses were perceived as having „a lot‟ of influence in initiating insulin therapy for people 

with type 1 diabetes, this influence was seen as less than for those with type 2 diabetes. In 

this latter situation, the person with diabetes, the general practitioner and the diabetes 

specialist nurse in primary care were perceived as having greater influence compared with 

their roles with people with type 1 diabetes. Hoffman et al. (2004) reported that the value 

of a professional‟s role was a major predictor in decision-making, and had more influence 

than education and experience. However, these differences between professionals‟ 

perceptions of influence in those with type 1 and type 2 diabetes may be because of the 

fact that insulin is not essential for the maintenance of life in type 2 diabetes; alternatively, 

it may indicate the growing confidence of primary care professionals in managing this 

aspect of care. 
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Diabetes specialist nurses in secondary care were less likely to give consideration to 

patient choice or to consider their social situation when commencing insulin therapy. This 

may be because they focused only on the immediate clinical need or might not appreciate 

the personal situation of the individual in their social context. This would be worthy of 

further research. Further research is also needed to explore the perspectives of other 

multidisciplinary team members and people with diabetes about decision-making in 

relation to initiation of insulin therapy. 

 

For adults, nurses working in different clinical settings reported their own influence in 

decision-making in the initiation of insulin according to diabetes type. Responses from the 

differing care settings demonstrated that clinical decision-making about initiation of 

insulin is complex. This may reflect custom and practice, where previously all those 

requiring insulin were managed in secondary care settings; however, it does raise some 

issues in relation to the role of diabetes specialist nurses in primary care, as it gives the 

impression that they do not feel as influential in care direction as those in secondary care. 

The data also suggest that practice nurses with an interest in diabetes do not yet feel that 

they have „a lot‟ of influence in this decision. Commencing insulin in people with type 2 

diabetes may be a complex decision, as described by Harbison (2001), and this may 

account for the differing picture evident in primary care. However, it may be that as 

diabetes specialist nurses in primary care and practice nurses expand their roles there needs 

to be more transparency in decision-making between all members of the healthcare team to 

promote multi-professional working, as proposed by Buckingham and Adams (2000a). 
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Doctors were perceived to have the most influence by the respondents, diabetologists for 

type 1 patients and diabetologists and general practitioners for type 2 patients. In terms of 

making the final decision to start insulin therapy the doctor is still seen as the major 

decision maker in type 1 diabetes and children, though the decision of the team seems 

more evident in type 2 diabetes. In descending order the final decision-makers in type 1 

diabetes are the diabetologist, the team, and then the diabetes specialist nurse; in type 2 

diabetes it is the team, the diabetologist, the general practitioners and then very little 

difference between the different nursing groups. The final decision-maker in determining 

the starting dose of insulin was reported, in descending order for children with type 1 

diabetes as the diabetologist, the diabetes specialist nurses (secondary care), as always 

being the doctor (28 [25%]), the team (25 [22%]) and the paediatric diabetes specialist 

nurse (10 [9%]). Conversely, those never being involved were reported as doctors (11 

[10%]), the team (30 [27%]) and the paediatric diabetes specialist nurse (27 [24%]). The 

medical prominence in type 1 diabetes (adult and children) may reflect the nature of the 

consultation process, particularly in children where diagnosis is typically sudden and thus a 

medical emergency rather than a planned consultation.  

 

There was little evidence that nurses were taking over the most important elements of 

decision-making, though they were more involved in some aspects of decision-making 

such as the choice of insulin and the type of device to be used. This is in line with the 

findings of the systematic review of diabetes specialist nurses (Loveman, et al., 2003) that 

found only three studies where the nurse was directly responsible for the alteration of 



243 

 

treatment regimens. Adult diabetes specialist nurses in secondary care appeared to be the 

group with the greatest influence over the type of insulin prescribed, though the result was 

less clear in children. Paediatric diabetes specialist nurses were more likely to decide 

which insulin device was used at diagnosis, probably due to their advanced and up-to-date 

knowledge of these and this is in line with findings from other studies (Thynne, et al., 

2003).  

 

Doctors were generally considered the main decision-makers in the paediatric survey too, 

perhaps because they usually write the prescriptions, and several paediatric diabetes 

specialist nurses mentioned that it would have been useful to include a question about 

nurse prescribing in the survey. As one paediatric diabetes specialist nurse said: 

 

“It would be useful to know how many paediatric diabetes specialist nurses are 

able to do nurse prescribing. I think this is essential for the role but I am having 

difficulty persuading my manager to send me on the course. I am adjusting 

insulin all the time but probably not covered to do so.” 

 

 

It will be interesting to see if nurse prescribing eventually has an impact on the decision-

making process for all patients starting on insulin. The feedback suggests that there is more 

work to be done around prescribing practices. There were several free text comments about 

prescribing in the paediatric questionnaire, but the results did not show that nurses 

currently take the lead in determining insulin types, regimens or doses at the outset of 

treatment, though they may be pivotal in changing doses after commencement of insulin.  

 

Individuals‟ involvement in decision-making in diabetes is an area worthy of further 

research. Studies indicate that nurses think that patients wish for more involvement in their 
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care than patients themselves actually state (Bekker et al., 1999; Florin et al., 2006; 

Millard et al., 2006). Our results support the view that nurses do not actively involve 

people in the decision-making process. The issue of patient involvement in decision-

making is particularly important in type 2 diabetes. Given that the evidence base is unclear 

about when to start insulin in type 2 diabetes it is unlikely that patients can make a fully 

informed choice about when to start insulin, if indeed this is what is actually happening in 

practice. It would be difficult to determine from a questionnaire to nurses the extent of 

patient involvement in the decision-making process and it would seem a next logical step 

in the exploration process. The argument that greater nurse involvement might increase 

patient empowerment and the role of the patient in decision-making is not supported by 

our study. Indeed, there is some evidence that targets are negotiated less often in general 

practices where nurses undertake reviews alone, though this was about broader issues of 

control rather than just insulin initiation. Further work is needed to explore this area 

(Stewart and Kendrick, 2005). 

 

 

In summary, the findings suggest that nurses need more and continuing education in 

diabetes care. The shift toward starting adult patients on insulin in the community seems to 

be confirmed but it is more marked in type 2 diabetes and appears to be relatively recent, 

in the three years preceding the study. Insulin initiation in primary care is likely to 

increase. The nurses who undertake this activity will require appropriate education, 

competence and support to do this. The patterns suggest that doctors remain the main 

decision makers though specialist nurses are involved in some of the decision such as type 

of insulin and delivery device. Diabetes specialist nurses appeared to have different 
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influences on insulin initiation depending on the type of diabetes and care setting, while 

practice nurses did not seem to be key professionals in insulin initiation. Results suggest 

diabetes specialist nurses are not taking as much responsibility for decision making as they 

might assert and the role of patient involvement needs further exploration. The process 

remains medically dominated and the use of care pathways is still relatively under-

developed while the effects of nurse prescribing are still to filter through into practice. 

Clinical guidelines are used more by less experienced nurses, and can be used to develop 

nurses in their roles. 

 

User involvement in the decision-making processes seems limited and there may be good 

reasons for it, but the subject needs further exploration. People with diabetes and their 

carers were not seen as active partners in the decisions about initiation of insulin treatment. 

The person with diabetes should be central to all care delivered. Much more work is 

required to ensure that the individual is given the opportunity to be an active partner in 

decision-making about their own care. People with diabetes need to be given the 

opportunity and if necessary be empowered to take an active role in decision making. The 

findings could be used to inform professional development and role expansion in this 

specialist field because they capture a change in service delivery in primary care as nurses 

are on the cusp of expanding their roles. 

 

The study provides an insight into the state of practice at the time of the survey and will 

provide a comparator as practices change in the light of advances in treatment (medication 

and equipment), changes in professional roles (e.g. independent prescribing) and policy 
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shifts (the move away from hospital care, resource constraints). Now that the baseline data 

have been set, there have been discussions about the next stage. It will be important to 

monitor trends over time. Having determined the nurses‟ perceptions of starting insulin an 

obvious next step is to seek to understand the experience of starting insulin from the 

patient‟s perspective and research into this area is beginning to come through (see post-

study discussion). A third way forward is to determine whether the nurses‟ perceptions are 

experienced in real practice. Direct observation would corroborate the perceptions of 

nurses. It would also identify differences in practice and seek to provide explanations. The 

degree to which guidelines protocols and care pathways are used could be observed. 

The survey approach provided an extensive data set that was able to give a four country-

wide, United Kingdom perspective. One of the strengths of the study was the inclusion of 

practitioners who were in touch with realities of practice and knew what to ask. 

 

Limitations of Method 

 

It was recognised from the outset that a self-completed questionnaire would, at best, only 

provide the nurses‟ perceptions of practice. Direct observation would have been preferable 

but the costs and time involved were prohibitive. A consent form was included in the 

questionnaire to enable further access to subjects for further study in the future and allow 

the possibility of more in-depth follow-up. The decision to use only larger primary health 

practices maximised the chances of targeting practices with structured diabetes care where 

insulin initiation was likely to take place. By the same token it excluded smaller practices 

and therefore does not present a complete picture of primary health care and could lead to 
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an over-estimate of the amount of structured diabetes care being provided in general 

practice. 

 

 

The meetings to discuss the development of the adult questionnaire were lively and 

engaging, with everyone playing a full part. However, the size of the team had its 

disadvantages in trying to support a range of agendas and take everybody‟s views into 

account. The difficulty of using ranking within the questionnaire was picked up by one of 

the expert reviewers (McConkey) and by those in the pilot sample. The adult questionnaire 

was amended following the pilot stage to reduce the amount of ranking, however, some 

remained and continued to cause problems as respondents gave equal ranking scores to 

more than one response. The complexity of the questionnaire and the ability of the 

respondents to create an over 100% response made some of the answers to questions 

difficult to interpret. For example, asking about the educational preparation of subjects, a 

clearer question would have been „what is your highest level of educational attainment‟ 

rather than allowing respondents to provide a range of responses. Separating out what 

happened in the respondent‟s place of work from the respondent‟s own role seems 

unnecessarily complicated in retrospect. These problems improved following the pilot 

study but did not disappear. In general, the paediatric questionnaire developed by Lowes 

and Davis was simpler in format, did not employ ranking responses and was consequently 

easier to analyse and interpret. An alternative format for determining the importance of 

different variables would have been to ask open ended questions and code the results into 
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themes which would be validated by other group members and then rank the codes in order 

of frequency to represent the strength of respondent views. 

 

Robson (2002) suggests that postal self-completion questions should be short, simple to 

answer and move from simple to more complex questions. In general this advice was 

followed, although separating out the questions aimed at the individual respondent and 

questions aimed at the organisation caused some reduction in usable responses.  It added a 

layer of complexity for the respondents answering the questions and also in the 

interpretation of results. Despite a pilot stage the research group did not keep all questions 

mutually exclusive, a point that would have aided interpretation of results. The group made 

every effort to keep questions focussed on the aims of the study. However, due to the size 

of the group and the length of time over which the iteration took place it was easy for 

discussion to become circular and to lose focus. 

 

In order to get the most up to date and comprehensive list of specialist and practice nurses 

a commercially available register was used to access those caring for adults with diabetes. 

However, the company used were slow to respond, difficult to access and particularly slow 

in sending out follow-up questionnaire to non-responders, thus delaying project dead-lines 

and disabling attempts to address non-response bias. Due to delays with the sub-contracted 

postal distribution company the questionnaire did get caught in December (Christmas) 

mailing. This caused further delays and is likely to have affected the response rate. Robson 

(2002) suggests that a third reminder can increase response rates by a further third, but this 

was not pursued due to time and cost pressures. It is likely that the register was not as 
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comprehensive as claimed and in sub-contracting the administration of the questionnaires 

to the company the research group lost a degree of control over the timing and 

administration of the postal questionnaires.  

 

Sampling frame bias was minimised by using a total sample of diabetes specialist nurses 

(adult and child), confining the risk of bias to the number and nature of non-respondents. 

However a greater risk of bias lay in the sampling frame for the nurses in general practice. 

Here, the assumption was that larger practices would have more differentiated care and be 

more likely to have nurses taking the lead in diabetes care. It also meant that different 

patterns of care in smaller practices were not captured in the survey results. The use of a 

commercial company to distribute the survey limited the group‟s control of the process and 

within the cost and time constraints of the study it was not possible to gather data on the 

non-respondents, thus preventing the group from interrogating the data base to determine 

the risk of non-responder bias. 

 

A response rate of 37.7% was achieved, and this is fairly typical from a postal 

questionnaire (Burns & Grove, 2005). Some researchers (Bryman, 2001) would consider 

this poor while others acknowledge that response rates are variable (Bowling, 2002; 

Parahoo, 1997). A sample size calculation estimator available at 

http://www.surveysystem.com/sscalc.htm  indicated that a response rate of a third would 

be considered representative of the wider population, and this was achieved. There was 

evidence of proportional representation from respondents between the four countries of the 

United Kingdom between diabetes specialist nurses and practice nurses, adding strength to 

http://www.surveysystem.com/sscalc.htm
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the study. By comparison a recent survey of diabetes specialist nurses (Diabetes UK and 

NHS Diabetes, 2011) emailed to 1551 diabetes specialist nurses using the Diabetes UK 

database and Binley‟s healthcare professional database and posted to 1885 diabetes 

specialist nurses on the Diabetes UK database yielded only 589 usable responses from a 

total response of 716. The higher response rate for the paediatric questionnaire (forty-five 

per cent) may reflect the additional mode of distribution at a conference and the smaller, 

more homogenous, and cohesive nature of paediatric diabetes nurses as a group. However, 

a non-response rate of over fifty percent must raise questions about non-response bias. The 

survey of specialist centres employed by The Association of British Clinical Diabetologists 

(ABCD) and Diabetes UK in 2006 (Wincour et al., 2008) used an on-line survey, with the 

option of completing a mailed hard copy, which yielded a 49% response rate and would be 

worth considering in future. 

 

Concluding Remarks 

 

The aims of the initiative were to enhance the evidence base for diabetes nursing and 

establish United Kingdom wide research collaboration. It was agreed that such a group 

would be better able to undertake work of national or international standard and that there 

would be opportunities to explore a range of research opportunities and methods, sharing 

expertise and increasing research capacity. My suggestion of the topic of insulin initiation 

was adopted by the group together with the addition of a representative of paediatric 

nursing. As a group we deliberately chose a mix of clinical and academic staff from around 

the United Kingdom as part of the intention to increase research capacity in the diabetes 
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nursing community.  The relationship was useful in terms of keeping academics current in 

their clinical thinking and providing access to patients, while providing opportunities for 

clinicians to learn about research processes and research governance. Despite initial 

enthusiasm it was clear with time, that those with academic links, possibly those with job-

related incentives, were best placed to see through all aspects of the project to completion. 

Gaining dedicated time for research was more difficult for those in clinical practice and 

two of the clinical nurses from England resigned during the project due to other 

commitments. Perhaps this is a demonstration of how difficult it is to combine research 

with clinical practice, though it has been accepted as part of a medical career for many 

years and nurse consultants have the expectation of undertaking research built into their 

job descriptions.  

 

It was agreed that authorship of publications would be attributed to the United Kingdom 

Insulin Initiation Study Group. Originally the decision was that the chair of the group 

would be first author followed by group members in alphabetical order. This was amended 

to the lead author‟s name first followed by the rest of the working sub-group and the then 

the rest of the group. This was reasonably successful, though certain publications imposed 

their own constraints on authorship. Generally the group worked well though, inevitably 

there was some disquiet about one or two members whose contribution had been less than 

others. Using this format the work has been disseminated through a variety of fora a 

including a symposium at the RCN International Research Conference in 2007 in Dundee 

(Coates et al., 2007), publications in Practical Diabetes International (Davis et al., 2006) 

and the Journal of Advanced Nursing (McDowell et al., 2008). This model of networking 
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and partnership was presented at the Federation of European Nurses in Diabetes 

conference in Copenhagen (Bilous et al., 2007).  

 

My suggestion (not accepted by the group) of asking subjects to answer the questions in 

relation to the last five patients they started on insulin would have yielded more specific 

answers based on actual practice rather than generalised perceptions of practice, though it 

would have necessitated gaining more information about patients themselves, complicating 

the ethical approval process. Objective one was to describe the range of criteria used to 

decide when and where insulin treatment should be started. The place where insulin was 

started was hospital for most children and the majority of people with type 1 diabetes with 

a less clear picture in type 2 diabetes. When a diabetes specialist nurse works between the 

hospital and community the context is blurred, though it reflects the reality and complexity 

of diabetes care in practice. The criteria for when insulin should be commenced were, on 

the whole, unremarkable, but it is clear that less experienced clinicians are more likely to 

use guidance and more experienced people use „clinical judgement.‟ This is in keeping 

with the literature which demonstrates that less experienced nurses use rules for decision-

making (Dowding & Thompson, 2004; Rashotte & Carnevale, 2004). The received 

wisdom according to Benner (1984) is that „experts‟ are likely to have assimilated 

knowledge and combine it with experience to know when to conform and when not to 

conform to rules. Experienced nurses could be perceived as taking an intuitive-humanist 

stance, according to Thompson (1999). However, it is also possible that those with less 

experience are more comfortable with an evidence-based approach. The remainder of the 

objectives were answered and the results published (Coates et al., 2009).
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Post Study Discussion 

 

The post-study discussion takes a further look at the literature around some of the themes 

emerging from the study. It reflects on the process of research capacity building and 

discusses the issue of professional boundaries in the light of Abbott‟s framework. 

 

The updated picture of paediatric diabetes nurses is that they are available in 93% of 

Diabetes Centres and 97% of hold a paediatric nursing qualification, an increase from 59% 

in the 2000 survey, though caseloads remain above the recommended 70:1 ratio. (Gosden 

et al., 2009). The number working solely in paediatric diabetes has also increased from 

53% in 2002 to 88% (Gosden et al., 2010) This is lower than the figure in our survey but 

could reflect the sample selection as this survey was sent to paediatric diabetologists rather 

than diabetes specialist nurses themselves. James (2010) found no evaluation studies of the 

effectiveness of paediatric diabetes specialist nurses. 

 

 

Decision-Making  

 

One of the striking findings in project three was the relative lack of autonomous decision-

making among nurses. This is in line with the findings of the systematic review of diabetes 

specialist nurses (Loveman et al., 2003) that found only three studies where the nurse was 

directly responsible for the alteration of treatment regimens, though this may be a changing 

situation. A recent survey of diabetes specialist nurses (Gosden et al., 2009) found that 
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although 77% of lead diabetes specialist nurses had attended a course on nurse prescribing 

only 48% were putting what they had learnt into practice. 

 

In taking forward some of the features identified in the study McDowell took the lead on 

exploring the literature on decision-making (McDowell et. al., 2008). Many terms were 

found to be associated with decision-making including clinical decision-making, clinical 

judgement, clinical inference, clinical reasoning, diagnostic reasoning, decision analysis, 

intuitive reasoning, evidence-based care, critical thinking, discriminative thinking and 

pattern matching (Thompson, 1999; Buckingham and Adams, 2000a, 2000b; Hallett et al., 

2000; Harbison, 2001; Bliss & While, 2003; Dowding and Thompson, 2004; Rashotte and 

Carnevale, 2004; Bakalis and Watson, 2005). The variability of language results in 

different understandings leading to much debate and the potential for misunderstanding. 

One of the key writers on the subject (Thompson, 1999) explores the concept from three 

theoretical perspectives. Firstly, decision-making is seen as a hypothetico-deductive 

rational process, that is a linear process requiring both induction and deduction 

(Buckingham and Adams 2000a) and a sound knowledge base (Arries and Nelm, 2004). 

However, Thompson et al. (2004) also found that nurses relied on experienced human 

sources for evidence as opposed to research itself, adding weight to Luker and Kendrick 

(1992)‟s work that the largest source for influencing practice is practice-based knowledge. 

These findings have face validity with our own experiences of nurses undertaking the 

University of Glamorgan Post-Graduate Diploma course in diabetes, who noticeably draw 

more on human sources of evidence than their medical professional counter-parts, and 

therefore lean more towards the second approach proposed by Thompson (1999) which 
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draws on intuitive-humanistic theory and using intuitive judgment. It builds on the work of 

Benner (1984), separating novice from expert and building on expertise acquired through 

experience (Rashotte and Carnevale, 2004). In their approach Rashotte and Carnevale 

(2004) propose that the elements of experiential learning, reflective practice and 

transformative learning are combined in a process of continuous, sequential learning that is 

context-specific and constantly changing in order to make sense of situations and 

decisions. Thompson et al. (2004) agrees, seeing evidence-based decision-making as an 

active process, where there needs to be a degree of fit between the information provided 

and the decision task. Thompson (1999)‟s third approach employs a cognitive continuum 

which embraces multidisciplinary team working where others may be perceived as 

„experts‟ in clinical positions. An alternative approach is used by Bekker et al., (1999) who 

explain decision-making using a utility approach, prospect theory and social cognition 

models. Smith, Higuchi and Donald (2002) defined six major thinking processes of 

description, selection, representation, inference, synthesis and verification. They 

demonstrated that clinical decision-making is a complex cognitive process with different 

thinking skills used in different clinical settings, finding that different processes were used 

in medical and surgical areas. There is no consensus in nursing on models or theories of 

decision-making, though it does appear to be seen as eclectic, dynamic and fluid (Rashotte 

and Carnevale 2004) rather than as a linear process (Bliss and While, 2003) while 

embracing both intuitive and diagnostic reasoning compatibility (Hallett et al., 2000).  

 

Professionals‟ own attributes may affect decision-making, but the picture is mixed.  The 

identified factors that accounted for the greatest variability in clinical decision-making 
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according to Hoffman et al. (2004) were holding a professional occupational orientation, 

level of appointment, area of clinical speciality and age. Using a valid and reliable 

questionnaire, they found that the value of the professional‟s role, outweighed levels of 

experience and educational level in influencing decision-making and that education and 

experience were not significantly related to decision-making. However, the model they 

developed only accounted for a low amount of variability in decision-making. Bakalis and 

Watson (2005) found that the length of clinical experience was significantly correlated to 

the frequency of decision-making, although there was no difference based on educational 

level of nurses. At first sight this does not fit well with the emphasis on experience in the 

intuitive-humanistic theory described above, though Bakalis and Watson‟s study referred 

primarily to the frequency of decision-making without a statistical basis given for the 

comments. Several authors suggest that less experienced nurses will use rules for decision 

making, although this suggestion is not evidence-based (Benner, 1984, Dowding and 

Thompson, 2004, Rashotte and Carnevale, 2004). Thompson et al., (2004) concluded that 

education and clinical experience were poor predictors of how useful nurses found 

protocols and guidelines for decision-making in clinical practice. 

 

If decision-making involves theoretical knowledge and experience being applied to a 

clinical situation, it could be argued that patients are the passive recipients of professional 

care. However, in chronic disease management, patients become experts in their own 

conditions and hence demonstrate theoretical knowledge and experience. A Health 

Technology Assessment team reviewed 825 papers on decision-making, of which 547 

were included in the report. Of these studies, only 26 explicitly involved patients in the 
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decision-making process (Bekker et al., 1999). In an observation study, Millard et al. 

(2006) looked at community nurses‟ involvement of patients in the decision-making 

process. They identified five types of patient behaviour in decision-making on an 

„involving non-involving‟ continuum and found that nurses could promote or deter 

involvement in decision-making through their communication skills. While healthcare 

philosophy promotes patient empowerment and participation, the reality is more complex 

(Claassen, 2000; Thynne et al., 2003). Empowerment and participation are less likely to 

flourish in a target driven health service, especially where there are financially incentives, 

as in the General Medical Services Contract (Department of Health, 2003). The optimal 

level of patient involvement is difficult to determine. Some have found that nurses 

overestimate patient desire for involvement in decision-making (Florin et al., 2006). 

Levels of patient involvement can vary between patients or even within one patient episode 

and professionals can consciously or unconsciously affect levels of involvement by their 

consultation and communication styles (Gravel et al., 2006; Millard et al., 2006). Given 

that Jenkins et al., (2010)‟s study found that patients were not too resistant to insulin 

initiation when exposed to it in a progressive manner by supportive health professionals, it 

does suggest that some of the resistance may be coming from health professionals 

themselves, though with response rates of 23% and 30% respectively for the two groups of 

professionals, the results have to be treated with caution. There is some evidence that once 

patients have been involved in decision-making they are likely to place a higher value on it 

(Edwards et al. 2002) though our own studies in risk communication and shared decision-

making made only small differences to decision-making within medical consultations and 
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had to be off-set against the additional costs for training staff in the techniques (Davis et 

al., 2003). 

 

Gravel et al. (2006) carried out a systematic review of shared decision-making in clinical 

practice as perceived by healthcare professionals. The most cited barriers to involving 

patients in decision-making were time constraints, lack of applicability because of patient 

characteristics and the clinical situation. Other factors cited were perceived patient 

preferences for a model of decision making that did not fit with a shared decision-making 

model and not agreeing with asking patients about their preferred role in decision-making. 

They reported the facilitating factors for shared decision-making as motivation from 

healthcare professionals, positive impact on the clinical process, positive impact on patient 

outcomes. This suggests that health care professionals anticipate a positive outcome before 

trying to involve patients in decision-making. It could be argued that this demonstrates a 

paternalistic approach to care without fully engaging with a shared care philosophy or it 

might be that experience and intuition lead them to invest time only where they feel it will 

be fruitful.  Other factors facilitating shared decision making were perceptions that shared 

decision-making is useful and or practical, patient preference for a shared decision-making 

model and patient characteristics. Most of the work in this systematic review was 

conducted with physicians, and very little is known about other healthcare professionals 

(Gravel et al., 2006) demonstrating the need for further nursing research in this area. 

 

The picture on decision-making is that there is no consensus on the theoretical 

underpinning but there is a shared understanding that it is a complex process with many 
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facets. The challenge for doctors would appear to be to change their consulting style to one 

where patients are more engaged in the decision-making process. The challenge for nurses 

is to grasp the autonomy that the diabetes specialist nurse role in general and the nurse 

prescribing role in particular, affords if they seek to extend their nursing jurisdiction in 

diabetes care. The evidence around patients and people with diabetes about the optimal 

level of involvement in decision-making needs further exploration. 

 

One of the areas identified for further research is that of the patient‟s perspective. Edwall 

et al., (2008) conducted interviews with ten women and ten men with diabetes in Sweden 

and found a positive influence on the patient‟s way of living with the disease. Although the 

results of this qualitative study are not generalisable the findings are similar to those found 

by Stenner et al., (2011) in examining the views of patients with diabetes undergoing 

consultations with nurse prescribers in primary care in the United Kingdom. In both 

studies patients valued the continuity of relationship and specialist knowledge of the 

specialist nurse. The next step would be to quantify and measure the impact of nurse 

interventions. 

 

Phillips (2007) conducted individual interviews with a small number of diabetes specialist 

nurses (n=4) about their views of starting patients on insulin. There was consistency in the 

elements of the role undertaken by each of the nurses. Each also alluded to the potential 

conflict of interest in the need for, and timing of, insulin initiation when the nurses 

decision-making emanates from an empowerment paradigm based on informed consent 

and lifestyle choices as well as glucose targets while doctors work to financial incentives 
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for hitting specific targets of blood glucose control resulting in an increase in the number 

of patients referred for insulin initiation and could result in a jurisdictional dispute if nurses 

adopt an empowerment paradigm. Little has been written in this area and it merits further 

investigation. 

 

 

Reflection on Building Research Capacity in Diabetes Nursing 

 

Abbott (1988) asserts that the development and use of abstract knowledge helps 

distinguish an occupational group as a profession and that professions use knowledge to 

shape professional identity by a process of legitimation, research and instruction. Chapter 

three focused on the development of competencies as the basis for instruction while project 

three considers research as a means of moulding professional identity. The generation of 

new knowledge may be in terms of identifying best practice, new discoveries, new 

technology or developing the theoretical underpinning of the profession. In nursing there is 

a need for both, as well as a need to build capacity in undertaking research at all. The 

nursing profession has its own abstract knowledge in terms of philosophies that underpin 

nursing practice such as Orem (1985) and Roper Logan and Tierney (1980). Theories such 

as Orem (1985) inform a way of thinking that informs practice, though within the 

profession there is no one philosophy that has gained universal acceptance or been used 

successfully to make the case for expanding jurisdiction. Indeed, there is a body of opinion 

that resists this approach, favouring a grass roots upward approach to knowledge 

generation (Manley, 1997). Nevertheless knowledge generation is crucial to the 
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development of any profession and a subsidiary intention of project three was to aid 

research building capacity among diabetes nurses. The extent to which it succeeded was 

mixed. One of the strengths of the project was the collegiate approach, the coverage of the 

whole of the United Kingdom and the opportunity for each participant to learn new skills. 

Some of the challenges included the expense of meeting, both in financial terms and time. 

The continued engagement of clinical staff was particularly difficult as they found it 

difficult to prioritise research over clinical and organisational pressures, and few of them 

continued to the end of the project. It seems difficult to see how such initiatives can be 

maintained until the requirement to research and publish are embedded within nursing role 

descriptions and incentivised by money or promotion. There is potential for success in the 

creation of nurse consultant posts, though lessons need to be learnt from studies of early 

appointments in England (Woodward et al., 2010) which found that those with the lower 

qualifications (below the recommended minimum of Master's degree level preparation and 

limited research experience) appeared to struggle most to achieve within their role.  A 

minimum academic level of Masters level at appointment has been maintained in Wales, 

but there have been no diabetes nurse consultant appointments, although there are 25 

around the United Kingdom (Avery and Butler, 2008). Most evaluations of nurse 

consultant roles have been generic (Woodward et al., 2010). Avery and Butler (2008) 

conducted 360 degree evaluations of ten diabetes nurse consultants designed to give the 

individuals concerned an individualised report on their effectiveness in their role. 

  

The post-registration nursing framework could provide a mechanism for taking research 

forward, though there is some evidence that research is one of the first elements of role to 
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be dropped in times of financial stringency. A recent survey of diabetes nurses showed a 

fall in involvement in research activity among nurses involved in diabetes care (Diabetes 

UK and NHS Diabetes 2010).   To flourish it needs to be valued and supported at the 

highest level. Project three forged both strong links and some tensions between members 

of the team, as is usual in research teams. Motivation to continue depends on both the 

personal and professional commitments of all team members and it is likely that continued 

collaboration between team members will occur, though the potential for developing a 

rolling programme of research has not materialised and the number of people involved 

diminished over time rather than expanded. 

 

 

Changing Professional Boundaries 

 

Abbott recognises the social and environmental context in which professions operate, and 

these pressures are more apparent than ever. At a macro level it is difficult to separate care 

delivery from politics in the United Kingdom. Although new technology such as near 

patient blood glucose testing, pen devices and pump therapy have all played their part, 

arguably the greatest influences on diabetes care in the last two decades have been 

politically rather than professionally driven.  The introduction of the National Service 

Frameworks (DoH, 2001a, 2002a; WAG 2002, 2003) could be said to be a co-operation 

between the health professional community and government, but arguably a more potent 

force has been the introduction of the General Medical Services Contract and Quality 
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Outcomes Framework introducing payment by results for general practitioners (Campbell 

et al., 2007).  

 

The shift to community-based care is a political imperative (DoH 2001c, DoH 2006c; 

WAG, 2003, 2010) though the rationale appears to be based on an overloading of 

secondary care rather than evidence for the efficacy, efficiency or cost effectiveness of the 

community alternative. There is some evidence that structured care for people with 

diabetes in the community can produce outcomes equivalent to those in secondary care 

(Griffin and Kinmonth, 2000), though it is not inevitable and the evidence has come after 

the fact rather than as the driving force for change. Johnson and Goyder (2005) looked at 

the impact of the move to integrated and primary led diabetes care on those professionals 

involved. They found support for the concept but concern from the nurses about the 

practical implications for their role and workload. Little has been done to canvas public 

opinion or the views of people with diabetes. Despite the rhetoric of integration, the 

practice is still limited and patchy. Wincour et al.’s (2008) survey of services showed only 

35% of hospital nurses and 44% of community nurses worked across both sectors, down 

from 85% in 2000. Among respondents to both 2000 and 2007 surveys the figures are even 

more stark, a reduction of cross sector working from 91% in 2000 to 30% in 2007. James 

et al., 2009 and Gosden et al., 2009‟s findings concur. They found a growth in community 

based care but a reduction in the liaison role between hospital and community. The results 

hint at regional differences and it will be interesting to monitor how these develop to see if 

the diverging policy initiatives and organisational differences in combined hospital and 

community Health Boards found in Scotland and Wales affect the pattern of care 
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differently to those in England. They do not, however, alter the different organisational and 

payment arrangements for staff between hospital and primary health care (particularly the 

independent contractor status of the general practitioner (GP) and the GP employee status 

of the practice nurse) so the effect might be limited. Structures can help or hinder but need 

not become insuperable – 56% reported service levels agreements which could help ease 

transitions across traditional boundaries where they persist. They also confirmed the 

findings of our study that diabetes specialist nurses employed by general practitioners tend 

to work wholly in primary care and that their role is somewhat constrained. Wincour et 

al.‟s (2008) conclusion was that without effective commissioning and adequate resourcing 

that integrated diabetes care will remain unattainable regardless of reconfigurations and 

alternative service models. Perhaps this is not a surprising conclusion based on a survey of 

doctor‟s perceptions. 

 

Abbott places inter-professional conflict at the heart of his thesis, but this did not emerge 

as a major feature of our study or from other diabetes literature. In the International 

Diabetes Attitudes, Wishes and Needs (DAWN) Study (Siminerio et al., 2007) both 

doctors and nurses agreed that nurses should take a larger role in managing people with 

diabetes, with the view being most strongly held by specialist nurses. This does not equate 

with Abbott‟s protectionism of the super-ordinate profession. Rather, the need for less 

intra-professional rivalry within the medical profession has been advocated (Lancet, 2007). 

Martin et al. (2009)‟s analysis of the  genetics service found more problems with intra-

professional divisions within medicine than with inter-professional struggles as they seek 

to shift knowledge and power to primary care. They found that the genetic specialists 
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maintained their power base by using their specialist knowledge, though aspects of 

organisation and potential funding streams for genetic specialists versus general 

practitioners may also have played a part. This was not the focus of our study but some of 

the same forces apply in diabetes care, and several studies show a lack of community 

involvement by consultants in secondary care. The survey of specialist services in 2006 

(Wincour et al., 2008) indicated that over 90% of consultants had no clinical engagement 

in providing community diabetes services. The effect is as yet unknown, but there are 

possible consequences which could have outcome effects greater than those produced by 

changes in nursing practice. For example, several studies indicate that community 

practitioners are reluctant to start patients on insulin, a reluctance that is not only confined 

to the United Kingdom (Haque et al., 2005; Hayes et al., 2008; Sheppard et al., 2007; Kunt 

and Snoek, 2009) and a concerning finding based on the evidence of the definitive United 

Kingdom Prospective Diabetes Study (UKPDS) which has resulted in more people with 

type 2 diabetes commencing insulin therapy at an earlier stage in history of the disease 

(UKPDS 1998a, 1998b).  Sub-analysis of the diabetes specialist nurse data in our study 

suggested that a higher percentage of diabetes specialist nurses based in primary care have 

less experience of starting patients on insulin than the diabetes specialist nurses working in 

secondary care or across both sectors. It could be that these practitioners are new in post in 

line with the trend of caring for more people with diabetes in the community, or they could 

be practice nurses who have taken on specialist roles, or that their roles in primary care are 

more constrained. The complexity of inter-professional working in chronic disease 

management shows the difficulty of teasing out the impact of one variable and limits the 

ability to determine cause and effect in these complex real world situations. Johnson and 
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Goyder‟s (2005) qualitative study of the views and concerns of professionals involved in a 

project to introduce shared care showed concerns among all professionals about changes to 

role and working practices, but not of interdisciplinary conflict (Johnson and Goyder, 

2005). 

 

 Project three indicated that nurses in the community are taking on additional roles and this 

is backed up by other studies which indicate a diversification of the roles nurses play.  

Dempsey et al. (2005) and Bannister (2005) described the development of nurse-led and 

integrated diabetes care services in the community though they were not formally 

evaluated. Peters et al.’s (2001) Delphi study of experienced practice and specialist nurses 

indicated that both saw their roles and responsibilities in diabetes care increasing. 

Organisational changes and changes in tools (nurse prescribing) were both perceived to 

influence practice. The big issues for nurses identified in this study, those of roles, 

interfaces and changing organisational structures, remain pertinent for nurses in diabetes 

care today. In the DAWN study (Siminerio et al., 2007)  specialist nurses were more likely 

to be involved in prescribing and medication management (including pump therapy) as 

well as professional education and writing, though again it is not clear that willingness to 

be involved in prescribing is translated into practice with only a third of specialist nurses 

currently involved in medication management.   

 

Recent surveys of diabetes specialist nurses across primary and secondary care (James et 

al., 2009; Gosden et al., 2009) support the idea that roles within diabetes nursing are 

diversifying, with nurse consultants at the top end of the scale and unregistered diabetes 
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care technicians to help with annual reviews at the other. Ninety per cent (90%) of diabetes 

specialist nurses held nurse led clinics, 77% had attended a nurse prescribing course and 

97% provided education to people with diabetes and health care professionals. The survey 

concludes that the diabetes specialist nurse role continues to widen with nurses taking on 

more complex care and education including roles previously undertaken by doctors, and 

expanding services into responsibilities for nurse prescribing, pre-assessment clinics, ante-

natal care, renal, foot clinics and pump training. This would suggest a further divergence 

from the American Diabetes Educator role but again with no formal accreditation, though 

there are still calls for this to be adopted (Hicks, 2009). Less than half the nurses (48%) 

had protected time for continuing professional development and less had a protected 

budget (15%). Disappointingly significantly fewer had a formal role in diabetes research 

(22% versus 48% p<0.001) and the latest indications are that the figure has fallen still 

further to 10% (Diabetes UK and NHS Diabetes 2010). The reason is unclear, so it could 

be due to escalating clinical pressures or possibly an unintended consequence of the 

development of the nurse consultant role. In theory research is seen as a core element of 

the diabetes specialist nurses role but it is often confined to research awareness or 

dissemination, whereas it is embedded within the job description of the nurse consultant 

with an expectation of results that have not been demanded of all diabetes specialist nurses. 

It will be interesting to see if this makes a difference to outcomes. 

 

Nurse prescribing would be seen by Abbott as a new tool to extend the jurisdiction of 

nursing. It was in its infancy at the time of the study but is now becoming a more 

established part of practice with evidence that diabetes specialist nurses are increasing 
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being prepared to use it. Stenner et al. (2010)‟s study of nurse prescribing in diabetes care 

found that ability to prescribe independently, acceptance of the prescribing role, good 

working relationships between doctors and nurses, and sound organizational and 

interpersonal support were important in establishing the practice and this could account for 

the difference in the number of people who have completed a non-medical prescribing 

course and the numbers actively prescribing. Evidence is emerging that nurse prescribing 

can result in better systolic blood pressure control in people with diabetes in America 

(Taylor et al., 2003), Canada (Tobe et al. 2006) and the United Kingdom (Clark et al. 

2011). The new tools of prescribing offer nurses the opportunity to extend the scope of 

practice, or nursing jurisdiction, in diabetes care while keeping patient‟s welfare central.  

 

A mix of social, cultural and political effects continue to mould role boundaries in the 

shape of increased user involvement, easier and more widespread access to information on 

the internet, a shift to community care and new ways of working. The imperative to add to 

nursing and diabetes knowledge remains, though the opportunities for doing so in clinical 

practice seem to be diminishing. This must be resisted as studies based in practice are 

essential to the development of improved patient care though a difficulty with nurses 

moving into the sort of academic posts described by Abbott to generate the abstract 

knowledge supposedly prized by professions, can mean that the researchers can lose their 

ease of access to patients, funding and research questions. The way forward must be in 

partnership arrangements like the one described where academic skills are mixed with 

clinical experience to enrich the knowledge of the nursing profession for the benefit of the 

patient. 
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Contribution to Knowledge 

Project three demonstrates empirically the anecdotal assertion that there is a shift in insulin 

initiation practices from hospital to nurses in the community. This extension of nursing 

jurisdiction appears to be limited to people with type 2 diabetes and occurred in the three 

years preceding the study, based on the reported length of insulin initiation experience of 

the nurses in primary care. The study indicates that doctors remain the primary decision-

makers in the process of insulin initiation though nurses may be involved in other areas of 

decision-making. A reflection on working practices indicates that the most profound 

changes in practice at a macro level have not come from clinical research but from political 

initiatives (shift from hospital to community, National Service Frameworks, General 

Medical Service Contract), social and cultural changes (user involvement, wider user 

access to information). Abbott‟s contention that changes to professional boundaries and 

jurisdictions come about by means of inter-professional disputes is not supported by using 

diabetes nursing as a case study. The conclusion must be that any examination of role 

change should not be limited to clinically focussed research, and that Abbott‟s framework 

is helpful in taking into account the wider political, social and cultural pressures that 

impinge on role development. Using diabetes nursing to critically test Abbott‟s framework, 

this case study suggests that the place of inter-professional disputes in moulding role 

boundaries is not as prominent as Abbott would suggest. 
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Glossary 

 

 

Analogue insulin: insulin whose chemical make-up has been manipulated to alter its 

profile of action, particularly in terms of its length and/or peak of action.    

 

Basal insulin: a long acting insulin that provides a background level of insulin, controlling 

the blood glucose level in the fasting state, overnight and between meals. 

 

Bolus insulin: a short acting insulin given to counteract short term rises in blood sugar 

levels. 

 

Boot-strapped confidence intervals: a means of determining confidence intervals for 

statistical inference as an alternative to hypothesis testing. 

 

Complications of diabetes in pregnancy: there are increased risks to mother, fetus and baby 

caused by diabetes. These include the progression of diabetic complications in the mother, 

increased risk of congenital malformation, late inter-uterine death, risk of a large baby and 

temporary hypoglycaemia of the new-born baby. 

 

Credentialing: the process by which competency is shown to be maintained 
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Diabetes mellitus: A complex disease of generalised metabolic disturbance resulting in a 

long term elevation in the blood glucose level due to insufficient or ineffective insulin 

production.  Diagnostic levels based on World Health Organisation criteria are a fasting 

plasma glucose level above 7mmols/l or random plasma glucose level above 11.1mmols/l. 

Type 1 diabetes (insulin dependent diabetes or IDDM) occurs when the body stops 

producing insulin. It can occur at any age, but onset is most common in the young (under 

35 years of age). Treatment is insulin replacement therapy. Symptoms include excessive 

thirst, urination, weight-loss, and, if untreated, diabetic keto-acidosis and death. Type 2 

diabetes (non-insulin dependent diabetes or NIDDM) accounts for over 80% of cases of 

diabetes world-wide and occurs when insulin production and use is impaired.  The age of 

onset tends to be later and with a more insidious onset, occurring in the middle-aged to 

elderly (often) overweight individuals. It can be treated with diet, drugs and/or insulin 

therapy. Both types can lead to health problems due to the long term effects of a raised 

blood glucose level. These ill effects can be reduced or delayed if the blood sugar is 

controlled as near as possible to within a normal range (euglycaemia or a blood sugar of 4-

6 mmols/ before meals). 

 

Diabetic keto-acidosis (DKA):  A potentially life-threatening complication that can occur 

in type 1 diabetes as a result of a shortage of insulin. Lack of insulin prevents the body 

from using its usual carbohydrate source to provide energy. The body responds by using 

protein and fat to provide emergency energy resources. The by-products of this reaction, 

ketone bodies are acidic and set up an acidosis which, untreated is fatal. The symptoms 

include vomiting, dehydration, confusion and coma. Treatment is by intravenous 
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rehydration and restoration of the glucose/insulin and electrolyte balance in hospital. It is a 

diabetic emergency. 

 

Diabetes specialist nurse: A registered nurse with post –qualification experience and 

training in diabetes whose work-time is wholly devoted to the care of people with diabetes. 

A paediatric diabetes specialist nurse concentrates on care of children with diabetes and 

their families. 

Endoscopy: the examination of any body cavity or organ by means of a viewing 

instrument, or scope introduced from the outside. 

 

HbA1C: HbA1C (glycated or glycosylated haemoglobin) measures the proportion of red 

blood cells that have sugar molecules bound to them, giving a measure of average blood 

glucose control over the life span of a red blood cell (120 days). Historically measured in 

percentages the non-diabetic range is 4-6% and recommended HbA1c targets for people 

with diabetes 6.5-7.5%. June 1
st
 2009 signalled a change in the way values are expressed, 

becoming fully operational in June 2011. Henceforth the non-diabetic range is 20-

42mmol/mol and the recommended diabetic target range is 48-59 mmol/mol.  

 

Hyperglycaemia: too much sugar in the blood, occurring at the outset of diabetes and if 

treatment/lifestyle does not adequately control blood sugar level. Symptoms include thirst, 

tiredness, irritability and frequency or urination. 

 



274 

 

Hypoglycaemia: too little sugar in the blood (less than 4mmol/l) due to resulting in 

sweating, faintness, nausea and collapse and corrected by taking sugar.  

 

Hyperlipidaemia: high levels of fats in the blood, presenting a risk factor for stroke and 

heart attack. 

 

Hyperosmolar non-ketotic coma (HONK): A potentially life-threatening complication 

associated with type 2 diabetes. In patients with a pre-existing lack of or resistance to 

insulin, a physiologic stress such as an acute illness can cause further net reduction in 

circulating insulin. A reduction in the effective circulating insulin together with a 

concomitant elevation of counter-regulatory hormones, such as glucagon, catecholamines, 

cortisol, and growth hormone together with decreased renal clearance and decreased 

peripheral utilization of glucose leads to hyperglycaemia. Hyperglycaemia and 

hyperosmolarity result in an osmotic diuresis and an osmotic (a movement of fluid across a 

semi-permeable membrane) shift of fluid to the intravascular space, resulting in further 

intracellular dehydration. This diuresis also leads to loss of electrolytes, such as sodium 

and potassium.
  

 

Hypertension: high blood pressure presenting a risk factor for stroke, heart attack and in 

diabetes, renal impairment. 

 

Insulin: a hormone produced in the pancreas whose primary function is to control blood 

glucose levels. Insulin is inactivated when ingested orally and when used as treatment is 
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typically given by injection into the fat under the surface of the skin (subcutaneous). 

Different types of insulin have different lengths of action and their different profiles give 

rise to a number of different insulin regimens to try to mimic normal insulin production, 

that is, to provide a background level of insulin with boosts to counteract the peaks in 

blood sugar that occur after eating food containing carbohydrate. 

 

Insulin pump: a battery powered device delivering a continuous supply of insulin from a 

reservoir in a small mobile phone sized cartridge via a disposable infusion set comprising 

of fine bore tube and needle placed in the subcutaneous fat just under the skin. The pump 

is attached to the body by means of a belt. 

 

Practice Nurse: A registered nurse employed by a general practitioner to carry out relevant 

nursing duties at the surgery. The practice will determine the amount of the nurse‟s 

working time dedicated to diabetes care and the way the diabetes care is organised. The 

nurse may or may not have taken courses in diabetes but is increasingly likely to undertake 

a diabetes course if delivering structured diabetes care. 

 

Insulin Therapy: people starting insulin therapy need to be taught how to inject themselves 

with insulin and monitor the effects on their blood sugar level by using another device to 

obtain and analyse drops of capillary blood. The person with diabetes may use an insulin 

injection device or pen that is akin to a fountain pen with insulin instead of an ink cartridge 

and a needle instead of a nib.  The process of initiating insulin therapy should incorporate a 

comprehensive education package that includes dealing with hypoglycaemia, dietetic 
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advice, blood glucose monitoring, the importance of annual review, and other aspects of 

living with diabetes. 

 

Jursidiction: the link between a profession and its work incorporating the task of work 

performed by the profession. 

 

Legitimation:  acceptance of the role by society and/or other stakeholders. 

 

Monogenic diabetes: diabetes with a genetic cause. 

Nephropathy: damage to the micro-circulation in the kidney as a long term complication of 

diabetes. Early signs are detected by small increases in protein excretion for the kidney 

(microalbuminurea) and signs are detected through annual monitoring of blood pressure 

and blood tests of kidney function. Untreated, nephropathy leads to renal failure requiring 

kidney dialysis or transplant. 

 

Neuropathy: damage to the nervous system as a long-term complication of diabetes that 

can affect the autonomic or motor/sensory nerves resulting presenting diverse symptoms. 

Autonomic neuropathy may affect the involuntary sphincters, as well as sweating and 

blood pressure leading to symptoms such as diarrhoea or urinary retention or orthostatic 

hypotension (fainting when standing up due to a sudden drop in blood pressure). Sensory 

neuropathy can lead to altered sensation, frequently a „stocking and glove‟ distribution of 

reduced sensation in the feet and hands that can lead to damage due to the lack of a pain 

response. Alternatively, sensation may be painfully heightened. 
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Oral hypoglycaemic agents: oral medicines in tablet form such as Metformin or 

Pioglitazone that have the effect of lowering the blood sugar level. Used in type 2 diabetes 

only. 

 

Primary Health Care:  health care given or accessed outside of the hospital (Hospital care 

is secondary, or even tertiary care). The primary health care team may include doctors 

(General practitioners), nurses, care assistants, pharmacists, therapists, (speech, 

occupational, physiotherapist) dentists, orthodontists, podiatrists, dietitians, midwives, 

school nurses, health visitors. 

Regulation: a sustained and focused control exercised by a public agency over activities 

which are valued by the community (Selznick P (1985) Focusing organisational research 

on Regulation. In Noll, R. (ed) Regulatory Policy and Social Services. Berkeley, CA, 

University of California Press p363 

Retinopathy: damage to the retina (light-receiving membrane) of the eye as a long term 

complication of diabetes. It can result in partial or total failure of eyesight. Retinopathy 

may be used loosely as a blanket term covering the major complications of eye caused by 

diabetes including cataract, maculopathy (damage to the central part of the back of the eye, 

the macula) or specifically the retina itself. 

 

Ward Manager: a registered nurse at Sister or Charge-Nurse level responsible for a clinical 

area within a hospital.    
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FRAMEWORK FOR DIABETES NURSING 

A FRAMEWORK FOR DIABETES NURSING 

1. Foreword 

 
This document is the product of collaboration between the professional bodies representing 

nurses and other groups caring for people with diabetes (PWD). The groups involved are 

the UK Association of Diabetes Specialist Nurses (DSNs), the RCN Diabetes Nursing 

Forum, the Paediatric Special Interest Group and the Practice Nurse Forum, Diabetes UK 

as well as people living with diabetes. Representatives from these groups formed the 

Diabetes Nursing Strategy Group to oversee and to develop a UK-wide integrated career 

and competency framework for diabetes nursing. 

The development of the framework was led by a steering group of representatives from the 

UK Associations of DSNs, RCN Diabetes Forum, RCN Paediatric Diabetes Interest 

Group, and Diabetes UK. The project has been supported by the RCN Practice 

Development Unit led by Dr Kim Manley and Rachael Rowe. 

During the development of this framework we consulted over 500 nurses from all working 

environments, doctors, people with diabetes, civil servants and other agencies through 

stakeholder groups. The result is a comprehensive document to help nurses provide a high 

standard of diabetes nursing throughout the United Kingdom. 

The work has been funded by an educational grant from the pharmaceutical industry. I 

would like to take this opportunity to thank Eli Lilly and Co, Novo Nordisk Ltd and Roche 

Diagnostics Ltd for investing in diabetes nursing for the future through this important 

project. 

I would also like to acknowledge the hard work and commitment from the working group 

– Ruth Davis, Lorraine Shaw, Margaret Tipson and Eileen Turner – which was supported 

by Rachael Rowe, Practice Development Fellow, RCN Institute, who has guided us 

through the process. Finally, I would like to thank the other members of the Diabetes 

Nursing Strategy Group who have supported the project: Phyllis Bushby, Elaine Campbell, 

Viv Coates, Anne Phillips and Janice Tinlin as well as past members of the group. 

Although the document has gone through an extensive consultation process the working 

group would welcome further comments and suggestions from practitioners to ensure the 

framework remains current and relevant to nurses involved in the care of people with 

diabetes. 

 

Debbie Hicks 

Chair 

Diabetes Nursing Strategy Group 
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3. Introduction 

 
Competence can be defined as: „The state of having the knowledge, judgement, skills, 

energy, experience and motivation required to respond adequately to the demands of one's 

professional responsibilities‟ (Roach, 1992). The Integrated Career & Competency 

Framework for Diabetes Nursing is an important step forward. It addresses a number of 

political and professional issues including: 

  

  

 Need for development of standards 

  

 Increased focus on work-based and lifelong 

 learning plus supervision 

 Changing focus towards professional rather than academic accreditation. 

The framework focuses on nursing care that is specific to managing diabetes, but it can be 

used together with other frameworks that highlight core nursing skills and competencies. 

Many of the specific competencies are also common to the Skills for Health Project, a 

Department of Health initiative to develop UK-wide, multidisciplinary occupational 

standards in diabetes care.  

 

Agenda for Change 

Negotiations on a set of new terms and conditions began in 1999 when the health 

departments of England, Scotland, Wales and Northern Ireland published the document, 

Agenda for Change (AfC). AfC reforms the current pay, career structure and 

terms and conditions of work for all NHS nurses and healthcare assistants. Talks came to 

an end in November 2002, and the Government published a set of proposals in January 

2003. Implementation of AfC started in December 2004 (with pay, terms and conditions 

backdated to October 2004) and applies to all NHS organisations and therefore sets a UK 

framework for pay, terms and conditions of employment. AfC means that all staff will 

have clear and consistent development objectives; will be able to develop in such a way 

that they can apply the knowledge and skills appropriate to their level of responsibility; 

and are helped to identify and develop knowledge and skills that will support their career 

progression. Under this system jobs are evaluated using a Job Evaluation Scheme. This 

gives each job a weighting which determines where the job slots into the new pay bands. 

To aid transition to the new system common 'job profiles' have been finalised across the 

countries. Where a job fits a profile it will be placed straight onto an appropriate new pay 

band. For those jobs which do not automatically fit a profile, trained job evaluators drawn 

from management and staff side will carry out the evaluation. Each pay band has 

a number of points. Staff below the maximum point can expect to progress to the next 

point each year. There are two points on each pay band called gateways, at which staff's 

knowledge and skills will be assessed using the Knowledge and Skills Framework (KSF). 

Pay progression at these gateways will be linked to the demonstration of applied 

knowledge and skills to support continuing professional development. The KSF plays a 

key role in determining how nurses move from the bottom to the top of a pay band, 

although it does not decide which pay band a nurse is placed in. 
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A FRAMEWORK FOR DIABETES NURSI  

4. Development of the Framework 
 

The framework was developed in stages. The first stage involved the use of the 'values 

clarification exercise‟ facilitated by Dr Kim Manley, RCN Institute. Over 40 participants 

from all nursing backgrounds, both generalists and specialists as well as people with 

diabetes, worked together to determine their values and beliefs about diabetes nursing. 

They developed a key statement: 'Diabetes nursing is essential for people with diabetes,' 

and outlined the purpose of diabetes nursing: 

 To make a difference to the lives of people with diabetes 

 To promote and maintain health of people with diabetes 

 To promote understanding/raise awareness of diabetes 

 To provide high quality person-centred care/services 

 To help people with diabetes to be confident to self-manage and to be as 

independent as possible 

 To maintain quality of life. 

The working group identified a range of specific interventions as essential for achieving 

the purpose of diabetes nursing. These interventions were further developed for the five 

different levels of expertise within nursing. The second stage involved two further 

workshops where these values and beliefs were tested and refined. Stage three was the 

distribution of the draft framework to over 250 nurses from all backgrounds, and patient 

groups, civil servants, and Diabetes UK representatives. This consultative process was to 

allow not only those who had participated in the development of the document, but also 

potential users of the document to contribute to the final publication. All comments 

received were considered and, where appropriate, incorporated into the final document. 

The result is 'a competency framework developed by nurses for nurses'. 

 

Relevant groups such as The Skills for Health Initiative and the Paediatric Diabetes 

Nursing Group were kept informed of the development of this framework. 

 

Competency Frameworks  

 

Over the past few years more guidance has emerged to enable nurses to further their 

careers in a structured way via competency frameworks. Within nursing it is possible to 

have both a specialist expertise in terms of a specific client group such as people with 

diabetes, and generalist expertise in nursing practice, leadership, facilitation of cultural 

change and the development of a learning and research culture (Manley & Garbett, 2000). 

Every nurse works with core competencies which are: 

 being person-centred 

 evidence-based practice 

 equality, diversity and rights 

 multiskilled interventions, treatments and therapies (specific interventions) 

 practice expertise 

 improving patient experience and outcomes 
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 developing individual and team effectiveness 

 developing a culture of effectiveness 

 developing self and others 

 facilitating individual, group and team learning 

 clinical leadership and management in practice 

 managing settings and the service 

 research and evaluation in practice 

 providing expert and process consultancy. 

These core competencies are underpinned by the consultant nurse areas of practice 

(Manley, 2001): 

 expert practice 

 practice development 

 leadership 

 lifelong learning 

 research and development 

 consultancy. 

An increase in the number of people with diabetes has resulted in a rise in the number of 

nurses involved in their care at different levels. The Integrated Career & Competency 

Framework for Diabetes Nursing was developed to address the differing levels of care 

nurses deliver for people with diabetes. The framework comprises a set of practical 

competencies from the nursing core competency number 4: multi-skilled interventions, 

treatments and therapies. The Integrated Career & Competency Framework for Diabetes 

Nursing identifies five levels of competency which have the potential to work alongside 

the KSF and the Higher Level of Practice documents: 

1. Unregistered practitioner 

2. Competent nurse 

3. Experienced/proficient nurse 

4. Senior practitioner/expert nurse 

5. Consultant nurse. 

 

 

5. How to use the Framework 
This framework can be used in a number of ways to develop nurses' knowledge and skills. 

For example, to provide: 

 help for individual nurses to plan their professional development in diabetes care 

 guidance to employers about expectations of competency at different levels of 

diabetes nursing 

 a reference point for planning educational programmes 

 a framework for career progression in diabetes nursing. 

The clearly defined competency levels make it possible for nurses delivering diabetes care 

to identify their level of practice. The framework gives them the ability to plan their 

careers in a more structured way, and supports their continuing professional development 

by identifying individual development and training needs. The diabetes framework works 

in conjunction with the overall RCN core competency framework (www.rcn.org.uk) by 

providing the specific competencies for diabetes care. When the diabetes framework is 
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used with the core competencies any nurse will be able to fulfill the requirements of key 

strategic developments such as Essence of Care, the Knowledge and Skills Framework 

(KSF), and the Higher Level of Practice. This framework gives nurses the opportunity for 

creativity and flexibility. As an outpatient nurse or a practice nurse one can complete core 

nursing competencies, and use the diabetes framework as part of a career portfolio in 

diabetes nursing. Similarly, the framework can be used as a career path if a nurse wishes to 

specialise in diabetes care. The framework should be used alongside the KSF to identify 

the current competence level and then to determine the target level of competence 

identifying areas of further development. Every nurse is responsible for developing their 

own portfolio of evidence for each competency in order to demonstrate that they have 

achieved it at the identified/desired level. Forms of evidence that can be used include case 

histories, self-appraisal via a reflective diary, 360-degree feedback, verification of practice 

and structured observation of practice. When gathering evidence it is important that nurses 

consider that they: 

 Understand what the competency is asking of them 

 Review any existing work that could be used 

 Identify whether the existing evidence is appropriate. For example, if a nurse attends a 

study day to prepare to perform a particular intervention, but has not practised the skill 

in a clinical setting, the certificate of attendance is not evidence of competence. The 

nurse should consider making arrangements for supervised practice. However, if the 

nurse has undergone training and has evidence of supervised practice and performs the 

care on a regular basis the evidence should be sufficient to demonstrate competence 

 Think about using evidence that covers several competencies. One case study may 

demonstrate that a variety of knowledge and skills in caring for a person have been 

used. 

The Integrated Career & Competency Framework for Diabetes Nursing is not about 

setting a series of task orientated actions or practical activities for nurses to carry out. It 

describes how nurses should approach managing the process of nursing care, and how it 

can be used in a number of ways to develop knowledge and skills through the five 

competency levels. 

A FRAMEWORK FOR DIABETES NURSIN 

A FR 
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6. Competency Statements 

 

Nutrition 

 
To meet the patient‟s individual nutritional needs you should be able to: 

 

1. Unregistered 

practitioner 
 follow the nutritional plan and report any related problems 

 recognise foods high in sugar. 

 

2. Competent 

nurse 

As 1, and: 

 list the principles of a healthy diet 

 refer the person with diabetes to a dietitian. 

 

3. Experienced/ 

proficient nurse 

As 2, and: 

 perform a nutritional assessment 

 work in partnership with a person with diabetes to reduce health 

risk. 

 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 perform an assessment of how lifestyle and pharmacological 

factors interlink with diet to affect glycaemic control 

 enable others to make informed decisions about nutritional 

choices 

 demonstrate knowledge and skills to facilitate behaviour 

modification. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based practice 

 develop best practice e.g. through leadership and consultancy. 

 

 

This competence links with the NHS Skills for Health HA5 & HA6. 
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Urine monitoring 

 
For the safe use of urine glucose monitoring and associated equipment you should be able 

to: 

 

1. Unregistered 

practitioner 
 perform the test according to manufacturer‟s instructions and 

local guidelines 

 perform the test unsupervised but at the request of registered 

nurse 

 document and report the result according to local guidelines. 

 

2. Competent 

nurse 

As 1, and: 

 interpret the result and report to appropriate person if outside 

the expected range for the individual. 

3. Experienced/ 

proficient nurse 

As 2, and: 

 interpret result and assess other parameters and take 

appropriate action. 

 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 use results to optimise treatment interventions according to 

evidence base incorporating patient preferences 

 instigate further tests such as HbA1c, random blood glucose 

 develop specific guidelines for use in different situations 

 prescribe according to legislation in country of practice. 

 

5. Consultant 

nurse  

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based practice 

 develop best practice e.g. through leadership and consultancy. 
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Blood glucose monitoring 

 
For the safe use of blood glucose monitoring and associated equipment you should be able 

to: 

1. Unregistered 

practitioner 
 perform the test according to manufacturer‟s instructions 

and local guidelines 

 perform the test unsupervised but at the request of registered 

nurse 

 document and report the result according to local guidelines 

 recognise and follow local quality assurance procedures, 

including disposal of sharps. 

2. Competent 

nurse 

As 1, and: 

 interpret the result and report to appropriate person if 

outside the expected range for the individual 

 teach procedure to person with diabetes/carer 

 identify situations where testing for ketones is appropriate. 

  

3. Experienced/ 

proficient nurse 

As 2, and: 

 interpret result and assess other parameters and take 

appropriate action 

 teach people with diabetes to interpret results and take 

appropriate action. 

 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 use results to optimise treatment interventions according to 

evidence base incorporating patient preferences 

 instigate further tests such as HbA1c or random blood 

glucose 

 develop specific guidelines for use in different situations 

 prescribe according to legislation in country of practice. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 * develop best practice e.g. through leadership and 

consultancy. 

 

. 

This competence links with the NHS Skills for Health HA8 & HA9. 
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Oral therapy 

 
For the safe administration and use of oral hypoglycaemic medication you should be able 

to: 

 

1. Unregistered 

practitioner 
 describe the effect of oral hypoglycaemic agents on blood 

glucose levels 

 demonstrate an understanding of the ongoing nature of the 

therapy 

 report identified problems appropriately. 

 

2. Competent 

nurse 

As 1, and: 

 demonstrate knowledge of types of oral hypoglycaemic 

agents and how they work 

 demonstrate knowledge of therapeutic doses 

 demonstrate knowledge of the timing of doses 

 administer/supervise administration of prescribed 

medication 

 complete documentation accurately 

 describe common side effects 

 demonstrate knowledge of oral combination therapies, 

individual management goals and supply issues 

 recognise that the progressive nature of type 2 diabetes may 

require changes in the medication over time. 

 

3. Experienced/ 

proficient nurse 

As 2, and: 

 describe indications for initiation of oral hypoglycaemic 

agents 

 recognise when treatment needs to be adjusted 

 describe lifestyle factors that may influence prescribing 

patterns 

 demonstrate awareness of issues related to polypharmacy/ 

interactions e.g. steroids 

 demonstrate knowledge of national/local guidelines e.g. 

NICE guidelines or equivalent/cost implications 

 evaluate treatment outcomes and refer to appropriate 

services when necessary. 

 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 facilitate and support education relating to oral 

hypoglycaemic agents via individuals/groups 

 demonstrate awareness of current research in new oral 

therapies 

 disseminate evidence-based information affecting practice 
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 develop a structured education programme 

 adjust oral treatment according to individual circumstances, 

following local policies/individual clinical management 

plans 

 prescribe according to legislation in country of practice, in 

line with national guidelines. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership and 

consultancy. 

 

 

This competence links with the NHS Skills for Health HD1 & HD2. 
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Insulin therapy 

 
For the safe administration and use of insulin you should be able to: 

 

1. Unregistered 

practitioner 
 describe the effect of insulin on blood glucose levels 

 show an understanding of the ongoing nature of the therapy 

 report identified problems appropriately. 

 

2. Competent 

nurse 

As 1, and: 

 demonstrate a basic knowledge of insulin e.g. 

action/type/side effects 

 demonstrate a knowledge of insulin administration devices 

used locally 

 teach basic method of insulin administration 

 describe circumstances where insulin use might be initiated 

and/or altered and make appropriate referral. 

 

3. Experienced/ 

proficient nurse 

As 2, and: 

 demonstrate a broad knowledge of different insulins i.e. 

action, type, and side-effects 

 assess individual patients‟ educational needs and meet these 

needs or refer on as appropriate 

 recognise when treatment needs to be adjusted 

 recognise the potential psychological impact of insulin 

therapy and offer support to a person with diabetes and 

significant others. 

 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 demonstrate expert knowledge of insulin and insulin 

treatments and act as a resource for people with diabetes, 

significant others and healthcare professionals 

 assess the educational needs of people with diabetes and 

deliver appropriately 

 deliver group education to people with diabetes, healthcare 

professionals and others 

 adjust insulin treatment according to age, diagnosis and 

individual circumstances, following local policies/individual 

clinical management plans 

 prescribe according to legislation in country of practice, in 

line with national guidelines 

 empower and support a person with diabetes to achieve an 

individualised level of self-management and independence 

regarding insulin therapy 

 maintain active knowledge of current practice and new 
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developments 

 set local guidelines/policies according to local needs. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership and 

consultancy. 

 

 

This competence links with the NHS Skills for Health HA11, HA12 & HD3 (refers to 

Type 2 diabetes only). 
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Promoting self-management 

 
To support individuals to self-manage their diabetes you should be able to: 

 

1. Unregistered 

practitioner 
 support the person to develop self-management skills under 

the supervision of a registered nurse 

 observe and report any concerns that might affect the ability 

of the person with diabetes to self-care. 

 

2. Competent 

nurse 

As 1, and: 

 assess ability to self-care and work with the person with 

diabetes and significant others to optimise self care skills 

 direct people to information and support to encourage 

informed decision-making about living with diabetes in a 

range of areas including: driving; employment; insurance 

benefits; holidays and travel; leisure activities, eating out 

and drinking alcohol; smoking; managing concurrent 

illness; bereavement and changes in circumstances. 

 

3. Experienced/ 

proficient nurse 

As 2, and: 

 assess the person with diabetes and significant others and 

provide tailored education and support to optimise self-care 

skills and promote informed decision-making about lifestyle 

choices 

 provide information and support to encourage the person 

with diabetes to make informed choices about controlling 

and monitoring their own diabetes including: choice of 

treatment and follow-up; risk reduction; monitoring control; 

and complications 

 organise psycho-social care to support self-management of 

diabetes. 

 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 demonstrate knowledge of theoretical frameworks and 

educational philosophies underpinning behaviour change 

 demonstrate knowledge and understanding of biophysical 

and psycho-social factors affecting self-management 

 demonstrate knowledge and skills to facilitate behaviour 

modification 

 develop and ensure delivery of educational material, 

supportive networks and models of diabetes care that foster 

empowerment and life-long learning about diabetes 

 work with the person with diabetes to facilitate lifestyle 

adjustment in response to changes in diabetes and/or 

circumstances. 
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5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership and 

consultancy. 

 

 

A FR 
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EWORK FOR DIABETES NURSING 

Hypoglycaemia 

 
For the identification and treatment of hypoglycaemia you should be able to: 

 

1. Unregistered 

practitioner 
 state normal blood glucose level 

 describe signs and symptoms of hypoglycaemia 

 describe and implement treatment for a hypoglycaemic 

episode, according to local protocols 

 give reassurance and comfort to the person with diabetes/ 

significant others 

 document and report incident. 

 

2. Competent 

nurse 

As 1, and: 

 recognise and provide appropriate treatment for a moderate 

to severe hypoglycaemic episode 

 list possible causes of hypoglycaemic episodes 

 make appropriate referral to diabetes team. 

 

3. Experienced/ 

proficient nurse 

As 2, and: 

 recognise and discuss possible reasons for hypoglycaemia 

with the person with diabetes/significant others 

 work with people with diabetes/significant others to prevent 

recurrence of hypoglycaemia 

 recognise when treatment may need to be adjusted, 

according to local and national guidelines/policy 

 participate in educating other professionals and carers. 

 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 provide expert advice on unusual/difficult cases/situations 

 educate other professionals and carers 

 act as a resource for other professionals. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership and 

consultancy. 

 

 

This competence links with the NHS Skills for Health HD4 
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Hyperglycaemia 

 
For the identification and treatment of hyperglycaemia you should be able to: 

 

1. Unregistered 

practitioner 
 state normal blood glucose level 

 describe signs and symptoms of hyperglycaemia 

 perform appropriate tests in accordance with local 

guidelines e.g. blood and urine 

 correctly document and report findings 

 * give comfort and support to the person with 

diabetes/significant others. 

2. Competent 

nurse 

As 1, and: 

 administer treatment to resolve hyperglycaemia in 

accordance with individual management plan 

 list possible reasons for hyperglycaemia 

 refer to diabetes team as appropriate. 

 

3. Experienced/ 

proficient nurse 

As 2, and: 

 work in partnership with the person with 

diabetes/significant others to identify possible causes of 

hyperglycaemia and develop an individual management 

plan 

 educate other professionals/carers. 

 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 provide expertise in the development of management plans 

 act as a resource for other professionals. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership and 

consultancy. 

 

 

 

 

 

 

 

A FRAMEWORK FOR DIABETES NURSING 
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Concurrent illness 

 
To manage concurrent illness you should be able to: 

 

1. Unregistered 

practitioner 
 identify common signs of concurrent illness and report to a 

registered nurse 

 document and report any abnormal findings from 

observations. 

 

2. Competent 

nurse 

As 1, and: 

 take a comprehensive assessment and patient history 

 initiate appropriate preliminary investigations 

 know and use appropriate referral system 

 administer baseline treatment 

 give advice regarding continuance of treatment for diabetes 

 

3. Experienced 

proficient nurse 

As 2, and: 

 interpret results and initiate appropriate action 

 support the person with diabetes and/or significant others in 

managing diabetes during concurrent illness 

 give advice about sick day rules according to local policy 

 educate nurses/carers about sick day rules 

 * recognise when treatment may need adjusting, according 

to local/national guidelines/policies. 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 provide expert advice on unusual/difficult cases/situations 

e.g. multiple pathology 

 adjust treatment according to individual circumstances, 

following local policies/individual clinical 

 management plans 

 contribute to the evidence base and implement evidence-

based practice in relation to management of concurrent 

illness 

 educate other health care professionals. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership and 

consultancy. 
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AMEWORK FOR DIABETES NURSING 

Managing diabetes in hospital – surgery 

 
To manage diabetes before and after surgery you should be able to: 

 

1. Unregistered 

practitioner 
 * carry out tasks delegated by a registered nurse for a person 

with diabetes undergoing surgery. 

2. Competent 

nurse 

As 1, and: 

 take a comprehensive assessment and patient history 

 care for a person with diabetes undergoing surgery in relation 

to general care and comfort, appropriate nutrition and fluids, 

monitoring of diabetic control, and ensuring administration of 

appropriate medication 

 set up, maintain and discontinue sliding scale insulin regimen 

according to local policy and individual needs 

 follow local policies in relation to looking after a person with 

diabetes undergoing surgery 

 give, or direct a person with diabetes towards information 

regarding their surgery. 

3. Experienced 

proficient 

nurse 

As 2, and: 

 advise on care surrounding pre- and post-operative procedures 

 trouble-shoot and respond to problems relating to the care of 

people with diabetes undergoing surgery 

 respond to queries from lay people and other healthcare 

professionals about care before, during and after surgical 

procedures 

 be involved in the development or maintenance of local 

guidance for the care of people with diabetes undergoing 

surgery 

 be involved in the setting and maintenance of standards of care 

 * educate nurses and others in the care of a person with 

diabetes undergoing surgery. 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 provide expert advice on unusual/difficult situations 

 initiate or guide research relating to the care of a person with 

diabetes undergoing surgery 

 advise on the future direction and management of services. 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based practice 

 * develop best practice e.g. through leadership and 

consultancy. 
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 FRAMEWORK FOR DIABETES NURSING 

Managing diabetes in hospital – general admission 

 
To manage diabetes during a hospital admission you should be able to: 

 

1. Unregistered 

practitioner 
 carry out tasks delegated by a registered nurse for a person 

with diabetes. 

2. Competent 

nurse 

As 1, and: 

 care for a person with diabetes in hospital in relation to general 

care and comfort, appropriate nutrition and fluids, monitoring 

of diabetic control, and ensure administration of appropriate 

medication 

 follow local policies in relation to looking a person with 

diabetes while in hospital 

 know the appropriate referral system to the specialist team. 

3. Experienced 

proficient 

nurse 

As 2, and: 

 advise on care relating to hospital procedures e.g. endoscopy 

 trouble-shoot and respond to problems relating to the care of 

people with diabetes in hospital 

 respond to queries from lay people and other healthcare 

professionals about care while in hospital 

 be involved in the development or maintenance of local 

guidance for the care of people with diabetes in hospital 

 be involved in the setting and maintenance of standards of care 

 educate nurses and others in the care of a people with diabetes 

in hospital. 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 provide expert advice on unusual/difficult situations 

 support the individual to maintain/re-establish self-

management 

 initiate or guide research relating to the care of people with 

diabetes in hospital 

 advise on the future development and provision of services. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based practice 

 develop best practice e.g. through leadership and consultancy. 

 

This competence links with the NHS Skills for Health HD6 & HD7. 

 

A FRA 
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MEWORK FOR DIABETES NURSING 

Pregnancy – pre-conception 

 
To support a woman preparing for pregnancy you should be able to: 

 

1. Unregistered 

practitioner 
 demonstrate awareness of the need for pre-conception care 

 follow local guidelines to identify those who need pre-

conception care. 

 

2. Competent 

nurse  

As 1, and: 

 demonstrate an understanding of the need for pre-

conception care and follow local policy/guidelines 

 explain to the person with diabetes and significant others the 

need for pre-conception care 

 demonstrate knowledge of the appropriate referral system. 

 

3. Experienced 

proficient nurse 

As 2, and: 

 demonstrate knowledge of the elements of pre-conception 

care 

 provide education and support to achieve targets of pre-

conception care 

 make appropriate referral to the specialist service 

 participate in audit of outcomes. 

4. Senior 

practitioner/  

expert nurse 

As 3, and: 

 demonstrate in-depth knowledge of patho-physiology of 

diabetes complications in pregnancy 

 develop and implement treatment plan 

 be involved in development of guidelines and protocols 

 be a named contact for patients. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership and 

consultancy. 
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Pregnancy – antenatal and postnatal 

 
To support a woman during and after pregnancy you should be able to: 

 

1. Unregistered 

practitioner 

 

 demonstrate an awareness of the need to refer a pregnant 

woman with diabetes to the specialist team. 

2. Competent 

nurse  

As 1, and: 

 demonstrate awareness of issues involved in pregnancy and 

diabetes 

 identify appropriate clients and make immediate referral to 

specialist team 

 demonstrate an understanding of individual management 

plans and care targets 

 demonstrate an awareness of and be involved in the 

implementation of management protocols 

 demonstrate an awareness of the importance of 

communication with specialist team. 

 

3. Experienced 

proficient nurse 

As 2, and: 

 demonstrate an awareness of psychosocial impact of 

diabetes in pregnancy 

 provide emotional support/motivational strategies 

  provide appropriate education about gestation. 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 demonstrate an in-depth knowledge and understanding of 

pregnancy and diabetes 

 develop and implement individual treatment plans/care 

pathways 

 initiate or be involved in the development of management 

protocols 

 be a named patient contact 

 be involved in developing and coordinating audit and 

research. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership and 

consultancy. 
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FRAMEWORK FOR DIABETES NURSING 

Helping people with diabetes manage complications 

 
To support the patient in self-managing long-term complications you should be able to: 

 

1. Unregistered 

practitioner 
 know which people with diabetes in your care have 

complications of diabetes and how these may affect their 

ability to self care 

 assist people with diabetes in any daily living activities 

impaired by complications. 

2. Competent 

nurse  

As 1, and: 

 demonstrate knowledge of the patho-physiology of diabetic 

complications 

 demonstrate awareness of regular screening requirements 

and local arrangements 

 monitor and report any changes in complication status. 

 

3. Experienced 

proficient nurse 

As 2, and: 

 demonstrate awareness of the psychosocial impact of living 

with complications 

 be able to offer people with diabetes and significant others 

emotional support 

 demonstrate awareness of the importance of regular 

screening for complications and ensuring people with 

diabetes have access to appropriate specialist services 

 refer to appropriate specialist/support group. 

4. Senior 

practitioner/  

expert nurse 

As 3, and: 

 demonstrate an in-depth knowledge of patho-physiology of 

the long-term complications of diabetes 

 provide psychosocial and educational support for people 

with complications 

 use knowledge to advise on living aids, external expertise 

and support agencies. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership and 

consultancy. 

 

This competence links with the NHS Skills for Health HA6. 
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A FRAMEWORK FOR DIABETES NURSING 

Hypertension and coronary heart disease 

 
To care for people with hypertension and coronary heart disease you should be able to: 

 

1. Unregistered 

practitioner  
 provide care following local guidelines and protocols 

 undertake monitoring and assessment as requested 

 maintain equipment in line with manufacturer's instructions 

 care for people with diabetes undergoing investigations 

 perform blood pressure measurement according to British 

Heart Protection protocol 

 demonstrate awareness of the normal parameters for blood 

pressure measurements 

 take blood tests/specimens as requested by registered nurse 

and/or doctor 

 communicate results to registered nurse and/or doctor 

 demonstrate awareness of risk factors 

2. Competent 

nurse 

As 1, and: 

 identify people with diabetes at risk of hypertension/CHD 

 refer people with diabetes for appropriate specialist 

intervention 

 demonstrate teaching skills 

 interpret test results (not specialist investigations). 

 

3. Experienced 

proficient nurse 

As 2, and: 

 order tests and specialist investigations 

 act on interpretation of results using risk assessment history 

 influence therapeutic decisions 

 act as a named contact as identified by NSF for Diabetes 

 develop guidelines/protocols 

 show proficiency in developing and delivering education 

 manage and co-ordinate individual patient care and 

education programmes 

 negotiate personal diabetes plans 

 provide or refer for psychological support as required. 

 contribute to service development 

 

4. Senior 

practitioner/  

expert nurse 

As 3, and: 

 lead service development 

 identify links with other health agencies e.g. link between 

CHD and NSF for Diabetes 

 use evidence to develop practice 

 develop guidelines and protocols 

 co-ordinate services across organisational and professional 
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boundaries 

 demonstrate knowledge and skills to facilitate behaviour 

modification 

 develop integrated care pathways with multidisciplinary 

team. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership and 

consultancy. 

 

 

This competence links with the NHS Skills for Health HA10. 

AMEWORK FOR DIABETES NURSING 

Neuropathy 

 
To care for people at risk of, or with neuropathy, you should be able to: 

 

1. Unregistered 

practitioner  
 demonstrate awareness that all people with diabetes are at risk 

of neuropathy know which people with diabetes in your care 

have neuropathy 

 provide basic foot care under supervision 

  report changes in pain, sensitivity, skin integrity, colour or 

temperature to a registered nurse or doctor. 

 

2. Competent 

nurse 

As 1, and: 

 recognise the need for and participate in annual foot screening 

 demonstrate awareness of complications and prevention 

 describe measures to prevent tissue damage in people with 

diabetes 

 give foot care advice to people with diabetes, significant 

others or staff 

 identify possible neuropathy and make a referral to confirm 

diagnosis. 

 

3. Experienced 

proficient nurse 

As 2, and: 

 screen for neuropathy according to local guidelines 

 identify risk factors in the development of neuropathy 

 identify factors that may affect the neuropathy e.g. poor 

glycaemic control 
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 refer appropriately within the multidisciplinary team for 

problems identified 

 ensure people with diabetes can access appropriate care. 

 

4. Senior 

practitioner/  

expert nurse 

As 3, and: 

 demonstrate detailed knowledge of the management and 

treatment of neuropathy 

 conduct a holistic assessment of patient to identify risk factors 

for neuropathy and the ability to self-care 

 assess knowledge of people with diabetes as to possible risks 

 advise people with diabetes and/or significant others about 

their condition and its management 

 provide or refer for psychological support as required 

 demonstrate knowledge of the treatments for neuropathy and 

the associated diabetes management 

 provide expert support to the person with diabetes/significant 

others 

 assess other healthcare professionals‟ knowledge 

 meet the education needs of other healthcare professionals 

 act as a resource/change agent to influence practice 

development 

 co-ordinate care within the multidisciplinary team 

 integrate management of diabetes with other contributing 

conditions 

 initiate or contribute to protocol development 

 implement and monitor use of local protocols 

 participate in research and disseminate evidence-based 

practice 

 support/contribute to specialist clinics e.g. pain management, 

erectile dysfunction 

 prescribe according to legislation in country of practice, in 

line with national guidelines 

 monitor and adjust treatment in line with local guidelines or 

refer appropriately. 

 

5. Consultant 

nurse  

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership and consultancy. 

 

This competence links with the NHS Skills for Health HA3 & HA4. 
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FRAMEWORK FOR DIABETES NURSING 

Nephropathy 

 
To care for people at risk of, or with nephropathy, you should be able to: 

 

1. Unregistered 

practitioner 
 demonstrate an awareness that all people with diabetes are 

at risk from nephropathy 

 perform monitoring as directed. 

 know which people with diabetes in your care have 

nephropathy 

2. Competent 

nurse 

As 1, and: 

 demonstrate awareness of complications and prevention 

 be aware of annual screening tests to detect nephropathy. 

 

3. Experienced 

proficient nurse 

As 2, and: 

 organise and/or perform microalbuminuria screening, blood 

pressure measurement and blood tests according to local and 

national protocols/guidelines 

 refer to appropriate person if results are abnormal and plan 

follow up 

 educate people with diabetes/significant others in prevention 

and importance of screening for nephropathy 

 participate in multidisciplinary liaison. 

 

4. Senior 

practitioner/  

expert nurse 

As 3, and: 

 participate in research and disseminate evidence-based 

practice 

 write and review local protocols/guidelines in line with 

national recommendations 

 educate healthcare professionals regarding prevention, 

progressions and screening for nephropathy 

 review medication and ensure appropriate changes are made 

 provide or refer for psychological support as required 

 develop and monitor the implementation of Integrated Care 

Pathways. 

 

5. Consultant 

nurse 

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership & consultancy. 
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 FRAMEWORK FOR DIABETES NURSING 

Retinopathy 

 
To care for people at risk of, or with retinopathy, you should be able to: 

 

1. Unregistered 

practitioner 
 demonstrate awareness that all people with diabetes are at 

risk of retinopathy 

 perform monitoring as directed. 

 support people with diabetes with impaired vision. 

 

2. Competent 

nurse 

As 1, and: 

 recognise the need for regular retinal screening 

 demonstrate awareness of complications and prevention 

 participate in retinal screening programme. 

 

3. Experienced/ 

proficient nurse 

As 2, and: 

 refer to appropriate person if results are abnormal and plan 

follow up 

 educate people with diabetes/significant others in prevention 

and importance of screening for retinopathy 

 assist people with diabetes to obtain and use low vision aids. 

 

4. Senior 

practitioner/ 

expert nurse 

As 3, and: 

 participate in research and disseminate evidence-based 

practice 

 write and review local protocols/guidelines in line with 

national recommendations 

 review medication and ensure appropriate changes are made 

 provide or refer for psychological support as required 

 develop and monitor the implementation of Integrated Care 

Pathways. 

 

5. Consultant 

nurse  

As 4, and: 

 identify service shortfalls and develop strategic plan for the 

service 

 work in collaboration with higher educational institutes and 

other education providers to meet educational needs 

 initiate and lead research and promote evidence-based 

practice 

 develop best practice e.g. through leadership and 

consultancy. 

 

 

This competence links with the NHS Skills for Health HC2 & HC3. 
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8. Glossary 
 

AfC Agenda for Change 

CHD Coronary Heart Disease 

DH Department of Health 

DSN Diabetes Specialist Nurse 

KSF Knowledge and Skills Framework 

NSF National Service Framework 

 

9. Useful websites 
 

Department of Health    www.dh.gov.uk 

Diabetes UK     www.diabetes.org.uk 

National Assembly for Wales  www.wales.gov.uk 

Northern Ireland Office   www.nio.gov.uk 

Nursing and Midwifery Council  www.nmc-uk.org 

RCN      www.rcn.org.uk 

Scottish Executive    www.scotland.gov.uk 

Skills for Health Project   www.skillsforhealth.org.uk 

UK Association of DSNs   www.diabetesnurse.org.uk 
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Appendix 2 

 
The Educational Aims of the Programme and Learning Outcomes of Post-Graduate 

Diploma/MSc in Diabetes 

 

The Post-Graduate Diploma programme aims to: 

 

 Expand the provision of diabetes education at post-graduate level and extend 

diabetes education to a variety of health-related professionals, not limited by 

geographical location. 

 Produce graduates who can articulate professional decisions, incorporating an 

evidence based rationale, in a variety of diverse and complex situations 

 Produce graduates with an in-depth knowledge of diabetes who are equipped to 

work and lead in the delivery and advancement of diabetes care. 

 Inculcate an attitude of life-long learning by promoting a sense of exploration and 

enquiry, which will underpin all future practice. 

 Produce graduates who can demonstrate the ability to work in multi-agency, 

multi-cultural and/or international contexts. 

 Develop leadership and evaluation skills in the delivery of diabetes care. 

 

Intended learning outcomes 
 

The students will be able to develop the following knowledge, understanding and 

skills to the appropriate level during the programme:  

 
A: Knowledge and understanding 

 

 A systematic understanding of diabetes including the behavioural and life science 

basis for diabetes care. 

 A critical awareness of current issues affecting diabetes care. 

 An applied understanding of how established techniques of research and enquiry 

are used to create and interpret knowledge in diabetes care. 

 An advanced knowledge of diabetes that will facilitate decision-making in 

unpredictable and/or complex situations. 

 An ability to use knowledge to adapt professional practice to meet the changing 

demands of health care systems. 

 

B: Intellectual (thinking) skills 

 

 A conceptual understanding that enables the student to evaluate critically current 

research and scholarship in the field of diabetes. 

 An expertise in independent learning using the exploration of knowledge and 

enquiry to underpin practice. 

 A demonstration of self-direction and creativity in tackling and solving diabetes-

related problems.  



342 

 

 

C: Professional/Vocational skills  

 

 Ability to deal with complex issues and communicate their conclusions to 

specialist and non-specialist audiences. 

 Ability to respond effectively to the changing needs of clients/patients, employers 

and the profession. 

 Ability to exercise initiative and personal responsibility in decision-making in 

complex and unpredictable situations. 

 Demonstrate leadership and team-working skills to work in multi-agency, multi-

cultural and/or international contexts. 

 

Learning and teaching methods: Front loaded direct delivery followed by on-line 

directed study. Means of assessment: Group project, reflective portfolio, case studies 

and an on-line case-based examination. 

  

The MSc Diabetes aims to prepare students for the next stage in their careers. It builds 

on the outcomes of the post-graduate diploma in diabetes to 

 Equip students with the research skills to expand the boundaries of diabetes 

knowledge  

 Enable students to become more highly specialised in the field of diabetes care.  

 Enable students to develop skills to take a leading role in the delivery of diabetes 

care. 

Intended learning outcomes 

The students will be able to develop the following knowledge, understanding and skills 

to the appropriate level during the programme:  

  

A: Knowledge and understanding 

  

The MSc Diabetes aims to develop: 

 An applied understanding of how established techniques of research and enquiry  

are used to create and interpret knowledge in diabetes care.  

 An in-depth knowledge and understanding of the discipline informed by current 

scholarship and research.  

 B: Intellectual skills 

  

The MSc Diabetes programme aims to develop:  

 An ability to evaluate critically current research and advanced scholarship in the 

discipline.  

 An expertise in independent learning using the exploration of knowledge and 



343 

 

enquiry to underpin practice. 

 A demonstration of self-direction and creativity in tackling and solving diabetes-

related problems.  

C: Professional/Vocational skills  
  

The MSc Diabetes programme aims to develop:  

 In-depth knowledge and understanding and the development of new skills that will 

prepare students to lead in the field of diabetes care.  

 An ability to apply knowledge and research to professional practice (in theory and 

practice) to meet the changing demands of diabetes care 

 Ability to exercise initiative and personal responsibility in decision-making in 

complex and unpredictable situations.   

Learning and teaching methods: Front loaded direct delivery followed by on-line 

directed study. For the non-medical prescribing module there is a development of self-

direction and critical reflection skills using student - focused interactive teaching and a 

variety of learning methods including case analysis, reflective diaries and critical 

incident analysis, self assessment of learning needs facilitated by university tutor and 

learning in practice. 

  

Means of assessment: Group project, reflective portfolio, case studies and an on-line 

case-based examination. For non-medical prescribing, reflective account, critical 

analysis, OSCE, supervision in practice, MCQ and numeracy assessment.    
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Appendix 3a UKIIS Questionnaire (Adult) 
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Appendix 3b UKIIS Questionnaire (Child) 
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