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Nurse Gonsultant - History, Development and Prospects
Rebecca Yee Man Wong
Nurse Consultant (Diabetes Care)
Prince of Wales Hospital, NTEC

The posts of Nurse Consultant (NC) were created by the Hong Kong Hospital Authority, for the first time, in early 2009 for
certain chronic disease disciplines. Though these posts are new to Hong Kong, the roles, responsibilities and functions of nurse
consultants are well entrenched in other major health care jurisdictions, such as the United Kingdom, Australia, United States
and Canada. In United Kingdom and Australia, the same professional term Nurse Consultant (NC) is used while in the United
States and Canada, the term Clinical Nurse Specialist (CNS) is adopted. In order to introduce the background of NC to our
readers, I have attempted in this article to provide you with an overview of the history, development and prospects of NC in the
United Kingdom and Australia.

United Kingdom

The posts of NC were created by the UK Government in 1999 under the National Health Services (NHS). In establishing this

new post, the NHS cited that the motivation was for the purpose of modernizing the delivery of health care services in general

and the provision of an advanced clinical nursing career opportunity with the appropriate financial remunerations to encourage

the recruitment and retention of quality specialist nurses. The new post also created a clinical route in addition to the traditional

managerial route for staff development of professional nurses. It was recognized by the NHS that job satisfaction could perhaps

be better enhanced for many professional nurses if such a specialist and clinical route was made available as a career option.

Central to the functions of NC was the role to provide clinical leadership and staff development.

The NHS stated that the roles and functions of the NC should be divided equally between achlevmg betteroutcomes for patients

and strengthening leadership and staff development for other professional nurses. The NCs were given four essential domains to

their roles. The four domains were expert practice; profession leadership and consultancy; education, tralmngand development;

research and evaluation.

To provide effective and expert practice, Manley (2001) described NC should have qualities and skalls as follows

® Transformational leadership: the ability to develop leadership potential of other nurses within a shared and common vision.

® Emancipating leadership: helping nurses to overcome barrier in themselves, their work and workplace.

® Practicing expertly as a practitioner, researcher, consultant as well as new and best practice developer. NCs need to act as a.
role model and facilitator of change in new practice and service development.

On claborating what constitutes transformational leadership qualities, the research findings of Mcintosh and Tolson (2008)

suggested that it should include developing a vision for the service, acting as mediator, champion and exerting control over

complex change initiatives. Techniques of leadership included taking a “softly” approach, pacing change initiatives and arguing

assertively with those in senior positions. The elements of intellectual effort and interpersonal skills in achieving desirable

outcomes were also important.

Australia

In 1986 the New South Wales (NSW) nurse’s award structure created a new level of nursing — Clinical Nurse Consultant (CNC).
The definition of a CNC was *...a register nurse (RN) appointed as such to a position approved by the department and who has
had at least five years post basic registration experience and who has in addition approved post basic nursing qualifications



relevant to the filed in which they are appointed ...the role involved with consulting, researching, assessing and revising the
delivery of clinical nurse services.” (Elliott et al 1992)

In 1992, Wentworth Area Health Service, one of the New South Wales Health Service, conducted a survey to review the roles
and functions of the CNCs in its area. It was found that education, liaison/resources, research and clinical were the four common
components of CNCs. It is important to note that this review highlighted the diversity of the CNCs role. The review also
included a statement of role descriptors, development of a professional peer support group and ways of better utilization of
CNCs.

In 2000, NSW Department of Health had set up 3 award grades of CNC that would relate directly to the remunerations of CNC.
The each grade of CNC was defined as follows:

Grade 1 CNC: RNs with at least 5 years full time equivalent post basic registration experience and approved post basic
nursing qualifications relevant to their fields they area appointed.

Grade 2 CNC: RNs with at least 5 years full time equivalent post basic registration experience and at least 3 years full time
equivalent experience in the specialty field. They must have approved post registration nursing qualifications
relevant to their fields they are appointed. They also required a higher qualification in the specialist-nursing
field where such a qualification is considered essential for the performance of the individual position.

Grade 3 CNC: RNs with at least 7 years full time equivalent post basic registration experience and at least 5 years full time
equivalent experience in the specialty field. They must have approved post registration nursing qualifications
relevant to their fields they are appointed. They also required a higher qualification in the specialist-nursing
field where such a qualification is considered essential for the performance of the individual position.

In order to differentiate between the three award grades of CNC, five domains of roles of CNC were developed:

1. Clinical service and consultancy: provides expert clinical advice, develops and facilitates implementation and evaluates care
management plans for patients with complex health needs

. Clinical leadership: provides leadership that facilitates the ongoing development of clinical practice

. Research: initiatives and utilizes findings of research

. Education: develops and delivers specialty related educational programs

. Clinical services planning and management: participates in formal processes for the strategic and operational planning for
the clinical service.

[ SV S}

After reviewing briefly the development and background of NC in the United Kingdom and Australia, it is clear that the roles
and functions of the NCs are indeed a needed and challenging one. It is also clear that such roles and functions will be an
evolving one as the context of health care delivery system changes over time. In Hong Kong, it is important for us to learn form
the experiences and challenges of other major health care jurisdictions but it is also important that we keep an open mind and
develop the types of practices that are more suited to our needs.
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Elaine Leung

Nurse Consultant (Diabetes Care)
Queen Mary Hospital, HKW

As we are experiencing a rapid aging population, the prevalence of diabetes mellitus is expected to increase in Hong Kong!. It
is estimated that by 2016, people aged 65 and above will increase by 30% to 1.13 million. For those aged 80 and above, the rise
is even more dramatic. It is estimated to experience a 43% increase, resulting a change from 217,000 to 3,100,000. Apart from
the increase in numbers, the complexities of co-morbidities among the elderly and the growing public expectations of quality
care will generate a huge demand and burden to the existing health care services.

Diabetes is associated with significant morbidities and mortalities. Early interventions, through modification of lifestyle and
pharmacological treatment when indicated, have been shown to prevent or delay the onset of associated long-term
complications. Overall management strategy of chronic diseases should involve lifestyle changes on a much wider scale for all
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normal healthy individuals to prevent disease development. The strategy would also involve the implementation of a structured
care protocol for already diagnosed diabetic patients and alignment of existing resources and strengths within and outside HA
to channel patients with different degree of disease complexity to appropriate levels of care.

Need for role expansion in diabetes care

Diabetes Nurses Specialist has a long history of advanced nursing practice in Hong Kong. Currently, nurse specialist is mainly
designed to cater for nurses who function as resource personnel and sources of expert nursing knowledge within their unit and
specialty. Despite the great effort, most existing Diabetes Nurse Specialist is currently under the Department of Medicine, and
therefore, working boundaries is still mainly within the Department. Moreover, the current serving population remains far
beyond the need requirement. Chronic diseases, as exemplified by diabetes, usually have variable presentations, prolonged and
evolving disease courses, as well as multiple organ involvement at late stages. In real practices, patients having unstable and/or
complex disease conditions are often mixed with those having stable and/or simple disease conditions at the Diabetes Specialist
Clinic. Likewise, the diabetic patient mix managed by the family physicians at General Out-patient Clinics is also
heterogeneous. Besides, simple and stable diabetic patients may become unstable with onset of associated disease complications
as time passes. Under the existing health care delivery structure, changes in patient conditions requiring inputs from different
expertise would necessitate cross specialty referrals, generating much inevitable administrative workload. The
compartmentalization among different levels of health care service indicates for nurses to take up new roles to work across
boundaries and setting up new services to meet patient’s needs.

Furthermore, in the past, the career pathway did not facilitate keeping nursing expertise and leadership at the clinical interface.
Career development for senior nurses was either through academic or management field. However, facing the increasing
complexity of patient care and rapid changes and advancement in health care therapeutics, the need for expert nurses who are
clinically- based is essential. The recent introduction of a clear clinical career pathway for nurse specxahst can be viewed as a
kind of recognition of their expert clinical nursing capability and achievement. It may also assist in the expansion of nursing
roles to enable frontline clinical leaders to maximize their contribution in delivering safe and effective health care, as well as
developing a varied mix of skills, to work across hospital and community health care settings.

The new post: Nurse Consultant in Diabetes Care

The Nurse Consultant is intended to cater for specialist nurses who fulfill a cross-hospital or cross-unit role and who are
principally involved in clinical consultancy, review, assessment and research. It is newly established by the Hospital Authority
to provide clinical leadership and advancement in nursing specialty / subspecmlgy 2009 He/ she will report to the COS/
clinical leader in the planning, development and implementation of service of 1 ty within the local clinical units.
He / she should be accountable to the General Manager (Nursing) / Clus sing) in the planning and
development of clinical and professional development of the related specia
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of contemporary expert nursing practice of diabetes care in Hong Kong3. The key for success and further development may
depend heavily on the way of clarification of a comprehensive and coherent clinical career path for our future development.
Open discussion, ongoing evaluation and infrastructure changes may align and facilitate opportunities for clinical career
progression and resulting in capacity building for senior clinical careers.
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1LEREEE - (8] F [&] Z&IE [F]] : 29th March 2009

An unconventional activity on “Healthy Cooking Demonstration for Youth with
East Meets West Cooking Style - REEB X [& | F [&] Z&EE[X] |7
was held at Prosperous Garden Baptist Nursery School, Yau Ma Tei, Kowloon. A
total of 108 nearby primary school students, parents and teachers have
participated the event. Our honorary speaker, Mr. Joseph Poon (Uncle Joe) from
Philadelphia USA, who has shared with us his valuable experience of cooking
skills and inspired us a lot of healthy eating concepts. It was so rewarding that
every participant enjoyed a wonderful and fruitful afternoon.
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Program Organizing Committee: Ms Harriet Chung, Ms Holly Tang, Mr Leung Sum Ming; Ms Emmi Chik
Moderator: Ms Tammy So

2. The 4th AHKDN Educational Seminar: 24th April 2009

The 4th AHKDN Educational Seminar “Application of the Patient
Empowerment Philosophy: Experience Sharing on ABC Program” was
held at Diabetes Centre of Kwong Wah Hospital. A total of 44 diabetes
nurses from various centres and HA delegates attended the seminar. It was
a great opportunity for us to meet together and shared our experience and

knowledge in diabetes.
Moderator: Ms Jo Jo KWAN
Speakers: Ms Eva Kan, Ms Tammy So, Ms Wan Chow Man, Ms Maggie
Lau, Ms May Chan, Ms Maisy Mok, and Ms Winnie Cheng

3. The 1st AHKDN Annual Meeting: 27th June 2009

The theme of our 1st AGM was “Diabetes Education: Past and Future
(= :®5)" . Dr Tsui Ip Shing and Professor Frances Wong had
inspired us so much on the topic of f&#iER¥ERFEZE. Beside that
we had Ms Eva Kan to share findings and experience on the pilot study
of HA commissioned project “A Pilot Study to Evaluate the Process &
Outcome of a Patient Empowerment Program” . And we also had the
1st Outstanding Achievement Award Presentation. All invited guests
and our members had learnt a lot and enjoyed the night with fun.

Group photo (Kowloon Shangri-la Hotel)
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Guest speakers: Dr Tsui Ip Shing, Prof Frances Wong Outstanding Achievement Awards Awardees: Ms Harriet Chung, Ms Tammy So

4. Renewal of membership & welcome the new comer

Our web site www.ahkdn.com has been updated recently. You can catch up the most updated news about our activities,
seminar information, and download the membership form on the web. Welcome to join us and give your valuable suggestions
E-mail: ahkdn.ltd@gmail.com.

5. Demonstrating leadership in diabetes education

® We published the 1st Diabetes Nurse Clinic Intervention Guideline.

® We have been accredited as a CNE provider on 12 March 2009 by Hong Kong Nursing Council.

® We participated in preparation for specialty accreditation program in Hong Kong, started to prepare for our first APN
course in Diabetes Curriculum.

We advised on running of the 2009 GOPD course for Risk Assessment and Management Program(RAMP), the Diabetes
Post Registration Certificate Course 2009.
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Case Study: Management of Uncontrolied Type 2 Diabetes in the Nurse Clinic
Loo kit Man

Nurse Specialist (Diabetes Care)
Prince of Wales Hospital

The following case study illustrates the clinical role of a diabetes nurse specialist in the management of a patient with
uncontrolled type 2 diabetes.

Medical and social background of the patient

Mr Au is a 58 years old man and works as a decorative worker. He is an ex-smoker and ex-drinker. He is living with his daughter
aged 20 who is working as well. His wife passed away a few years ago. He has had Type 2 DM since 1999 and used oral
anti-diabetic agents initially with addition of supplementary insulin therapy from 2003. His diabetes regimen has been further
switched to twice daily insulin injection since 2007. Apart from Type 2 diabetes, he also has Cryptogenic Cirrhosis complicated
with portal hypertension & Splenomegaly (Grade A under Child-Turcotte-Pugh classification). He has regular follow-up at both
the Diabetes and the Hepatology Specialized Out-patient Clinics.

Medical Management
Problems identified:
1. Poor glycaemic control with high HbA ¢ 13.8%

2. A discrepancy between his HbA ¢ and home blood glucose measurements. Most of his home blood glucose results
throughout the day were 7 to 7.5 mmol/l which was not correlated with his high HbA ¢ results.

Medical management plan :
1. He was referred to see diabetes nurse for education and reinforcement

2. He was scheduled to have clinical admission to medical ward 5 weeks later to sort out the compliance issue as well as work
out for insulin requirement. In the meantime, there was an increase in the insulin dose to Humulin N 30 units om & 10 units
pm (previous dose was Humulin N 28 units om & 8 units pm ) with continuation of Diamicron 160 mg twice daily as well
as other medications such as Adalat Retard, Losartan and Aldactone

3. He was scheduled to be reviewed in the Diabetic Clinic again 16 weeks later with prior blood taking for lipids profile,
HbA ¢, renal and liver functions test 1 week before follow-up

In the Diabetes Nurse Clinic

15t nurse-patient encounter upon appointment booking with diabetes nurse specialist

He had completed a DM education Programme in 2000 but he was referred to see diabetes nurse again due to starting of insulin
treatment in 2003, he defaulted DM education then after the first visit. Having understood his previous diabetes educational and
medical background as well as the management plan of the doctor, I explained to him about the importance of self-monitoring
of blood glucose (SMBG). If he could clearly demonstrate the real pattern of the blood glucose level throughout the day,
he might not be required to be admitted. He was encouraged to perform SMBG at least 4 times pre-meals a day but one to two
days per week. I offered him a nurse clinic appointment 4 weeks later which was one week prior to his scheduled clinical

admission.

15t Individual education and counseling

Nurse Assessment

(A) Medical and Social Background

Results of the latest laboratory tests were as follows: HbA ¢ in recent 18 months: 13.8%, 13%, 9.1% and 10.5% respectively
(normal range is 5.1% to 6.4%), Hb 11.9 g/dL (normal 13.2 to 16.7 g/dL ) so there was a negative bias in his HbAic
measurements due to a mild drop of Hb level; Serum Cr: 119 umol/I (normal 62-106umol/l). Urine alb/Cr ratio: 14.2 mg/mmol
(normal <2.5mg/mmol/l for male). Lipid profiles were normal. His body wt was 70.6kg, BH 1.66m, BMI 25.62.

(B) Daily routine

He wakes up at 8:30am and gives injection at home. He always eats out and seldom cooks as his wife passed away and his
daughter is working. He usually takes typical restaurant breakfast or sandwich and a cup of tea with sweetener. At lunch time,
he usually takes a half meal box of rice and a bowl of soup. He has his dinner at 8pm during which he takes a half meal box of
rice together with an orange. He gives insulin injection at 9pm. He rated there was an improvement in his diet control as eating
of less rice. However, he claimed he had no time and also too tired to do exercise.

(C) Insulin injection skill assessment:




When I reviewed his insulin pen injection skill, I noticed that he might have inserted the pen needle at a too acute angle
especially using a 8mm pen needle and he was overweight. However, he stored insulin in a proper place and re-suspended
insulin before use. There was also no abnormality on his tummy as regular rotation of injection site.

(D) SMBG

His CBG readings in the past one month: fasting were 11 to 13mmol/L while pre-dinner measurements ranged from 16 to
17mmol/1; his SMBG skill corrected with spot CBG measured 16.8mmol (2hrs post breakfast). He forgot to bring his own blood
glucose analyzer. He has no hypoglycaemia during the month.

(E) Problems identified

He claimed that he had improved dietary and good drug adherence. Based on his medical history, laboratory results and nursing
assessment, the following diabetes-related problems were identified: (1) persistently poor glycaemic control (2)
microalbuminuria and elevated plasma creatinine ; (3) wrong timing of pm insulin injection; (4) too-acute-an-angle injection
skill may result in intradermal injection and hence slows insulin absorption; (5) overweight with absence of ankle oedema.

(F) Nursing Management

I appreciated his effort in SMBG. His profile showed a realistic pattern and much better correlated with his high HbA | C results.
I offered him a choice between admission to medical ward for stabilization and management by my nurse clinic. I was confident
of managing his glycaemic control by adjustment of insulin dosage or by changing of insulin regimen based on his CBG results
with the back up of our centre endocrinologists. However, he had to increase the frequency of SMBG in addition to the pre lunch
& bedtime checking. To my anticipation, he preferred to be managed at my nurse clinic. I therefore informed the referring
doctor and cancelled the clinical admission. I explained to him in details about the risk factors he was now facing with: I went
through with him regarding his glycaemic indices and kidney functions in the recent 2 years so that he had a thorough picture
about his current health status. I reminded him to give insulin pre dinner and revise his insulin injection skill. I also increased
his insulin dose by 2 units both in the morning and in the evening.

2nd [ndividual education and counseling (5 weeks later)

His body weight was 77.2kg (BMI 28). To my surprise, he gained 7 kg in 5 weeks time. His diet pattern was found remaining
unchanged. His weight gain could be contributed from his improved glycaemic control. He gave insulin at the right time and in
corrected skill. He had occasional nocturnal hypoglycaemia. He did CBG monitoring four times as suggested. His CBG pattern
showed that there was an obvious glucose rising from fasting to pre-lunch and pre-dinner to bedtime. I grasped this chance to
explain to him about his current insulin action which was less desirable to him and the use of a pre-mixed insulin regimen might
be benefit. I informed my centre endocrinologist and switched his insulin regimen to Humulin 70/30HM twice daily with
slightly decrease in the dose. Table 1 showed the CBG pattern (in mmol/l) of this patient.

Fasting Pre-Lunch Pre-Dinner Bedtime

3rd Individual education and counseling (9 weeks later) gakle 1

His body weight was 78.6kg (BMI 28.5). His HbA ¢ dropped from 13.8% to 6.1% with 1onths which had never seen in the
history of his diabetes life since the availability of the Clinical Management System in the Hospital Authority. His SMBG
profile fasting 3.5 to 5.4 mmol/l, pre-lunch 5.1 to 6.7 mmol/l, pre-dinner CBG 4.8 to 7.9 mmol/l, Bedtime: 7.1 to 9.2 mmol/l.
He could still maintain 4 times a day SMBG monitoring. Both the patient and I were so excited about the great improvement.
On this visit, I summarized and reviewed the important points of self care of diabetes such as explanation of various factors
affecting the blood glucose levels, sick day management; blood glucose readings interpretation and self insulin adjustment
principles. Although his glycaemic index had been treated to target but was obese that he needed to pay attention on weight
reduction. I closed his file and advised him to call me in case of any problems in managing diabetes.

Discussion

It has been eight months since my completion of the educational visit for this patient. I retrieved his HbA ¢ record and found
the recent result was 5.8%. (Again there was a negative bias of HbA ;¢ measurement due to a mild drop of Hb). What are the
factors contributing to the significant improvement in HbA ¢ measurement for this gentleman after 3 nurse-patient educational
encounters in 3 months time? Is it simply due to the improvement of injection skill, or giving insulin at right time or even
choosing the right insulin regimen? Maybe all of them are true. I believe that it may also be a result of the increase of patient’s
participation in own diabetes care. He decreased the amount of food consumption and increased the frequency of SMBG.
SMBG is vital in diabetes management for both patients and the health care professionals. It enables the patients to realize that




even in the state of hyperglycaemia, the warning N
symptoms may be absent and that why diabetes %
complications can be developed silently. ‘ %

In addition, without sufficient CBG data to be based on,
it is difficult to let the patient to realize own risks = \

followed by the self-initiation of lifestyles and behavioral A \

modification. Apart from the usual skill assessment, a § \% —BA —g'f ’
thorough understanding the health beliefs of the patients, 3
whether he or she is optimistic or pessimistic, and status
of family and financial support, reasons and obstacles of antus* 5010
non-adherence. In addition, patient’s response and
attitude towards his health and life can guide us to adopt #
an appropriate educational strategy and management
plan to achieve a successful diabetes education and ~
management outcome.
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Conference | Seminar

International Diabetes Federation (IDF) 20th 18-22 Oct 2009 http://www.worlddiabetescongress.org
World Diabetes Congress; Montreal, Canada

|4th International Congress fo Endocrinology 26-23 March 2010 http://www.congre.co jp/ice20 |
(ICE); Kyoto, Japan
American Diabetes Association (ADA) 70th 25-29 June 2010 http://professional.diabetes.org/

Scientific Sessions; Orlando, Florida, USA

Basic Course in Diabetes Management and Sept 2009 to Feb 2010 http://hkfrdd.org/bcdm09 10
Education (CUHK); may apply individual

symposium

Recent Advances in Diabetes Education & Jan 2010 http://www.ahkdn.com

Management (AHKDN)

e M A .

Walk for Diabetes 2009 (Diabetes Hongkong) 15 Nov 2009 (AM) www.diabetes-hk.org
-- The Peak Tel: 2723 2087
Journal Article (Diabetes Nurse Consultan se Clinic)

[. Funnell, M. M. et al. (2008). National Standards for Diabetes Self-Management Education,
Diabetes Care, 31: S97-S104.
2. Martin, AL et al. (2008). Insights and Trends in Diabetes Education, The Diabetes Educator, 34(6): 970-986.




