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Foreword

Nurses across many practice settings are key providers of diabetes clinical care and education. It is imperative they are adequately prepared to ensure best possible
outcomes. The National Diabetes Nursing Knowledge and Skills Framework (NDNKSF) was first published in 2009 to provide a platform for nurses to develop and
then evidence their competence in diabetes nursing practice through the Professional Development and Recognition Portfolio (PDRP) process and ultimately via the
di abetes specialty specific accreditation process offered pupiKaithkeo Adteatoe.ar oa Col | ege

The NDNKSF articulates the knowledge and skill required for nurses at varying levels of practice depending on the complexity of the health needs of
their population group. It is aligned to the Nursing Council of New Zealand (NCNZ) competencies for registration as a registered nurse (RN).

In particular it:

A Assists in the development of a range of transferable clinical skills which can be used in care delivery throughoutthe nursed s c ar eer

A Seeks to minimise risk by ensuring all staff know the standard of care required in the speciality and are competent to provide that care

A Provides guidance to employers about expectations of competency at different levels of nursing practice

A Has a system of levels to facilitate nurses learning in a systematic and targeted fashion

A Provides contentforport f ol i o devel opment for | ocal PDRP and NCNZés requirements for
ALinks with the ACDN NZNO&és National Accreditation Process for Nurses Spe
A Informs curricula for undergraduate and postgraduate registered nursing programmes.

On behalf of the project team, | would also like to acknowledge and thank the clinical review team, multidisciplinary expert review group, all the other
people who have provided expertise and constructive feedback, and the New Zealand Society for the Study of Diabetes (NZSSD), who generously
provided funding to support the review process.

Dr Helen Snell, PhD, FCNA(NZ)
Nurse Practitioner
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Diabetes is an important health problem in Aotearoa New Zealand with an estimated prevalence of 241,463 as of December 31, 2016 excluding pre-
diabetes and gestational diabetes (Ministry of Health [MoH] Virtual Diabetes Register, 2017). Diabetes is a major contribution to inequalities in life

expectancy, cardiovascular outcomes and diabet es speci fic health outcomes for MUori, Rame i fic p
condition it has prominence in the 2016 New Zealand Health Strategy: Future Directions (MoH, 2016), http://www.health.govt.nz/publication/new-
zealand-health-strategy-2016, He Kor owai Or anga, MUor i HhigpaAvwiwthealtB. fowt.aztpebtication/guidie-five;koro®ad 1 4 ) (

oranga-maori-health-strateqy), the 2016 workplan (http://www.health.govt.nz/our-work/populations/maori-health/he-korowai-oranga), and 6 Al a Mo 6 U i
Pathways to Pacific Health and Wellbeing (201471 2018, MoH 2014a) http://www.health.govt.nz/our-work/populations/pacific-health.

The Living Well with Diabetes Plan (2016) identifies a clear pathway and objectives to improve the health and wellbeing of people with diabetes in Aotearoa New
Zealand (http://health.govt.nz/publication/living-well-diabetes). In addition, in 2014, the MoH published a set of Quality Standards for Diabetes Care (the Standards)
(http://www.health.govt.nz/our-work/diseases-and-conditions/diabetes/quality-standards-diabetes-care) encompassing wide ranging aspects of diabetes care. The
objective of the Standards is to guide district health board (DHB) planning and funding departments, managers, clinicians and consumers involved in the design and
delivery of health services, on what and how services could be provided across the continuum of care (prevention, primary health and secondary care specialist
services) and the full spectrum of diabetes (lifespan, pregnancy, complications and other vulnerable groups). The Standards Toolkit (MoH, 2014b)
http://www.health.govt.nz/publication/quality-standards-diabetes-care-toolkit-2014 also provide guidance on the measurement of meaningful outcomes.

The size of the gap between the Standards and recommended best practice, and current practice in diabetes care in Aotearoa New Zealand is currently

unknown. However, current national patient clinical indicator data (Atlas of Healthcare Variation, Health, Quality and Safety Commission New Zealand, 2016)
http://www.hgsc.govt.nz/our-programmes/health-quality-evaluation/projects/atlas-of-healthcare-variation/diabetes/ demonstrate that diabetes care could be

significantly improved. Nurses are the largest health workforce and play an importantrolei n di abet es care and educati on. Pati er
its management depends, to a large extent, on the adequacy and effectiveness of the diabetes-related care and education they receive. A major prerequisite

for nurses to provide up-to-date diabetes care and education, wherever they practise, is a fundamental level of knowledge, competence and confidence. The

application of this knowledge should promote the provision of consistent, evidenced-based practice, and contribute to improved health outcomes.

Nursing practice is centred on health, wellbeing, therapeutic partnership, autonomy and accountability, collaboration, co-ordination and continuity of care. The
approach to a personb6s care is hol i st ergings$ealthtissugsaAsidiabetasrisda lodgyterma condii@) nurges wile s pon s i \
often be part of care delivery on a long-term basis with people with diabetes. The long-term nature of diabetes provides a unique opportunity for effective

therapeutic relationships to grow over extended time periods. Learning and consequent self-care and self-management is constant and develops along a

continuum parallel with the relationship the person with diabetes has with their health care team. Effective partnering with the person with diabetes (and their

whUnau, family as appropriate) and establishing agr eed h éthelintelcongeotedhess otttreg et her |,

education process, advancing health literacy and the nurse-patient relationship aka partnership (Personal communication, Baty, 2016).
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1.2 National Diabetes Nursing Knowledge and
Skills Framework i Introduction

New Zealand RNs are required to demonstrate their competence within the requirements of

their annual practising certificate. While the NDNKSF is explicitly linked to the NCNZzZ

competency domains for registration, local PDRPs and the ACDN national accreditation

process, it does not <cover htipl/wwa.szpoom.nzégroup$/ a nurseds practise. (
colleges_sections/colleges/aotearoa_college of diabetes nurses/accreditation)

This framework is explicitly focused on supporting nurses to deliver high-quality care to
people with diabetes across the health care continuum. The NDNKSF is about identifying the
diabetes specific knowledge and skills a RN requires to deliver and evaluate care to all
peopl e, including MUor i and Paci fic Peopl es. I n Aot ear oa New Zeal and RNs shou
incorporate the articles of te Tiriti o Waitangi in their practice and follow the principles of
partnership, participation and protection, as outlined in the MoH He Korowai Oranga, Maori
Health Strategy (2016 update). It is recognised within this framework that the tangata
whenua of Aotearoa MUori, and have increased ri sk

aspects of

itscomplicat i ons. The principle of protection aims/to the right
health that encompasses wellness in its fullest sense and includes the physical, spiritual and : .
cul tural wel |l being of MUor i as i ndiAubahdkKoe] s an “ ' Taut oko

2003). In this regard, the nurse should practise to ensure equitable distribution of care,

resources and management to achieve best heal shoul d
given the opportunity to actively participate in planning of all aspects of diabetes care
through active partnership, thereby peopl e wi wi || be

to meet their specific health needs and wellbeing through delivery of care that is both

. .
culturally appropriate and culturally responsive.

Diabetes is a complex disease of multi-pathology requiring a diverse array of interventions, Spiritual,

consequently impacting on almost every facet of f N3 e ment of di
relatively unique in that the majority of care is delivered by the person with diabetes through N [Community \/

self-care. Adequate health literacy is important to support people living with long-term
conditions to navigate the complexity of health care and to engage as actively as possible in
self-care of their condition. As illustrated in Figure 1 below, their lives, and therefore their

capability to actively engage in self-care activities, is influenced by many factors at the
individual, social and wider community levels and by the broader determinants of health. Figure 1. Multiple factors influencing the person with diabetes.
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The nurse-patient relationship is central to patient experience and a major determinant of health outcomes. Nursing is committed to advancing the
health of New Zealanders through nursing leadership, partnerships in health care delivery, the advancement of clinical expertise across all aspects of
diabetes care, and achieving a high standard of health outcomes as illustrated in Figure 2.

REGISTRATION DOMAINS

Aspects of Care

Diabetes

Glycaemic Control

Monitoring
Nutrition

Self-care

Psychological

Hypoglycaemia

Hyperglycaemia

Steroids

Complications/High Risk Foot

Diabetes in Hospital

Bariatric Surgery
Oral Health
Travel Health

Pregnancy
Children & Youth

Figure 2. Aspects of diabetes care and outcome measurement.
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People with diabetes have differing health care needs relating to their diabetes: risk reduction, early identification and diagnosis of their diabetes;

ongoing predictable health needs; being at high risk for disease progression and complication development; and experiencing highly complex

problems. The NDNKSF contains three levels of registered nursing practice in diabetes care: All Nurses, Proficient and Specialist. These terms

align with national PDRP titles but are specific to knowledge and skills within the specialty of diabetes. For example, it is possible to be a Level 4

Expert Nurse on a generic PDRP programme and meet O6AI I N u abstes pdiienkgroagpsy | e d ge
being cared for, such as risk reduction, early diagnosis and predictable diabetes related health needs.

Regardless of practice setting, nurses are required to work in partnership with the person with diabetes to address their health needs. At all stages of life, and at
several points across the health continuum, people with diabetes will require services from nurses in generalist settings such as general practice, diagnostic services
and general medical/surgical services. People with diabetes may also have co-morbidities requiring identification, treatment and monitoring. Nurses may participate
either frequently, or for short intensive periods of time in the care of people with diabetes. These nurses may have expertise in other health conditions but require
generalist diabetes knowledge and skills to support people with diabetes who have predictable health care needs.

All Nurses, regardless of their area of practice, are likely to have contact with people with diabetes and will therefore require baseline knowledge and
skills for the safe care and management of risk reduction, early identification and diagnosis of pre-diabetes and diabetes, and supporting ongoing
predictable health needs for people with diabetes. Therefore, All Nurses need to be capable of applying generic diabetes nursing knowledge and skills
to meet the health needs of these individuals.

Nurses practising at a proficient level in diabetes care require speciality diabetes knowledge and skills to enable them to provide care for adults with
diabetes who are at high risk for disease progression and complication development. It is expected that as their practice advances, proficient diabetes
nurses will demonstrate more effective integration of theory, practice and experience along with increasing degrees of autonomy in their judgments
and interventions for people with diabetes.

http://www.nzno.org.nz/groups/colleges_sections/colleges/aotearoa_college of diabetes nurses/accreditation

Nurses practising at a specialist level in diabetes care require advanced knowledge and skills of diabetes, as their practice requires them to respond to children,
youth, adolescents, pregnant women and adults with diabetes who have highly complex clinical health needs and require episodic care or longer-term oversight of
their diabetes management. Nurses at a specialist level also provide clinical leadership and expert management of interpersonal relationships across disciplines and
at a high organisational level. These nurses are typically clinical nurse specialists who have developed expert diabetes practice through additional experience and
postgraduate education towards a Masters of Nursing. Specialist Diabetes Nurses incorporate nursing leadership and management of or within their respective
Diabetes Specialist Services. In accordance with national guidance on advanced practice roles (NZNO and CNA(NZ), 2012), the Specialist Diabetes Nurse will
demonstrate knowledge, skills, attitudes and behaviours required at expert level as demonstrated at PDRP Level 4.
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Nurses demonstrating diabetes knowledge and skills at a specialist level may apply to the ACDN for national accreditation as a Specialist
Diabetes Nurse. http://www.nzno.org.nz/groups/colleges _sections/colleges/aotearoa_college_of diabetes nurses/accreditation

Nurse practitioner (NP) practice is an advanced scope of nursing practice. Accordingtothe NCNZs scope of practice descrip
advanced education, clinical training and the demonstrated competence and legal authority to practise beyond the level of a registered nurses. As clinical
leaders they work across health care sett i ngs and influence heal th service del i
(http://www.nursingcouncil.org.nz/Nurses/Scopes-of-practice/Nurse-practitioner, 2017). The NDNKSF is aligned to the RN scope of practice competency
domains and provides nurses with identification of specialist level knowledge and skills that will support progression towards registration as a NP.

Nurse practitioners demonstrating diabetes knowledge and skills at a specialist level may apply to the ACDN for national accreditation as a
Specialist Diabetes Nurse.

These areas of practice do not represent a hierarchy of practice but rather the level of diabetes clinical knowledge and skill associated with
the complexity of the health needs of the groups the nurse serves, regardless of practice settings. This framework recognises the need for
universal services for all people with diabetes. Many of these may be provided by nurses working in non-specialised services and augmented by the
specialist services people with diabetes require at particular points of their life. Nurses require ongoing professional development opportunities to
enable them to develop the level of knowledge and skills in diabetes care they require for the level of complexity their patients present with. The nature
and scope of the learning experience each individual nurse requires will be determined by the level of diabetes specific knowledge and skill required.

The areas of practice in the NDNKSF are aligned with respective population groups, and post-registration education pathways as illustrated in Figure 3.

REGISTRATION DOMAINS

AREAS OF PRACTICE

POPULATION GROUP

POST REGISTRATION
EDUCATION PATHWAY

Figure 3. Alignment of areas of practice with respective population groups, and post-registration education pathways.
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Alongside experiential, clinically-based learning and skill development, it is expected the nurse will be undertaking ongoing clinically relevant academic
study, ranging from short courses to postgraduate certificates or diplomas, Masters Degree or PhD, dependent on the requirements of their role and
their personal aspirations. In addition, clinically relevant professional development such as attendance at national scientific meetings (e.g. NZSSD
Annual Scientific Meeting) and the ACDN NZNO study day, national symposia and prescribing meetings, will further provide focused learning and
development opportunities. Regardless of educational level or practice role, all nurses are bound by standards of professional practice in nursing and
are expected to work within existing decision making frameworks that guide their scope of practice.

To summarise, the model presented in Figure4 bel ow il lustrates the nurseb6s varying contributions
the minimum diabetes knowledge and skills required associated with the complexity of the health needs of the groups the nurse serves, regardless of
practice settings. I't is cross referenced to the NCNZegistratioroedugsatidn pathway. d o mai n
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REGISTRATION DOMAINS

AREAS OF PRACTICE

General
Population

Predictable
Health Needs

(L

Outcomes

POST REGISTRATION
EDUCATION PATHWAY

Figure 4: National Diabetes Nursing Knowledge and Skills Framework.
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The ACDN fosters professional accountability for nurses working in the specialty of diabetes. An important component of accountability is the
ongoing maintenance and development of professional knowledge and skills within the focus of practice. Nurses in Aotearoa New Zealand work
in a multitude of practice settings across the health continuum and within a uniquely bicultural context. We are required to demonstrate our
competence to practise. Knowledge and skills inform competence and there are a number of frameworks that exist by which competence can
be evidenced, such as PDRP, performance review and/or accreditation or credentialing. Accreditation is one way by which registered nurses
may receive professional recognition of their advancing knowledge and skills within this specialty area of nursing practice.

The development of an accreditation process for nurses specialising in diabetes began in 1994. The inaugural Accreditation Committee consulted with many
health and education professionals (both in New Zealand and overseas), liaising with New NZNO and NZSSD, formulating standards and guidelines and
regularly consulting with the members of the then Diabetes Nurse Specialist Section (DNSS) of NZNO regarding their ideas. DNSS (NZNO) members ratified
the process and the first applications for accreditation were made in 1997. In 2013 the DNSS (NZNO) became the ACDN (NZNO).

The accreditation process has been reviewed several times, most recently in 2011, and changes made to align the process to the NDNKSF, to the
NCNZ requirements for PDRPs, and to address some issues that have tested the accreditation process. The accreditation process for nurses
specialising in diabetes continues to offer a unique opportunity for nurses to be recognised within the specialty. A pathway for NP accreditation was
implemented in 2013. This framework provides the substance to underpin the accreditation process and guide the development of other resources
including self-assessment tools, orientation programmes, job descriptions, and curriculum for education programmes.

In summary, the NDNKSF provides a robust and credible definition of the knowledge and skills nurses require to deliver care to people living with diabetes
across the health continuum and spectrum of health care practice settings. It is envisaged that this framework will continue to provide a measurable means of
informing the evaluation of practice, guiding the development of individual nurses and demonstrating capability via the ACDN accreditation process.
Collectively, these improve the quality of nursing care and have a direct impact on positive health outcomes for people with diabetes (Rooderkerk, 2009).

Bryan Gibbison
Coordinator
Accreditation Programme Aotearoa College of Diabetes Nurses (NZNO) 20127 2017
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1.5 What the NDNKSF Is and What It Is Not T Standards, Competencies or Knowledge and Skills?

Astandard:

Competencies are:

Knowledge and Skills Framework:

This is a Knowledge and Skills Framework
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Another way of understanding the utility of the NDNKSF is to consider it from an input/outcome process perspective (Figure 5 below, Wood & Snell, 2008).
The NDNKSF is one of the inputs towards the development of the outcomes of a RN with the required confidence and competence specific to diabetes care.

npus EEEEEEE | ProcessessEEEEE  OutpusEEEEEE Outcomes

Examples include: Examples include: Examples include: i
Guidelines Service delivery Service quality Confldence
Standards of care Clinical practice ; .
Protocols Clinical mentorship is;?jzrentiecnsiﬁdeywdenced e COmpetence:
Patient Population Case review Clinical practice assessment
Service infrastructure Self-directed learning, 5 el iThe combination of skills
Library e.g. healthmentoronline A PDRP knowledge, attitudes, values and
Knowledge and skills framework Scientific Inegtmgs/Conferences A ACDN Accreditation abilities underpinning effective
Courses i Diabetes/LTC _ performance. o NC NzZ(2017,
Postgraduate study Evaluation
Quality assurance Peerreview
Quality improvement Performance review

Assessment of competence

Assessments are practise and
competence based, e.g.:

A Demonstration of skills

A Assessment a
A Case review

A Exemplars

A Reflection on practice.

Figure 5. NDNKSF contribution to outcome of competence and confidence.

As previously articulated, the NDNKSF is not practice setting specific so each level is relevant and directly applicable to nurses practising in primary
health care, secondary and tertiary care services. The level of practice is not intended to be hierarchical, rather it relates to the level of knowledge and
skill the nurse requires to competently attend to the diabetes-related health needs of the people s/he is providing care for. As clinical complexity
increases, the requirement for more detailed and specialised knowledge and skill occurs.
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The NDNKSF:

AAssists in the devel opment of a range of transferabl e cdreerni cal skills wh]
A Seeks to minimise risk by ensuring all staff know the standard of care required within diabetes care and are capable to provide that care

A Provides guidance to employers about what to expect for different nursing position descriptions, e.g. long term condition nurse requires a minimum
of a proficient level of diabetes care; clinical nurse specialist requires a minimum of specialist level knowledge and skills

A Helps to prepare nurses who wish to progress to advanced practice roles in care delivery and leadership

A Provides a reference point for planning educational programmes and clinical preparation for each area of nursing practice

A Provides a mechanism for nurses to measure health outcomes and the effectiveness of their practice

A Provides a mechanism for portfolio development for loca | PDRPs and NCNZO6s requirements for ongoing reg
A Links with the Aotearoa College of Diabetes Nurses NZNO National Accreditation Process for Nurses Specialising in Diabetes (2013)

A Can inform curricula for undergraduate and postgraduate registered nursing programmes.

page 17



2. Components of the National Diabetes Nursing
Knowledge and Skills Framework

The NDNKSF describes:
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3. Quality Monitoring Framework and Health Gains

The nurse-patient relationship is central to the patient experience and a major determinant of patient outcomes. Nursing is committed to
advancing the health of all New Zealanders through nursing leadership, partnerships in health care delivery, and the advancement of clinical
expertise. Quality care is the cumulative result of the interactions of people, individuals, teams, organisations and systems. Potential improved
health outcomes for the person with diabetes that can be expected by nurses more actively engaging in outcome measurement are:

A A reduction in the risk of developing Type 2 diabetes (Type 1 not preventable)

A Improved screening, early detection and clinical management of their diabetes,par t i cul arly for those at most ri

A Improved assessment, care planning and education
A Improved treatment of acute diabetes related emergencies
A Improved collaboration between health providers delivering their care.

Quality improvement needs to be embedded within all levels of the system and the interactions between systems. It ranges from the overall
health system, through the organisations and teams and individuals within those organisations, to the people receiving and affected by the
services delivered within systems.

Although most nurses providing care for the person with diabetes do so in the context of a multidisciplinary team, it is important that nurses take
responsibility for monitoring outcomes relating to their own practice and practice environment. Nurses should determine locally relevant quality
improvement, assurance and monitoring measures to demonstrate their contribution to improving diabetes standards of care, care processes
and health outcomes. This is discussed further in Section 11.
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4. Summary

This framework is an important step forward for diabetes nursing. It addresses a number of political and professional issues including ones that emerge from:

A Quality Standards for Diabetes Care (2014)

A Living well with diabetes strategy (2016)

A The New Zealand Health Strategy (2016)

A The Primary Health Care Strategy (2001)

AHe Korowai Oranga: MUor i Heal th Strategy (2016)
A6 Al a iNrPatbways to Pacific Health and Wellbeing (2014)
A Health of Older People Strategy update(2016)

A The need for leadership in diabetes nursing

A The increased focus on work-based and lifelong learning

A The need for a framework for career progression in diabetes
A The focus on both professional and academic qualifications

A The incorporation of outcome measurement into daily practice.

This framework provides nurses with the ability to plan their careers in a more structured way, and supports their continuing professional development
by identifying individual development and training requirements. Lastly, incorporation of health and clinical outcome measurement into daily practice is
of particular importance. This feedback loop will provide nurses with the tools to measure the impact and maintenance of change in practice, and their
effectiveness in their daily practice.

Dr Helen Snell
Nurse Practitioner, PhD
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Diabetes Nursing Knowledge and Skills Framework
for Registered Nurses Providing Diabetes Care
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