Are DSNs qualified to be consultant nurses?

n response to Maggie Watkinson’s

editorial on consultant nurses (Vol

3 No 4: 100-101), | have mixed feel-
ings as to whether the consultant nurse
role is one that DSNs will achieve. One
issue is that trusts can decide individually
whether to create these posts and | also
understand there is to be no new funding for these
posts, which may prevent trusts from paying the pro-
posed salaries. Perhaps, more importantly, where are
the DSNs who could fulfil the criteria?

The recent education survey (Vol 2 No 4: 101-104)
showed that there was uncertainty among DSNs as
to the need for a first degree, let alone a masters or
PhD. This, and additional anecdotal evidence, repeat-
edly tells me that many do not wish to undertake this
level of study, not least because of the time and money
involved. Whether this reasoning is as it should be, is
a separate argument, but the question remains that,
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should trusts choose to spend their money on such
posts, will DSNs be appropriately qualified to apply? |
am quite sure that some will be shouting ‘l am!, but
this does not bode well for national equity of serv-
ice provision, nor solve the problem of training for
diabetes nursing.

Until we have a proper educational preparation
which is recognised by us all, the DSN may not be
seen as a candidate for a consultant nurse post. While
we wait vigilantly to see how the role emerges, | think
that the forthcoming National Service Framework
(NSF) offers a much greater opportunity to make
clear both the contribution of nurses to diabetes
care, and their needs. | am pleased to say the RCN
Diabetes Nursing Forum is already involved in the
NSF process and is working to ensure these mes-
sages are heard, loud and clear.
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Defining the consultant role: an Australian perspective

he issues raised above and in

Maggie Woatkinson’s editorial

(Vol 3 No 4: 100-101) are not
peculiar to the UK. Part of the difficulty
concerns how the term ‘consultant’ is used
and understood. It is both a professional
accolade and an industrial classification defining
working terms and conditions, including rate of
pay. The core elements of the nurse consultant
role are clinical practice, education, counselling,
research/quality improvement and administration
which encompasses leadership, management of
staff and resources and policy development.

In Australia the diabetes educator role is
consistent across the country but the industrial
award and therefore the grading and title differ
across the states. Australia is a federation and has
commonwealth and state legislative processes. In
Victoria, all diabetes educators are classified as
clinical nurse consultants but there are different
grades within that classification.

Educational preparation is certainly important.
The Australian Diabetes Educators Association
(ADEA) has a nationally accredited core curricu-
lum offered at graduate certificate level. This may
change as the nurse practitioner role is formalised
and recognised in Australia, but as with most
things there will probably be state-by-state varia-
tion in the level at which nurse practitioners are
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prepared and the way the role is implemented.

It seems reasonable to expect nurses practising
at an advanced level to be educationally prepared
to at least masters level. Consultant nurses,
regardless of their specialty, could complete a
common core curriculum that is clinically based
and has context-specific modules for particular
specialties like diabetes. There may also need to
be location-specific modules as the job can vary,
even within specialties, according to where the
nurse works. Therefore, modules must be flexible
enough to prepare diabetes educators to function
in the prevailing health environment.

If a masters degree was required, a transi-
tion period to allow diabetes educators already
practising in the role to attain their degree would
be necessary. It should include credit for experi-
ence as well as for formal education programmes
already undertaken. Standards of practice and
credentialling systems are important considerations,
but serve a different function.

The question of whether service providers will
be prepared to pay for diabetes consultants is
difficult to assess and depends on perceived needs
and cost benefits. It may be that we should be
including marketing and public relations modules
in diabetes educator curricula.
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