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Preface

Across the world, nursing developed as a profession influenced by local, regional,
and national policies, politics, norms, and traditions. Regardless of the path taken by
the profession in any one country, nurses are universally committed to the health
and well-being of the public we serve. As nurses, we strive to assure care and com-
fort for our fellow humans by preventing or reducing risk of disease and harm,
relieving distressing symptoms, promoting physical and cognitive functioning, and
maximizing quality of life. Nursing interventions are universal in scientific ground-
ing yet unique in application. All nurses, regardless of educational preparation,
regulatory title, or professional credentials, are dedicated to that one same mission.

Responding to the public’s need for expanded, advanced, and complex care
interventions, the nursing profession is creating clinicians to practice at advanced
levels and in expanded scopes. Advanced practice nurse roles are established in
some countries and evolving or still emerging in other countries. These advanced
nurses have expert knowledge, complex decision-making abilities, and enhanced
skills. First prepared as a generalist registered nurse, advanced practice nurses hold
graduate degrees and other credentials necessary for authority to practice. In places
where graduate nursing degrees are not available, transition programs are filling the
gap between generalist education and advanced practice education.

The clinical nurse specialist is one of several advanced practice nursing roles.
Other advanced practice nursing roles include the nurse practitioner, nurse anesthe-
tist, and, in some countries, the nurse midwife (depending on educational prepara-
tion and scope of practice). A few countries, including Australia, the United
Kingdom, and Hong Kong, use the title Clinical Nurse Consultant (CNC) to desig-
nate a practice role consistent with CNS practice. We recognize that a “nurse spe-
cialist,” defined by the International Council of Nurses as a nurse prepared beyond
the level of a generalist and authorized to practice in a specialty area with advanced
expertise, has extensive experience, completed specialized courses, and/or on-the-
job training. “Specialist nurses” are an important step in developing the advanced
role of clinical nurse specialist.

In 2000, the International Council of Nurses created a special interest group for
advanced practice nurses, the International Nurse Practitioner/Advanced Practiced
Nursing Network, giving advanced practice nurses in differing roles an opportunity
to network, collaborate, and move forward together. Clinical nurse specialists are
engaged in the network. Advanced nursing roles have a common core that is molded
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by the country in which practice occurs. This book explores practice competencies,
educational qualifications, credentialing, and regulation for clinical nurse special-
ists in 15 different countries across North America, Europe, Asia, Africa and Middle
East, and Oceania. Chapter 1 provides an overview and a brief look at the role.
Chapter 2 explores conceptual models and frameworks and their usefulness in
explaining the clinical nurse specialist role and practice. Chapter 3 examines global
differences and commonalities among clinical nurse specialist core practice compe-
tencies. Chapter 4 explores clinical nurse specialist at the graduate-level education
including mechanisms for accrediting academic programs. Chapters 5 through 19
examine clinical nurse specialist by country, including the United States, Canada,
United Kingdom, Ireland, Finland, France, Germany, Japan, China, Taiwan, Turkey,
Saudi Arabia, Nigeria, Australia, and New Zealand. Each chapter includes a brief
history of the clinical nurse specialist role, a definition, conceptualization of prac-
tice/practice competencies, educational requirements, and credentialing. Challenges
and opportunities are discussed, and each chapter concludes with an exemplar of
clinical nurse specialist practice in that country.

The editors are extremely grateful to the contributing authors for sharing their
expertise. Each author made a best effort to distill a broad amount of information into
a concise, up-to-date chapter. We recognize that each author offered a summary of
their understanding of the CNS role in their country, which may lead to debate and
discussion among nurses in their home country. Thus, we view this work as an oppor-
tunity for increased dialogue not only among countries but also within countries. An
in-depth understanding of the educational systems and laws regulating nursing in
each country and within intra-country jurisdictions is beyond the scope of this book.
It is apparent that educational systems and credentialing mechanisms are unique to
each country. Often the language differs but the meanings are similar. To help see the
similarities across clinical nurse specialist role and practice, we created a few tables
to summarize information. We close the book with a chapter that outlines the chal-
lenges and opportunities we see for clinical nurse specialist practice going forward.

We call to your attention the fact that the content of this book was prepared prior
to the release of the 2020 ICN Guidelines on Advanced Practice Nursing. These
guidelines provide general principles for defining advanced practice nursing and for
shaping practice of clinical nurse specialists and nurse practitioners. As nursing
moves forward with further defining and refining advanced practice roles, the ICN
guidelines offer a path forward. Consider these guidelines as you review the chapter
content.

The emergence of advanced practice nursing roles is an important and essential
initiative for the nursing profession in fulfilling the social mandate to meet the pub-
lic’s need for nursing services. In moving forward with developing advanced roles,
we should acknowledge the important contributions all nurses make to the health of
the populations we serve, support our colleagues at all levels and in different roles,
and to seek pathways for more nurses to advance their education.

Indianapolis, IN, USA Janet S. Fulton
Bloomington, IN, USA Vincent W. Holly
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Global View of the Clinical Nurse
Specialist Role

Garrett K. Chan and Vincent W. Holly

Abstract

A clinical nurse specialist (CNS) is an advanced practice nurse who has acquired
knowledge, skills, and aptitude at greater depth and breadth than generalist prep-
aration registered nursing. Globally there are varying descriptions of the CNS
role and practice. In the United States and Canada, the term CNS is used, whereas
in other countries the role may be titled, for example, Clinical Nurse Consultant.
As titling continues to evolve, the core criterion for a CNS is advanced formal
nursing preparation at the postbaccalaureate level. CNS practice focuses on man-
aging complex and vulnerable patients and populations, providing education and
support for nurses and interprofessional staff, and creating change and innova-
tion in healthcare systems for improved patient/population outcomes. A global
need exists for the role of the CNS, and educational and regulatory support is
required to fully implement the role in many countries and settings. Common
concerns varying in importance by country include securing title protection,
defining scope of practice, determining core practice competencies, establishing
educational requirements and curriculum, securing professional certification,
and obtaining authority to practice regulation. Continuing efforts to assure public
access to CNS services are essential for the successful integration of the CNS
role into the professional healthcare expertise contributing to the health and well-
being of persons globally.
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1.1 Introduction

Clinical nurse specialist is one of four advanced practice nursing roles developed to
provide advanced nursing care to specialty populations. Other advanced nursing
roles include nurse practitioner, nurse-midwife, and nurse anesthetist. Globally,
advanced practice nursing is recognized as nursing practiced beyond generalist reg-
istered nurse practice with advanced knowledge and skill derived from postbacca-
laureate education. Advanced practice nursing is a natural evolution and extension
of nursing practice with unique roles representing greater depth and breadth than
generalist registered nurse preparation. Advanced practice nursing roles have vary-
ing levels of recognition depending on country and regulatory authority to practice
within a defined scope.

Clinical nurse specialists hold a graduate degree in nursing that prepared gradu-
ates for the advanced role of clinical nurse specialist. In countries where graduate
nursing degrees are not available, transition programs are filling the gap between
generalist education and advanced practice education. The 2020 ICN Guidelines on
advanced practice nursing provide a recommended path forward for nursing educa-
tion to progress from generalist nurse to specialist nurse to clinical nurse specialist.

The foundation of CNS practice is direct patient care focusing on complex and
vulnerable population. CNS practice includes both advanced clinical practice and
practice that advances nursing care for improved clinical outcomes by providing
interprofessional education, individual mentoring, and leadership for evidence-
based practice for a specialty area. In addition, CNS practice includes addressing
system-level organizational structures and operating procedures to remove barriers
and facilitate nursing care for specialty populations. Examples of specialty popula-
tions for CNS practice are seen in Table 1.1.

Advanced practice roles are established in some countries while evolving and
emerging in other countries. While many countries use the term Clinical Nurse
Specialist, some countries use other titles for practice roles that match to the
CNS. Titles in other countries include Certified Nurse Specialist (Japan), Senior
Specialist (Saudi Arabia), Nurse Consultant (Australia, Saudi Arabia), Nurse

Table 1~1. Types of §p§cialty Specialty area Population examples
care (Natlonal Association Developmental age group  Neonatal, pediatrics, older adults
of C1.1n1‘cal Nurse Disease/pathology Diabetes, cancer, tuberculosis
Specialists 2019) Clinical problem Pain, wounds, stress

Care delivery setting Critical care unit, emergency

care, surgery
Type of care Rehabilitation, palliative care
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Specialist, or Specialty Nurse (China). These various titles reflect a role that require
advanced education beyond the generalist nurse and specify an advanced nurse with
expert knowledge, complex decision-making abilities, and enhanced skills.
Countries developing the role of the CNS are looking to standardize titling, educa-
tion, competencies, and regulation. Regardless of title all roles should have advanced
educational preparation, beyond the RN level, and focus on a specialty area of nurs-
ing practice. The level of development of the CNS role is different globally where
the role may be just emerging or may be more established with educational stan-
dards, title protection, and accepted regulatory authority to practice.

1.2  History of the CNS Role and Practice

Often the CNS role was developed long before a formal definition or title was
applied. Chapters in this book discussing CNS practice in different countries illus-
trate the evolution of the role on different timelines and following different paths. In
the United States, the idea of an expert clinical nurse emerged in the 1940s and
further developed through 1965, when Hildegard Peplau first used the term clinical
nurse specialist. She described the CNS, an advanced practice nurse as having
expertise in nursing practice in the care of complex patients. Peplau proposed grad-
uate education in nursing at a minimum of the master’s level to prepare CNSs
(Peplau 2003). The impetus for creating the CNS role was the findings of several
national studies about nursing, the most significant being the 1948 Brown report
(Brown 1948). This report noted the lack of scientific principles in nursing educa-
tion and the limited opportunity for development of in-depth clinical expertise in
nursing practice. Nursing leaders suggested that nursing needed expert nurses at the
bedside to lead the advancement of nursing practice. In-depth expertise was becom-
ing specialized, and the CNS was the nursing profession’s response to providing
leadership in clinical practice. The need for expert nurses leading clinical practice
continues to exist today. We see this as countries continue to develop the CNS role
and as other countries are in the beginning stages of CNS role implementation.

The CNS role has emerged as a response to societal needs for improved nursing
care. Each chapter includes a brief history of the development of the CNS role in
each respective country. Many of the described efforts began without formal frame-
works in place. Over the years these initiatives in various countries recognized the
need to establish a framework for practice or are currently developing the role defi-
nitions and model for practice.

Several countries identified the late 1990s and early 2000s as a time of focused
activity to establish the CNS role. Ireland’s National Council for the Professional
Development of Nursing and Midwifery, in 2001, published CNS definitions, core
functions, and a framework establishing pathways for nurses to become CNSs.
Japan first referenced the CNS role in 1987. In 1996, Japan began certifying CNSs
and in 1998 began accrediting master’s level CNS education programs. In 2007, the
Japanese Association of Certified Nurse Specialists was formed. New Zealand
introduced the role in the 1970s; by the late 1990s, the role started to proliferate. In
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1998 the Ministerial Taskforce report highlighted the CNS role and its impact on
patient outcomes. The report recommended recognition and endorsement of the
CNS role as well as specific competencies consistent with the title. The CNS role
continues to proliferate today.

Other countries started developing the role in the 2000s and are in the process of
establishing the role. Finland first implemented the CNS role in 2001 and has seen
rapid growth over the past 5 years. Although the CNS role is not title protected or
regulated, work is well underway developing CNS competencies providing guid-
ance for frameworks in role and practice implementation. The Ministry of Health of
the People’s Republic of China outlined China’s nursing development plan in 2005.
This plan initiated the development of the CNS. By 2007, the Ministry of Health
clarified the criteria for CNS training programs, including length of training, con-
tent, and evaluation standards. Further opportunities include establishing competen-
cies, regulation standards, and titling.

1.3 Definitions of Advanced Practice Nurse and Clinical
Nurse Specialist

No one global definition for the CNS exists; however, similarities are evident when
looking at the different organizational (e.g., International Council of Nurses,
National Council of State Boards of Nursing) and country-specific definitions (e.g.,
Canada, Finland, United Kingdom, United States). Some of the definitions address
all advanced practice nursing roles and are not specific to the CNS.

The International Council of Nurses describes the CNS as “a nurse with advanced
nursing knowledge and skills, educated beyond the level of a generalist or special-
ized nurse, in making complex decisions in a clinical specialty and utilising a sys-
tems approach to influence optimal care in healthcare organizations” (International
Council of Nurses 2020).

Further, the ICN Nurse Practitioner/Advanced Practice Nurse Network (NP/
APNN) defines an APN as:

...a registered nurse who has acquired the expert knowledge base, complex decision-
making skills and clinical competencies for expanded practice, the characteristics of which
are shaped by the context and/or country in which s/he is credentialed to practice. A mas-
ter’s degree is recommended for entry level (International Council of Nurses (ICN) 2008).

The United States has been moving toward the universal use of the term Advanced
Practice Registered Nurse (APRN) to designate that the advanced practice nurse is
first a registered nurse. The National Council of State Boards of Nursing (NCSBN),
an independent organization of nursing regulatory bodies, defines the APRN as a
nurse who meets the following criteria:
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. Completed an accredited graduate-level APRN role-based education program
. Holds national certification in the role and population
. Acquired advanced clinical knowledge and skills in providing direct care to

patients

. Practices with a greater depth and breadth of knowledge, increased complexity

of skills and interventions, and greater role autonomy than a registered nurse

. Assumes responsibility and accountability for health promotion and/or mainte-

nance as well as the assessment, diagnosis, and management of patient prob-
lems, including use and prescription of pharmacologic and non-pharmacologic
interventions

. Completes clinical experience of sufficient depth and breadth to reflect the

intended license

. Holds a license to practice as an APRN in one of the four APRN roles: certified

registered nurse anesthetist (CRNA), certified nurse-midwife (CNM), clinical
nurse specialist (CNS), or certified nurse practitioner (CNP) (National Council
of State Boards of Nursing (NCSBN) 2008)

These definitions are important as they both describe APN practice as being

nursing practice that extends beyond the preparation and practice of a registered
nurse and gives expanded authority in which to practice through legal recognition of
regional or national credentialing. In the United States, the definition of a CNS
should meet the criteria established for all APRNS, as do all advanced nursing roles.

Country-specific definitions of a CNS generally are consistent with these defini-

tions. For example, the Canadian Nurses Association defines the CNS as a “regis-
tered nurse who holds a graduate degree in nursing and has a high level of expertise
in a clinical specialty” (Canadian Nurses Association 2014). CNS practice in
Canada is described as impacting three levels: the patient or client, nurses and inter-
professional teams within practice settings, and organization/systems.

Finland has a functional definition for the CNS, as described in Chap. 9:

Clinical nurse specialist is an experienced master’s or doctoral prepared registered nurse
whose central focus of practice is advanced clinical nursing. The aim of the role is to sup-
port healthcare organizations to achieve their strategic goals, to assure and increase the
quality and effectiveness of patient care, and to improve the merging of evidence-based
practice and scholarship activities. Clinical nurse specialist role domains are advanced
clinical practice and practice development, consultation and staff education, transforma-
tional leadership and scholarship activities. The role actualize through direct and indirect
evidence-based patient care influencing positively to the patient care, nursing profession,
organization, scholarship, and the community at large.

In Chap. 7, Leary defines the CNS in Scotland as:

A clinical nurse specialist is a registered nursing professional who has acquired additional
knowledge, skills and experience, together with a professionally and/or academically
accredited post-registration qualification (if available) in a clinical specialty. They practice
at an advanced level and may have sole responsibility for care episode or defined cli-
ent/group.
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In the United States, the National Association of Clinical Nurse Specialists (NACNS)
defines the CNS as (National Association of Clinical Nurse Specialists 2019):

CNSs are licensed registered nurses who have graduate preparation (master’s or doctorate)
in nursing as a clinical nurse specialist. They have unique and advanced level competencies
that meet the increased needs of improving quality and reducing costs in our health care
system. They provide direct patient care, including assessment, diagnosis and management
of patient health care issues.

The essence of CNS practice is advanced clinical expertise in diagnosis and intervention
to prevent, remediate or alleviate illness and promote health with a defined specialty
population.

CNS practice is the translation of advanced clinical expertise, expert knowledge, com-
plex decision-making skills and clinical competencies necessary for expanded practice to
directly provide and influence care and outcomes of individuals, categories of patients and/
or communities.

CNS practice also transforms systems (such as health care institutions and systems,
political systems and public and professional organizations) to mobilize and change these
systems through expertly designed and implemented nursing interventions.

All the definitions require two criteria for the CNS role. First the definitions
included advanced formal education, recommended at the graduate level, and sec-
ond, the definitions specified expertise in a specialty area of nursing. These criteria
are basic to the CNS role preparation.

Characteristics delineating CNS practice were summarized by Fulton and Holly
(International Council of Nurses 2020) to reflect the following:

e Clinical nurse specialists (CNSs) are professional nurses with a graduate level
preparation (master’s or doctoral degree).

e CNSs are expert clinicians who provide direct clinical care in a specialized area
of nursing practice defined by developmental age, clinical setting, a disease/
medical subspecialty, type of care, or type of problem.

 Clinical practice for a specialty population includes health promotion, risk reduc-
tion, and management of symptoms and functional problems related to disease
and illness.

e CNSs provide direct care to patients and families, which may include diagnosis
and treatment of disease.

e CNSs practice patient-/family-centered care that emphasizes strengths and well-
ness over disease or deficit.

e CNSs influence nursing practice outcomes by leading and supporting nurses to
provide scientifically grounded, evidence-based care.

e CNSs implement improvements in the healthcare delivery system (indirect care)
and translate high-quality research evidence into clinical practice to improve
clinical and fiscal outcomes.

e CNSs participate in the conduct of research to generate knowledge for practice.

e CNSs design, implement, and evaluate programs of care and programs of
research that address common problems for specialty populations.
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1.4 Substantive Areas of CNS Practice

In the United States, the National Association of Clinical Nurse Specialists
(NACNS) developed an organizing framework for core CNS competencies integrat-
ing three domains of practice (National Association of Clinical Nurse Specialists
2019). These domains are referred to as three spheres of impact: direct patient/fam-
ily care, nurses/nursing practice, and organization/system (National Association of
Clinical Nurse Specialists 2019). While CNS advanced competencies are integrated
across the three spheres of impact, expert nursing practice in the patient/family
sphere includes assessing, diagnosing, and treating illness. In addition, the CNS
influences the practice of other nurses and healthcare personnel by supporting prac-
tice through advanced specialty clinical expertise, advocacy, consultation, collabo-
ration, scholarship, and leadership (National Association of Clinical Nurse
Specialists 2019). The CNS impacts outcomes by affecting decision-making at the
system/organization level, removing barriers, and facilitating quality, safe, innova-
tive, and evidence-based care.

In 2006, the NACNS commissioned Lewandowski and Ademle to examine CNS
practice by conducting an extensive review of the literature evaluating reported
CNS practice domains and related outcomes. Findings demonstrated that the sub-
stantive areas of CNS practice focuses in a specialty area of nursing to manage the
care of complex and vulnerable populations, educate and support interdisciplinary
staff, and facilitate change and innovation within healthcare systems (Lewandowski
and Adamle 2009).

These substantive areas of CNS practice identified in the literature are consistent
with and support the definitions in Canada, Finland, and the United States. These
definitions are important because they differentiate the practice and role of a CNS
from other APN roles. First, the CNS is educated and practices in a specialty area of
nursing such as, but not limited to, critical care, palliative care, or oncology. Second,
the definition delineates the types of patients the CNS cares for—the complex and
vulnerable. Third, the definition clearly articulates the practice of a CNS extends
beyond individual patient care to include education of interprofessional staff and
facilitating change and innovations in healthcare systems since optimal care is
delivered from an interprofessional perspective rather than in silos of disciplines.
These activities are essential to also improve the healthcare system to help popula-
tions of patients to achieve their health goals.

The substantive areas of practice are similar in the countries highlighted in this
book and are summarized in Table 1.2. CNS impact is primarily demonstrated in
direct patient care. Most counties explain the underpinning of CNS practice is car-
ing for the complex vulnerable patient populations. While consulting on the com-
plex vulnerable patients, the CNS coaches and develops the staff nurses. The role of
the CNS expands further into leadership. Some authors mention CNS-run clinics,
while other authors explain CNS impact on implementation of evidence-based prac-
tice, improving safety and quality, and making policy decisions.
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Table 1.2 Description of CNS role by country

Country
Australia

Canada

China

Finland

France

Germany

Ireland

RN
preparation
Required
Yes

Yes

Yes

Yes

Yes

A least 3 years
of experience
as RN to be
registered as
APN

Yes

Yes

Post-generalist
specialty education
Some states require
postgraduate
qualifications; other
states recommend, but
do not mandate
postgraduate
qualifications
Master’s preparation,
but lack title protection,
SO some nurses using
the term CNS may not
be master’s prepared
Education and training
beyond

Master’s of Nursing
Specialist offered
Master’s or doctoral
preparation

Master’s level
Certification domain
specified

Education and training
beyond basic nursing

Formal recognized
post-registration
education

Title

Clinical Nurse
Specialist
Clinical Nurse
Consultant

Clinical Nurse
Specialist

Specialty
Nurse

Clinical Nurse
Specialist
Clinical Nurse
Specialist

Advanced
practice nurse
(Infirmiere de
pratique
avancée)
Protected title

Advanced
Practice Nurse

Clinical Nurse
Specialist

Domains of practice
Direct and
comprehensive care
Support of systems
Education

Research and quality
Professional leadership

Patient/client
Nurses/interprofessional
teams
Organizations/systems

Direct patient care
Nurses/education
Research/clinical leader

Direct patient care

Nursing

Organization/

scholarship

Role domains: advanced

clinical practice and

practice development,

consultation and staff

education,

transformational

leadership, and

scholarship activities

Since 2018

* Patients living with
chronic disease

* Hematology and
oncology

¢ Renal disease,
dialysis, renal
transplant

Since 2019

 Psychiatry and mental
health

Direct patient care

Nurses/healthcare staff

Organization

Patient/client

Staff

Service/healthcare

Core concepts: client

focus; advocacy;

education and training;

audit and research;

consultancy
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Table 1.2

Country
Japan

New
Zealand

Nigeria

Saudi
Arabia

Taiwan

Turkey

UK

USA

(continued)

RN
preparation
Required
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Post-generalist
specialty education
Master’s preparation

Not required, but the
Ministry of Health

strongly advocates for
postgraduate education

Hospital-based pathway
— Advanced specialty

education
University-based
pathway
— Master’s or PhD
prepared
Task shifting-based
pathway
— Advanced skills
serving specialty
populations
Master’s preparation

Master’s or doctoral
preparation

Postgraduate education

Master’s and doctoral
programs offered

Not yet established,
graduate degree
recommended
Master’s or doctoral
preparation

Title

Certified Nurse
Specialist

Clinical Nurse
Specialist
Nurse
Specialist
Specialty
Clinical Nurse
Clinical Nurse
Specialist

Clinical Nurse
Specialist
Clinical
Specialist
Advanced
Practice Nurse

Specialist
Nurse

Clinical Nurse
Specialist

Clinical Nurse
Specialist
Title protected

Domains of practice
Individuals/families/
groups
Nurses/healthcare
professionals

Organization/education/

research
Patient/family
Nursing personnel/
nursing standards
System/organization

Direct patient care
Nurses
Organization

Direct patient care
Nurses/staff
Organization/clinic

Direct patient care
Nurses/medical team
System leadership
Direct patient care
Nurses
Organizations/
institutions
Patient/family
Nursing staff

Patient/family
Nurses/nursing
System/organization
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1.5 Expanded Nursing Practice to Meet Patient Needs

The practice and science of nursing is a dynamic and ever-changing profession.
From the beginning of modern nursing by Florence Nightingale working in military
hospitals during the Crimean War in the 1850s and the Henry Street Settlement
Visiting Nurses in New York City in the 1890s, nurses have dedicated their work to
underserved and vulnerable patients. Often, nurses cared for patients who could not
afford to visit a physician. Therefore, nurses provided care to these populations by
performing physical and health exams on patients, evaluating the living conditions
of communities, diagnosing the causes of illness as well as common medical condi-
tions, prescribing pharmacologic and non-pharmacologic therapeutic interventions,
and creating plans of care. This early work emphasized the autonomous scope of
nursing and the focus on a holistic approach that included environmental condi-
tions, family and social influences, cultural considerations, as well as physical and
disease-related problems. In these practices nurses collaborated with physicians to
co-manage complex medical conditions, sometimes using physician-initiated
“standing orders” for medications and treatment and sometimes without (Keeling
2007). Standing orders were endorsed by the local medical society, which could be
used until a physician could attend the patient or when specific orders were not left
by the attending physician (Foley 1913).

The expansion of disease diagnosis and prescription of therapeutic measures in
nursing practice led to the establishment of advanced practice registered nurses,
specifically the roles of the clinical nurse specialist (CNS) in the early 1960s and the
nurse practitioner (NP) in 1965. Medical and nursing scopes of practice overlap in
multiple areas of care including disease diagnosis, prescription, and setting an inde-
pendent plan of care with patients and families. This care can be shared between the
two professional roles, especially for advanced practice nurses (APNs).

Much of what is considered expanded nursing practice, or APN practice, is nurs-
ing reclaiming its historical roots for holistic care that can include disease diagnosis
and prescription of pharmacologic and non-pharmacologic interventions.

Like other APNs, CNS practice does extend into the medicine domain as new
competencies in direct patient care are acquired (Fig. 1.1). Some CNSs devote a
significant amount of time focused on direct patient care, utilizing competencies of
diagnosis and prescription. In the United States, 21% of surveyed CNSs have pre-
scriptive privileges (National Association of Clinical Nurse Specialists 2017).
However, CNS practice differentiates itself by developing competencies advancing
and extending the nursing domain to meet the nursing profession’s need for a clini-
cal expert, as was originally described in the 1960s. As demonstrated in Fig. 1.1, the
autonomous scope of nursing practice includes interventions within generalist RN
license. Interdependent practice is an area where physicians and nurses share
responsibility for care, such as when a physician prescribes an intravenous medica-
tion and the nurse makes autonomous decisions about the placement and insertion,
type of equipment, and maintenance of the intravenous device. APNs, including
CNSs, may extend into the medical domain and practice autonomously by obtaining
authority to practice in an expanded scope, which generally involves diagnosing
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Autonomous

Interdependent Nursing Practice

Practice

CNS Practice
extending into
medical practice

Medicine

Fig. 1.1 Relationship between medical practice, nursing practice, and clinical nurse specialist
practice (National Association of Clinical Nurse Specialists 2019)

disease, prescribing pharmacological agents, and ordering diagnostic tests.
Consistent with the initial rationale for the CNS role, many CNSs practice by
advancing the practice of nursing in the expanded autonomous domain and concen-
trate efforts on addressing care problems amenable to nursing’s autonomous
interventions.

Contemporary issues related to autonomous APN practice, such as the ability to
independently evaluate and manage a patient’s condition, prescriptive authority for
therapeutic measures, clinical diagnosis of disease and illness, and obtaining hospi-
tal practice privileges to obtain authority to practice at the APN level, have taken
different forms over the decades and continue to be areas of disagreement depend-
ing on the setting and country where the debate takes place (Schober 2016).

1.6  Regulatory Protection for the CNS Role

For CNSs to practice or for academic institutions to create CNS programs, a clear
understanding of local or national laws, statutes, regulations, and the definition of
nursing is essential. These legal mechanisms constitute the legal scope of practice
for the CNS as an advanced practice nurse. A scope of practice is the legal frame-
work that describes who is legally authorized to provide and be paid for what ser-
vices [if payments are rendered], for whom, and under what circumstances (Schober
2016). Efforts by CNSs to establish or advance existing practice can start at the local
level as demonstration projects. However, strategic efforts should be employed to
advance at the regional or national level to establish practice authority and legiti-
macy (Schober 2017).

The authority to practice as a CNS is determined by professional and legal regu-
lation. Professional regulation is determined by professional nursing and credential-
ing organizations. Professional nursing organizations establish scope and standards
of practice at different levels of nursing, from the generalist RN to the APN. Nursing
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organizations develop competencies appropriate for the role and recommend educa-
tion curricula to meet these competencies. Professional regulation for CNSs con-
sists of rules and policies that recognize and officially certify/credential the CNS for
practice. Various nursing organizations make recommendations for licensure,
accreditation of CNS programs, certification, and education. Although these recom-
mendations are taken seriously and used to standardize practice, nursing organiza-
tions do not have legal authority to determine practice.

Legal regulation occurs at the governmental level. Civil or government legislation
determines the CNS’s ability to practice, based on accepted policies addressing scope
and standards of practice, licensure, title protection, educational preparation, and
boundaries of practice. Legal regulation functions to legitimize the role, protect the
public, and monitor the individual healthcare professional’s practice and behavior
(Schober 2016). Model language as found in Sect. 1.3 Definitions of advanced prac-
tice nurse and clinical nurse specialist can serve as scope of practice language coun-
tries can strive toward in obtaining legal recognition of CNS advanced practice.

1.7  Future of CNS Practice Globally

Advancing the CNS role globally requires nurse leaders to understand local and
international standards, customs, and legal mechanisms that support or impede CNS
education specifically and APN education and practice generally. Issues such as title
protection, scope of practice, competencies, educational curriculum, professional
certification, or governmental registration are different by country and even within
jurisdictions in countries. Schober (Schober 2017) provides a variety of frameworks
and tools for nurse leaders to consider when creating the APN role or advancing
APN authority. Topics covered include strategic planning, theories of social and
healthcare policy, evidence-based policy decisions, politics, and examples of effec-
tive changes in countries. Creating a strategic plan is essential in creating incremen-
tal and positive change.

It is also important to understand local or national understandings and potential
tensions within nursing about the APN role where there is not universal understand-
ing or acceptance of expansion of nursing practice. CNS practice encompasses
responsibilities beyond direct care to individuals and families leaving open a debate
about the appropriate emphasis for practice. Thoughtful dialogue leading to shared
understanding of advanced practice nursing and the unique contributions of each
APN role, including CNS role, is essential to moving nursing practice forward as a
force for public health and well-being.

One tenet that remains true is that nurses are stronger when united rather than
when they are divided in smaller groups. Creating an organization for all APNs,
especially when the number of APNs in a country or region is small, can help create
identity, share resources, and attain recognition as a group within the larger disci-
pline of nursing. However, working in collaboration with other APNss, it is essential
to recognize and honor the unique contributions of each APN role and avoid blend-
ing APN roles into one. Working within professional organizations to establish
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standards, guidelines, and strategy to advance the role of the CNS can create the
sustainable energy necessary to serve patients, nurses, and healthcare institutions to
improve the quality of care and outcomes for the people being served.

1.8 Conclusion

The CNS is one role under the inclusive term of advanced practice nurse and should
be educationally prepared and practice according to the minimum requirements for
all APNs. Core differentiators of the CNS role from other APN roles include a prac-
tice that is based on a specialty, focuses on complex and vulnerable patients and
populations, educates and supports interprofessional staff, and creates change and
innovation in healthcare systems. Depending on the local or regional healthcare
needs of populations, clinical nurse specialist care is needed to improve the health
outcomes of members of that community. Additionally, creating a clear understand-
ing and a pathway of integration of the role within nursing and with the public is
essential to the success of the CNS role.
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Conceptual Models for Clinical Nurse 2
Specialist Role and Practice

Janet S. Fulton

Abstract

A model or framework is central to achieving clinical nurse specialist (CNS) role
consistency and sustainability and in supporting evolution of CNS as a distinct
and legitimate healthcare expert in the healthcare delivery system. Models can
describe CNS practice, CNS role structure, or regulatory authority to practice as
a CNS. A model explaining CNS role structure describes the elements and char-
acteristics of the role and the relationships between and among those elements.
A model for CNS practice is a process model demonstrating interrelationships
among elements constituting practice including domains of practice, practice
competencies, and desired outcomes. Process models explain the relationship
between practice competencies and clinical outcomes. A regulatory model
explains the authority to practice, including legal requirements and the associ-
ated scope of practice. Existing models explaining CNS role and practice are
limited; many current models are developed to explain advanced practice nursing
and are not role specific. Existing models and frameworks are discussed for their
usefulness in explaining CNS role and practice. Multiple models are needed to
provide deeper understanding of the unique characteristics of the CNS role and
core CNS practice competencies. No one model is best; the best model is the one
that explains the phenomenon of interest.
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2.1 Introduction

The evolution of the clinical nurse specialist role has its roots in the mid-twentieth-
century effort to move nursing education into academic institutions of higher learn-
ing and out of apprentice-based hospital training programs (Fulton 2014).
University-based programs introduced theoretical and scientific knowledge into
nursing curricula assuring that graduates used clinical reasoning and exercised
sound judgment in the practice of nursing. Nursing education slowly shifted from a
focus on performing tasks directed by others, primarily physicians, to autonomous
decision-making grounded in scientific principles. This shift in focus caused nurse
leaders to recognize a need for an advanced, clinically expert nurse who could pro-
vide direct care to patients and families while serving as a leader in the clinical
setting promoting excellence in the practice of nursing. Frances Reiter (1966), the
first dean of the Graduate School of Nursing at New York Medical College, described
the expert nurse-clinician as a master practitioner for all dimensions of nursing
practice. This expert clinician would provide clinical care while using judgment to
assess problems, determine care priorities, and select the best nursing measures to
achieve therapeutic objectives. In addition, the expert nurse would promote quality
of care and remove system-level barriers to nursing care delivery (Reiter 1966).
About this same time, the National League for Nursing (NLN) was developing the
idea of a nurse with a clinical specialty to promote application of new knowledge
and advanced clinical methods for the ever-evolving areas of specialty care (NLN
1958). Through these efforts, graduate education emerged in the United States, and
the clinical nurse specialist (CNS) role was established. From the beginning, a CNS
was defined as a graduate degree (postbaccalaureate)-prepared nurse with a deep
knowledge of and clinical expertise in an area of specialty practice (Fulton 2014).
Over the ensuing decades, hundreds of articles about the CNS role and practice have
been published demonstrating remarkable consistency in the descriptions across
many different specialty practices and varying health systems.

Clinical nurse specialist is one of several advanced clinical practice roles in nurs-
ing. Other commonly recognized advanced clinical practice roles include nurse
practitioner, nurse-midwife, and nurse anesthetist, though the designation of
advanced practice varies by country. Conceptualizations of the CNS role and prac-
tice have been published in the form of models and frameworks. This chapter
explores models and frameworks for CNS practice and examines advanced clinical
practice models applied to the CNS role as an advanced practice nurse. The objec-
tives for this chapter are as follows:

1. Discuss the purpose of models and concepts central to CNS role and practice.

2. Examine selected models and frameworks of CNS practice and advanced clini-
cal practice.

3. Discuss challenges, opportunities, and future directions for enhancing models
for CNS role and practice.
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The models discussed in this chapter were selected as representative of different
types of models; this is not an exhaustive discussion of all published CNS or
advanced practice models and frameworks. Readers are invited to consider other
available models and frameworks for relevance in guiding CNS role development,
education, practice, and regulation within the context of individual national health-
care systems.

2.2 Purpose of Conceptual Models

Concepts are abstract ideas existing in the mind as a representation, a mental con-
struction of thoughts related to something generalized from particular instances. A
conceptual model is a description of interrelated concepts in a rational scheme for
structuring knowledge. The terms conceptual model and conceptual framework are
used interchangeably. The concepts in a model can exist along a continuum from
highly abstract to very concrete. Conceptual models are used to explain phenome-
non of interest to a discipline. There is no one best conceptual model; multiple
models of a same phenomenon provide alternative ways for explaining and examin-
ing a phenomenon.

A metaparadigm provides an overarching understanding of important concepts
within a field of study. Nursing models should include the central concepts in the
metaparadigm of nursing, which are humans, the environment, health, and nursing.
The majority of scholarly work undertaken by nurses in the past four decades
addresses these four concepts (Hicks 2014). Although there is no one best way to
view a phenomenon such as clinical specialty nursing or advanced nursing, evolv-
ing conceptual models benefits patients, nurses, other providers, and stakeholders
by ensuring consistency of practice and practice expectations. Models assist
advanced nurses to articulate a professional role and practice, serve to organize
knowledge about role competencies, and facilitate knowledge development about
the role, practice, and associated outcomes. Models can demonstrate differentiation
of advanced clinical roles (clinical nurse specialist, nurse practitioner, midwife, and
nurse anesthetist), from other advanced or specialty roles (educator, administrator,
and researcher). Models can also help differentiate one type of advanced clinical
role from the other and distinguish advanced clinical roles from generalist
staff nurses.

2.3  Definition of Clinical Nurse Specialist

The International Council of Nurses defines an advanced practice nurse as a “regis-
tered nurse who has acquired the expert knowledge base, complex decision-making
skills and clinical competencies for expanded practice, the characteristics of which
are shaped by the context and/or country in which s/he is credentialed to practice”
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(ICN 2019). Other professional nursing organizations and governmental agencies
also have published definitions and descriptions of the clinical nurse specialist that
share similarities (American Nurses Association 2013; American Association of
Critical-Care Nurse 2014; Canadian Nurses Association 2019; National Association
of Clinical Nurse Specialists 2019; European Specialist Nurses Organizations
2015). A composite of existing definitions, practice expectations, and the associated
characteristics of the CNS role is as follows.

The clinical nurse specialist (CNS) scope of practice extends beyond the general-
ist nurse in terms of expertise, role functions, mastery, and accountability and
reflects a core body of nursing and health knowledge. In addition to providing expert
specialty direct care to patients and their families, CNSs function as leaders in
advancing nursing practice by teaching, mentoring, consulting, and ensuring nurs-
ing practice is evidence-based. CNSs interpret the public’s need for nursing services
by evaluating disease patterns, technological advances, environmental conditions,
and political influences. CNSs help assure that the profession meets its social man-
date to provide quality, cost-effective, cutting-edge nursing services to the public.
The following characteristics delineate the CNS role and practice:

e CNSs are generalist-prepared professional nurses (registered nurses) with addi-
tional graduate-level (postbaccalaureate) preparation in a formal program of
study (master’s or doctoral degree).

e CNSs are expert clinicians providing direct clinical care in a specialized area of
nursing practice. Specialty practice is influenced by scientific discovery and the
public need for nursing services in delimited areas requiring in-depth knowl-
edge and skill. Specialty areas of practice may be well established or emerging
and can be categorized by developmental age or gender (e.g., pediatrics, geriat-
rics, women’s health); clinical setting (e.g., critical care, emergency); a disease/
pathophysiological state (e.g., oncology, diabetes); type of care (e.g., counsel-
ing, palliative, rehabilitation); or type of problem (e.g., pain, wound,
incontinence).

 Clinical practice for a specialty population includes health promotion, risk reduc-
tion, and management of symptoms and functional problems related to disease
and illness.

e CNSs provide direct care to patients and families, which may include diagnosis
and treatment of disease.

e CNSs practice patient-/family-centered care that emphasizes strengths and well-
ness over disease and deficit.

e CNSs influence nursing practice outcomes by leading and supporting nurses to
provide scientifically grounded, evidence-based care.

e CNSs implement improvements in the healthcare delivery system and translate
high-quality research and other evidence into clinical practice to improve clinical
and fiscal outcomes.

e CNSs participate in the conduct of research to generate knowledge for practice.

e CNSs design, implement, and evaluate programs of care and programs of
research that address common problems for specialty populations.
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e CNSs practice in a wide variety of healthcare settings, such as hospitals, com-
munity clinics, schools, mental health facilities, and occupational health clinics
to name a few. CNSs practice in ways and in places that meet the needs of
the public.

2.4  Building Blocks of Models and Frameworks

A model or framework is central to achieving CNS role consistency and sustain-
ability and in supporting evolution of CNS as a distinct and legitimate healthcare
expert in the healthcare delivery system. Models should embrace the definition of
the CNS role, provide explanations for the relationships between practice and out-
comes, and reflect practice consistent with nursing’s metaparadigm of humans,
nursing, health, and environment. No one model can easily encompass all elements,
and multiple frameworks have been proposed for describing both advanced practice
roles in general and the CNS role in particular. Models can describe one or more
central concepts of the CNS role, such as CNS practice, CNS role structure, or regu-
latory authority to practice. The distinct purpose of many existing models and
frameworks is often not stated, and comprehensive models frequently lack clarity
and focus by attempting to explain all characteristics and dimensions of the
CNS role.

Separate models and frameworks are needed to explain CNS role structure, CNS
practice, and regulatory authority to practice. A model explaining CNS role struc-
ture describes the elements and characteristics of the role and the relationships
between and among those elements. A model for CNS practice is a process model
demonstrating interrelationships among elements constituting practice including
domains of practice, practice competencies, and desired outcomes. Process models
demonstrate the relationship between practice competencies and clinical outcomes.
A regulatory model explains the legal requirements for practice and the associated
scope of practice. Multiple models will provide deeper understanding of the CNS
role and practice. No one model is best; the best model is the one that explains the
phenomenon of interest.

Understanding the difference between CNS as an advanced practice role and
CNS practice is a prerequisite for developing useful models and frameworks. A role
is a unique set of functions for which the necessary knowledge and skills are
obtained through education, training, or other requirements. For the CNS role, a
prerequisite is formal education beyond the basic generalist nursing registered nurse
education. Graduate nursing education includes common content for all advanced
practice roles; however, each role (CNS, nurse practitioner, midwife, nurse anesthe-
tist) has a unique curriculum designed to prepare graduates to function in that par-
ticular role.

Practice is the act of applying role-based knowledge and skills in the provision
of care to patients, families, groups, or communities for the purpose of achieving
designated outcomes. Competencies are statements of expected actions represent-
ing the application of role-specific knowledge and skill. Practice involves
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implementing the nursing process—assessment, diagnosis, planning, intervention,
and evaluation—using the unique competencies of the role. A model for CNS prac-
tice should demonstrate linkages between the competencies of practice and the out-
comes of practice.

A regulatory model describes the relationships between and among credentials
necessary for practice, authority within a scope of practice, and other prerequisite or
continuing requirements for practice. Credentials are mechanisms for validating
achievement of competency in a role and may include academic degree, profes-
sional certification, clinical training verification, specialty training, or other docu-
mentation that serves to validate competency consistent with a role. A regulatory
model should stipulate both the required credentials and the scope of authority in
which the person holding the credentials has authority to practice. Where a license
is issued by a governmental agency or body, the license is a mechanism for desig-
nating a scope of practice.

Multiple models and frameworks have been developed over the years to explain
CNS and advanced practice nursing (Spross 2015; Arslanian-Engoren 2019).
Models are often organized by domains, which are areas of similar concepts,
knowledge, activities, or outcomes. Domains differentiate generalized areas of
content. CNS practice has been conceptualized as occurring in three distinct, inter-
acting domains—patient (direct care), nurses/nursing practice, and systems/orga-
nizations (NACNS 2019). The knowledge, skill, and activities within each of the
domains are similar and related. In other models, the competencies have been orga-
nized by domains. Seven core competencies of advanced practice nursing,
described by Hamric and Tracy (2019), are direct clinical practice, guidance and
coaching, consultation, evidence-based practice, leadership, collaboration, and
ethical decision-making. Each competency domain captures similar knowledge,
skills, and activities.

Substantive areas of practice have also been used to describe CNS domains of
practice. Three substantive areas of CNS, derived from Lewandowski and Adamle’s
(2009) review of the literature, were managing the care of complex and vulnerable
populations, educating and supporting interdisciplinary staff, and facilitating change
and innovation within healthcare systems. Substantive areas of practice are similar
to the domains of practice and used interchangeably; however, the substantive areas
of practice may be more precise and communicate more specificity.

Competencies are demonstrated in actual performance of a skill in a defined
context and involve the application of critical thinking, knowledge, and technical
and interpersonal skill. Professional organizations develop competencies for role
and specialty practice. Professional competency statements guide curriculum devel-
opment and student educational experiences. Having competence implies both the
ability and capability to perform in a functional role and to achieve desired out-
comes (Cowan et al. 2005).

A scope of practice is legal authority to act independently—use judgment and
determine actions—within legally recognized boundaries. A scope of practice is
granted by governmental body and regulated using a legal mechanism such as licen-
sure. CNSs, like all advanced practice nurses, are first registered nurses holding a
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license to practice in an autonomous scope of nursing using independent judgment
to diagnose and treat problems amenable to nursing interventions. An advanced
practice nursing license extends the boundaries of practice beyond the registered
nurse license. Legislative bodies determine a scope of practice in statute (law) and
regulate the practice within the law using a licensing mechanism.

2,5 Critiquing APRN Models: Two Exemplars

To better understand the distinct purposes of models and the various uses of domains
and competencies within models and frameworks, two models for advanced prac-
tice nursing are discussed. Hamric’s model of advanced practice nursing, initially
developed to explain the CNS role (Hamric and Spross 1989), has been expanded
over the years to explain all advanced practice roles (Hamric and Tracy 2019).
Graphically designed as four large concentric circles, the model is primarily a struc-
tural model that includes the criteria for authority to practice. In Fig. 2.1, the left
side of the diagram is a graphic representation of Hamric’s model. The model’s first,
innermost circle represents the primary criteria for an advanced practice nursing
role and includes graduate education, professional certification, and practice focused
on patient/family. The second and third circles of the model are competencies. The
second circle, the central competency, is direct clinical practice. The third circle
contains core competencies and includes guidance and coaching, consultation, evi-
dence-based practice, leadership, collaboration, and ethical decision-making skills.
In total, the model includes seven competency domains. The fourth and outermost
circle in the model represents a fluid boundary between the profession and environ-
mental elements affecting advanced practice nursing, including regulatory and
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Fig. 2.1 Critique of Hamric’s model (Hamric and Tracy 2019) for advanced practice nursing
(Copyright © J.S. Fulton 2019)
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credential requirements, business aspects, health policy, payment mechanisms, mar-
keting and contracting, organizational structure and culture, and outcome evaluation
and performance improvement. These environmental elements create a milieu,
shape advanced practice, and must be managed as part of maintaining practice
(Hamric and Tracy 2019).

Critique of Hamric’s model. The innermost circle, identified as primary criteria
for an advanced practice nursing role, includes credentials required for practice,
education and certification, and a scope of practice that is patient and family cen-
tered. Credentials and scope of practice are elements of authority to practice model.
In addition, the outer circle, environmental elements affecting practice, includes
regulatory and credentialing requirements. All elements aligned with regulatory
requirements could be placed in a separate, authority to practice model, which could
be expanded to offer a clearer explanation (see #1, #2, and #3 in Fig. 2.1).

The profession is charged with meeting society’s needs for nursing services.
Perhaps public need for nursing should be the primary or central element. Identifying
authority to practice as the primary criteria places regulatory authority as the central
tenant of advanced practice, which diminishes the profession’s responsibility to our
social mandate. The profession first identifies needs and then advocates for govern-
mental authority to practice in a scope so as to meet the public need. Authority to
practice shaped by the public need is the last step in expanding nursing. More aptly
the order of progress should be (1) public need, (2) education and training programs
preparing nurses, and (3) regulatory authority to deliver the needed services.

While the innermost circle represents authority to practice, the second and third
circles of the model define domains of competencies. With the exception of direct
clinical practice being central, the competency domains are not weighted and are
broad enough for each advanced practice role to create competency statements
within the domains consistent with a functional role. Indeed, these competency
domains can be found in many advanced practice nursing professional competency
standards created by professional nursing organizations and government statements
(American Nurses Association 2013; American Association of Critical-Care Nurse
2014; Canadian Nurses Association 2019; National Association of Clinical Nurse
Specialists 2019; European Specialist Nurses Organizations 2015; United Kingdom,
Department of Health 2015).

The fluid outer boundary between the profession and environment includes ele-
ments affecting and shaping advanced practice. The difference between an external
element and a practice competency is not clear. Outcome evaluation and perfor-
mance improvement is arguably an essential competency of advanced practice (see
#4 in Fig. 1.2). Likewise it can be debated how many and to what extent the other
external elements can be considered core competencies of advanced practice.
Managing reimbursement and payment mechanisms, marketing and contracting
services, and engaging in shaping health policy are arguably important competen-
cies for advanced practice nurses. Hamric’s model, revised over years, is based on
considered thought but limited research. Primarily a structural model, it pulls
together elements of advanced practice nursing. It has expanded over time to explain
all advanced practice roles while also limiting its ability to explain any one role.
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© J.S. Fulton 2019)

Unlike Hamric’s structural model, Brown’s (1998) framework is a process model
linking practice competencies with outcomes. Brown described the model as a
broad, comprehensive framework of advanced practice nursing including four main
elements: role legitimacy, advanced practice nursing, outcomes, and the environ-
ment in which practice occurs (Brown 1998). In Fig. 2.2, the left side depicts the
original Brown model. Role legitimacy includes graduate education, certification,
and licensure. A line depicts the linkage between graduate education and acquisi-
tion of clinical competencies; another line depicts the necessity of role legitimacy as
prerequisite for advanced practice. Within the authority to practice box, the ele-
ments are graduate education, certification, and license. Within the advanced prac-
tice box, scope and competencies are balanced alongside the three domains of
practice—advanced clinical practice, managing healthcare environments, and pro-
fessional involvement in healthcare discourse. Outcomes are defined as the conse-
quences of practice in the three domains. Patient outcomes are health outcomes for
individuals. Healthcare environment outcomes include improved accessibility to
care, availability of diverse healthcare services, and lower cost. Professional nursing
outcomes reflect career enhancement opportunities for the individual advanced
practice nurse. The framework links practice to clinical outcomes. In addition, the
model depicts advanced practice nursing within the context of the larger environ-
mental influences of society, healthcare economy, local conditions, and the advanced
nursing community.

Critique of Brown’s Framework. Brown’s framework, like Hamric’s model,
includes authority to practice in the model, represented as role legitimacy. The
model also includes scope of practice as an element of advanced practice. Scope is
defined as specialization, expansion, autonomy, and accountability. Every license
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includes a scope of legal authority in which the license holder practices autono-
mously and is held accountable. Role legitimacy elements would best be placed in
a separate authority to practice model with graduate education and certification as
credentials leading to a license to practice in a designated scope. Figure 2.2 demon-
strates moving the role legitimacy and scope to a separate model, demonstrated on
the right side of the figure (see arrows #1 and #2 in Fig. 2.2).

Competencies, in Brown’s Framework, include both core and role. Core compe-
tencies are expert guidance and counseling of patients and families; research cri-
tique, utilization, and conduct skills; and skills in working cooperatively with others.
Role competencies include clinical, diagnostic, and management experiences in
specialty areas and differing areas of expertise in organizational management.
Competencies practiced in the three domains of clinical care—clinical practice,
healthcare environments, and professional involvement—Ilead to outcomes in four
domains. As a practice model, the outcomes could be better aligned with their
respective domains of practice, as demonstrated in Fig. 2.2, arrow #3. Like Hamric’s
model, Brown’s framework represents considered thought but lacks empiric sup-
port. Brown has not updated or revised the model since it was originally published.

Reviewing and critiquing these two models demonstrates the importance of dif-
ferentiating among models explaining structure, practice, and regulatory authority
and between domains of practice and domains of practice competencies. Both mod-
els included regulatory authority to practice that could best be explained in a sepa-
rate model. Research is needed to demonstrate the value of CNS and other advanced
practice roles. Models linking practice competencies to clinical outcomes are
needed. Identifying and validating practice outcomes would make clear the expecta-
tions to the public and therefore the rationale for authority to practice.

2.6 Conceptual Models and Frameworks for CNS Role
and Practice

Frameworks explaining structure of the CNS role describe the elements, character-
istics, and domains of the CNS role. An example of a structural model is seen in
Fig. 2.3. This model, adopted by the NACNS (2004), demonstrates the structure of
the CNS role as three interacting practice domains imbedded in specialty practice
knowledge, skills, and standards of practice. Direct care is the central domain; two
additional domains, nurses/nursing practice standards and systems/organizations,
overlap inside the direct care domain. The three domains, called spheres of influ-
ence, became the organizing frame for CNS practice competencies (NACNS 2004).
Each of the three spheres of influence included practice competency statements
organized by assessment, diagnosis, outcome identification, and planning, interven-
tions, and evaluation. Each sphere included outcomes aligned with the practice
competencies.

The model was revised by NACNS (2019) to include the larger context of CNS
practice represented by an outer boundary and included healthcare environment,
societal needs, healthcare policy, and interprofessional collaboration. The name of
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Fig. 2.3 Clinical nurse specialist practice conceptualized as core practice competencies in three
interacting spheres of influence and guided by specialty knowledge, skills, and standards
(Copyright © J.S. Fulton 2003)

the domains of practice were changed to spheres of impact from spheres of influ-
ence while retaining direct care as central with the two additional interacting
spheres. Practice in one domain interacts with the other domains such that CNS
practice in each domain is synergistic for the full practice actualization (NACNS
2019). As a model, it defines the domains of practice that explain role performance,
the relationship of the domains to each other, and the contextual elements in which
the domains are located. As a structural model, it does not explain the process of
practice or link practice to outcomes. The revised model, seen in Fig. 2.4, depicts
CNS competencies outside the domains; however, the accompanying explanation
retains the structure of competencies organized by domain and existing within the
spheres of impact, not external, and includes associated outcomes (NACNS 2019).
Placing the competencies outside the spheres is an inaccurate representation of the
narrative explanation.

Frameworks explaining practice describe the relationship between practice com-
petencies and practice outcomes. These models incorporate processes and interac-
tions by which practice competencies take place and make possible an intervention,
therapy, or change. Practice models explain the linkages between practice compe-
tencies and practice outcomes in the designated domains of practice and across the
scope of practice.

A model depicting the relationship between CNS practice competencies and out-
comes was developed by Boyle (1996). Boyle’s model recognizes both direct and
indirect practice in three domains, including direct care, nursing staff, and healthcare
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Fig. 2.4 Clinical nurse specialist practice conceptualized as practice in three interacting spheres
actualized in specialty knowledge and standards occurring in a larger environment influenced by
societal needs, health policy, healthcare environment, and interprofessional collaboration
(NACNS 2019)

team/system. Direct care is defined as the provision of CNS services delivered
directly to patients and families within a specialty consistent with specialty prac-
tice standards. The model also recognized the direct and indirect influence of CNS
practice on personnel in the health system and identified indirect influence as an
outcome of CNS practice because of a CNS’s ability to improve outcomes through
system-level interventions. Figure 2.5 is an adaptation of Boyle’s model depicting
relationships among CNS practice competencies in all three spheres and the culmi-
nating impact on patient and family outcomes within a given healthcare context or
setting.

The new model links practice competencies and practice outcomes with suffi-
cient specificity that it could be used to support research about the CNS role and
practice, though neither the original Boyle’s model nor the revised model has been
empirically validated. The NACNS practice competencies and their related out-
comes have been validated (Baldwin et al. 2007, 2009; Fulton et al. 2015) providing
a measure of validity to the structure of the CNS role.

Frameworks explaining authority to practice are based in a social contract
acknowledging professional rights and responsibilities of nurses and include a mech-
anism for public accountability. These frameworks describe the interrelationships of
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Fig. 2.5 Clinical nurse
specialist practice model
demonstrating direct and
indirect practice
competencies and
outcomes in three domains
and occurring within a
healthcare system
(Copyright © J.S. Fulton
2019)
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Fig. 2.6 Advanced practice registered nurse (APRN) regulatory model

the requirements for practice and an associated scope of practice. In the United
States, the APRN Consensus Model (2008), depicted in Fig. 2.6, is a framework
explaining authority to practice. The framework, developed by representatives from
national nursing community, addresses variability in advanced practice nurse recog-
nition and authority to practice by identifying both the roles eligible for advanced
practice authority and the associated scope of practice. Advanced practice roles
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eligible for recognition are CNS, nurse practitioner, nurse-midwife, and nurse anes-
thetist. The scope of practice for the roles may be neonate, pediatric, adult/gerontol-
ogy, family across the life span, gender health (men’s or women’s), and psychiatric/
mental health. In this model, specialty practice beyond a population is not regulated,
resulting in a decoupling of specialty education from graduate creating challenges
for specialty education in CNS curricula.

In the United States, nursing practice is regulated at the state level, and the model
proposes one approach to advanced practice recognition for all 50 states, each with
different rules and requirements. The model stipulates requirements for educational
preparation, accreditation of educational programs, professional nursing certifica-
tion, and regulatory titling. For CNSs, the most significant gain was universal rec-
ognition of the CNS role as advanced practice. As could be anticipated, such a
sweeping effort across the 50 states has, to date, met with varying success. One
significant downside to the model is that specialty populations, which are limited to
only six, exclude other, arguably equal specialty patient populations.

Two specialty populations not recognized in the model are oncology and critical
care, both specialties representing complex, vulnerable populations and having a
robust body of scientific evidence supporting practice. These specialties, with their
individual knowledge and skill base, could easily support graduate education and
prepare advanced nurses for a scope of practice in the specialty populations. The
model also excludes the maternal-infant specialty population, which has led to a
decline in advanced practice nurses caring for this vulnerable population. Thus the
model, while affording some clarity to regulation across the 50 states, has been criti-
cized for being too narrow and prescriptive. A challenge for any regulatory model is
to find the right balance between prerequisite requirements and a scope of practice
that enables nursing to respond to society’s existing and changing needs for nursing
services (Fulton 2019).

2.7 Differentiating CNS Practice

A shortcoming of many early CNS structural models was the failure to level com-
petency domains for CNS advanced practice resulting in little distinction between
generalist nursing and advanced practice nursing. Initially called “sub-roles,”
Hamric’s early work (1989) identified CNS practice competency domains as clini-
cian, educator, consultant, and researcher, which are not unique to CNS practice. All
nurses are expected to practice as clinicians, educators, consultants, and research-
ers. The depth, scope, and related outcomes of practice in these areas depend on
functional role and corresponding academic preparation and clinical training. For
example, bachelor’s-prepared nurses engage in research activities, as do master’s-,
practice doctorate (DNP)-, and research doctorate (PhD)-prepared nurses albeit not
at the same level and with different expected outcomes.

Differentiating advanced practice from expert generalist practice was the pur-
pose of Culkin’s (1984) model, which was grounded in the definition of nursing as
the diagnosis and treatment of human responses to actual or potential health
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problems. Assuming the possibility of human responses exists as a normal distribu-
tion, the model suggests that generalist nurses are prepared to deal with a more
narrow range of the human response than an advanced practice nurse. Expert gener-
alist nurses may excel at interventions for a wider range of responses when com-
pared to more novice nurses, but would not be able to intervene across the wider
range covered by an advanced practice role — a wider range of response due to
graduate-level preparation in theory and science that supports problem-solving
beyond expert experience. The model is theoretical, supported by examples for dis-
cussion, but lacks empiric verification.

An example of a research-based module that differentiated practice competen-
cies for the advanced roles of CNS and nurse practitioner (NP) is Fenton and
Brykezynski’s (1993) adaptation of Benner’s (1984) domains of practice. Benner’s
(1984) original work described seven domains of practice and identified practice
competency within the domains as a continuum proceeding from novice to new
clinician to expert in an area of practice. Benner’s work resulted from interviews
with generalist nurses, and while it included expert practice, it did not describe
advanced practice. Fenton (1985) conducted an ethnographic study examining
CNSs and their work. When comparing the findings to Benner’s domains, Fenton
identified several additional CNS-specific advanced competencies to existing
domains, and one new domain, consultation, was added as a CNS practice domain.
Similarly, Brykczynski (1989) conducted a naturalistic study to provide a contex-
tual account of experienced nurse practitioners and suggested modifications to
Benner’s domains and competencies to reflect nurse practitioner practice. Comparing
the results of the independent studies, Fenton and Brykczynski (1993) created a
model that distinguished CNS practice from NP practice and distinguished both
from expert generalist practice.

By comparing findings from independent studies, Fenton and Brykczynski’s col-
laboration demonstrated that advanced practice can be multidimensional with both
overlapping and distinct role competencies. NP practice has greater emphasis on
management of patient health and illness status in the primary care setting com-
pared to CNS practice with greater emphasis on consulting with staff around patient
advocacy, interpreting nursing responsibilities to others, and role modeling nursing
practice. Bryant-Lukosius (Fig. 2.7) further clarifies the essential distinctions
between the two roles with an advanced practice continuum model, emphasizing
how CNS practice focuses more on supporting clinical excellence through profes-
sional development, clinical leadership, education, and research while NP practice
focuses more on direct patient care. Also indicated in the model is a point on the
continuum of expansion where NP practice expands beyond the scope of the initial
registered nurse license and needs additional authority to practice.

CNS practice is largely in a field historically viewed as nursing, and in extending
the boundaries of traditional nursing, there has been little emphasis on additional
authority to practice. In contrast, other advanced practice roles, including NPs, have
been expanding nursing practice into areas historically identified with physician
practice, often resulting in considerable pushback from physicians around regula-
tory authority to practice. Figure 2.8 depicts the different emphases of the CNS and
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APN Continuum Model: Distinguishing NP from CNS Roles
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Source: Bryant-Lukosius, D. (2004 & 2008). The continuum of advanced practice nursing roles.
Unpublished document.

Fig. 2.7 The continuum of advanced practice nursing roles
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Fig. 2.8 Schema depicting clinical nurse specialist (CNS) and nurse practitioner (NP) practices
expanding nursing practice in different directions, including area of interdependent practice
(Copyright © Janet S. Fulton 2009)

NP roles, with the NP role expanding more into traditional medical practice. This
figure also includes an overlapping area of practice identified as interdependent
practice representing care that is interdependent on both providers for delivery of
the total treatment. For example, insertion of an intravenous medical device may
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rest totally with a nurse’s autonomous judgment for device selection and placement
so that medically prescribed intravenous fluids and medications can be adminis-
tered. As healthcare practices become more interprofessional, models are needed to
distinguish nursing practice from medical and other practices.

CNS practice, existing predominantly in the traditional scope of nursing, allows
for easier adaption of the role in differing countries and cultures. Whatever boundar-
ies exist for nursing in a country, there is always a need to innovate and improve the
care provided by nurses, to update standards of nursing practice, and to work within
the healthcare system to facilitate best practices and remove barriers to care. The
CNS role can support nurses in providing safe, high-quality, innovative care within
the context of any setting, system, or culture.

2.8 Challenges and Opportunities

Over the years science has changed the precision of diagnostic techniques, led to the
development of many more pharmaceutical agents, and made routine and compli-
cated surgical procedures infection-free, restorative therapies. Nursing practice has
changed too, to keep up with the scientific discoveries and specialized treatments.
Yet it remains as true now as ever that wherever nursing is practiced, there will be a
need for a nursing care expert to provide care to patients and families, identify the
needs of populations, and lead others in promoting excellence in nursing practice.
The CNS role was created by the nursing profession to fill the gap.

One ongoing challenge for CNSs is visibility. CNS practice is largely in the
area of traditional nursing practice. Much about generalist nursing practice is
poorly articulated to the public and outcomes are inadequately documented. In
contrast to NP’s higher public profile in delivering primary care, CNS practice is,
like nursing practice in general, often invisible. Nursing practiced in what has
been traditionally considered medicine, and, to a lesser extent, nursing practiced
in the interdependent area, has a higher profile than the more traditional nursing
interventions promoting care and comfort. Nurses teaching diabetic self-care may
be invisible to other providers and the larger health system. A CNS expert in dia-
betes care supporting the nurses by designing evidence-based teaching guidelines
and culturally appropriate resource materials is even more invisible (Fulton et al.
2019). Explaining that CNS practice is nursing practiced at an advanced level
when nursing practice itself is invisible is quite a challenge. There is an urgent
need for models that can be used to support research for documenting CNS prac-
tice outcomes.

Existing models and frameworks for CNS role and practice lack empiric support.
Many models were developed by thought leaders and have served to guide the
development of the roles and practice. However, research has often codified the
language of the models without challenging the validity of the model itself.
Researchers would often ask CNSs to identify or quantify activities in each of the
old “sub-roles” while not considering the appropriate level of these activities for
CNS practice or linking activities to outcomes. In addition, models used to describe
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all advanced practice roles fail to capture the nuances of each role and practice.
Generalized models lack the specificity to capture the rich, detailed data needed to
demonstrate CNS and nursing outcomes.

Additional conceptual work is needed to differentiate the CNS role and practice
from other advanced practice roles. Understanding the unique knowledge, skill, and
contributions of each role will help promote greater collaboration and cooperation
among advanced practice nurses. The result will be a stronger profession better
equipped to lead globally for the improvement of the health and well-being of the
public. Our conceptual perception of ourselves becomes our reality. To that end the
greatest opportunity is to more clearly define the CNS role and practice.
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Core Clinical Nurse Specialist Practice 3
Competencies

Jane A. Walker

Abstract

Professional practice standards and competencies have been created by a variety
of international organizations for the purpose of guiding clinical nurse specialist
(CNS) practice, education, and credentialing. Competencies also address knowl-
edge, skills, abilities, and judgment required to safely carry out one’s profession.
The focus of this chapter included a review and examination of definitions and
purposes of competencies, use of competencies in nursing practice, evolution of
competencies with respect to CNS practice, similarities and differences in inter-
national conceptualizations of CNS practice with respect to advanced practice
nursing, comparison of published CNS competencies, and examination of the
relationship of research-based themes of CNS practice to published competen-
cies. Much consistency in international competency domains of CNS practice
existed regardless of the methods used to develop them. Common core compe-
tency domains included direct care, research and evidence-based practice, qual-
ity improvement, education and teaching, communication, consultation,
collaboration, leadership, and policy. Published research reports supported the
existence of these competency domains. Although international variability is
present regarding whether or not CNSs are considered to be advanced practice
nurses, competencies and domains of practice are actually stable and can be used
internationally to articulate the CNS role with clarity and consistency.
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3.1 Introduction

In 1953, the International Council of Nurses (ICN) published its first document
outlining a code of ethics, with the most recent edition, published in 2012, address-
ing several aspects of competency and standards (International Council of Nurses
2012). Specifically, the ICN outlined the need for professional nurses to be respon-
sible for maintaining personal competence; consider competency of self and others
when assuming responsibility or delegating duties to others; and assume ‘“the major
role in determining and implementing acceptable standards of...practice...and edu-
cation” (ICN 2012: 3). Therefore, it is a professional responsibility for nurses to be
involved in the process of determining practice standards and related
competencies.

During the past several decades, various international nursing organizations and
government agencies have written and published professional standards and compe-
tencies. These documents have guided nursing practice across levels of education
and nursing practice roles, including advanced practice nursing (APN) (Canadian
Nurses Association 2019; International Council of Nurses 2019; National
Association of Clinical Nurse Specialists 2019; Royal College of Nursing 2018a).
These competency statements can be useful for standardizing scope of practice,
knowledge, and skills across advanced practice nursing roles, including CNS
practice.

In addition to standardizing practice, published competency statements can pro-
vide a framework for understanding similarities and differences in CNS practice
across the world. This understanding can also provide contextual clarity when read-
ing publications or publishing manuscripts related to CNS practice. Similarly, an
understanding of competency statements may be useful for organizations that are in
the process of developing or revising CNS competencies.

However, in spite of the presence of competency statements, CNS role confusion
continues to exist due to international variability in definitions, education require-
ments, scope of practice, and classification of CNS practice as advanced practice
nursing or not (Dury et al. 2014; ICN 2019; King et al. 2017; Stasa et al. 2014). The
purpose of this chapter will be to explore definitions and purposes of competencies,
describe how competencies are used in nursing practice, review the evolution of
competencies with respect to CNS practice, examine similarities and differences in
international conceptualizations of CNS practice with respect to advanced practice
nursing, compare published CNS competencies, and relate research-based themes
of CNS practice to published competencies.

3.2 Definitions

Internationally, definitions of competence and competency are very similar. For
example, the American Nurses Association (ANA) (2015) defined competency as
“...an expected level of performance that integrates knowledge, skills, abilities, and
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judgement” (p. 44). Similarly, the ICN (2009) defined competence as “the effective
application of a combination of knowledge, skill and judgement demonstrated by an
individual in daily practice or job performance” (p. 6).

Published competencies are used for a variety of purposes. One purpose is to
clearly articulate professional role and scope of practice. Written competencies
describe the knowledge and skills that correspond with respective nursing roles,
thus delineating role expectations. When role expectations are clearly defined,
licensure bodies can then use published competencies as a basis for practice regula-
tion (APRN Consensus Work Group 2008; ICN 2019). Finally, competencies are
used as a guide for developing curricula in nursing education and to assess attain-
ment of education outcomes (Fulton 2009). For example, international and US-based
national nursing education accreditors require programs to demonstrate the extent
to which program graduates achieve program-specific competencies upon gradua-
tion (ACEN 2017; CCNE 2018; ICN 2019).

3.3 Evolution of CNS Competencies

Clinical nurse specialist competency domains began appearing in the literature in
the 1960s (Fulton 2014). According to these early publications, role/competency
domains focused on practice based on synthesis of the biobehavioral sciences; role
modeling; quality improvement; consultation; staff and patient teaching; group
dynamics; interpersonal communication skills; interprofessional teamwork/collab-
oration; change agency; research and inquiry; and improvement of patient outcomes
through creative practice (Fulton 2014). Over the following 10 years, various
authors continued to publish papers describing the CNS role and competencies.
Interestingly, as noted by Fulton (2014), the CNS role remained similar throughout
this time period.

In 1998, the National Association of Clinical Nurse Specialists based in the
United States published the first document of CNS competencies written by a nurs-
ing association (Fulton 2014; NACNS 1998). These competencies integrated earlier
conceptualizations of CNS practice using a three spheres of influence framework
consisting of patient/client, nurses and nursing practice, and organizations and sys-
tems (Fulton 2014). By organizing the competencies in the spheres of influence
framework, it was possible to describe competencies in their respective contexts as
opposed to discrete skills. Thus, a more wholistic conceptualization of CNS prac-
tice competencies was possible while retaining enough detail to describe practice
expectations (Fulton 2014; NACNS 1998). It is also important to note that the 1998
NACNS competencies and subsequent updates focused on core competencies inde-
pendent from specialty. Fulton (2014) noted that it was important to separate the
concept of role from specialty, because specialty focuses on specialty knowledge
and specialties in healthcare continually evolve. By being able to focus on role, it
was possible to write core competencies that cross specialty boundaries and apply
to CNS practice irrespective of specialty or context (Fulton 2014).
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Since that time, the 1998 NACNS competencies have been updated several times
(NACNS 2004, 2019), and other international organizations have also published
CNS-specific competencies (Canadian Nurses Association 2019; European
Specialist Nurses Organisations 2015; ICN 2019). Work is ongoing internationally
to define the CNS role and subsequent competencies (ICN 2019; Jokiniemi
et al. 2018).

3.4 Clinical Nurse Specialists and Advanced
Practice Nursing

Before addressing similarities and differences among international CNS compe-
tency statements, the question of whether CNS practice represents advanced prac-
tice nursing will be discussed. Note that this discussion represents an international
sample and is not meant to be exhaustive. The ICN (2019) recently published guide-
lines on advanced practice nursing. In this document, the ICN defined the advanced
practice nurse as ““...a generalist or specialized nurse who has acquired, through
additional graduate education (minimum of a master’s degree), the expert knowl-
edge base, complex decision-making skills and clinical competencies for advanced
nursing practice...” (p. 4). The ICN also recognized CNSs and nurse practitioners
as the most commonly identified advanced practice nurses (2019). In the United
States, CNSs, along with nurse practitioners, certified nurse anesthetists, and certi-
fied nurse-midwives, are all recognized as advanced practice nurses (APRN
Consensus Workgroup 2008). Similarly, in Canada, CNSs and nurse practitioners
are recognized as advanced practice (Canadian Nurses Association 2019). Finally,
CNS practice has been considered to be advanced practice in Europe (European
Specialist Nurses Organisations 2015), Japan (Kondo 2013), and the Republic of
Ireland (ICN 2019).

Alternative conceptualizations of advanced nursing practice and the CNS role
exist in Australia and the United Kingdom. For example, the Nursing and Midwifery
Board of Australia (NMBA) recognizes, for regulatory purposes, two categories of
advanced practice: “advanced nursing practice” and “advanced practice nursing.”
Advanced nursing practice refers to registered nurses, or nurse practitioners who
practice at an advanced generalist or specialist level. Therefore, advanced nursing
practice is not considered to be role based, but refers instead to a level of practice
(NMBA 2016). Advanced practice nursing refers solely to nurse practitioner prac-
tice (NMBA 2016).

Ongoing work to delineate nursing roles has been taking place in Australia. For
example, Gardner et al. (2017) carried out a large national cross-sectional study of
nursing practice and used cluster analysis to identify seven separate clusters of nurs-
ing. Their analysis revealed a cluster focused on nurse practitioner that was charac-
terized by a significant level of advanced practice. The analysis also revealed an
advanced practice nurse cluster comprised of several advanced nursing titles,
including the clinical nurse specialist (Gardner et al. 2017).
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The use of non-role-based umbrella terms of “advanced level nursing practice”
is also occurring in the United Kingdom with agreement by the health departments
of England, Northern Ireland, Scotland, and Wales (RCN 2018a). For example, the
Royal College of Nursing defined advanced practice as “a level of practice rather
than a type of practice” (RCN 2018b: 6). The RCN recognized various advanced
nursing roles that are developing, including clinical nurse specialists, with a focus
on education at the master’s level with skill and expertise in the advanced practice
pillars of practice: clinical/direct care; leadership and collaborative practice;
improving quality and developing practice; and developing self and others (RCN
2018b). Therefore, nurses practicing at an advanced level would practice according
to the four pillars regardless of their role. Note that the names of the four pillars may
vary somewhat among the four UK countries but are conceptually similar.

Of interest, an effort is underway in England to conceptualize advanced clinical
practice with respect to multiple types of healthcare providers (NHS Health
Education England 2017). Within this framework, the focus is on advancing prac-
tice within practice pillars that apply to multiple professions. Clinical nurse special-
ists would then practice within this multi-professional umbrella.

Based on the preceding discussion, it can be seen that international differences in
terminology and conceptualizations of CNS practice as advanced practice exist.
Additionally, differences in defining advanced practice by role, as opposed to defin-
ing advanced practice as advanced knowledge, skills, and expertise, may lead to
misconceptions about CNS practice and about advanced practice nursing in general.

3.5 Clinical Nurse Specialist Competencies

A comparison of international CNS competencies is important to understand how
CNS work is similar and different around the world. Published comparisons of CNS
competencies from an international perspective are limited. However, Sastre-
Fullana et al. (2014) published a literature review of competency frameworks used
in advanced practice nursing. In addition to reviewing competency models, the
authors reviewed competency assessment tools and focused on mapping and stan-
dards of practice (Sastre-Fullana et al. 2014). The authors used a systematic search
strategy to select 119 documents from the literature in addition to 97 documents
from gray literature. The authors analyzed the selected documents using a content
analysis process. As a result of this analysis, the authors extracted 17 common com-
petency domains of advanced practice nursing represented by 29 countries (Sastre-
Fullana et al. 2014). The most common domains, accounting for approximately
44% of the competency dimensions across countries, included research, clinical and
professional leadership, mentoring and coaching, and expert clinical judgment
(Sastre-Fullana et al. 2014). The four domains with the least amount of commonal-
ity across countries included communication, cultural competencies, advocacy, and
change management (Sastre-Fullana et al. 2014).

The review carried out by Sastre-Fullana et al. (2014) was extensive and included
competencies of all advanced nursing practice roles. In this chapter, competencies
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focused on CNS practice are described. When competencies were published as
advanced-level competencies and included CNS practice, they were included. Also
included were intermediate-level nurse specialist competencies requiring education
beyond that required for entry-level nursing practice.

To locate published competencies, a search of scientific databases was performed
in addition to searching for competencies from country-specific and international
nursing organizations. Lists of potential countries with CNS competencies were
located through publications by Sastre-Fullana et al. (2014) and by Schober and
Green (2018). It is possible, however, that all published competency statements
were not located. A description of CNS and advanced-level competencies can be
found in Table 3.1.

A review of the domains of competencies listed in Table 3.1 demonstrated much
similarity in CNS and advanced-level competencies existing across the world. All
organizations addressed competencies related to direct practice. Within the domain
of direct practice, common competencies related to clinical management, expert
assessment, teaching, decision-making, and diagnosing. All organizations included
competencies related to education and teaching.

As mentioned under the direct practice domain, patient teaching was commonly
mentioned, but teaching also included competencies related to staff education and
ongoing personal continuing education. Research and evidence-based practice was
another domain addressed by all competency sets. Research-specific competencies
included skills of appraisal, utilization, research participation, and dissemination.
Similarly competencies addressed the application and translation of evidence into
practice.

Competencies in managing quality and skills specific to audit and practice moni-
toring were frequently included in the competency domains. Common competency
domains related to mentoring, communicating, consulting, and interacting with
staff and other professionals existed. Finally, competencies focused on leadership,
interprofessional collaboration, and teamwork based on foundations of ethical prac-
tice were included.

In addition to competency statements, several published papers focused on CNS
role perception in a number of countries that are in the process of formalizing the
CNS role. In Finland, Nieminen et al. (2011) performed focus group interviews
with selected CNSs and APN students to examine perceptions of role competencies
and their relationship to practice. The researchers completed content analysis of
interview transcripts, and themes relating to five competency domains emerged.
The domains included “assessment of patients’ caring needs and nursing care activ-
ities,” “caring relationship,” “multi-professional teamwork,” “development of com-
petence and nursing care,” and “leadership in a learning and caring culture”
(Nieminen et al. 2011: 664). Supporting categories included concepts such as inde-
pendence, education, teaching, research, and cooperation. The authors concluded
that clinical competency at the advanced practice level represented more than
advanced skills and included quality relationships with patients and collaboration
with other healthcare providers (Nieminen et al. 2011).

9 ¢
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In one of several follow-up studies, also conducted in Finland, Jokiniemi et al.
(2018) determined construct validity of CNS core competencies. The researchers
reported work that took place over several years and involved a series of studies.
Multiple methods were used including a Delphi study, cross-mapping of CNS com-
petencies under development in Finland with international competencies, and two
phases of content validity assessment (Jokiniemi et al. 2018). As a result of this
work, the authors decreased the number of potential competencies from 75 to 50
with a content validity index of 0.94. The four resulting competency domains
included patient, nursing, organization, and scholarship (Jokiniemi et al. 2018).

While not focused specifically on competencies, Onishi and Kanda (2010) con-
ducted a study to examine managers’ perspectives of certified nurse specialist
(CNS) roles in Japan. The CNS role in Japan is focused on nursing practice, consul-
tation, care coordination, ethical care, education, and research (Japanese Nurses
Association 2016). Whereas CNSs are educated at the master’s level, there also
exists a certified nurse (CN) who completes 6 months of education beyond entry
level. Role expectations for the CN include “practice, teaching and consultation”
(Onishi and Kanda 2010: 312). The researchers completed focus group interviews
with nurse administrators to explore their expectations regarding roles of the CNS/
CN as well as their perceptions about managing CNSs and CNs. Analysis of the
interviews revealed three themes of expectations focusing on staff education, qual-
ity improvement, and role development. The administrators identified that commu-
nication skills and negotiating skills were necessary for the role to be effective
(Onishi and Kanda 2010).

The role dimensions and themes that emerged from the primary studies mirrored
the competencies listed in Table 3.1. As can be seen from a review of these studies
and competency statements, much international similarity in the core role of the
CNS exists. Core CNS competency domains also aligned well with the common
advanced practice domains identified by Sastre-Fullana et al. (2014). The primary
difference was that communication competencies appeared to be more commonly
addressed in the CNS competencies than in the common advanced practice
competencies.

3.6 Discussion

In this review of competency statements and research, much similarity in interna-
tional CNS practice exists. Common domains of CNS competencies related to
direct care; education and teaching; research and evidence-based practice; quality
improvement; communication, consultation and mentoring; leadership, interprofes-
sional collaboration, and ethics. Several competency statements addressed CNS
competencies related to working with nurses and positively influencing work setting
culture. Clinical nurse specialist competencies also focused on dissemination.

It is interesting that such a high level of international agreement on CNS compe-
tencies exists when one considers the variety of ways that competencies developed
over the years. The original, 1998 NACNS competencies were developed
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inductively through a job analysis process (Baldwin et al. 2007). An expert panel
consisting of practicing CNSs and educators reviewed over 80 job descriptions rep-
resenting a wide geographic area in the United States and representing a variety of
specialties. The panel extracted themes from the job descriptions and then reviewed
published work that related to core CNS practice. Through these analyses, the three
themes of patient/client, nurses and nursing personnel, and organization/system
emerged. A series of internal and external reviews of draft and revised competency
statements followed the competency development process (Baldwin et al. 2007). A
2004 update of the NACNS competencies followed a similar process of extensive
internal and external feedback (Baldwin et al. 2007). A new edition of NACNS
competencies was released in 2019 (NACNS 2019).

The Canadian Nurses Association approach to developing the pan-Canadian
CNS competencies (2014) differed from that used by NACNS. The Canadian
Nurses Association used a five-phase process including a review of current CNS
practice and competency frameworks; development of a competency profile by
CNSs from across the country; review and input by a competency development
steering committee; stakeholder review and validation using a snowball survey
approach; and final revisions by the steering committee incorporating stakeholder
feedback.

In the United Kingdom, the RNC published in 2018 updated competencies (RCN
2018a) that represent a collaboration among the four countries: England, Northern
Ireland, Scotland, and Wales. Each country uses a pillar of practice approach to
designate practice domains, although the pillars of practice have evolved somewhat
differently in each country (RCN 2018a).

It can be seen that some of the methods used to create CNS/ANP competencies
were similar, but there also existed a mix of inductive and deductive processes.
These different processes have converged, resulting in very similar international
CNS competencies and role patterns. This convergence confirms the validity of
CNS competencies on a worldwide basis.

3.7 Future Directions

It is expected that existing CNS competency statements will continue to be revised
over time. Based on recent activity focused on competency creation, we can also
expect that additional countries and regions of the world will continue to create,
promote, and institutionalize CNS competencies (European Specialist Nurses
Organisations 2019; Jokiniemi et al. 2018).

It is unclear to what extent CNS competencies will change over the next
10-20 years. In the United States, NACNS has recommended requiring the Doctor
of Nursing Practice (DNP) degree in the future for entry into CNS practice (NACNS
2015). However the master’s degree is still considered to be the degree required for
entry to advanced practice, including CNS practice (ICN 2019). Additionally,
NACNS’s 2019 competencies were written to be applicable for master’s as well as
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DNP entry into practice. Competency domains have therefore remained fairly stable
and universal for a number of years and will likely continue to be appropriate as a
framework for CNS practice.

Another question is how the role of competencies will evolve in the future.
O’Connell et al. (2014) questioned the usefulness of competencies to address the
complexities surrounding advanced nursing practice. They indicated that competen-
cies can be helpful when describing needed knowledge and skills in stable situa-
tions, but might not fully ensure that providers will be competent when faced with
a complex, dynamic problem or situation (O’Connell et al. 2014). To address this
gap, O’Connell and colleagues recommended adopting a capability framework to
replace the use of competencies as a guide for advanced practice. O’Connell et al.
(2014), citing the Australian Capability Network, defined capability as “the combi-
nation of skills, knowledge, values and self-esteem which enables individuals to
handle change” (p. 2731). They further indicated that specialist expertise depends
on capability and that specialists who are capable continue to build their skills dur-
ing their career (O’Connell et al. 2014).

There is evidence that several countries are using a capability as opposed to com-
petency approach for conceptualizing advanced practice. For example, England’s
multi-professional framework for advanced clinical practice uses capabilities as
opposed to competencies (NHS Health Education England 2017). Similarly, (NHS
Education for Scotland has published a number of capability framework documents,
including a document addressing nurses, specialists, and carers of individuals with
cancer 2008). It will be interesting to see how these ideas evolve over time.

3.8 Conclusions

In summary, CNS and advanced nursing practice competencies have been used to
guide practice for approximately 20 years. Many similarities exist among published
competency statements and domains of CNS practice regardless of the methods
used to develop them. This consistency provides insights into the universality of the
CNS role. Although international variability is present regarding the titles used to
describe CNS practice, competencies and domains of practice are actually stable
and can be used internationally to articulate the CNS role with clarity and
consistency.
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Clinical nurse specialists (CNSs) are advanced practice nurses and are prepared
in graduate nursing programs with curriculum specifically designed to prepare
CNSs. This chapter discusses educational standards for use in developing a CNS
program curriculum. The discussion includes foundational standards underpin-
ning graduate nursing education, standards and recommendations for preparing
nurses in advanced clinically focused functional roles, and standards and compe-
tencies for preparing clinical nurse specialists. Criteria for evaluating and accred-
iting CNS programs are also discussed. By using the standards and guidelines
discussed in this chapter or others, CNS faculty will have the tools necessary to
create a robust curriculum for preparing CNSs for expert specialty practice in a
variety of clinical settings.
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4.1 Introduction

Clinical nurse specialists (CNSs) are advanced practice nurses, and the educational
preparation of CNSs should follow the recommendations for all advanced practice
nurses (APN). The International Council of Nurses (ICN) recommends APN be
prepared (1) at an advanced level and (2) in a formal education program (accredited
or other approval mechanism) and (3) recognized by a formal system for credential-
ing graduates for entry into advanced practice (licensure, registration, certification)
(ICN 2019). Advanced-level education is best achieved through graduate education
programs designed on the assumption that students first completed an undergradu-
ate bachelor’s degree. A master’s degree or practice doctoral degree are the two
options for formal, graduate-level advanced educational preparation. However,
advanced nursing practice is continuing to evolve, and many countries and educa-
tional systems do not offer graduate degree options for nurses. At minimum,
advanced education should be formal education beyond basic, generalist prepara-
tion and recognized by certificate or other mechanism denoting formal preparation
at an advanced level.

This chapter examines standards and guidelines for designing, implementing,
and evaluating clinical nurse specialist educational programs at the graduate level.
The recommendations are intended to assist faculty interested in developing a CNS
education program that prepares graduates to practice in the CNS role. CNS prac-
tice is shaped by both professional standards and local needs for CNS leadership
and services in the community.

4.2 Education Standards

Nursing education leaders and faculty have an obligation to graduate highly compe-
tent clinical nurse specialists prepared to safely practice nursing at an advanced level.
One way to assure well-prepared graduates is to use professional, national or inter-
national standards to guide curriculum development, implementation, and evaluation.

Education standards are goal-directed systems of instruction designed to guide
the mastery of knowledge and skills of learners (Great Schools Partnership 2017).
Using standards to guide curriculum helps assure that students achieve the required
knowledge and expected performance competencies. Standards can also be used by
external bodies to evaluate the scope and quality of the academic program and to
accredit the program as having met established standards. In designing a CNS cur-
riculum, a standards-based approach is recommended.

Educational standards may be developed by external organizations, such as pro-
fessional nursing organizations, or may be developed internally by faculty as part of
designing an academic program. Externally developed standards may be adopted
completely or may be adapted to meet local needs, resources, and circumstances.
Internally developed curricula should reflect a systematic approach using a frame-
work for the design and implementation of curriculum and evaluation of student
learning.
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CNS specialty
education/
practice standards

CNS education
standards

Advanced practice nursing
education standards

Graduate nursing education standards

Fig. 4.1 Educational standards building blocks for graduate-level clinical nurse specialist
education

Faculty prepared and experienced in the advanced practice role that the curricu-
lum is being designed to prepare should lead curriculum development. Accordingly,
faculty prepared as CNSs should lead the design and implementation of curriculum
for CNS programs. Experienced CNS faculty should be consulted when a school is
beginning a new CNS program and lacks CNS faculty.

The standards to be considered in developing a CNS curriculum should include
(a) graduate-level nursing education standards, (b) advanced practice nursing edu-
cation standards, (c) CNS-specific nursing education standards, and (d) CNS spe-
cialty practice standards. See Fig. 4.1.

4.3  Graduate Nursing Education Standards

Standards for graduate nursing education are foundational to developing a CNS
graduate curriculum. Graduate education standards are built on the expectation that
students enter the graduate program with an undergraduate degree in nursing pre-
pared to practice as generalists. Graduate education in nursing is designed to pre-
pare students to practice in advanced, differentiated functional roles. Clinical nurse
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specialist is a functional role. Examples of other advanced functional roles are nurse
administrator, educator, informaticist, nurse practitioner, or midwife. Some
advanced functional roles focus on indirect care practices, such as nurse administra-
tor or informaticist. Other advanced functional roles are focused on direct care. In
the United States, four advanced direct care functional roles are recognized—
clinical nurse specialist, nurse practitioner, nurse anesthetist, and nurse-midwife.
Not all countries recognize these four functional roles as advanced practice, while
other roles are recognized as advanced practice. In many countries clinical nurse
specialists have different titles, such as nurse consultant. Regardless of the advanced
role, all advanced nurse graduates should be prepared with similar foundational
content. This content typically includes nursing theory/theoretical underpinnings of
practice, research and evidence-based practice, statistical analysis, leadership the-
ory and principles, and health policy and advocacy.

One widely used standard for graduate nursing education is the American
Association of Colleges of Nursing’s The Essentials of Master’s Education in
Nursing (AACN 2011). This standard includes recommendations for nine content
areas that are foundational for all graduate education in nursing. Also, the Canadian
Association of Schools of Nursing (CASN) has developed a framework and stan-
dards for undergraduate, master’s, and doctoral education. The framework includes
six domains applicable to all nursing programs, which are (1) knowledge; (2)
research, methodologies, critical inquiry skills, and evidence-based practice; (3)
nursing practice; (4) communication and collaboration; (5) professionalism; and (6)
leadership. Guiding principles are included for each domain (CASN 2015).

The International Council of Nurses recommends a master’s degree for entry-
level education for an advanced nursing role (ICN 2019); however, nursing has not
yet achieved the goal of universal baccalaureate degree for entry into practice.
Associate degree and hospital-based diploma programs prepare basic, generalist
nurses. Graduates of these non-baccalaureate programs need additional coursework
or degrees prior to entering a graduate program. Faculty can use undergraduate
educational standards to identify gaps in academic content and build learning
bridges (courses or degrees) to move associate degree and diploma-prepared nurses
into graduate-level nursing programs. To identify gaps faculty should conduct a gap
analysis between non-baccalaureate programs and baccalaureate programs using
established standards for undergraduate education such as the American Association
of Colleges of Nursing Essentials of Baccalaureate Education (AACN 2008) or the
Canadian Association of Schools of Nursing’s National Nursing Education
Framework (CASN 2015).

4.4  Advanced Practice Nursing Standards

Standards specific to advanced practice nursing are the next level of more specific
educational criteria after the foundational standards (Fig. 4.1). Advanced practice
nursing functional roles, with practices focused on direct care, share a common core
of knowledge for practice. The only known standards for advanced nursing practice
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curriculum regardless of the functional role are The Essentials of Doctoral Education
for Advanced Nursing Practice (AACN 2006), which were specifically developed
for preparing advanced nurses with a practice doctorate (Doctor of Nursing Practice,
DNP). Practice doctorates have only recently been introduced in the United States.
Advanced practice nurses continue to be largely prepared at the master’s level.

Standards and guidelines for preparing advanced practice nurses have been
developed by professional nursing organizations. In the United States, Advanced
Practice Registered Nurses (APRN) Consensus Work Group and National Council
of State Boards of Nursing APRN Advisory Committee’s Consensus Model for
APRN Regulation: Licensure, Accreditation, Certification & Education (2008) rec-
ommends three separate graduate-level advanced core courses, one each in physiol-
ogy/pathophysiology, pharmacology, and health assessment. In addition, a minimum
of 500 supervised clinical practice hours are recommended be included in the mas-
ter’s curriculum for all advanced practice functional roles.

Other professional organizations recommend core advanced practice competen-
cies that should be considered in planning a CNS curriculum. The Canadian Nurses
Association’s Advanced Nursing Practice: A National Framework (CNA 2008)
describes common elements of graduate nursing education required for students to
achieve proficiencies in clinical practice competencies in all advanced functional
roles. The United Kingdom’s Advanced Level Nursing: A Position Statement (2010)
describes the level of practice expected of nurses working at advanced level provid-
ing direct care to patients. These and other documents, country-specific guidelines
and standards describing overall competency expectations for advanced practice,
can be helpful in developing a curriculum that supports students in meeting advanced
practice expectations.

4.5 Clinical Nurse Specialist Core Education Standards

The International Council of Nurses (ICN) defines a nurse specialist as a nurse hold-
ing advanced education and expertise in a defined area of nursing and requiring (1)
a formal recognized program of study built upon education initially required for
recognition to practice as a nurse (registered/licensed) and (2) preparation and
authorization consistent with the scope of practice, education, and regulatory
requirements for post-basic education (ICN 2009). ICN does not provide curricu-
lum standards for advanced specialty preparation; however, it does provide a com-
petencies framework (ICN 2009). This framework follows the domains for generalist
nursing practice building on the knowledge and practice competencies of the regis-
tered nurse. The domains of the framework are (1) professional, ethical, and legal
practice; (2) care provision and management, and (3) professional, personal, and
quality development (see Table 4.1).

Developing professional competence in students is the goal of educational pro-
grams. Professional practice competency is demonstrated in the actual performance
of a skill in a defined context and consistent with institutional policies. Competent
performance involves the application of knowledge, judgment, technical ability, and



58 A. Mayo et al.

Table 4.1 International Council of Nurses’ competencies framework (reference: ICN Framework
of Competencies for the Nurse Specialist 2009)

Domain: Professional, ethical, legal practice
Elements Accountability
Legal practice
Ethical principles
Domain: Care provision and management
Elements Key principles of care
Therapeutic communication and relationships
Health promotion
Assessment
Planning
Implementation
Evaluation
Leadership and management
Interprofessional health care
Delegation and supervision
Safe environment
Domain: Professional, personal, and quality development
Elements Enhancement of the profession
Quality improvement
Continuing education

interpersonal skills directed at achieving a desired outcome (Cowan et al. 2005).
Competency frameworks and competency standards are developed by professional
nursing organizations and should be used to inform educational program preparing
clinical nurse specialists and other advanced practice nurses.

In addition to the ICN competency framework, two professional organizations
have published clinical competencies for clinical nurse specialists that are organized
into domains of practice such that they can provide a framework for organizing
educational content—the Canadian Nurses Association (CNA) and the National
Association of Clinical Nurse Specialists (NACNS) in the United States. The two
sets of practice competencies are similar in content. The Pan-Canadian Core
Competencies for the Clinical Nurse Specialist (CNA 2014) organize the competen-
cies into four domains of practice: (1) clinical care; (2) systems leadership; (3)
advancement of nursing practice; and (4) evaluation and research. The NACNS
competencies are organized into three domains of practice: (1) patient care; (2)
nurses and nursing practice; and (3) organizations and systems (NACNS 2019). The
NACNS Statement on Clinical Nurse Specialist Practice and Education (2019)
includes recommendations for CNS education specifically designed to achieve the
NACNS core CNS practice competencies. See Table 4.2.

4.6 CNS Specialty Practice Education Standards

Central to CNS practice is advanced clinical expertise in diagnosis and intervention
to prevent, remediate, or alleviate illness and promote health with a defined specialty
population — be that specialty broad or narrow, well established, or emerging
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Table 4.2 Summary of essential core content areas for developing clinical nurse specialist
competencies

1. Theoretical and empirical foundations for CNS practice

Content: Theories, conceptual models, scientific principles, research, and other evidence related

to advanced, specialty practice

2. Phenomena of concern

Content: Phenomenon of concern for nursing including health promotion, risk reduction,

symptom management, functional status, health-related quality of life, and self-management

3. Design, implement, and evaluate innovative nursing interventions

Content: Assessment and environmental scanning; designing, implementing, and evaluating

evidence-based interventions and programs of care addressing needs of specialty populations

4. Clinical inquiry/critical thinking/clinical judgment

Content: Apply critical thinking and clinical judgment to the process of clinical inquiry for

solving problems and exploring possibilities. Examine innovative care options with improved

clinical and fiscal outcomes

5. Healthcare technology, products, and devices

Content: Select, use, and evaluate technology, products, and devices to support nursing practice

and improved outcomes. Explore the development of new technology, products, and devices

6. Teaching and coaching

Content: Theories and evidence related to health behaviors, teaching, and coaching of learners

including patients/families, nurses, and other healthcare professionals

7. Influencing change

Content: Theory and evidence-based approaches to implementing change in the practice setting

8. Systems thinking

Content: System theory, organizational behaviors, change theory, using influence and power,

health policy and advocacy

9. Leadership for interprofessional collaboration

Content: Leadership theory and skills, collaboration, interprofessional practice, healthy work

environments, care coordination, and transition management

10. Consultation theory

Content: Consultation theory, consultation methods and processes, application of consultation

principles

11. Quality improvement and safety

Content: Theories and evidence related to quality improvement and safety, quality improvement

methods, improving safety in practice setting

12. Measurement and outcome evaluation methods

Content: Principles of measurement and instrumentation; data collection, management, and

analysis. Application of principles to clinical assessment and evaluation

13. Evidence-based practice and knowledge translation

Content: Evidence-based practice principles and methods, processes for knowledge translation,

conducting analysis, developing practice guidelines

14. Interpersonal communication and leadership

Content: Communication and leadership theory and principles, conflict management, critical

conversations, peer feedback, shared decision-making, and interprofessional practice

15. Advocacy and ethical decision-making

Content: Scope and standards of practice, ethics in nursing practice, application of ethics for

decision-making and advocacy

Clinical practicum experiences

1. Emphasis is on learning the CNS role and practice competencies under the guidance of an
experienced practicing CNS preceptor in a structured clinical practicum. Students have
opportunities to integrate knowledge and skills and develop competencies in all practice
domains

(continued)
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Table 4.2 (continued)

2. Opportunities to individualize the program of study, develop areas of strength, meet
personal career goals, develop competencies related to selected specialty population

3. Socialization into professional clinical and professional leadership, exploration of career
options, establishment of a network of CNS colleagues for professional collaboration and
continuing development

National Association of Clinical Nurse Specialists (NACNS), Statement on Clinical Nurse
Specialist Practice and Education (2019). Reston, VA: Author

(NACNS 2019). Specialty practice evolves to meet the needs of the public for
advanced nursing services. Examples of specialty practice areas include pediatrics,
geriatrics, and women’s health (population-based); critical care, emergency, and
perioperative (setting-based); dementia, oncology, psychiatric, and diabetes (disease-
based); behavioral health, and rehabilitation (care-based); or falls, wound, inconti-
nence, and pain (problem-based). Schools of nursing offer educational programs
organized by specialty, such as the University of Regina, Canada, which offers
advanced specialty programs in mental health, geriatrics, indigenous studies, pallia-
tive care, maternity, medical-surgical, and pediatrics (University of Regina https://
www.uregina.ca/nursing/programs/CNS/index.html. Accessed July 19, 2019).
Specialty organizations in nursing exist to address the unique needs of nurses
caring for specialty populations. To serve the needs of their members, specialty
organizations create standards of practice clinical care of the special population.
Most often the specialty standards of practice are developed at the generalist level;
however, a few organizations have prepared standards of practice for advanced
practice nurses and/or clinical nurse specialists. Two professional nursing organiza-
tions that have developed advanced practice standards are the American Association
of Critical-Care Nurses (AACN 2014) and the Gerontological Advanced Practice
Nurses Association (GAPNA 2015). When available, advanced specialty standards
should be incorporated into a curriculum that prepares CNSs to practice in that spe-
cialty. If advanced specialty standards of practice are not available for a specialty,
then generalist standards should be considered in planning curriculum content.

4.7  Specialty-Specific Example of a Curriculum

A well-designed CNS curriculum incorporates standards for graduate nursing edu-
cation, advanced practice nursing education, CNS education, and CNS specialty
practice. An example is the Adult-Gerontology CNS curriculum at the University of
San Diego. Table 4.3 lists the individual courses in the curriculum, the level of edu-
cational standard, and provides an example of an appropriate level standard that
supported the course design. The specialty competencies for this example are the
Adult-Gerontology Clinical Nurse Specialist Competencies (AACN 2010) collab-
oratively developed by the Hartford Institute for Geriatric Nursing at New York
University and NACNS with funding from the John A. Hartford Foundation. The
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Table 4.3 Adult/gerontology clinical nurse specialist curriculum example

Course title

Evidence-Based Practice: Role of
Theory and Research

Influencing the Healthcare
Environment: Policy and Systems
Introduction to Health Care
Information Management
Advanced Pathophysiology

Advanced Physical Assessment
and Diagnosis

Advanced Pharmacology

CNS Specialty Role and Practice
Foundations

Adult Gerontology I: CNS
Practice in Patient Sphere
Course and Practicum

Adult Gerontology II: CNS
Practice in Nurse Sphere Course
and Practicum

Adult Gerontology III: CNS
Practice in Organizational/
Systems Sphere Course and
Practicum

Adult Gerontology I'V: CNS
Advanced Practice Capstone
Course and Practicum

Level of educational

standards (see Fig. 4.1)

Graduate nursing
education
Graduate nursing
education
Graduate nursing
education
Advanced practice
nursing education

Advanced practice
nursing education

Advanced practice
nursing education

CNS education

CNS education
Specialty practice

CNS education
Specialty practice
competencies

CNS education
Specialty practice
competencies

CNS education
Specialty practice
competencies

Example standard

AACN Essentials of Master’s
Education in Nursing (2011)
AACN Essentials of Master’s
Education in Nursing (2011)
AACN Essentials of Master’s
Education in Nursing (2011)
APRN Consensus Model
Curricular Recommendations
(2008)

APRN Consensus Model
Curricular Recommendations
(2008)

APRN Consensus Model
Curricular Recommendations
(2008)

CNS Education (NACNS 2019)

CNS Education (NACNS 2019)
Adult-Gerontology CNS
Specialty Practice Competencies
(AACN 2010)

CNS Education (NACNS 2019)
Adult-Gerontology CNS
Specialty Practice Competencies
(AACN 2010)

CNS Education (NACNS 2019)
Adult-Gerontology CNS
Specialty Practice Competencies
(AACN 2010)

CNS Education (NACNS 2019)
Adult-Gerontology CNS
Specialty Practice Competencies
(AACN 2010)

specialty competencies are designed to be used with The Essentials of Master’s
Education in Nursing (AACN 2011). The example CNS program includes three
courses with practicum that address the domains of practice described by NACNS
(2019)—patient/direct care, nursing and nursing practice, and systems/organiza-
tions. The courses build upon standards as demonstrated in Fig. 4.1 from general
graduate education standards to narrower, specialty population standards.
Supervised clinical practicum is included in the curriculum such that students
complete 500 hours of practice within the specialty population. Clinical practicum
experiences are designed to achieve the NACNS (2019) recommendations for CNS
education by emphasizing learning the CNS role and practice competencies in all
three domains, integrating knowledge and skills, developing personal areas of
strength, meeting personal career goals, and developing expertise in care of a
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specialty population. In addition, clinical experiences provide socialization into the
CNS role, strengthen leadership abilities, and assist students in establishing a net-
work of CNS colleagues for professional collaboration and continuing develop-
ment. Student clinical experiences are supervised by volunteer preceptors who are
practicing CNSs guiding the application of knowledge to practice.

4.8  Accreditation and Evaluation of Programs

Schools of nursing should be accredited or recognized by appropriate regulatory
bodies and professional organizations. In addition, CNS programs within schools
should meet established criteria for CNS programs. The accreditation process and
accrediting bodies for schools vary by country based on governmental and other
regulations and requirements. Professional organizations that accredit schools
should meet governmental and other standards for operating as accrediting bodies.
For example, in the United States, accrediting bodies meet requirements set forth by
the US Department of Education and are monitored for compliance by that
department.

Each accrediting organization publishes criteria that schools must meet for aca-
demic program accreditation. The National League for Nursing (NLN) Commission
for Nursing Education Accreditation (CNEA) (2016) and Commission on Collegiate
Nursing Education (CCNE) (2018) both accredit graduate nursing programs. The
CNEA accredits all levels of nursing education programs; the CCNE accredits only
baccalaureate and higher education programs.

The CNEA Accreditation Standards for Nursing Education Programs include
five standards:

e Culture of Excellence—Program Outcomes

e Culture of Integrity and Accountability—Mission, Governance, and Resources
e Culture of Excellence and Caring—Faculty

e Culture of Excellence and Caring—Students

e Culture of Learning and Diversity—Curriculum and Evaluation Processes

Each standard requires evidence of measurable outcome indicators. Outcomes
related to each standard are reviewed by an evaluation team, and accreditation is
granted based on the school having demonstrated successful achievement of the
criteria. The NLN accreditation criteria and procedures are available at http://www.
nln.org/docs/default-source/accreditation-services/cnea-standards-final-february-2
01613f2bf5c78366c709642ff00005f0421.pdf?sfvrsn=12 (Accessed July 19, 2019).

Similarly, the Commission on Collegiate Nursing Education (CCNE) has accred-
itation standards that schools must achieve. Accreditation is granted when a school
presents evidence that it meets the published standards, available at https://www.
aacnnursing.org/Portals/42/CCNE/PDF/Standards-Final-2018.pdf (Accessed July
19, 2019). The CCNE accreditation standards are:


http://www.nln.org/docs/default-source/accreditation-services/cnea-standards-final-february-201613f2bf5c78366c709642ff00005f0421.pdf?sfvrsn=12
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http://www.nln.org/docs/default-source/accreditation-services/cnea-standards-final-february-201613f2bf5c78366c709642ff00005f0421.pdf?sfvrsn=12
https://www.aacnnursing.org/Portals/42/CCNE/PDF/Standards-Final-2018.pdf
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e Standard [—Program Quality: Mission and Governance

e Standard [I—Program Quality: Institutional Commitment and Resources

e Standard I[II—Program Quality: Curriculum and Teaching-Learning Practices
e Standard [IV—Program Effectiveness: Assessment and Achievement

CNS programs within schools should also meet specific criteria for CNS pro-
grams. NACNS developed the only known criteria to date for evaluating the
adequacy of CNS programs, organized by these five overarching standards: pro-
gram organization and administration; program resources; student admission,
progression, and graduation requirements; curriculum; and program evaluation
(NACNS 2019). See Table 4.4.

Table 4.4 Summary of National Association of Clinical Nurse Specialists’ (NACNS) CNS pro-
gram evaluation criteria (NACNS 2019)

Criterion 1 Program organization and administration
1-1. Program operates within or is affiliated with an institution of higher education; is
accredited by a nursing accrediting body recognized by the US Department of
Education
1-2.  Purpose of the program is clear; outcomes are aligned with the mission of the parent
institution and mission/goals of the nursing unit
1-3. The individual who has responsibility for the overall leadership or oversight of the
CNS program has educational and/or experiential preparation for the CNS role
Criterion 2 CNS program resources: faculty, clinical, and institutional
2-la. Faculty teaching in the CNS program are appropriately credentialed to teach CNS
students and were prepared as a CNS through a master’s, postgraduate, or practice
doctoral program.
2-2. Faculty teaching in the CNS program maintain expertise in area of specialization and
contribute scholarly work to the specialty field
2-3. Faculty are adequate in number and expertise to teach content for CNS students,
develop policies, advise students, conduct ongoing curriculum development and
evaluation
2-4.  Enough faculty and clinical preceptors are available to ensure quality clinical
experiences and provide adequate direct and indirect supervision and evaluation of
students
2-5. Faculty retain responsibility for evaluating student performance and the quality of the
clinical experiences supervised by preceptors
2-6. CNS prepared preceptors supervise students in clinical experiences through direct or
virtual interactions; additional professionals may also precept for selected clinical
experiences
2-7. Preceptors who supervise CNS students in clinical settings are oriented to curriculum
requirements, course objectives, and expectations regarding student supervision and
evaluation
2-8. Clinical facilities are adequate in quality and number to provide high-quality,
comprehensive experiences for CNS students in all domains of practice
2-9. Adequate resources support ongoing professional development, scholarly activities,
and practice of faculty teaching in the CNS program
2-10. Learning resources and support services ensure educational quality in the CNS
program
(continued)
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Table 4.4 (continued)

Criterion 3 Student admission, progression, and graduation requirements
3-1. Program builds on baccalaureate-level nursing competencies and culminates in a
master’s degree, postgraduate certificate, or doctorate
3-2.  Faculty teaching in CNS programs participate in developing, approving, and revising
the admission, progression, and graduation criteria for the program
3-3. Students in the CNS program are a licensed RN before and throughout their
enrollment in CNS clinical courses
Criterion 4 Curriculum
4-1. The curriculum is congruent with state requirements, national standards for graduate
APRN programs, and nationally recognized CNS competencies
4-2.  Program requires a minimum of 500 supervised clinical (clock) hours for master’s and
postgraduate preparation
Criterion 5 CNS program evaluation
5-1. Program has a comprehensive evaluation plan addressing curriculum, faculty
resources, student outcomes, clinical sites, preceptors, and program resources
5-2.  Program collects and analyzes data to evaluate achievement of program outcomes
5-3. Faculty teaching in and students enrolled in program have input in the ongoing
development and evaluation of the program
5-4. The CNS curriculum is evaluated on an ongoing basis, using relevant data to inform
revisions
5-5. Faculty teaching are evaluated regularly, according to parent institution or nursing unit
policies
5-6. The clinical agencies and preceptors utilized for the CNS program are evaluated
annually by faculty members and students
5-7. Evaluation of students is cumulative and multi-method and incorporates clinical
observation of performance by faculty and preceptors

4,9 Designing a Curriculum

The design of a CNS educational program is a strategic process and includes con-
ducting a needs assessment to determine community need for CNS services and
specialties, designing a curriculum to address identified needs, recruiting qualified
faculty, obtaining necessary approval from academic and regulatory bodies, and
recruiting qualified students. In geographic areas and countries where few nurses
hold a bachelor’s degree, it may be necessary to first start with academic bridge
programs to assure that students are prepared for graduate-level coursework. Where
graduate programs are not possible, faculty can apply the standards, guidelines, and
criteria to certificate and other post-generalist programs to achieve the high-quality
education for nurse specialists.

The program should be designed to meet any postgraduate requirements for
licensure, certification, or registration, which may require adapting standards and
guidelines to assure practice opportunities for graduates. Globally, nurses are work-
ing within existing governmental and education structures to promote opportunities
for advanced nursing education and to guarantee governmental and regulatory pro-
tections for a scope of practice for which the nurse is prepared. Faculty developing
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a CNS program will need to advocate for the CNS role and scope of practice and
will also need to include policy and advocacy in the curriculum to assure that stu-
dents are well prepared to understand and advocate for the CNS role.

4,10 Conclusion

The CNS role and practice are well-suited to fit into any culture or country. At the
core of CNS practice is the focus on advancing the practice of nursing to improve
patient outcomes, to support nurses in providing the best possible, evidence-based
nursing care, and to facilitate best-practice nursing within a health system by remov-
ing barriers and creating innovative programs of care. Regardless of how or where
nursing is practiced, a CNS can support that practice—constantly striving for the
best for patients, families, and communities. A CNS curriculum that incorporates
national and international educational standards, prepares graduates to master
advanced role competencies, and meets external accreditation and regulatory
requirements will provide CNS students the knowledge and skills to advance nurs-
ing practice anywhere and everywhere!
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Abstract

In the United States, the clinical nurse specialist (CNS) is an advanced practice
nursing role. Emerging in the 1960s in response to a recognized need for clinical
experts in nursing care, CNSs practice in three interrelated domains—called
spheres of impact. In the direct care sphere, CNSs provide care to prevent, reme-
diate, or alleviate illness and promote health with a defined specialty population.
In the nursing/nursing practice sphere, CNSs teach, coach, mentor, and lead
nurses and nursing personnel in the delivery of evidence-based care for specialty
populations. In the system sphere, CNSs lead organizational-level change, coor-
dinate specialized care, and implement programs of care for quality improve-
ment, patient safety, and improved clinical and fiscal outcomes. The National
Association of Clinical Nurse Specialists (NACNS), founded in 1995, developed
a model of practice including core practice competencies and expected outcomes
for each practice domain. NACNS created recommendations for essential con-
tent in CNS graduate curricula to assure students develop requisite knowledge
and skill practice. CNS practice is regulated as an advanced practice nurse, and
CNSs are expected to hold professional certification as a CNS in a specialty
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population. Each of the 50 states regulates CNS practice, though with some vari-
ability. National regulatory guidelines are available presenting both opportunity
and challenges for CNSs.

Keywords

Clinical nurse specialist - Advanced practice registered nurse - National
Association of Clinical Nurse Specialists (NACNS) - Advanced practice nurse -
Core practice competencies

5.1 History of CNS Role and Practice

In the United States, the clinical nurse specialist (CNS) role was developed in
response to a recognized need for an advanced clinical expert nurse at a time when
nursing’s emphasis was on preparing excellent educators and hospital supervisors.
The landmark Brown Report (1948) called attention to the need to abandon hospital
apprentice-type training and move to collegiate-based education. The report noted
the need for nurses to make unique contributions to clinical care, improve and
develop nursing skills, teach and mentor nurses and nursing personnel, and collabo-
rate with other professions as peers in the design and delivery of care (Allen et al.
1948). Nursing education began slowly moving into university settings, and by the
1960s it was apparent that nursing needed a clinical expert to provide direct care to
complex patients, to lead the design and implement nursing practice advancements
and innovations, and to teach and mentor nurses at the bedside. The CNS role was
developed by nurse leaders in education and practice to be that clinical expert. The
role required graduate nursing preparation with specialty knowledge and skill that
was to be imbedded in the graduate curriculum—specialty was foundational, not in
addition to, clinical nursing expertise. The first CNS graduate program was the psy-
chiatric/mental health CNS under the direction of Dr. Hildegard Peplau at Rutgers
University (Fulton 2014).

The number of CNS programs continued to grow with the support of the US
government nursing workforce development grants. Multiple specialty areas were
developed to address the need for nurse experts in emerging and established areas
of practice. The criterion for practicing as a CNS was a graduate degree in nursing
from a program that prepared graduates as CNSs in a specialty area. Professional
certification was optional, available for some specialties and considered a measure
of excellence; 3 years of experience was required for certification eligibility. No
agreed-upon curricular standards existed for graduate nursing programs preparing
CNSs. However, four curricular content areas were considered central to academic
preparation of CNSs including (1) psychopathology and pathophysiology related to
the clinical specialty, (2) knowledge and skills in the clinical practice of the spe-
cialty including teaching and research, (3) behavioral sciences essential to leader-
ship and systems thinking, and (4) knowledge of the social framework in which
health care is delivered (Fulton 2014).
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To further distinguish the CNS role and practice from other advanced practice
roles, it became increasingly important to establish core practice competencies,
develop educational standards, and create regulatory protections for CNSs. In 1995
the National Association of Clinical Nurse Specialists (NACNS) was founded, and
in 1998 NACNS released the Statement on Clinical Nurse Specialist Practice and
Education, which included core CNS practice competencies regardless of specialty
and educational recommendations for achieving the core competencies (NACNS
1998). NACNS also advocated for regulatory protections for the CNS role recom-
mending guidelines for governmental regulations. NACNS continues to advocate
for CNS practice and education and, in 2019, released the third edition of the
Statement on Clinical Nurse Specialist Practice and Education (NACNS 2019).
Across the years, CNSs have been the clinical nursing expert for specialty care in
three domains—direct care to patients and families, leadership for advancing nurs-
ing practice for nurses and nursing personnel, and system-level change agent for
removing barriers and facilitating best practices. This tripartite practice maintains
the original intent of the CNS to fill the need for an advanced clinical nursing expert
by and for nursing practice.

5.2  Definition of Clinical Nurse Specialist

The clinical nurse specialist (CNS) role is one of the four advanced practice regis-
tered nurse (APRN) roles recognized in the United States. The other APRN roles
are nurse practitioner, nurse-midwife, and nurse anesthetist. All APRN scopes of
practice extend beyond the generalist nurse in terms of expertise, role functions,
mastery, and accountability and reflect a core body of nursing and health knowledge.

Professional nursing organizations have similar definitions of the CNS. The
American Nurses Association defines a CNS as an advanced practice nurse who
diagnoses, treats, and provides ongoing management of patients; provides expertise
and support to nurses caring for patients; helps drive practice changes throughout
the organization; and ensures use of best practices and evidence-based care to
achieve the best possible patient outcomes (ANA 2019). The American Association
of Critical-Care Nurses defines an acute care CNS as an advanced practice nurse
practicing within a defined specialty as an expert clinician and patient advocate,
leader in advancing nursing practice, and leader in organizational and system
change (AACN 2014). The NACNS defines a clinical nurse specialist as a clinical
expert in a specialty area practicing in three interrelated domains—patient/family,
nurses/nursing practice, and organizations/systems. CNSs provide direct patient
care to prevent, remediate, or alleviate illness and promote health with a defined
specialty population—be that specialty broad or narrow, well established, or emerg-
ing. CNSs teach, coach, mentor, and lead nurses and nursing personnel in the deliv-
ery of evidence-based care for specialty populations. CNSs lead change, coordinate
specialized care, and implement evidence-based programs of care at the system
level for quality improvement, patient safety, and improved clinical and fiscal out-
comes (NACNS 2019).
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Consistent with the International Council of Nurses (ICN) definition of an
advanced nurse, a CNS is a registered nurse (RN) with preparation beyond the level
of a generalist nurse, has an earned graduate degree in nursing (master’s or doctor-
ate), has been educationally prepared in the CNS role, has the requisite knowledge
and skills for specialty care, and is authorized to practice as a CNS. ICN states that
specialist practice includes clinical, teaching, administration, research, and consul-
tant roles (ICN 2009). A CNS is a clinical practice role that incorporates elements
of teaching, research, and consultation for the purpose of advancing the practice of
nursing. The focus of the CNS role is clinical care.

In summary, a CNS is defined as an advanced practice nurse prepared with a
graduate degree in nursing to evaluate disease patterns, technological advances,
environmental conditions, and political influences so as to interpret nursing’s
responsibility to serve the public’s need for nursing services. CNSs function as
expert clinicians, leading the advancement of nursing practice. CNS practice may
adapt to clinical needs and system priorities; however, the following characteristics
delineate the CNS role and practice:

e CNSs are professional nurses with a graduate-level preparation.

e CNSs are expert clinicians providing direct clinical care in a specialized area of
nursing practice.

e CNS practice within a specialty population includes health promotion, risk
reduction, and management of symptoms and functional problems related to dis-
ease and illness.

e CNSs provide direct care to patients and families, which may include diagnosis
and treatment of disease.

e CNSs provide patient-/family-centered care that emphasizes strengths and well-
ness over disease or deficit.

e CNSs influence nursing practice outcomes by leading and supporting nurses to
provide scientifically grounded, evidence-based care.

e CNSs implement improvements in the healthcare delivery system and translate
high-quality research and other evidence into clinical practice to improve clinical
and fiscal outcomes.

e CNSs participate in the conduct of research to generate knowledge for practice.

e CNSs design, implement, and evaluate programs of care and programs of
research that address common problems for specialty populations.

e CNSs practice in a wide variety of healthcare settings, such as hospitals, com-
munity clinics, schools, mental health facilities, and occupational health clinics.

5.3 A Model of CNS Practice

Clinical nurse specialist (CNS) practice occurs across three highly interactive
domains. Initial conceptualizations of the CNS role and practice were organized as
“sub-roles,” including but not limited to expert clinician, educator, researcher,
change agent, and consultant. These sub-roles were not clearly defined and alternat-
ingly represented skill sets, practice activities, and practice outcomes (Hamric and
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Spross 1989; Sparacino et al. 1990; Gawlinski and Kern 1994). Portioning CNS
practice into discrete units of skills or activities belied the integrated nature of CNS
practice while simultaneously failing to identify unique practice competencies and
associated outcomes. Additionally, the knowledge and skills associated with the
sub-roles as skills represent practice expectations for all nurses. For example, all
nurses teach, but the level of skill and expected outcomes varies by specialty role
and academic preparation. The sub-roles conceptualization of the CNS contributed
greatly to confusion about the CNS role. A role is a unique set of functions achieved
thorough academic preparation. Practice is the act of applying knowledge and skills
in a competent manner within the scope of the functional role. A role is a unified
whole. While the skills and activities imbedded in the sub-roles model are germane
to CNS practice, the sub-roles conceptualization of CNS role has been abandoned
in favor of a more explanatory model of CNS practice.

CNS practice is better explained by three distinct yet interrelated domains of
practice each with designated core practice competencies and outcome expectations
(NACNS 1998, 2004). The model was developed using a systematic process includ-
ing a comprehensive literature review, review of a national sample of CNS job
descriptions, and expert panel review by nurse leaders (Baldwin et al. 2007). The
model includes three domains of CNS practice—direct patient care, nurses/nursing
practice, and organization/system. A subsequent comprehensive review of literature
identified substantive areas of CNS practice that closely aligned with the three
domains (Lewandowski and Adamle 2009). The substantive areas of practice identi-
fied were (a) managing the care of complex and/or vulnerable populations of
patients and families through expert direct care, care coordination, and collabora-
tion with the interdisciplinary team; (b) educating and supporting the interdisciplin-
ary team through education, consultation, and collaboration; and (c) facilitating
change and innovation within healthcare systems through change agency. NACNS
has continued to develop the model and update the core practice competencies and
outcomes organized by the three domains of practice. The practice competencies
and outcomes have been independently validated by researchers (Baldwin et al.
2009; Fulton et al. 2015).

The NACNS model for CNS practice assumes (1) CNS practice is highly inte-
grated across three domains, (2) expert advanced clinical care is central to CNS
practice, (3) practice occurs within specialty with specialty knowledge and skill,
and (4) practice occurs in the larger context of society and the healthcare environ-
ment. The domains and concepts in the model are interactive and are enacted
through practice within a scope unique to the CNS role (NACNS 2019). In the
updated 2019 model, the names of the domains were changed to spheres of impact
from the previous name spheres of influence (NACNS 2019) (Fig. 5.1).

5.4  Practice Competencies

Core CNS practice competencies are foundational to defining CNS practice in
today’s complex and evolving healthcare system. The core competencies are com-
prehensive, entry-level competencies expected of graduates of all nursing programs
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CNS CORE COMPETENCIES

Fig. 5.1 CNS practice conceptualized as core competencies in three interacting spheres actual-
ized in specialty practice and guided by specialty knowledge, skills/competencies, and practice
competencies within the context of the ever-changing healthcare environment, healthcare policy,
interprofessional collaboration, and societal needs (NACNS 2019). (Used with permission)

preparing CNSs. Due to the wide range of specialties in which CNSs practice, these
competencies are core for CNS practicing in any specialty (NACNS 2019). In 2019,
NACNS revised the competencies originally written in 1998 and revised in 2004
and 2010. The earlier versions of the core CNS competencies have been validated
by expert panel and research (Baldwin et al. 2007, 2009), and the 2019 competen-
cies were validated by an invitational panel representing 20 nursing organizations
providing structured partner input to the current, updated competencies (NACNS
2019). The NACNS core CNS practice competencies are summarized in Table 5.1.

5.5 Outcome Measures and Evaluation

With greater focus on healthcare reporting of quality measures, CNSs are called to
make measurement, evaluation, and dissemination of CNS outcomes a priority. One
ongoing challenge to CNS outcome measurement and evaluation is the lack of stan-
dardized metrics for CNS outcomes. Unlike other advanced practice roles that use
many of the metrics established for medical care, CNS practice across three domains
lacks established measures for many outcomes.
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Table 5.1 NACNS core CNS practice competencies (NACNS 2019) (Published with permission)

Competencies: Patient direct care sphere

P1

P2

P3

P4

P5

P.6

P7

P.8
P9

P.10

P11

P12

P.13

P.14
P.15

P.16

Uses relationship-building communication to promote health and wellness, healing,
self-care, and peaceful end of life

Conducts a comprehensive health assessment in diverse care settings including
psychosocial, functional, physical, and environmental factors

Synthesizes assessment findings using advanced knowledge, expertise, critical thinking,
and clinical judgment to formulate differential diagnoses

Designs evidence-based, cost-effective interventions, including advanced nursing
therapies, to meet the multifaceted needs of complex patients

Implements customized evidence-based advanced nursing interventions, including the
provision of direct care

Prescribes medications, therapeutics, diagnostic studies, equipment, and procedures to
manage the health issues of patients

Designs and employs educational strategies that consider readiness to learn, individual
preferences, and other social determinants of health

Uses advanced communication skills in complex situations and difficult conversations
Provides expert consultation based on a broad range of theories and evidence for patients
with complex healthcare needs

Provides education and coaching to patients with complex learning needs and atypical
responses

Evaluates impact of nursing interventions on patients’ aggregate outcomes using a
scientific approach

Leads and facilitates coordinated care and transitions in collaboration with the patient
and interprofessional team

Facilitates patient and family understanding of the risks, benefits, and outcomes of
proposed healthcare regimens to promote informed, shared decision-making
Facilitates resolution of ethical conflicts in complex patient care situations

Analyzes the ethical impact of scientific advances, including cost and clinical
effectiveness, on patient and family values and preferences

Adbvocates for patient’s preferences and rights

Nurses and nursing practice sphere

N.1
N.2

N.3

N.4

N.5

N.6

N.7
N.8

N.9
N.10

N.11
N.12

Provides expert specialty consultation to nurses related to complex patient care needs
Promotes interventions that prevent the impact of implicit bias on relationship building
and outcomes
Advocates for nurses to practice to the full extent of their role in the delivery of health
care
Leads efforts to resolve ethical conflict and moral distress experienced by nurses and
nursing staff
Fosters a healthy work environment by exhibiting positive regard, conveying mutual
respect, and acknowledging the contributions of others
Employs conflict management and negotiation skills to promote a healthy work
environment
Assesses the nursing practice environment and processes for improvement opportunities
Uses evidence-based knowledge as a foundation for nursing practice to achieve optimal
nurse-sensitive outcomes
Mentors nurses and nursing staff in using evidence-based practice principles
Leads nurses in the process of planning, implementing, and evaluating change
considering intended and unintended consequences
Evaluates the outcomes of nursing practice using methods that provide valid data
Facilitates opportunities for nurses, students, and other staff to acquire knowledge and
skills that foster professional development

(continued)
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Table 5.1 (continued)

N.13 Engages nurses in reflective practice activities that promote self-awareness and invite
peer feedback to improve the practice of nursing

N.14 Mentors nurses to analyze legislative, regulatory, and fiscal policies that affect nursing
practice and patient outcomes

Organization/system sphere

0.1 Cultivates a practice environment in which mutual respect, communication, and
collaboration contribute to safe, quality outcomes

0.2 Uses leadership, team building, negotiation, collaboration, and conflict resolution skills
to build partnerships within and across systems and/or communities

0.3 Consults with healthcare team members to integrate the needs, preferences, and strengths
of a population into the healthcare plan, to optimize health outcomes and patient
experience within a healthcare system

0.4 Leads and participates in systematic quality improvement and safety initiatives based on
precise problem/etiology identification, gap analysis, and process evaluation

0.5 Provides leadership for the interprofessional team in identifying, developing,
implementing, and evaluating evidence-based practices and research opportunities

0.6  Partners with research-focused, doctorally prepared (e.g., PhD) colleagues to translate,
conduct, and disseminate research that addresses gaps and improves clinical knowledge
and practice

0.7 Leads and participates in the process of selecting, integrating, managing, and evaluating
technology and products to promote safety, quality, efficiency, and optimal health
outcomes

0.8 Leads and facilitates change in response to organizational and community needs in a
dynamic healthcare environment

0.9 Evaluates system-level interventions, programs, and outcomes based on the analysis of
information from relevant sources

0.10 Demonstrates stewardship of human and fiscal resources in decision-making

0O.11 Disseminates CNS practice and fiscal outcomes to internal stakeholders and to the public

0.12 Promotes nursing’s unique contributions to advancing health to stakeholders (such as the
organization, the community, the public, and policy-makers)

0.13 Advocates for equitable health care by participating in professional organizations and
public policy activities

0.14 Advocates for ethical principles in protecting the dignity, uniqueness, and safety of all

Measuring CNS outcomes and evaluating the impact requires determining out-
comes associated with and sensitive to CNS practice. Doran et al. (2014) conducted
a literature review to identify evidence of CNS impact on patient-focused and
organization-focused outcomes. The review included 25 articles published between
1989 and 2006, including 12 randomized controlled trials. Patient-focused out-
comes demonstrating sensitivity to CNS practice included (a) disease-/condition-
specific outcomes; (b) physical and psychosocial symptom outcomes; (c) early
identification and prevention of complications; (d) self-management and adherence
to treatment; and (e) patient satisfaction. Organization-focused outcomes sensitive
to CNS practice included (a) unit/hospital length of stay and (b) total health-
care costs.

A systematic review conducted by Newhouse et al. (2011) compared processes
and outcomes of care delivered by APRNs to a comparison provider group, most
often physicians. The review included studies published between 1990 and 2008
with findings from 11 studies of CNS outcomes, including 4 randomized controlled
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trials. Findings demonstrated that CNS practice had a high impact on length of stay
(seven studies) and cost of care (four studies) and a moderate impact on physical
complications (three studies). CNS impact on patient satisfaction (three studies) was
similar to comparison groups. The Doran et al. (2014) and Newhouse et al. (2011)
reviews were conducted for different purposes, yet the years of the literature over-
lapped. Only 4 studies were included in both reviews suggesting the difficulty in
accurately locating research related to CNS outcomes and the quality of the reports.

In an international review of CNS practice outcomes including 24 articles cover-
ing 2012 to 2018, Bryant-Lukosius and Kietkoetter (2021) identified outcomes of
CNS practice by sphere of impact. CNS-sensitive outcomes in the patient sphere
included (1) prevention, alleviation, or reduction of disease- or treatment-related
symptoms, functional problems, or risk behavior; prevention of complications or
error prevention; and (2) improved quality of life and functional abilities. Examples
of specific outcomes include improved comfort, increased patient satisfaction,
improved patient/family knowledge, increased patient/family involvement in care
and decision-making, increased rates of smoking cessation, reduced hospital read-
mission, reduced patient safety risks, and rapid response to deteriorating physio-
logic conditions.

CNS outcomes in the nurses/nursing practice sphere included improved imple-
mentation of best practices; increased number of nurses achieving required compe-
tencies; increased number of nurse-led evidence-based practice projects; sustained
integration of practice changes; improved interprofessional team communication;
increased staff satisfaction; cost saving through reduction in labor costs; increased
nurse engagement; and empowerment. Outcomes related to engaging nurses in
research included successful completion of studies, improved climate of inquiry,
and nurse satisfaction in study participation. In addition, the outcomes in this sphere
were also found to be relevant to other health professional consistent with CNS’s
initiatives working with interprofessional teams.

In the organization/system sphere, CNS outcomes demonstrated innovative care
delivery models across the continuum of care, staff compliance with regulatory
requirements and standards, and changes to policies and protocols to improve
patient care. Specific examples of CNS outcomes include organizational achieve-
ment of Magnet; sustained integration of policy/practice change; strengthened orga-
nizational culture of inquiry; increased nurse use of patient education plans;
increased organizational involvement in national initiatives; reduced hospital staff-
ing costs (reduced nurse overtime and turnover); reduced 30-day readmission;
reduced infection rates; reduced pressure ulcer rates; reduced catheter-associated
urinary tract infection rates; and improved quality of care for ventilated patients
with fewer intensive care readmissions and reduced length of stay.

CNS-sensitive outcomes were developed by the NACNS to correspond with core
practice competencies. In a study to validate the practice outcomes, a national sam-
ple of CNSs rated the outcomes as highly important and reported the outcomes
frequently were incorporated in employer job descriptions. When the CNS partici-
pants were not held accountable for the outcomes by others in the workplace, they
nonetheless reported using the outcomes to guide practice priorities and initiatives
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(Fulton et al. 2015). Although there was high agreement on outcome accountability
and perceived importance, fewer CNSs indicated that they always monitor out-
comes, suggesting a need to create standards and methods for collecting, analyzing,
and reporting outcomes of CNS practice (Fulton et al. 2015). Reporting formats
using templates and technology could facilitate linking outcomes to job responsi-
bilities and job performance. The ability to aggregate data from multiple CNS spe-
cialty practices is needed to demonstrate the contributions of CNSs to patients,
nursing practice, and the healthcare system. The NACNS CNS practice outcomes
are listed in Table 5.2.

Table 5.2 NACNS practice outcomes by sphere of impact (NACNS 2019) (Published with
permission)

Outcomes: Patient direct care sphere

PO.1  Phenomena of concern requiring nursing interventions are identified

PO.2  Diagnoses are accurately aligned with assessment data and etiologies

PO.3  Plans of care are appropriate for meeting patient needs with available resources,
reflecting patient/family treatment preferences and shared decision-making

PO.4  Nursing interventions target specified etiologies

PO.5 Programs of care are designed for specific populations (e.g., oncology, specific ethnic
groups, end of life)

PO.6  Prevention, alleviation, and reduction of symptoms, functional problems, or risk
behaviors are achieved

PO.7  Nursing interventions, in combination with interventions by members of other
disciplines, result in synergistic patient outcomes

PO.8  Unintended consequences and errors are prevented

PO.9 Predicted and measurable nurse-sensitive patient outcomes are attained through
evidence-based practice

PO.10 Interventions have measurable outcomes that are incorporated into guidelines for
practice with deletion of inappropriate interventions

PO.11 Collaboration with patients/families, nursing staff, physicians, and other healthcare
professionals occurs as appropriate

PO.12 Desired measurable patient outcomes are achieved (Desired outcomes of care may
include improved clinical status, quality of life, functional status, alleviation or
remediation of symptoms, patient/family satisfaction, and cost-effective care)

PO.13 Innovative educational programs for patients, families, and groups are developed,
implemented, and evaluated

PO.14 Transitions of patients are fully integrated across the continuum of care to decrease
fragmentation

PO.15 Reports of new clinical phenomena and/or interventions are disseminated through
presentations and publications

PO.16 Interventions that are effective in achieving nurse-sensitive outcomes are incorporated
into guidelines and policies

Outcomes: Nurses and nursing practice sphere

NO.1 Knowledge and skill development needs of nurses are delineated

NO.2 Evidence-based practices are used by nurses

NO.3 The research and scientific base for innovations is articulated, understandable, and
accessible

NO.4 Nurses can articulate their unique contributions to patient care and nurse-sensitive
outcomes

NO.5 Nurses are empowered to solve patient care problems at the point of service
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Table 5.2 (continued)

NO.6
NO.7
NO.8
NO.9
NO.10
NO.11
NO.12
NO.13

NO.14

Desired patient outcomes are achieved through the synergistic effects of collaborative

practice

Nurses’ career enhancement programs are ongoing, accessible, innovative, and
effective

Nurses experience job satisfaction

Nurses engage in learning experiences to advance or maintain competence

Nurses use resources judiciously to reduce overall costs of care and enhance the quality

of patient care
Competent nursing personnel are retained because of increased job satisfaction and
career enhancement

The impact of implicit bias on relationships and outcomes is recognized and minimized

Educational programs that advance the practice of nursing are developed,

implemented, evaluated, and linked to evidence-based practice and effects on clinical

and fiscal outcomes
Nurses have an effective voice in decision-making about patient care

Outcomes: Organization/system sphere

00.1 Clinical problems are articulated in the context of the organization/system structure,
mission, culture, policies, and resources

00.2 Patient care processes reflect continuous improvements that benefit the system

00.3 Change strategies are integrated throughout the system

00.4 Policies enhance the practice of nurses individually as members of multidisciplinary
teams

00.5 Innovative models of practice are developed, piloted, evaluated, and incorporated
across the continuum of care

00.6 Evidence-based, best practice models are developed and implemented

00.7 Nursing care and outcomes are articulated at organizational/system decision-making
levels

00.8 Stakeholders (nurses, other healthcare professionals, and management) share a
common vision of practice outcomes

00.9 Decision-makers within the institution are informed about practice problems, factors
contributing to the problems, and the significance of those problems with respect to
outcomes and costs

0O0.10 Patient care initiatives reflect knowledge of cost management and revenue
enhancement strategies

00.11 Patient care programs are aligned with the organization’s strategic imperatives,
mission, vision, philosophy, and values

00.12 Staff comply with policies, protocols, and standards of care that reflect regulatory
requirements and standards

00.13 Policy-making bodies are influenced to develop regulations/procedures to improve
patient care and health services

5.6 CNS Education

CNSs are educated with a graduate degree in nursing at the master’s or doctoral
level. CNS curricula are built on foundational content for all graduate programs,
recommendations for advanced practice nurses, recommendations for CNS content,
and finally specialty practice (Fig. 5.2). The foundational content for master’s-level
education is the American Association of Colleges of Nursing’s The Essentials of
Master’s Education in Nursing (AACN 2011), which includes nine foundational
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CNS specialty
education/
practice standards

CNS education
standards

Advanced practice nursing
education standards

Graduate nursing education standards

Fig. 5.2 Educational standards building blocks for graduate-level clinical nurse specialist
education

content areas recommended for all graduate nursing education. A summary of the
master’s Essentials is in Table 5.3.

Advanced practice nursing functional roles, with practices focused on direct
care, share a common core of knowledge for practice. Standards specific to advanced
practice nursing are the next educational criteria build upon the foundational stan-
dards. The only known standards for advanced nursing practice curriculum regard-
less of the functional role are The Essentials of Doctoral Education for Advanced
Nursing Practice (AACN 2006) developed for preparing advanced nurses with a
practice doctorate (Doctor of Nursing Practice, DNP). Practice doctorates have only
recently been introduced in the United States. The master’s degree continues to be
the dominant degree option for entry into practice as a CNS or advanced practice
nurse. NACNS has called for the DNP to be the entry into practice degree for CNSs
by 2030 (NACNS 2015).

The Advanced Practice Registered Nurses (APRN) Consensus Model was devel-
oped by the nursing community and includes APRN educational recommendations
for three separate graduate-level courses. Educational programs preparing APRNs,
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Table 5.3 Essentials of master’s nursing education (AACN 2011)

Essential I Background for practice from sciences and humanities
Recognizes that the master’s-prepared nurse integrates scientific findings
from nursing, biopsychosocial fields, genetics, public health, quality
improvement, and organizational sciences for the continual improvement of
nursing care across diverse settings

Essential 11 Organizational and systems leadership
Recognizes that organizational and systems leadership are critical to the
promotion of high-quality and safe patient care. Leadership skills are needed
that emphasize ethical and critical decision-making, effective working
relationships, and a systems perspective

Essential I1T Quality improvement and safety
Recognizes that a master’s-prepared nurse must be articulate in the methods,
tools, performance measures, and standards related to quality, as well as
prepared to apply quality principles within an organization

Essential IV Translating and integrating scholarship into practice
Recognizes that the master’s-prepared nurse applies research outcomes
within the practice setting, resolves practice problems, works as a change
agent, and disseminates results

Essential V Informatics and healthcare technologies
Recognizes that the master’s-prepared nurse uses patient-care technologies to
deliver and enhance care and uses communication technologies to integrate
and coordinate care

Essential VI Health policy and advocacy
Recognizes that the master’s-prepared nurse is able to intervene at the system
level through the policy development process and to employ advocacy
strategies to influence health and health care

Essential VII  Interprofessional collaboration for improving patient and population
health outcomes
Recognizes that the master’s-prepared nurse, as a member and leader of
interprofessional teams, communicates, collaborates, and consults with other
health professionals to manage and coordinate care

Essential VIII  Clinical prevention and population health for improving health
Recognizes that the master’s-prepared nurse applies and integrates broad,
organizational, client-centered, and culturally appropriate concepts in the
planning, delivery, management, and evaluation of evidence-based clinical
prevention and population care and services to individuals, families, and
aggregates/identified populations

Essential IX Master’s-level nursing practice
Recognizes that nursing practice, at the master’s level, is broadly defined as
any form of nursing intervention that influences healthcare outcomes for
individuals, populations, or systems. Master’s-level nursing graduates must
have an advanced level of understanding of nursing and relevant sciences as
well as the ability to integrate this knowledge into practice. Nursing practice
interventions include both direct and indirect care components

regardless of role, should include one course each in physiology/pathophysiology,
pharmacology, and health assessment. In addition, a minimum of 500 supervised
clinical practice hours are recommended be included in the master’s curriculum for
all advanced practice functional roles (National Council of State Boards of
Nursing 2008).
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The NACNS Statement on Clinical Nurse Specialist Practice and Education
(2019) includes recommendations for CNS education specifically designed to
achieve the NACNS core CNS practice competencies. Specialty knowledge and
skills are the last layer of content to be included in the curricula. A summary of the
NACNS curricular recommendations is in Chap. 4, Table 4.2. Professional specialty
organizations publish standards for specialty practice that should be incorporated in
the curriculum as part of specialty graduate education. NACNS also publishes cri-
teria for evaluating CNS graduate programs. These criteria are summarized in Chap.
4, Table 4.4.

Schools of nursing preparing CNSs must be accredited by a professional accred-
iting organization approved and monitored for ongoing quality by the US Department
of Education. The National League for Nursing (NLN) Commission for Nursing
Education Accreditation (CNEA) and Commission on Collegiate Nursing Education
(CCNE) are two professional organizations that accredit graduate nursing programs.
Each accrediting organization publishes criteria that schools must meet in order to
achieve academic program accreditation (Commission on Collegiate Nursing
Education 2018; National League for Nursing 2016).

5.7 Credentialing

Credentialing of CNSs occurs through legal entities, such as state governments, and
professional nursing organizations. Authority to practice within a legally designated
scope is granted by a state legislature through statutory code (law), usually referred
to as the Nurse Practice Act. The rules for obtaining authorized practice within a
designated legal scope are stipulated in corresponding regulations developed to
guide implementation of the statute. Under delegated authority from the legislature,
a state board of nursing (or board of health professions) establishes and implements
regulations. Though similar across the country, in the United States, each of the 50
states has separate laws and regulations for granting practice authority to nurses,
including CNSs. Authority to practice as a CNS must be obtained from each state in
which a CNS practices with a few exceptions. Nurses practicing in federal health
systems, such as the Veterans Administration or a branch of the US military, can
practice with authority from any of the 50 states. An interstate compact has been
designed to allow nurses authorized/licensed to practice in one state to likewise
practice in another state, provided both states are members of the compact. To date
very few states are participating in the advanced practice interstate compact.
Professional credentialing involves certification by professional organizations.
Certification represents professional validation of competencies in a circumscribed
specialty area of practice. The American Nurses Association (2017) defines a spe-
cialty as encompassing a specified area of discrete study, research, and practice as
defined and recognized by the profession. Specialists are those who elect to focus
their professional practice to their identified specialty. A specialty includes, among
other criteria, a well-derived knowledge base particular to the practice of the nurs-
ing specialty; existing mechanisms to develop, support, review, disseminate, and
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integrate research into practice; competencies for the area of specialty nursing prac-
tice; and defined educational criteria for specialty preparation or graduate degree.

Whereas certification was initially designed as a measure of excellence, it has
since become a measure of entry-level competency. Each certification body has
eligibility requirements including evidence of graduation for a CNS graduate pro-
gram; submission of a transcript demonstrating three separate courses in advanced
pathophysiology, pharmacology, and physical assessment; and school attestation
that the curriculum included 500 clock hours of supervised clinical experiences in
the CNS role.

To address variability in requirements to practice as an advanced practice regis-
tered nurse (APRN), the nursing community collaborated on guidelines to align
educational requirements, educational program accreditation, professional certifica-
tion, and legal authority to practice. This effort resulted in the creation of the
Consensus Model for APRN Regulation: Licensure, Accreditation, Certification and
Education (National Council of State Boards of Nursing 2008). The model specifies
that all APRNs must hold a graduate degree from an accredited graduate program
that prepared graduates in one of the four recognized APRN roles (CNS, nurse prac-
titioner, nurse-midwife, nurse anesthetist) and be certified by a professional organi-
zation. The model delineates only six specialty populations—neonatal, pediatrics,
adult/gerontology, women’s/men’s health, family across the life span, and psychiat-
ric/mental health across the life span. Specialty practice is in addition to population
focus. A major shortcoming of the model is the limitations on specialty practice.
Currently, CNSs do not have certification options in all specialties or for all
populations.

CNSs obtain practice privileges from their respective states through an applica-
tion process and are granted a license or other recognition to practice. When avail-
able, CNSs should be certified in a specialty area of practice, though not all states
require certification for authority to practice as a CNS. Legal authority to practice as
a CNS includes the autonomous authority to assess, diagnose, and initiate orders for
treatment and therapy to include prescriptive authority for pharmacologic and non-
pharmacologic therapies (National Council of State Boards of Nursing 2008).

5.8 Moving Forward: Challenges and Opportunities

For over 50 years, the CNS role has existed in the United States. In 1998, the
NACNS created a model of CNS practice linking core practice competencies to
expected outcomes. The model has been refined over the years with the latest ver-
sion published in 2019. As a model of practice, it explains how CNSs practice—as
an interactive process across three domains called spheres of impact that are linked
to outcomes. As with any model, it needs continual theoretical and empiric support
to remain a valid explanation of contemporary CNS practice. Additional research to
validate the model, competencies, and outcomes is needed.

Measuring outcomes of CNS practice is a continuing challenge for CNSs.
Comprehensive literature reviews of CNS practice outcomes provide strong
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evidence of the value of CNS practice (Lewandowski and Adamle 2009; Doran
et al. 2014; Newhouse et al. 2011; Bryant-Lukosius and Kietkoetter 2021).
Continued efforts are needed to establish measures evaluating CNS practice compe-
tencies and outcomes. The delivery of health care has been undergoing many
changes in the United States. Measurement of CNS practice outcomes should reflect
priorities of patients, healthcare systems, and insurance and government agencies
as payers.

While hundreds of existing publications provide a consistent core representation
of the CNS role and practice, it is curious that so often publications include com-
mentary noting CNS role ambiguity. Understanding the CNS role and practice is
inextricably tied to the ability to articulate the value of nursing, suggesting that
continuing assertions about CNS role ambiguity reflects a lack of clarity about nurs-
ing and nursing practice. As a profession, nursing frequently lacks the ability to
define its value to the public health and well-being, making it even more challeng-
ing to describe CNS practice as nursing practiced at an advanced level.

The APRN Consensus Model as a guide for education, certification, and regula-
tion presents challenges for CNSs. Limited to only six designated specialty popula-
tions limits CNS’s ability to lead nursing practice in new and emerging areas of
specialty need compromising nursing’s responsibility to a social mandate (Fulton
2019). As designed, the APRN Consensus Model is unnecessarily prescriptive and
restrictive.

As the premier organization representing CNSs in the United States, the NACNS
needs greater outreach and interaction with CNSs globally. Improving the ability of
CNSs to network and engage with ICN, other national CNS organizations/groups,
universities, and other education and research institutions will strengthen the global
value of the CNS as an advanced practice nurse.

5.9 Exemplar of Clinical Nurse Specialist Practice: Critical
Care CNS

Patients with complex, life-threatening disease and injury are treated in critical care
units. These critically ill patients are at risk for developing physical and cognitive
problems related to their underlying disease, medical treatments, and the restrictive,
high-tech intensive care environment. A crucial care CNS leads nursing and inter-
professional teams in preventing or minimizing risk for problems such as decon-
ditioning, delirium, and pressure ulcers. One intervention known to reduce risks for
critical care patients is early progressive mobility, which can reduce the number of
days on mechanical ventilation, decrease length of intensive care unit stay, mini-
mize physical deconditioning, and prevent delirium (Lai et al. 2017; Inouye et al.
1999; Connolly et al. 2016). CNSs assess patients and develop mobility plans that
incorporate baseline functioning and goals of medical treatment. Individualized
mobility plans address barriers such as oversedation, untreated pain, and devices
that restrict mobility such as urinary catheters and intravenous lines. The CNS leads
the interprofessional team in collaborating to safely and successfully mobilize
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patients. For example, a CNS collaborates with respiratory therapists to identify
ways to monitor the endotracheal tube and oxygenation, physical therapists to direct
the team in proper body mechanics and safe patient movement, and nurses and nurs-
ing assistants to support safe mobility and prevent falls. A CNS is essential in direct-
ing the team of professionals to enable mobilization, promote positive outcomes,
eliminate fear of falling, and reinforce to the interprofessional team the importance
of early mobility of critically ill patients.

In addition to individual patient care interventions, a CNS works at the system
level to change practice by leading the development, implementation, and evalua-
tion of evidence-based protocols for early mobility of critical care patients. A CNS
bridges the gap between what is known and what is practiced by creating provider
order sets, policies setting mobility as an expectation, and interprofessional educa-
tional programs for staff and employees. CNSs develop audit tools to measure and
evaluate clinical and fiscal outcomes. A CNS is the content expert and consultant in
each step of the process of designing a progressive mobility protocol.

Along with other CNSs in a multi-facility hospital system, the critical care CNS
designed and implemented a progressive mobility protocol. Protocol implementa-
tion involved an interprofessional team, led by the CNSs. After implementation, the
hospital’s critical care unit experienced a 26% decrease in ventilator days, 36%
reduction in hospital-acquired pressure injuries, and a 50% reduction in falls.
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Clinical Nurse Specialist Role
and Practice in Canada

Denise Bryant-Lukosius

Abstract

In Canada, the clinical nurse specialist (CNS) role is recognized as an advanced
practice nursing role focused on improving nursing practice and patient, popu-
lation, and health system outcomes. The CNS role is multidimensional in nature
involving the integration of knowledge, skills, and expertise in clinical care,
leadership, consultation, collaboration, education, and research. The competen-
cies for CNS practice have been organized into four main categories related to
clinical practice, systems leadership, advancement of nursing practice, and eval-
uation and research. While recent progress has been made, full integration and
optimal use of the CNS role within the Canadian healthcare system remains
elusive. Pan-Canadian strategies to clarify and communicate the role to key
stakeholders, develop national credentialing mechanisms, increase access to
CNS-specific education, and create healthcare policies and funding mechanisms
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to support utilization of the role are required. Research to evaluate the outcomes
and impact of the CNS role within the context of the Canadian healthcare sys-
tem is also needed.

Keywords
Clinical nurse specialist - Advanced practice nurse - Role implementation -
Competencies - Outcomes

The CNS is a strategically important role for addressing the health and health sys-
tem needs of Canadians. It is one of two types of advanced practice nursing roles
recognized in Canada, with the other being the nurse practitioner (NP) role. The
early evolution of the CNS role dates back to the 1960s when it was introduced in
acute care hospitals to provide specialized nursing expertise. Advances in medical
treatment and technology and subsequent increases in patient acuity and the com-
plexity of care resulted in the need for nurses with advanced specialized knowledge
and skills to support nurses at the bedside and to improve the quality of nursing care
(Bryant-Lukosius et al. 2010; Canadian Nurses Association 2018).

6.1 Definition of the CNS

The Canadian Nurses Association defines the CNS as a “registered nurse who holds
a graduate degree in nursing and has a high level of expertise in a clinical specialty”
(Canadian Nurses Association 2014: 1). The CNS role is a multidimensional clini-
cal role focused on improving patient, population, and health system outcomes
through the integration of knowledge, skills, and expertise in clinical care, leader-
ship, consultation, collaboration, education, and research. Similar to the view of
CNSs in the United States (National CNS Competency Task Force, National
Association of Clinical Nurse Specialists 2010), the CNS role in Canada is felt to
positively impact at three levels: the patient or client, nurses and interprofessional
teams within practice settings, and organization/systems. CNSs work in a variety of
specialty areas that may be defined by the type of illness (e.g., cancer), patient
health needs (e.g., pain management), type of care (e.g., critical care), or the age of
patient populations served (e.g., pediatrics, geriatrics) (Bryant-Lukosius et al. 2010).

6.2  Current Status and Deployment

Development and integration of the CNS role within the Canadian health system
has fluctuated over the years due to the influence of several factors including geog-
raphy, demographics, the economy, and healthcare policies (Bryant-Lukosius et al.
2018). Geographically, Canada is the second largest country in the world but also
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one of the most sparsely populated countries with a population of 35 million people
(Wikipedia 2018). Over 82% of Canadians live in urban centers in the southern
regions of the country, and as a result healthcare resources are concentrated in these
areas with disparate services in rural, northern, and remote communities (Statistics
Canada 2017a). Healthcare legislation, funding, and policies at the federal level and
regionally across 13 provinces and territories also impact on how nursing and
healthcare services are organized and delivered.

Perhaps the peak development of CNS roles occurred in the late 1990s.
Although there were no specific CNS education programs, the introduction of
graduate nursing programs in most provinces in the 1970s and 1980s stimulated
the development of nursing in general and also the CNS role. In the 1980s, the
Canadian Clinical Nurse Specialist Interest Group was established to support the
national development of the role by creating practice standards, hosting national
conferences, and disseminating regular newsletters (Bryant-Lukosius et al.
2010). In 1992, this interest group evolved to become the Canadian Association
of Advanced Practice Nurses as the national voice for CNSs and also NPs, whose
roles were also progressing (Easson-Bruno n.d.). By 2000, many CNS leaders in
Canada had transitioned to become acute care NPs, especially in the largest prov-
ince of Ontario, where a master’s program specifically for this role had been
introduced. The enhanced scope of practice and autonomy associated with the
acute care NP role may have influenced these transitions. Job security may have
also been a factor as the number of CNS positions was declining due to a down-
turn in the economy and financial constraints within the healthcare system
(Bryant-Lukosius et al. 2010).

The actual numbers of master’s prepared CNSs in Canada are difficult to
determine because the role is not title protected and there are no regulatory or
credentialing systems in place to identify and monitor nurses working in these
roles. Only self-identified CNSs can be captured through provincial/territorial
nurse regulating bodies. Best estimates from current data suggest that the number
of CNS in Canada continues to decline. From 2000 to 2016, the number of self-
identified CNSs decreased from 2624 (with and without a master’s degree) to
550 (with a master’s degree) (Canadian Nurses Association 2006; Canadian
Institute for Health Information 2017). If the current number is accurate, CNSs
make up less than 0.02% of the registered nurse workforce, compared to NPs
who account for 1.6%. A national study indicated that more than 33% of self-
identified CNSs were working in positions that were akin to but not titled as a
CNS role (Jokiniemi et al. 2018). Thus, it is possible that the actual number of
CNSs is underestimated with additional nurses working in CNS-type roles, but
because the job title is not CNS, they do not identify as such. Lack of consistent
reporting about which CNSs are master’s prepared also makes it difficult to accu-
rately assess deployment trends of CNSs who meet international criteria for
advanced practice.

Recent studies demonstrate that 80-90% of CNSs work in urban communities
(Jokiniemi et al. 2018; Kilpatrick et al. 2013). There is also evidence of increased
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health system integration with over 40% of CNSs now working outside of hospitals
in diverse practice settings including the community, home care, primary care, long-
term care, hospice, government agencies, and correctional institutions. The majority
(68%) of CNSs report working these five specialty areas: gerontology-rehabilitation,
medical-surgical, emergency-critical care, psychiatry-mental health, and commu-
nity health (Kilpatrick et al. 2013).

6.3 Models of CNS Practice

CNS practice is highly variable as the roles are shaped to address the unique con-
texts of the practice settings in which CNSs work and the patient populations they
serve. As a result, there is no one common model of CNS practice. In a national
survey of CNSs, almost 40% reported they were not involved in the direct provision
of patient care, 30% worked in a consultative role, and 28% provided direct care to
a broad range of patients or those with specific needs related to risk factors, chronic
conditions, case management, or acute episodic illness (Kilpatrick et al. 2013).

The paucity of publications about CNS roles in Canada limits current under-
standing about the scope and impact of various models of CNS practice. One area
for which there are several publications relates to geriatric care as new models of
CNS practice have evolved to address the health needs of a rapidly aging Canadian
population (Statistics Canada 2017b). One model is the geriatric emergency nurse
where the CNS screens for high-risk patients, conducts comprehensive assess-
ments, and facilitates care planning and care coordination (Asomaning and Van
Den Broek 2011). Another proactive model with a strong focus on health promo-
tion and illness prevention involves the CNS providing expert coaching and guid-
ance, consultation, leadership, and collaboration to provide care to older adults in
long-term care facilities in rural communities (Smith Higuchi et al. 2006). New
models of CNS practice in oncology and palliative care emphasize triage and
patient navigation as important aspects of the role requiring in-depth knowledge
and comprehensive assessment, interprofessional collaboration, and care coordi-
nation skills (Desrochers et al. 2016; Stilos and Daines 2013; Marchand 2010).
Several publications highlight the essential leadership role CNSs play to improve
patient safety and quality of care by designing and implementing innovative evi-
dence-based services, practices, and policies related to breast cancer screening
and assessment (Marchand 2010), geriatric care (McDonald 2012; Smith Higuchi
et al. 2006), pain management in long-term care (Kaasalainen et al. 2015), a
search protocol in psychiatric inpatient units (Abela-Dimech et al. 2017), wound
care (Canadian Nurses Association 2012a), and pediatric vascular access devices
(Gordon and Kenny 2017). A frequently reported theme in the literature is that
CNSs are focused on addressing complex patient care needs and clinical situa-
tions and that their activities extend beyond practice settings to impact on the
health of populations and communities and the regional delivery of healthcare
services (Canadian Nurses Association 2012a; Marchand 2010; McDonald 2012;
Smith Higuchi et al. 2006.
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6.4 Outcome Measures and Evaluation

Although CNSs have existed in Canada for over 50 years, evidence about their
effectiveness and impact is largely anecdotal. Systematic reviews of CNS roles doc-
ument the absence of randomized controlled trials or comparative studies conducted
in Canada (Bryant-Lukosius et al. 2015a, b; Donald et al. 2013; Kilpatrick et al.
2014a, 2015). Capacity to evaluate the impact of CNS roles is constrained by the ad
hoc nature and short timeline in which the roles are introduced, limited access to
research and role evaluation expertise, insufficient electronic documentation sys-
tems to track CNS activities and outcomes, and health services research funding
priorities that are not aligned with needs for research focused on nursing roles. In a
national study, CNSs were asked to report on the frequency (scale 1 (seldom) to 4
(constantly)) in which they achieved specific outcomes (Kilpatrick et al. 2013).
Highest mean scores (2.5 to 2.91) related to improvements in patient outcomes
including knowledge, satisfaction, comfort level, quality of life, anxiety, and self-
care ability. CNSs also perceived they positively impacted on family outcomes
related to knowledge, satisfaction, and anxiety (mean scores 2.8 to 2.89). CNSs felt
that they had less frequent impact on system outcomes related to health care or
treatment costs (mean scores 2.05 to 2.12). Narrative reports by CNSs and their key
stakeholders (e.g., patients, nurses) indicate that CNSs contribute to improved sys-
tem outcomes such as timely access to care and patient referrals to appropriate com-
munity services (Desrochers et al. 2016; Marchand 2010; McDonald 2012; Canadian
Nurses Association 2012a), reduced emergency department visits (Canadian Nurses
Association 2012a) and hospital admissions (Smith Higuchi et al. 2006), better
quality of care (McDonald 2012), fewer patient safety incidents (Abela-Dimech
etal. 2017), increased team efficiency (Stilos and Daines 2013), and the delivery of
tailored, individualized, and patient-centered care (Desrochers et al. 2016).

6.5 CNS Competencies

In 2014, new pan-Canadian competencies for the CNS were established (Canadian
Nurses Association 2014). These competencies build on a national framework for
advanced nursing practice (Canadian Nurses Association n.d.). There were several
aims for developing these competencies including to promote CNS role clarity,
increase awareness and understanding of the CNS role for improving health and
healthcare services, inform the development of CNS education programs, support
CNSs to implement their roles, and guide employers who are introducing CNS roles
in their organizations. A total of 65 competencies are organized into 4 categories
related to clinical care, systems leadership, advancement of nursing practice, and
evaluation and research. In a recent role delineation study, Canadian CNSs reported
spending some or a great extent of their work time enacting most of the competen-
cies (Jokiniemi et al. 2018). No competencies were not enacted. While there was a
high degree of variability in time spent, these finding suggests that the new compe-
tencies reflect CNS practice.
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6.6 CNS Education

A major barrier to the development of CNS roles in Canada is limited access to
CNS-specific graduate nursing education programs and specialty-based education.
Canada’s geographic size and small population base make it difficult to recruit suf-
ficient numbers of CNS students for any one university, and most universities do not
have faculty resources or expertise to offer specialty education (Martin-Misener
et al. 2010). It is only recently that a few universities have offered a graduate pro-
gram stream specific to CNSs. As a result, most CNSs graduate from generic mas-
ter’s programs and may not have a good understanding of the role or the knowledge,
skills, and confidence to successfully implement the role (Bryant-Lukosius et al.
2010). The lack of CNS education programs has also resulted in a shortage of CNSs
in areas of identified need.

6.7 Credentialing: Regulatory, Legal,
and Certification Requirements

In Canada, the regulation of nurses occurs at the provincial/territorial level and is
governed by a nursing college or association. In most provinces, the CNS has the
same scope of practice as a registered nurse, and as such, the role is not regulated or
title protected. In Quebec, title protection exists for CNSs in infection prevention
and control (Ordre des infirmiéres et infirmiers du Québec 2011), and work is in
progress to establish CNS regulation and graduation education (Ordre des infir-
mieres et infirmiers du Québec 2016). In Alberta, the “specialist” title is protected
for registered nurses who have relevant graduate nursing education and 3 or more
years of experience in a specialty area (College and Association of Registered
Nurses of Alberta n.d.). However, the specialist title is not specific to the CNS role.
Except for Quebec, there are no provincial credentialing systems in place to ensure
that nurses have the minimum requirements to be a CNS related to education, spe-
cialty certification, or experience. Specialty certification available through the
Canadian Nurses Association is not a requirement for the CNS role, and only exists
at a basic and not advanced level. The lack of regulation, title protection, and
required credentials contributes to role confusion, poor stakeholder understanding
of the role, and variability in the extent to which all CNS role domains and compe-
tencies can be fully implemented (Bryant-Lukosius et al. 2010; Kilpatrick
et al. 2013).

6.8 Moving Forward: Challenges and Opportunities

In 2010, following completion of a national study of advanced practice nursing
roles, a number of recommendations were made to improve the integration of CNSs
within the health system: conduct research to examine workforce trends and factors
influencing successful implementation and role impact, establish a common vision
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for the role in Canada, develop and establish national standards and competencies
for CNS practice, and develop CNS-specific education (Bryant-Lukosius et al. 2010).

Since 2016, some progress has been made in implementing these recommenda-
tions (Bryant-Lukosius et al. 2018). Pan-Canadian strategies have raised the national
profile and improved understanding of CNS practice. For example, two practice
pattern studies were conducted to examine the CNS workforce and delineate the
role (Jokiniemi et al. 2018; Kilpatrick et al. 2013). The results of both studies have
or will be presented at national and provincial nursing forums. The Canadian Nurses
Association developed a policy document (Canadian Nurses Association 2012b)
and hosted a roundtable meeting (Canadian Nurses Association 2013) that led to the
subsequent development of pan-Canadian CNS competencies. A national associa-
tion of CNSs has been created to provide a voice for CNS practice and policy issues,
and CNS education programs have been implemented in at least two provinces.

To maintain this momentum moving forward, CNSs and nursing leaders includ-
ing regulators, educators, researchers, managers, and policy-makers will need to
work collectively to agree on a common vision for the CNS role, establish a creden-
tialing system, and articulate a clear business case, supported by national and inter-
national evidence, for how the role aligns to support policy priorities for improving
the health of Canadians and creating sustainable healthcare services. Research is
required to evaluate the impact and outcomes of CNS roles within the Canadian
context. Priorities for research should parallel health system improvement priorities
to demonstrate the value of CNSs for improving patient safety and quality of care,
increasing access to care, providing chronic disease prevention and management,
strengthening health systems integration, and addressing social determinants of
health and health inequities (Canadian Nurses Association 2012a).

Lack of role clarity and poor stakeholder understanding of the CNS role are
associated with underutilization and sub-optimal implementation of the role and
poor CNS job satisfaction. These factors impact on CNS recruitment and retention
and have contributed to a shrinking CNS workforce (Bryant-Lukosius et al. 2010;
Kilpatrick et al. 2014b, 2016). Pan-Canadian efforts by national and provincial
nursing associations and regulators will be necessary to stem the declining numbers
of CNSs through policies to clarify the role; establish standardized role require-
ments and credentials; and educate the public, nurses, healthcare administrators,
and government policy-makers about the role. Pan-Canadian approaches are needed
to document master’s prepared CNSs in each province in order to effectively moni-
tor workforce trends and gaps in deployment.

A challenge for CNSs is that they are not well represented at decision-making
and policy tables across all levels of the health system, and as a result CNS solutions
for addressing healthcare needs are not considered (Bryant-Lukosius et al. 2010).
CNSs tend to invest their energy to improve practice in their specialty area and not
to advocate for the optimal development and utilization of the CNS role. If the role
is to be sustained, CNSs must take a stronger leadership role, become more politi-
cally savvy, and be visible and influential at decision- and policy-making forums
within healthcare organizations and professional nursing associations and in
government.
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In this time of economic restraint in health care, current funding models in which
CNS salaries are paid through agency operating budgets are a major barrier to the
introduction and sustainability of the role (Bryant-Lukosius et al. 2018). This has
required courageous and creative nursing leaders to seek nontraditional sources of
funding to recruit and develop novice CNSs in areas of high need for specialized
expertise, such as mental health and addiction (Gehrs et al. 2016). Specific funding
for priority healthcare needs has been useful for deploying CNSs where their exper-
tise can be best utilized. For example, in 2005 Health Canada strategically recruited
CNSs for 600 First Nations and Inuit communities to address population health
needs and improve nursing practice in targeted areas including maternal/child
health, mental health/addictions, chronic disease management, and diabetes
(Veldorst n.d.). Healthcare leaders and CNSs should advocate for new funding
envelopes and models to support CNS practice in areas of priority. Pay for perfor-
mance models providing organizations with incentives to reach benchmarks for
access and quality of care and bundled funding models for patients with complex
chronic conditions are examples of potential funding approaches that may help to
leverage CNS expertise.

6.9 Exemplar of CNS Practice in Oncology Palliative Care

This exemplar features a CNS working in palliative care in a cancer center offering
highly specialized ambulatory cancer care services across large region in Southern
Ontario, Canada. Patients (and their family members) diagnosed with cancer requir-
ing complex symptom management and supportive care to address treatment side
effects, manage the consequences of advanced disease, or receive comfort at end of
life are the focus of the CNS role. This CNS demonstrates exemplary practice by
fully operationalizing all four categories of Canadian CNS competencies (i.e., clini-
cal practice, systems leadership, advancement of nursing practice, and evaluation
and research) (Canadian Nurses Association 2014). These actions result in positive
impacts at the patient, practice setting, and organizational/systems levels that are
regional, provincial, national, and international in scope. This CNS has achieved
exemplary practice through graduate and continuing education, national certifica-
tion in both oncology and in palliative care, and 15+ years of CNS experience—she
is an expert CNS (De Souza 2018).

Related to clinical care, the CNS has advanced in-depth knowledge and skills in
cancer and palliative care. Working collaboratively within the interprofessional
team, she conducts comprehensive patient and family assessments, triages patients
to appropriate providers, navigates and refers the patient to community services,
facilitates patient goal setting and care planning, provides patient education and
self-management support, provides consultation to cancer center and community
providers, and proactively assesses and manages patient symptoms and concerns
through nurse-led clinics and telephone follow-up.

The CNS provides systems leadership to influence, implement, and manage
change to improve care delivery within and across systems. In this regard she is
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politically strategic and goal and outcome oriented and effectively communicates
and negotiates with the healthcare team and community stakeholders to innovate
care. She improves access to and the quality of care by leading the implementation
of evidence-based guidelines and policies and by assessing gaps in clinical care and
designing new services to address these gaps. For example, she led the regional
implementation of evidence-based strategies to improve cancer symptom screening
and developed an interprofessional clinic to improve the management development
of dyspnea for patients with advanced cancer. Within the cancer center, she devel-
ops palliative care expertise and services by mentoring students, nurses, and other
providers.

Relevant to the advancement of nursing, this CNS leads initiatives to improve
nursing practice as a board member for the national oncology nursing association,
presents at conferences, and publishes her work. Nationally and internationally she
improves nursing practice by developing and delivering palliative care education
courses and programs. She fosters the development of CNS practice by articulating
a clear vision of the CNS role to stakeholders (e.g., patients, team members, manag-
ers) and mentoring potential CNSs as a tutor in a graduate nursing education pro-
gram. Provincially, she champions the development of CNS practice in cancer care
by co-leading a community practice for advanced practice nurses.

In terms of evaluation and research, the CNS improves the quality of care at the
cancer center by participating in interprofessional research, utilizing research evi-
dence to design new policies, practices, and services; contributing to quality
improvement initiatives; and leading the evaluation of new service delivery models,
such as the dyspnea clinic described above.
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Abstract

Specialist practice in the UK has a long history, but the role of the clinical nurse
specialist (CNS) remains unclear with no specific certification or regulatory
framework.

This has resulted in a variety of levels of practice. In the UK the term CNS is
not restricted to registered nurses or those in advanced practice, which could be
seen as a risk.

This lack of regulatory framework has also meant that the development of
practice has been unconstrained and innovative. Despite the variation in practice,
the CNS role in the UK has largely evolved into an advanced practice role in
order to meet patients’ and family’s needs.

In the UK there is a thriving specialist community across many areas of prac-
tice and patient populations which range from long-term conditions to more con-
sultative expert roles.

There have been many studies that demonstrate the positive effect that spe-
cialist practice has on outcomes for patients, but the role is still poorly
understood.
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7.1 A Historical Perspective

The UK has a long history of specialist nursing practice. One of the first recorded
specialist nurses was Dorothy Wyndlow Pattison (known more commonly as Sister
Dora (1832-1878)) who practised in Walsall, England. Sister Dora became a spe-
cialist in the treatment of industrial injuries, particularly those related to working on
the railway. Throughout the twentieth century, specialist nursing practice devel-
oped. In 1975 a cancer charity was founded by Douglas Macmillan, a civil servant,
who established the first cancer and palliative care specialist nurse posts still known
as Macmillan Nurses today.

The role of the clinical nurse specialist then began to establish itself outside of
cancer in the late 1970s with pioneers such Elizabeth Anionwu who set up the first
specialist service for people with sickle cell disease in Brent, London (Fig. 7.1).

Practice developed through the 1980s and 1990s in the UK. Various initiatives
and policies promoted having a specialist nurse, and the charities that represented
patient groups became powerful advocates of the role.

The Nurses, Midwives and Health Visitors Act 1979, which came into force on 1
July 1983, also created national boards. The English National Board (ENB) over-
saw post-registration education in which specialist education was offered. This gave
the clinical nurse specialist role its educational foundation as registered nurses were
able to undertake specific courses in specialist areas such as urology, gynaecology
or cancer care and then pursue work in those clinical areas. Towards the end of the
twentieth century, undergraduate nurse education moved to being university based
with a degree on qualification, and the ENB was phased out.

Fig. 7.1 Dame Professor Elizabeth Anionwu at work in Brent (right)
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By the end of the 1990s, the CNS role was established, but there had been no
strategic planning on how it was implemented—the roles and their deployment
evolved over time meaning that their coverage was inequitable. In addition there
was and still is no regulatory framework for specialist practice in the UK which
meant that those performing the roles had a variety of practice levels and qualifica-
tions. By the start of the twenty-first century, their financial value to organisations
facing austerity was doubted. This is in part because there is little common under-
standing of the roles which vary enormously by title and level of practice, or their
contribution to patient care.

7.2  Defining Clinical Nurse Specialists in the UK

The definitions and scope of the CNS in the UK are confusing. As there is no regula-
tory framework, minimum qualification or little professional accreditation, the term
CNS is not protected. This means the scope of practice and educational levels of
those working in the role is very wide and the role is not solely associated with
advanced practice. As there is no recognised regulatory or robust professional
framework, the reality is that CNS work in the UK is essentially defined as an area
of practice (e.g. a population or medical specialism) rather than a level of practice
such as advanced.

In order to address this issue, the four UK countries have each adopted guidance
on clinical nurse specialist practice.

Scotland was the first UK country to really formalise the role and the only UK
country to explicitly state that clinical nurse specialists could be practising at an
advanced level: “A clinical nurse specialist is a registered nursing professional who
has acquired additional knowledge, skills and experience, together with a profes-
sionally and/or academically accredited post-registration qualification (if available)
in a clinical specialty. They practise at an advanced level and may have sole respon-
sibility for care episode or defined client/group” (ISD 2010). Although England has
an advanced practice statement (DH 2010), it has tended to pay little policy atten-
tion to specialist practice. Wales took a multiprofessional approach and includes
other health professions such as physiotherapists (physical therapists) but also refers
to “specialist” as an area rather than level of practice (Welsh Government 2010). In
Northern Ireland advanced practice has been defined (NIPEC 2014), but as with
most of these documents, there is little mention of those in specialisms.

The primary employment model is still via an entity called the National Health
Service (NHS). The NHS was founded in 1948, is centrally funded by taxation/
national insurance and provides care free at point of use. There is a private health-
care sector in the UK, but employment of CNS in that sector has traditionally been
limited. There is a growing market of other providers who are a mixture of different
models such as community interest companies, non-profits, charities and private
providers employing nurses, including CNSs, to run NHS services still within the
universal healthcare model.



104 A. Leary

7.3 Models of CNS Practice

Generally, clinical nurse specialists in the UK provide complex services, many at
advanced level in line with the International Council of Nurses’ definition stating
that an advanced practice nurse is a “registered nurse who has acquired the expert
knowledge base, complex decision-making skills and clinical competencies for
expanded practice, the characteristics of which are shaped by the context and/or
country in which s/he is credentialed to practice. A master’s degree is recommended
for entry level” (ICN 2018).

The wide variety of levels of practice, services offered and education attained
tends to be associated with different specialist groups and types of practice—despite
this variation the term CNS has become ubiquitous, describing this entire population.

For example in the UK, CNSs, working in long-term conditions, tend to be
proactive case managers. They manage a caseload of patients with a specific aeti-
ology such rheumatology or neurology, often in collaboration with physician col-
leagues but taking the role as the primary provider of care. It’s common to find
CNS in these specialisms practising at an advanced level. They tend to be respon-
sible for managing a caseload day to day including complex assessment, interven-
tion (including psychosocial), prescribing medicines, brokering care and complex
decision-making.

In areas such as cancer care where central government policy has supported the
role or it has been enabled through the charitable sector, the workforce expansion
was rapid meaning that there is more variation in levels of practice from develop-
ment roles to advanced and consultant (attending) roles which lead entire services.

There has also been expansion in technical consulting specialist roles in the acute
inpatient setting. These nurses rarely manage a caseload but act as a source of exper-
tise. These roles are also often termed CNS and might specialise in areas such as
pain, tissue viability or the management of inpatients with diabetes, for example.
Acute hospitals have a high turnover of staff, and so these CNSs bring continuity of
clinical standards, teach staff to manage the complexities of care and also review
patients offering expert consultation services.

A summary of the types of specialist practice in the UK based on mining the
authors’ curated Cassandra dataset (n = 18,000 specialist nurses, approx. 70 million
hours of work) is shown in Table 7.1.

7.4  CNS Practice Competencies

Although there are no agreed national competencies for CNS practice and little
certification, many specialisms have developed their own competencies, for exam-
ple, pain, diabetes and ophthalmology.

One of the most embedded is TREND which is for diabetes specialist practice
(TREND 2015) and also includes a career framework. Some specialisms have
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Table 7.1 The diversity of specialist nursing practice in the UK

Common areas of

Descriptor Activity practice in UK
Proactive case Day-to-day management of a caseload of Long-term conditions,
manager patients—-tends to be an advanced practice acute and community
role, complex decision-making and clinical
reasoning
Reactive case Day-to-day management of a caseload of Long-term conditions,
manager patients—-tends to be an advanced practice acute and community
role but constrained by caseload numbers or
complexity
Consulting Expertise in a specific area of practice or Areas such as pain, tissue
specialist patient population viability, infection
control, inpatient diabetes
care
Procedure-focussed Offers a holistic service including complex Areas such as
specialist clinical decision-making colposcopy, endoscopy,
central line insertion
Education-focussed Provides clinical education often with Supports education and
roles specialist background practice development in
specialist practice
Role substitution/ ~ Works to medical protocol may undertake Acute medical/surgical
facilitation of activities such as physical examination/ specialities, emergency
others” work prescribing but defers principal decision- care, ITU
making/works to protocol
Information and Undertakes clinical administration, Some long-term
facilitation of co-ordination of care, provision of conditions or surgical
others’ work information, largely protocolised care pathways

competencies for services such as accreditation for endoscopy operators (JAG
2017); however these are not solely for specialist nurses. More recently in England,
a framework for multiprofessional advanced clinical practice has been developed
that may now add more uniformity to this level of practice across the different pro-
fessions (Health Education England 2017).

7.5 Outcome Measures and Evaluation

The variability in levels of practice and services provided has made a common
framework for the evaluation of these roles a challenge. Added to this lack of clarity
are the current financial pressures that the employers of these post-holders find
themselves, which means that the value of these roles is constantly questioned. This
has led to repeated poor-quality local reviews based on time and motion type activ-
ity, which is of limited use in complex work (De Leon 1993, Raiborn 2004). Such
activity analysis cannot handle relational work (Malloch 2015), and it generally
results in underestimating nursing workload whilst also not considering out-
comes at all.
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Many of the evaluations have concentrated on quality aspects of services such as
patient and family experience, which are generally very positive (Read 2015), and
there is an increasing body of work which shows the benefit of CNSs in terms of
efficiency and return on investment. These include reduction in the use of emer-
gency care and acute inpatient care, more efficiently managed care, and better clini-
cal outcomes for patients.

7.6 Credentialing, Regulatory and Legal Requirements

The term CNS is not a protected title in the UK and as such there is no regulatory or
legal framework. A recent study by the author (Leary et al. 2017) discovered that job
titles bore no association with levels of practice and that even individuals who were
not registered nurses were conferred job titles such as “specialist nurse”, “associate
advanced nurse practitioner” or “clinical nurse specialist” by employers. This pres-
ents a challenge to the profession and a risk to the public who might assume they are
dealing with a registered nurse.

Purposeful regulation of advanced practice has been tabled many times, but the
last review by the council for healthcare and regulatory excellence (CHRE) stated
in 2009 that “often what is termed advanced practice reflects career development
within a profession and is appropriately governed by mechanisms other than addi-
tional statutory regulation” (CHRE 2009) and thus deemed regulation was unneces-
sary even though this assumption appears to be false.

The lack of regulatory framework does present a risk to patient safety—anyone
in the UK, even those who are not registered nurses, can and does call themselves
clinical nurse specialists or advanced practitioners (Jones-Berry 2018). The corol-
lary is that there is little to impede the development of practice and many have found
innovative ways to meet patient needs.

7.7  Moving Forward

Specialist nursing roles are at something of a crossroads in the UK. Policy in
England is now prioritising a generalist “advanced clinical practitioner” role that
can originate in any registered profession and can substitute for some medical roles.
This has seen further scrutiny of CNS roles and their value rather than developing
specialist practice.

Despite this there is tremendous support for these roles from charitable and other
patient advocacy groups. Employers are also beginning to see the benefits of the
CNS in contributing to better outcomes and more efficient services. There is an
increasing amount of nurse-led work, for example, in areas such as gastroenterology
where the majority of workload is managing day-to-day clinical care. This group of
CNSs manages complex drug regimes, reviews patients in nurse clinics and pro-
vides case management functions whilst developing new ways of innovating service
delivery (Leary and Punshon 2017). Such models are good exemplars of the further
evolution of the CNS role in the UK.
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7.8  Exemplars of Clinical Nurse Specialist Practice

7.8.1 Description of Specialty Area of Practice (Patient
Population, Nature of Care, Etc.)

Yvonne Kana works as a specialist in ophthalmic care at a large specialist hospital
in London. She sees a variety of patients with retinal problems and post-procedure
dealing with any complications.

7.8.2 Describe a Case or Project that Is Exemplary of Practice
in the Specialty

Yvonne offers a YAG laser service, a procedure which eliminates the cloudiness that
occasionally interferes with a patient’s vision after cataract/lens replacement sur-
gery. She receives referrals from medical colleagues and assesses and treats patients.

7.8.3 Describe Practice Competencies Used in the Specialty
Practice

Yvonne uses advanced assessment skills and her knowledge of specialist ophthal-
mic practice. There are competencies for ophthalmic nursing practice (RCN 2016)
but no credentialing; however Yvonne has a master’s degree in advanced practice.

7.8.4 Identify Typical Outcomes of Practice in the Specialty

Yvonne is able to manage the care and improve vision for many of her patients.
Medical colleagues refer to her YAG laser service, and rates of satisfaction from
patients are very high.

7.8.5 Description of Specialty Area of Practice (Patient
Population, Nature of Care, Etc.)

Louisa Fluere works in a large central London acute hospital managing the care of
men with advanced (metastatic) prostate cancer. She manages the care of around
100-140 patients per week across ambulatory care clinics.

7.8.6 Describe a Case or Project that Is Exemplary of Practice
in the Specialty

Healthy hormones—introduction of seminar-based education to help men on andro-
gen deprivation therapy.
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Long-term androgen deprivation therapy (ADT) for advanced prostate cancer
can result in significant and distressing side effects and longer-term adverse meta-
bolic effects. A seminar-based service improvement initiative was developed to pro-
vide information and strategies to understand ADT, to manage side effects and to
provide lifestyle advice regarding cardiovascular and bone issues. The seminars
were evaluated with patient questionnaires and were positively received. This
approach has proven to be a valuable tool in the care of this patient group and has
been presented worldwide.

7.8.7 Describe Practice Competencies Used in the Specialty
Practice

To run this service, Louisa utilises advanced assessment skills, prescribing of medi-
cines (ADT, side effect management, supportive medication for symptom control,
systemic anticancer therapies and chemotherapies). She is responsible for manage-
ment of side effects using pharmacological, lifestyle and psychological approaches.
Her role includes treatment initiation and monitoring, psychosocial care and educa-
tion of patients, families and staff.

7.8.8 Identify Typical Outcomes of Practice in the Specialty

This is a high-volume, largely ambulatory service which manages the majority of
the service workload with input as required from physicians and other members of
the team. Louisa’s service ensures timely, person-centred care that is cost-effective
and valued by patients.

7.8.9 Description of Specialty Area of Practice (Patient Population,
Nature of Care, Etc.)

Tony Kemp works as a specialist in prehospital care. He qualified as a registered
nurse in 1983 and went on to work in a range of acute care settings including anaes-
thetics and intensive care. Alongside this he trained and worked within aeromedical
care. Tony practises at an advanced level of practice specialising in prehospital
immediate care in the British Association of Immediate Care Scheme (BASICS); he
is also a teacher and researcher.

7.8.10 Describe a Case or Project that Is Exemplary of Practice
in the Specialty

Nursing is not often utilised in prehospital immediate care due to the emerging
dominance of helicopter (HEMS) doctors and the emergence of paramedic critical
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care pathways. Tony emphasises that a major part of his advanced practice specialist
role extends beyond the immediate needs of the patient.

Recognising and preparing for the potential problems and the need to provide
care that reduces onward negative physiological insult as part of the extended emer-
gency care team is very much a significant part of his role. This is well evidenced in
the care of an entrapped and seriously injured driver whose survival to the arrival of
the emergency services was largely due to the intra-abdominal compression from
the vehicle intrusion. Whilst recognising the devastating lower limb injuries, freeing
the driver would lead to their rapid demise due to the lack of access to their legs and
the presumed serious crush injuries present. Under Tony’s advice the extrication
was managed by the fire and rescue commander as a staged event with medical care
being provided with a view to optimising the patient throughout prior to final
release. The patient went on to make a full recovery, albeit following bilateral ampu-
tation, and was neurologically intact.

7.8.11 Identify Typical Outcomes of Practice in the Specialty

Tony’s outcomes are not only in the clinical effectiveness of bringing a high level of
complex care to patients out of hospitals but also a leadership role within a multidis-
ciplinary team. This includes the application of a research base and also teaching
other professionals in high-risk, high-pressure situations.
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CNS Role and Practice in Ireland

Owen Doody

Abstract

CNS posts have a short history in Ireland, but none the less they have developed
across all practice areas and disciplines of nursing (mental health, children,
adult/general, intellectual disability) and midwifery. CNSs practise within the
core concepts of the role (patient/client care, patient/client advocacy, education
and training, audit and research, consultancy) and exhibit a range of competen-
cies related to their knowledge, communication, organization, liaison, manage-
ment, leadership, care/service provision, teamwork and decision-making.
However, given the different pathways to CNS post, there is a need for those
CNSs who did not hold the education level to engage in continuing education,
and this education should be a postgraduate diploma (level 9) to master’s level.
In addition, there is a need for regulatory support to guide the development of
national standards for CNS posts through key performance indicators to facilitate
benchmarking and standardization of CNS roles. While the expectation to fulfil
many roles can lead to role overload, there is also a need to ensure CNS fulfil
each component of their role including research and audit in order to demon-
strate their value and make their contribution visible. Thereby administration
support may be a necessary consideration for services/organizations in order to
support CNSs to fulfil their role and reach their full potential and grow advanced
nurse practitioners (ANPs).

This chapter has been written before the 2020 APN ICN guidelines were published and reflects the
views of the authors.
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8.1 Brief History of CNS Role and Practice

The origins of Irish CNSs stem back to the Working Party on General Nursing
Report (Department of Health—DoH 1980). However, the role of CNS was not
recognized until the late 1990s when after a period of industrial unrest, the nursing
board and health service employers produced a collaborative report. The resulting
Report of the Commission on Nursing (Government of Ireland—Gol 1998) recom-
mended the establishment of the National Council for the Professional Development
of Nursing and Midwifery (NCPDNM) and recognized the need to endorse nursing
as a career. The NCPDNM was established in 1999; however, in the absence of a
framework for CNS development, it resulted in a diverse group of individuals prac-
tising with minimal support (Doody and Bailey 2011). To address this issue, the
NCPDNM published a framework for CNS which identified three independent
pathways (immediate, intermediate and future) through which nurses working in a
specialty could attain acknowledgement of their experience and learning (NCPDNM
2001, 2004a, 2007, 2008). The introduction of a formal pathway, definition and core
functions of CNS in 2001 permitted the development of CNS posts in Ireland to
begin. The introduction of CNS posts in Ireland supported a key function of the
NCPDNM which was to develop a clinical career pathway for nurses working in a
specialist area of practice in order to progress from staff nurse to CNS (NCPDNM
2002) and supported national policy (Department of Health and Children—DoHC
2001). CNS posts are one of two clinical career posts available to staff in Ireland
with the NCPDNM developing advanced nurse practitioner (ANP) posts in tandem
with CNS.

8.2 Definition of CNS

In Ireland a CNS is defined as a nurse specialist in clinical practice who has
undertaken formal recognized post-registration education relevant to his/her area
of specialist practice at level 8 or above on the National Qualification Authority of
Ireland (NQAI) framework. Such formal education is underpinned by extensive
experience and clinical expertise in the relevant specialist area. The level of prac-
tice of a CNS is higher than that expected of a staff nurse (NCPDNM 2008). In
conjunction with defining CNS, the NCPDNM (2007, 2008) defined an area of
specialty as an area of nursing practice that requires application of specially
focused knowledge and skills, which are both in demand and required to improve
the quality of client/patient care.
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8.3  Conceptualizations/Model(s) of CNS Practice

In Ireland CNS practice is conceptualized within what the NCPDNM described as
the five core concepts of the CNS role. These core concepts were adapted from
Hamric’s (1989) role components (expert practitioner, educator, consultant and
researcher) and broadened to include advocacy (Doody and Bailey 2011). Each core
concept needs to be embraced within CNS practice, and to support CNSs the
NCPDNM identified broad descriptors attributed to each core concept (Table 8.1).

8.4  CNS Practice Competencies

Within Ireland competence of a CNS encompasses those of a nurse and those for
specialist practice, which are based on the core concepts of the role (NCPDNM
2008) and specific employer/specialist job descriptions (Table 8.2). The core com-
petencies of the CNS are shared by all who practise at specialist level based on the
core concepts of the role. Specific competencies are those identified as specific to
the practice role and setting, and the responsibility for detailing specific competen-
cies lies with service providers and should be outlined in the job description.

8.5 Outcome Measures and Evaluation

Irish research studies indicate that CNSs contribute positively to patient/client and
healthcare outcomes. However, such studies are descriptive and small-scale and do
not involve comparisons. Nationally two evaluations (NCPDNM 2004b and Begley

Table 8.1 Core concepts for the CNS specialist role (NCPDNM 2004a, 2007, 2008)

Core concept Description

Client focus ~ Work must have a strong patient focus whereby the specialty defines itself as
nursing and subscribes to the overall purpose, functions and ethical standards of
nursing. The clinical practice role may be divided into direct and indirect care

Patient/client Role involves communication, negotiation and representation of the patient/

advocate client values and decisions in collaboration with other healthcare workers and
community resource providers
Education Remit for education and training consists of structured and impromptu

and training  educational opportunities to facilitate staff development and patient/client
education. Each CNS is responsible for his/her continuing professional
development, thereby ensuring sustained clinical credibility among nursing,
medical and paramedical colleagues

Audit and Audit of current nursing practice and evaluation of improvements in the quality

research of patient/client care. Knowledge of relevant current research to ensure
evidence-based practice and research utilization. Contribute to nursing research
relevant to his/her particular area of practice. Any outcomes of audit and/or
research should contribute to the next service plan

Consultancy  Interdisciplinary and intra-disciplinary consultations, across sites and services.
This consultative role also contributes to improved patient/client management
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Table 8.2 Area and associated competencies as per core concepts (NCPDNM) and employer job

description

Core concept Associated competencies

Client
focused

Articulates and

demonstrates the concept of knowledge

nursing specialist practice
within the framework of
relevant legislation, the
Scope of Nursing and
Midwifery Practice
Framework (An Bord
Altranais 2000a), The Code
of Professional Conduct and
Ethics (An Bord Altranais
2000c) and Guidelines for
Midwives (An Bord
Altranais 2001)

Possesses specially focused
knowledge and skills in a
defined area of nursing
practice at a higher level
than that of a staff nurse

Performs a nursing
assessment, plans and
initiates care and treatment
modalities within agreed
interdisciplinary protocols
to achieve patient-/
client-centred outcomes and
evaluates their effectiveness
Identifies health promotion
priorities in the area of
specialist practice

Implements health
promotion strategies for
patient/client groups in
accordance with public
health agenda

Associated competencies
Practice in accordance with
relevant legislation and with
regard to the Scope of
Nursing and Midwifery
Practice Framework
(Nursing and Midwifery
Board of Ireland 2015) and
the Code of Professional
Conduct and Ethics for
Registered Nurses and
Registered Midwives
(Nursing and Midwifery
Board of Ireland 2014)

Maintain a high standard of
professional behaviour and
be professionally
accountable for actions/
omissions. Take measures to
develop and maintain the
competences required for
professional practice
Adbhere to the nursing and
midwifery values of care,
compassion and
commitment (DoH 2016)

Adhere to national, regional
and local HSE pathways and
policies, procedures,
protocols and guidelines
Adbhere to relevant
legislation and regulation

Adhere to appropriate lines
of authority within the
nurse/midwife management
structure

In-depth knowledge of the
pathophysiology
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Table 8.2 (continued)

Core concept Associated competencies Domain

Patient/client Enables patients/clients, Communication

advocacy families and communities to and interpersonal
participate in decisions skills

about their health needs
Articulates and represents
patient/client interests in
collaboration with the
interdisciplinary team

Associated competencies
The ability to undertake a
comprehensive assessment
of the patient, including
taking an accurate history of
their condition and
presenting problem

The ability to employ
appropriate diagnostic
interventions to support
clinical decision-making and
the patients’ self-
management planning

The ability to formulate a
plan of care based on
findings and evidence-based
standards of care and
practice guidelines

The ability to follow up and
evaluate a plan of care
Knowledge of health
promotion principles/
coaching/self-management
strategies that will enable
people to take greater
control over decisions and
actions that affect their
health and wellbeing

An understanding of the
principles of clinical
governance and risk
management as they apply
directly to their role and the
wider health service
Evidence of teaching in the
clinical area

A working knowledge of
audit and research processes
Evidence of computer skills
including use of Microsoft
Word, Excel, e-mail,
PowerPoint

Effective communication
skills

Ability to build and maintain
relationships particularly in
the context of MDT working

(continued)
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Table 8.2 (continued)

Core concept Associated competencies

Education
and training

Audit and
research

Consultancy

Domain
Implements changes in

healthcare service in

response to patient/client

need and service demand

Provides mentorship,
preceptorship, teaching,
facilitation and professional
supervisory skills for nurses
training and other healthcare
workers

Educates patients/clients,
families and communities in
relation to their healthcare
needs in the specialist area
of practice

Identifies own continuing
professional development
(CPD) needs and engages
accordingly

Organization and
management skills

Identifies, critically Building and
analyses, disseminates and  maintaining
integrates nursing and other relationships
evidence into the area of including team and
specialist practice leadership skills

Initiates, participates in and
evaluates audit

Uses the outcomes of audit
to improve service provision
Contributes to service
planning and budgetary
processes through use of
audit data and specialist
knowledge

Provides leadership in
clinical practice and acts as
a resource and role model
for specialist practice
Generates and contributes to
the development of clinical
standards and guidelines

Commitment to
providing a quality
service

Associated competencies
Ability to present
information in a clear and
concise manner

Ability to manage groups
through the learning process
Ability to provide
constructive feedback to
encourage future learning
Effective presentation skills
Evidence of effective
organizational skills
including awareness of
appropriate resource
management

Ability to attain designated
targets, manage deadlines
and multiple tasks

Ability to be self-directed,
work on own initiative

A willingness to be flexible
in response to changing
local/organizational
requirements

Leadership, change
management and team
management skills including
the ability to work with
MDT colleagues

Awareness and respect for
the patient’s views in
relation to their care

Evidence of providing
quality improvement
programmes
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Table 8.2 (continued)

Core concept Associated competencies Domain Associated competencies
Uses specialist knowledge Evidence of conducting
to support and enhance audit

generalist nursing practice
Evidence of motivation by
ongoing professional

development
Analysing and Effective analytical,
decision-making problem-solving and

decision-making skills

et al. 2010) have been conducted in Ireland. Within the NCPDNM (2004b), evalua-
tion outcomes related to patient/client care were evident (numbers seen, effective-
ness of interventions, referrals received/made, telephone consultations, waiting
times, patient/client satisfaction, quality of life indicators and a reduction in hospital
general practitioner/emergency department admissions/attendance/visits). Of note
within the evaluation was the recognition that some CNS roles lend themselves to
performance measurement more readily than others, that many CNSs were execut-
ing outcome measurement but were using different terminology to describe the task
and that, when measurements become more complex, the number of CNSs measur-
ing those decreases (NCPDNM 2004b). Building on the 2004 evaluation, Begley
et al’s. (2010) evaluation identified patient/client, staff and service/healthcare out-
comes. Patient/client outcomes identified include patient satisfaction, reduction of
morbidity and promotion of self-management. Staff-related outcomes include
increased knowledge, empowerment, retention and work satisfaction. Service/
healthcare (delivery/development, quality) outcomes include waiting times, conti-
nuity, research, leadership and collaboration (Begley et al. 2010). Broader research
identifies Irish CNS’s contribution to the management of cystic fibrosis (Savage
2007), views of nurse prescribing (Lockwood and Fealy 2008), use of dependency
and prioritization tools in palliative care (Bracken et al. 2011), activities in an acute
hospital (Wickham 2011), community palliative care CNSs (Quinn and Bailey
2011), lesser recognized roles (Wickham 2015), perceived outcomes of research
and audit activities (Begley et al. 2015), examining the contribution of intellectual
disability CNSs (Doody et al. 2017a), activities of intellectual disability CNSs
(Doody et al. 2017b), families’ perception of intellectual disability CNSs (Doody
et al. 2018) and multidisciplinary team members’ perspectives on intellectual dis-
ability CNSs contribution (Doody et al. 2019).

8.6 CNS Education

The expectation for CNS is a recognized post-registration education programme
relevant to his/her area of specialist practice at level 8 or above on the National
Qualification Authority of Ireland (NQAI) framework. However, in the establish-
ment of CNS post in Ireland, three pathways were in operation. First is the
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immediate pathway, for registered nurses already performing in the role of CNS at
the time of implementation of the framework where the nurse held an appropriate
post-registration qualification and/or a minimum of 5 years’ experience in the area
of specialty. This route was available up to 30 April 2001. The second pathway was
the intermediate pathway for newly appointed CNSs (1 May 2001-31 August 2010)
where a newly appointed CNS must achieve the academic qualifications and profes-
sional experience within a specified timeframe of appointment (agreed locally).
Finally, the future pathway which identifies the academic qualifications and profes-
sional experience which a newly appointed CNS must hold prior to appointment
(minimum of 5 years’ post-registration experience, 2 years of practice in a specialist
area and a post-registration diploma minimum level 8 of the National Qualifications
Authority of Ireland related to the area of specialist practice). This pathway took
effect on 1 September 2010. These pathways have given rise to a diverse group of
CNSs who may or may not have an advanced level of education.

8.7 Credentialing: Regulatory, Legal
and Certification Requirements

To become a CNS, one should fulfil the requirements determined by the NCPDNM
(2008) in their framework for the establishment of CNS posts. After the Nurse Act
(2011), the NCPDNM was subsumed under the Nursing and Midwifery Board of
Ireland (NMBI), and the responsibility for CNS approval lies with the Health
Service Executive (HSE) Office of the Nursing and Midwifery Services Director
(ONMSD) for applications from HSE-funded organizations on an interim basis
under the delegated authority of the DoH, while the Nursing and Midwifery Planning
and Development Units (NMPDUs) and the ONMSD will approve applications for
statutory and voluntary organizations on an interim basis under the delegated
authority of the DoH.

The CNS is guided by their Scope of Nursing and Midwifery Practice Framework
which considers:

e Competence

* Responsibility, accountability and autonomy

* Continuing professional development

e Support for professional nursing and midwifery practice
e Delegation and supervision

e Practice setting

e Collaborative practice

¢ Expanded practice and emergency situations

In addition as a specialist, the CNS also has an expanded scope of practice that
incorporates the interpretation and application of advanced nursing theory and
research, higher-level decision-making and autonomy in practice, which are consis-
tent with their education level and clinical experience.
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All registered nurses in Ireland are bound by the Code of Professional Conduct
and Ethics for Registered Nurses and Registered Midwives (Nursing and Midwifery
Board of Ireland 2014) which guides nurses in their day-to-day practice and helps
them to understand their professional responsibilities in caring for patients in a safe,
ethical and effective way. The code is guided by five principles:

e Principle 1: Respect for the dignity of the person

e Principle 2: Professional responsibility and accountability
 Principle 3: Quality of practice

e Principle 4: Trust and confidentiality

 Principle 5: Collaboration with others

8.8  Moving Forward: Challenges and Opportunities

CNSs play an important role in providing specialist knowledge and skills; but they
need ongoing support from their managers and medical colleagues, and they require
real opportunities to participate in continuing professional development for the
CNS to operate at a higher level of practice, making decisions at specialist practice
level, and where appropriate to develop nurse-led services. CNSs must claim own-
ership of their own practice; highlight their contribution to quality, safe and cost-
effective care; and make their role visible. In addition there is a need for CNSs who
entered on the immediate or intermediate pathway to advance their educational
level to that of their international colleagues if they have not done so to date.

Given the different pathways individuals may have taken to their CNS post, there
is a need for those CNSs who did not hold the education level to engage in continu-
ing education, and this education should be a postgraduate diploma (level 9) to
master’s level in order to support them in their role particularly audit and research.
With the diverse roles and practice areas that CNSs are employed, there is a need for
regulatory support and guidance and to development national standards for CNS
posts highlighting key performance indicators that would facilitate benchmarking
and standardization of CNS roles. CNSs fulfil many roles which can lead to role
overload, and this has to be considered in light of the fact that CNSs also need to
ensure they fulfil each component of their role including research and audit in order
to demonstrate their value and make their contribution visible. Thereby administra-
tion support may be a necessary consideration for services/organizations in order to
support CNSs to fulfil their role and reach their full potential and grow advanced
nurse practitioners (ANPs).

8.9 Exemplar of Clinical Nurse Specialist Practice:
The MS CNS

(a) Description of specialty area of practice (patient population, nature of care, etc.).
Multiple sclerosis (MS) is a chronic, progressive neurological disease affect-
ing the central nervous system (Harrison 2014) that tends to manifest early in
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(b)

life, usually between the ages of 20 and 40 years (Bjorgvinsdottir and
Halldorsdottir 2014). It is an autoimmune disease which causes neuroinflam-
mation, demyelination and axonal degeneration, resulting in lesion formation
throughout the central nervous system which alters function (Kalb and Reitman
2014). It is estimated that 2.5 million people worldwide are affected by the
disease, and there is evidence that the incidence and prevalence of MS is
increasing globally (Multiple Sclerosis International Federation—MSIF 2016;
Lonergan et al. 2011; O’Connell et al. 2017). Disease-modifying therapies
(DMTs) in MS have hugely expanded in recent years, as has the high cost of
drug treatment. Furthermore, recommendations from MS experts advise that
DMTs should be initiated early in the disease course in order to prevent demy-
elination and brain atrophy, as damage to the brain and nervous system starts
long before the first clinical symptom (Giovannoni et al. 2017).

Describe a case or project that is exemplary of CNS practice in the specialty.

CNS roles are a comparatively new specialism in the care of MS patients
internationally, and there can be huge variation in the actual role of the CNS in
terms of levels of clinical autonomy, education and clinical setting (Matthews
2015). Many CNSs are not just involved with MS but also ‘general neurology’
responsible for caring for patients with a wide range of neurological diseases,
i.e. epilepsy, motor neurone disease and Parkinson’s disease, while some CNS
roles purely focus on MS patients. The CNS also has varying titles as well as
roles, such as specialist nurse, MS nurse specialist, CNS MS, MS nurse and
neurology nurse specialist.

In working with patients with MS, a key aspect of care provision is the edu-
cation and support to both patients, families and carers throughout their journey.
Adjustment to the diagnosis of MS for patients and families is difficult due to
the complex unpredictable nature of the disease. The chronic nature of the dis-
ease means patients are never discharged from care, and MS is a disease that
impacts on the whole family unit. Therefore, long-term relationships can
develop between the MS patients, their families and carers and the CNS. The
purpose of CNS’s roles includes improving the quality of clinical care, provid-
ing leadership, auditing and research activity in the nursing profession. The role
has expanded recently and is more involved with diagnosis, management and
support of MS patients. CNSs also play a significant role in the overall manage-
ment of DMTs and particularly in promoting adherence to therapy (Burke et al.
2011). The huge expansion in pharmacological MS therapies has impacted sig-
nificantly on the workload of the CNS, the role has moved more towards a
‘high-tech’ monitoring role, and this may have implications on the workload
and ability of the CNS to provide care to patients. MS CNSs need to be highly
educated and skilled to monitor patients on drug therapies, as some of the
potential side effects are fatal (Abel and Embrey 2018). Also MS CNSs play an
important role in averting accident and emergency admissions and unnecessary
hospital admissions (Mynors et al. 2015). However, the role of the CNS is
changing rapidly with the explosion of pharmacological treatments, and this
may impact on patient care.
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Management of MS endeavours to shorten and prevent relapses, and reduce
severity of relapses, preventing the accumulation of disability. There are cur-
rently 14 approved drug therapies, and huge advancements have been made in
the treatment of MS which has radically altered how drug therapies are initiated
(Comi et al. 2017). This has resulted in an individualized, tailored approach to
DMT, which requires the CNS MS to have an in-depth knowledge of drug
mechanisms and side effects to monitor the patient safely. However, there are
limited treatments for those with advanced MS, and many patients with
advanced MS feel abandoned and that resources and are concentrated on phar-
macological treatments for relapsing-remitting multiple sclerosis (RRMS)
patients (Abel and Embrey 2018).

Describe practice competencies used in the specialty practice.

Within the role of MS CNS, competencies relate to professional knowledge,
condition/specialist knowledge, communication and interpersonal skills, orga-
nization, liaison and management skills, building and maintaining relationships
(individual, family and team), leadership skills, providing a quality care/ser-
vice, analysing and decision-making are utilized and demonstrated across the
core concepts of the role: client/patient focused, patient/client advocacy, educa-
tion and training, audit and research and consultancy. CNS competencies are
supported and guided in practice by the HSE and NCPDNM (2008)
resource pack.

Identify typical outcomes of CNS practice in the specialty.

Warner et al. (2005) demonstrate how specialist nursing services can initiate
change in service delivery that ultimately improves outcomes in patient care
identifying a threefold increase in treatment and at least 85% of patients are
treated within 10 days of reporting symptoms to a CNS as compared to the
previous 12% rate of treatment within 10 days, demonstrating that CNSs work
at an advanced-level, developed specialist practice which can effectively man-
age patients experiencing a relapse through enabling prompt access to services
and treatment. Smithson et al. (2006) highlight that CNSs are identified as being
the most knowledgeable of all healthcare professionals by patients who also
expressed a desire for seeing the CNS rather than any other professional and
regarded the CNS as an alternative to the neurologist. In addition, patients saw
the CNS as a link between primary and secondary care and in the best position
to provide individualized co-ordinated care as they knew the patient and under-
stand their unique needs (Aspinal et al. 2012; Smithson et al. 2006).

Having a CNS involved in care impacts positively and helps sustain improve-
ments in the choice, quality and the delivery of MS care (Forbes et al. 2006),
and CNSs are seen as the appropriate professionals to provide specialist care
(While et al. 2009). The MS CNS addresses many broad care needs, including
information regarding MS and general health, bowel and bladder problems,
sexual dysfunction, financial advice, weight loss, relapse management, advice
regarding family planning and pain (While et al. 2009). The MS CNS is a ver-
satile role where the CNS contributes to all elements of continuity of care for
people with long-term neurological conditions (Aspinal et al. 2012) as the MS
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CNS has specialist knowledge, knowledge of local services and a co-ordinating
role and are flexible, holistic and collaborative in their approach to practice, all
of which are key attributes in the promotion of continuity of care (Methley et al.
2017; Aspinal et al. 2012). Key within the care process is ‘person-centred care’,
where the MS CNS has developed a relationship based on trust and continuity
and this provides psychosocial support and reduced anxiety levels for patients
(Methley et al. 2017). Being person-centred and involving patients in their care
enabled patients to feel listened to, and as a result they reported feeling more
satisfied with their treatment choices and overall experiences of healthcare ser-
vices (Methley et al. 2017; Tintoré et al. 2017). However, Mynors et al. (2015)
findings from the ‘Generating Evidence in Multiple Sclerosis Services
(GEMSS) MS specialist nurse evaluation project’ highlighted that CNSs lack
the skills, time, tools and motivation to collect data about their service. This
raises the question of their visibility and contribution which would help define
their value and demonstrate the service they provide is effective.
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Abstract

In Finland, the advanced practice nursing roles emerged in the early 2000s in
university hospital settings. By 2018, there are around 80 clinical nurse spe-
cialists, and the numbers continue to rise. Currently the clinical nurse specialist
roles are not regulated in Finland, and there is no title protection for these
roles. Healthcare organizations control the use of titles and job descriptions;
however, the need to push forward the regulation and licensure has been recog-
nized as an important national goal concerning the development of these roles.
The first national frameworks to guide the role development and implementa-
tion have commenced only recently. Although the national advanced practice
nursing frameworks have taken time to evolve, the development of the clinical
nurse specialist competencies is well on its way giving guidance to the role and
practice development and implementation. Several central stakeholders, such
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as the Finnish Nurses Association, ministries, administrators, educators, and
researchers, are working in close collaboration to support the clinical nurse
specialist role and practice development.

Keywords
Finland - Clinical nurse specialist - Advanced practice nurse - Competence - Role
Education

9.1 Brief History of CNS Role and Practice

In Finland, the advanced practice nursing (APN) roles emerged in the early 2000s
to respond to the increasing complexity and needs of the healthcare environment,
such as requirements of rapid access to high-quality care, managing changing envi-
ronments, and developing evidence-based practices (EBP) (Fagerstrom 2009;
Jokiniemi 2014). The first implementation of the APN role, the clinical nurse spe-
cialist (CNS), was carried out in 2001 at the Helsinki University Hospital (Meretoja
and Vuorinen 2000; Meretoja et al. 2002). During the past 5 years, the numbers of
CNS positions have tripled, with around 80 CNSs working around the country in
2018. The numbers of CNS positions continue to rise as the healthcare organiza-
tions are increasingly investing to these roles. By the year of 2025, the CNS posi-
tions are expected to double.

The CNS role and practice was initially developed and implemented in univer-
sity hospital settings, and majority of the CNSs today practice in in-hospital practice
settings. The CNS’s central focus of practice is advanced clinical nursing. The pri-
mary practice goal is to ensure and improve the quality of clinical care, support staff
and multidisciplinary teams in clinical care provision, endorse organizations’ clini-
cal performance, and foster the advancement of clinical nursing through scholarship
activities (Jokiniemi 2014). In a country with 5.5 million people, Finland has around
80,000 registered nurses (RN), which account for 14.7 per 1000 population which
is 4 times higher than the number of physicians (3.2 per 1000 population) (OECD.
Stat 2018). As the numbers of CNSs are still low, representing less than 0.5% of the
nursing population, a challenge is whether the CNSs are able to work in close prox-
imity from the direct patient care. In several organizations, in this early phase of role
development, placing the very few first CNSs has been strategic aiming to benefit
and support healthcare organizations in increasing the quality of patient care and
EBP by scholarship activities. Only in few instances, the CNS practice involves
50% of time allocated to advanced clinical nursing domain. More resources are
needed to revenue the scope of practice into advanced clinical direct patient care.

9.2 Definition of CNS

The role and practice of the CNS is evolving in Finland. There is a national consensus
definition of the role and scope of practice and recommendations for future development
(Kotila et al. 2016; Jokiniemi et al. 2020). Based on the national research (Jokiniemi
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2014; Jokiniemi et al. 2015a, 2018) and role and practice development (Kotila et al.
2016, 2018; Jokiniemi 2018, 2020), the CNS role may be defined as follows:

Clinical nurse specialist is an experienced master’s or doctoral prepared registered nurse
whose central focus of practice is advanced clinical nursing. The aim of the role is to sup-
port healthcare organizations to achieve their strategic goals, to assure and increase the
quality and effectiveness of patient care, and to improve the merging of evidence-based
practice and scholarship activities. Clinical nurse specialist role domains are advanced
clinical practice and practice development, consultation and staff education, transforma-
tional leadership, and scholarship activities. The role actualizes through direct and indirect
evidence-based patient care influencing positively to the patient care, nursing profession,
organization, scholarship, and the community at large.

9.3 Conceptualizations/Model(s) of CNS Practice

CNS is an APN role. In Finland, the APN roles currently include the roles of the
CNS and nurse practitioner (NP). The CNS role development in Finland, while fol-
lowing closely to the international role development and visions, has been impacted
by the healthcare needs and the current reform of the social and healthcare services.
The initial CNS role conceptualization took place in the national doctoral disserta-
tion study in 2014 (Jokiniemi 2014), where the CNS role conceptualization, imple-
mentation, and evaluation framework was developed. In this framework, the central
concepts of the CNS roles and practice as well as continuous phases of analyzing
the CNS role need, designing and implementing the role, and evaluating the role,
were described. Following this initial research, the Finnish Nursing Association’s
expert group has taken an active role in modeling nurses’ career from registered
nurse to APN. The nurses’ clinical career model includes three competency levels:
registered nurse, specialized nurse, and advanced practice nurse, which includes the
roles of CNS and NP (Fig. 9.1). Furthermore, advanced practice nurses have an
opportunity to get limited prescription rights, by completing a separate postgraduate
training worth 45 European Credit Transfer and Accumulation System (ECTS)
credits. Nurse prescribers are licensed by the National Supervisory Authority for
Welfare and Health (Kotila et al. 2016).

e Bachelor's o Additional o Master_’s
education specialist education
(210 ECTS) education 300 ECTS

* Basic 2 (30-60 ECTS) e CNS or NP
level of e Specialty role in
practice practice advapced

practice

Fig.9.1 Nurses’ clinical career (Modified from Jokiniemi et al. 2018). RN registered nurse, SRN
specialized registered nurse, APN advanced practice nurse, CNS clinical nurse specialist, NP nurse
practitioner, ECTS European Credit Transfer and Accumulation System
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9.4  CNS Practice Competencies

To achieve the role expectations, CNSs need clinical knowledge and skills beyond
the level of frontline nursing. Uppermost of importance in developing the advanced
competencies needed are prior nursing experience and an education at master’s or
doctoral level (ICN 2014; Sheer and Wong 2008). Furthermore, within the dynamic
healthcare environment, the characteristics of capability, such as knowledge on
learning, creativity, self-efficacy, and working with others, are utilized to support
better role achievement (Hase and Davis 1999; Gardner et al. 2008).

The development of the CNS practice competency descriptions is ongoing in
Finland. The initial competency descriptions were scientifically validated and first pub-
lished in 2014 (Jokiniemi 2014). Hence in 2014, these competency descriptions have
been further validated in a national study through rigorous mixed-method research
project. The development of a competency scale for CNSs involved examination and
comparison of the Finnish competencies against the US and Canadian competency sets
(Baldwin et al. 2007; CNA 2014), as well as expert and practicing CNS evaluations of
the competency scale. This scale has demonstrated strong content validity within the
national context (Jokiniemi et al. 2018). It has been tested in terms of content and con-
struct validity within the Scandinavian context (Jokiniemi et al. 2020).

The Finnish CNS competencies cover the spheres of patient, nursing, organiza-
tion, and scholarship. The patient sphere encompasses evidence-based clinical prac-
tice, management of complex patient populations, and promotion of ethical
patient-centered care. The nursing sphere involves CNS activities to ensure the
quality of the nursing practice and support of staff knowledge as well as facilitation
of healthy work environment. Organizational sphere competencies, in turn, involve
integration and promotion of EBP, support of practice development and innovation,
and transformational leadership. Lastly, the scholarship sphere competencies con-
tain leadership and assessment of quality improvement projects/EBP as well as pro-
motion of research and knowledge translation activities within the organization. The
advanced-level competencies of the CNSs overlap with each other and are utilized
in direct and indirect patient care to achieve the role expectations (Jokiniemi 2014;
Jokiniemi et al. 2018, 2020).

9.5 Outcome Measures and Evaluation

Definition of specific outcome measures and research-based evaluation is still the
most underdeveloped area of the CNS role and practice implementation in Finland.
The importance of evaluating the outcomes of the CNS role and practice as well as
economical evaluation is recognized (Jokiniemi 2018). However, in this early phase
of the CNS role development, there are inconsistencies with the role definitions and
the scope of practice within various healthcare organizations. Therefore, defining
and measuring the CNS-sensitive outcomes in the role domains of advanced clinical
practice and practice development, consultation and staff education, as well as
transformational leadership and scholarship activities is challenging.



9 Clinical Nurse Specialist Role and Practice in Finland 129

Individual PhD researchers and master’s students have conducted outcome
assessments of the CNS roles, which have centered on the first experiences of the
role implementation and perceptions of the roles (Viholainen 2018; Jokiniemi et al.
2015b). Evaluation research projects are greatly needed to show evidence of the
CNS role impact on various aspects of direct and indirect patient care and
EBP. Besides the outcomes in clinical nursing, the CNS role is influencing posi-
tively to the nursing profession, scholarship, and the community at large. In the
future, it is imperative to collect evaluation data, conduct larger-scale national stud-
ies, and take part in international outcome studies, in order to evaluate the CNS
practice structures, processes, and outcomes (Donabedian 2005; Kilpatrick et al.
2016) from the perspectives of patient, nursing, organization, and the community
at large.

9.6 CNS Education

Finland has a dual system of higher education, with both universities and universi-
ties of applied sciences (UAS) offering master’s-level education in nursing. The
entry requirement to both education systems is a bachelor’s degree in nursing
(Ministry of Education and Culture 2014%). It takes 3.5 years to complete bachelor-
level degree (210 European Credit Transfer and Accumulation System [ECTS]
credits) and between 1%2 and 3 years to get the master’s degree in nursing (300
ECTS credits). The content of master’s-level education that prepares nurses for
advanced clinical nursing roles and practice, both in UAS (90 ECTS credits) and
universities (300 ECTS credits), is currently under evaluation and further develop-
ment. Universities have provided master’s-level education for nurses since 1979
with advanced clinical nursing programs in place since 1991 (Suominen and Leino-
Kilpi 1995). The UAS, in turn, piloted degree program in advanced nursing practice
the first time in 2006 (Fagerstrom and Glasberg 2011), which was formalized by the
Ministry of Education and Culture in 2010. Typically, the CNSs have attained their
education from the university.

Despite the rather long history of specialist-level practice and existing master’s-
level educational programs, there is no nationally congruent curriculum for advanced
practitioners or no uniform national education programs in place for these roles
(Jokiniemi 2014; Hukkanen and Vallimes-Patoméki 2005). There are only singular
governing national documents on the concept of advanced practitioners and their
responsibilities or education. To better answer to the requirements of the advanced
practitioner education, several stakeholders and institutions are presently examining
the curriculums.

It is generally accepted that the minimum requirement for the CNS role is the
master’s-level education. However, currently several CNSs in Finland held a doc-
toral degree or are pursuing one in nursing science. The doctoral degree in nursing
science is a thesis based, and therefore is not clinically weighed, but prepares the
CNSs to better achieve the scholarship aspects of the CNS role. Based on the initial
national recommendations for nurse training, it may be concluded that the
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registered nurse has a possibility to advance in clinical nursing through three steps:
(1) specializing in nursing (30 to 60 ECTS credits), (2) master’s-level advanced
practice nurse education (210 + 90/300 ECTS credits), and (3) doctorate-level edu-
cation (Jokiniemi 2014, 2020; MSAH 2012).

9.7 Credentialing: Regulatory, Legal, and Certification
Requirements

National legislation closely regulates the professional practice of healthcare person-
nel. The National Supervisory Authority for Welfare and Health (Valvira) grants
upon application the right to practice as a licensed or authorized professional and
authorizes the use of the occupational title of healthcare professional. Currently
there are no legislative and regulatory mechanisms or protected titles in place for
advanced practitioners. The CNS roles are regulated by the legislation on registered
nurses and guided by individual organizational policies (Kotila et al. 2016; Jokiniemi
etal. 2014).

Although the need for credentialing the CNS roles was recognized within a
national policy Delphi study, the probability of taking forward the individual aspects
of credentialing such as title protection, national registration, and regulation was
perceived as low (Jokiniemi et al. 2015a). Although regulatory issues may take a
long time to actualize (Arslanian-Engoren et al. 2011; Bryant-Lukosius et al. 2010),
and despite the challenges, developing the prospects of the role regulation and cre-
dentialing is the ambition of the central CNS role developers/pioneers. The Finnish
Nurses Association’s APN expert group, set up in 2013, continues to strive for the
clarification and integration of the advanced nursing roles and practice. Following
the conceptualization of the advanced practice roles completed in 2016 (Kotila et al.
2016; Jokiniemi et al. 2020), the next step is to press for the development of the
education and credentialing of these roles. The FNA’s expert group involves mem-
bers from several facets such as education, healthcare organizations, researchers, as
well as collaborators from the Ministries of Social Affairs and Health and Education
and Culture, thus involving valuable expertise and leveraging on role development.

9.8 Moving Forward: Challenges and Opportunities

Some of the role and practice challenges for APN in Finland include further develop-
ment of the scope of practice for CNSs as well as for NPs. The educational prepara-
tion/curriculum for these new advanced clinical roles needs to answer to the
challenges in patient population and the society. Educational preparation for advanced
clinical nursing requires high educator competencies in clinical nursing and clinical
nursing science. It also requires strong educational collaboration with the medical
faculty members and clinicians. Moreover, there is a need to develop continuous
training possibilities for practicing CNSs to maintain and update their knowledge.
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Despite recent progress on the CNS role and practice development in Finland,
we still have many challenges ahead. In the future, we need to focus more closely to
the clinical aspects of the advanced direct patient care and to further develop the
implementation of full scope of APN and autonomous role to better answer to the
needs of patient population and the society. Furthermore, we need to push for cre-
dentialing of these roles to foster the role and practice recognition and sustainability
of these roles.

The role and practice opportunities of the CNSs are vast yet underutilized in
Finland. There is great interest to develop and create these roles with the ongoing
social and healthcare reform; thus the advanced nursing roles have a significant
position in the production of future healthcare services. Significant factors for suc-
cess are the influential national APN expert network engaged in advancing the APN
role development and visibility. This work is supported by the involvement and
close collaboration of Ministry of Social Affairs and Health and Ministry of
Education and Culture in the development of the APN roles.

Furthermore, the research in the area of CNS role development and implementa-
tion is expanding rapidly. There is a growing body of national research on the CNS
role and practice from master’s to postdoctoral study. Funding is available for strong
proposals on the CN'S/APN research. Furthermore, the development and research of
these roles is supported by the national legislation regulating the healthcare and
healthcare professionals (Healthcare Professionals Act 1994, Health Care Act 2010)
supporting the continuous efforts of CNS practice and role development.

9.9 Exemplar of Clinical Nurse Specialist Practice
9.9.1 Description of Neuroscience Specialty Practice

In specialist medical healthcare, the CNSs work usually within specialty patient
population; however, CNS practice varies across different organizations. In some
organizations, it has been specified that the CNS should spent 50% of time in clini-
cal practice and 50% in other activities, but it is not the case in all of the organiza-
tions. Our example of specialty practice area comes from neuroscience nursing. The
Neuro Center (NC) consists of 5 hospitals, with neurology or neurosurgery poly-
clinics and 14 wards. Surgery, emergency, and power control operations are mainly
concentrated in main Helsinki University Hospital area. NC has 670 staff, of which
127 are doctors and 442 are nurses. The NC has almost 17,000 transcripts every
year; it manages approximately 9500 emergency patients and makes approximately
3500 operations. The NC also has national responsibility for the leadership of the
neuroscience specialty. One CNS works at the NC, where her practice focuses on
facilitating EBP within the specialty, supporting the multidisciplinary team, and
working at a system level to foster change. To enact these priorities, the CNS serves
as an expert educator, consultant, transformational leader, a mentor, and a facilitator
of research.
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9.9.2 Exemplary CNS Project in the Specialty of Neuroscience

One exemplary CNS-led project relates to prevention of ventilator-associated pneu-
monia (VAP). The goal was to focus on VAP prevention by utilizing endotracheal
tubes with subglottic secretion drainage ports for patients expected to require greater
than 48 or 72 hours of mechanical ventilation. During the project, the CNS-led team
developed a VAP prevention protocol (VAP-PP) and education program for NC. The
CNS implemented the staff education, carefully explaining each VAP-PP step to the
nursing staff to build up their skill and confidence level. During the initial imple-
mentation of the VAP-PP, it was important for the CNS, nurse manager, and the
critical care physician to provide support for staff and lead by example to demon-
strate the skills necessary to facilitate the desired change.

Another CNS-led project was the creation of the Nurses’ Neuroscience Handbook
(NNH) (2021). The idea was drawn from nursing students’ quality improvement
project. The goal of the NNH was to provide nurses an easy access guide related to
neuroscience nursing, its policies, procedures, and outcomes. The NNH encom-
passes both research evidence and the silent knowledge gathered from the organiza-
tion. The creation of the NNH actualized through series of steps and decisions.
Today NNH works as an evidence-based road map for nurses on how to operate
within neuroscience nursing. Standardized practice protocols, such as the NNH,
incorporate evidence into the nursing practice and assist nurses to improve their
performance.

9.9.3 Practice Competencies Used in the Projects

In the described projects, the CNS had a vital role in applying research evidence
into nursing practice, educating and consulting staff, and leading the transformation
of nursing practice. Moreover, several competencies were required to accomplish
the projects’ goals. The CNS utilized competencies within all of the spheres of
patient, nursing, organization, and scholarship working in close collaboration with
the multidisciplinary team within the NC.

9.9.4 Outcomes of CNS Practice Within the Projects

The VAP-PP was developed, implemented, and reinforced by the CNS-led team.
The CNS leadership of the project was time-consuming and required extensive
preparation for meetings, assisting nurses with their work, providing feedback to
the units, and facilitating the multidisciplinary involvement in the project.
Implementation of evidence-informed VAP prevention protocol reduced signifi-
cantly the incidence of VAP.

Challenges in the implementation of the NNH existed at each stage of the pro-
cess due to general opposition from multiple areas to practice change, as well as the
diversity of specialties (such as neurosurgery and neurology) which had their own
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customs of practice. Despite the challenges, it is imperative to CNS practice to
focus on providing the best possible care for patients. Implementing the NNH cre-
ated an opportunity to engage staff nurses in EBP and to improve the care of patients
by harmonizing and integrating the nursing practices within the NC. Nowadays, the
NNH is widely used in other university hospitals in Finland. Next step is to develop
digital NNH as a part of digital Health Village.
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Abstract

Advanced practice nursing was officially recognized in France in 2018. This
legislative development marks the culmination of a process that originated in the
late 1980s in a project led by the nursing profession to promote the development
of clinical nursing expertise. However, this recognition was only possible after
lengthy negotiations whose main objective was to adopt a strategy to guarantee
the population access to care in a context of increased demand and medical short-
ages. Now that this legislative step has been taken, the goal is to introduce the
first advanced practice nurses in practice environments, to sustain this type of
practice and to allow it to develop in order to effectively meet the needs of the
population while maintaining this new function in the nursing realm.
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10.1 Introduction

France is often better known abroad for the universal health coverage offered to its
population than for the nature of the specific contribution nurses make to the health
system (World Health Organization 2000).

The profile of the modern nurse, introduced in France in 1878, has been described
by Poisson as the “French republican model” (Poisson 1998). Its characteristics
were shaped by the political, demographic, social and medical context of the France
of the Third Republic, which was marked in particular by a fundamentally anticleri-
cal government (Poisson 1998).

This model breaks with the organization of French healthcare institutions which,
until that period, was entrusted to religious congregations such as the Daughters of
Charity of Saint Vincent de Paul or the Augustinian Sisters of the Hotel Dieu in
Paris (Leroux-Hugon 1992).

Initially very dependent on the medical profession which had been at the origin of
its creation, the nursing group followed a slow process of professionalization. This
process began at the end of the First World War under the impetus of an emblematic
figure in the French nursing pantheon: Léonie Chaptal (Debout and Magnon 2014).

The apogee of this movement of emancipation and affirmation of the nursing
profession in the field of health will be observed especially during the last quarter of
the twentieth century.

It will manifest itself in different fields: organization of nursing care, nursing
leadership in hospital management, reform of education but also development of
clinical nursing. The development of the clinical nursing practice observed in
France since the beginning of the 1990s can be considered as one of the factors for
asserting the specificity of the nursing perspective and positioning this function in
the multi-professional team (Debout 2014). This initiative will be one of the major
factors that will foster the emergence of the concept of advanced nursing practice in
France. Nurses involved in the development of clinical nursing will strive to ensure
that advanced practice is not only understood as a palliative to the medical shortage
in a substitution logic but also as an innovative nursing role constituting a new link
in the patient care chain.

It will take more than 16 years of discussions, consultations and experimenta-
tions before the legislator finally decides to introduce advanced nursing practice in
France at a time when the supply of care, particularly in the medical field, has con-
tinued to deteriorate. The profile of advanced practice nurses introduced in France
in 2018 focuses on a specific area of intervention, currently there are four, but this
number will probably change in the years to come in order to adapt to the needs of
the population and the inadequacies of the healthcare supply. Compared with the
international reference frameworks defined by the International Council of Nurses
(ICN) Advanced Practice Nurse Network (Schober 2016), the advanced practice
nurse as defined in France is very similar to the profile of clinical nurse specialist.
In France, the advanced practice nurse certainly has autonomy and the authority to
prescribe, or more precisely to renew or adapt a prescription, but his/her autonomy
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is still very much supervised by the physician who refers the patient to her and is not
positioned as a first-line healthcare provider (Debout 2018).

After clarifying a few elements relating to the context of health in France and the
characteristics of the nursing profession in this country, the factors that will lead to
the introduction into French legislation of advanced practice for nurses during the
summer of 2018 will be specified, in particular the development of clinical nursing.
The many challenges that remain to be met in the introduction phase of advanced
practice nurses will finally be identified, in particular the evaluation of the service
provided.

10.2 Healthin France

Before outlining the contribution made by the nursing profession to the supply of
care in France and identifying the characteristics of advanced practice nursing, it is
appropriate to present the main characteristics of the French health context, focus-
ing on identifying the needs and expectations of the population in this field, but
also the organization of the supply of care and the structure of the health
professions.

The state of health of the population living in France is generally good. Life
expectancy in 2015 was 85 years for women and 78.9 years for men. These figures
are constantly rising. Cancers and cardiovascular diseases are the most frequent
causes of death (27.6 and 25.1%) in France (Directorate of Research 2017).

However, high-risk health behaviours can be observed in the population, particu-
larly in terms of nutrition and tobacco consumption. Similarly, heavy alcohol con-
sumption among young people is a cause for concern (Research Directorate 2017).

France’s economic situation influences the health status of its population.
Significant differences are noted between the well-off social classes and those in a
more precarious financial situation; the latter have a combination of risk factors
(Direction de la recherche 2017).

In addition, disparities are observed in health between French regions, which
impact on the life span of individuals.

10.2.1 Organization of the Health System and Healthcare
Provision in France

The French health system and social security have provided the population with
universal health coverage since the end of the Second World War (Tabuteau 2013).
The approach adopted for many years favoured curative rather than preventive care
(OECD 2017). Highly hospital-centred, the health system has long given primacy to
university hospitals. Its governance is now guided by the principles of New Public
Management applied to the health sector (Simonet 2014). The provision of care in
the community is largely based on the private practice of physicians, nurses and
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other health professionals. The notion of the healthcare team in the community is
therefore fragmented.

Changes in the demographic and epidemiological characteristics of the French
population have necessitated a profound reorientation of the healthcare system in
recent years. An ambulatory shift has been initiated in order to better meet the health
needs of an aging population increasingly affected by non-communicable diseases
but also to reduce health expenditures (Debout 2016).

This reform has profoundly transformed healthcare institutions; a hyper-
concentration of supply is underway in hospital superstructures (Vigneron 2018).
The search for productivity gains is very significant in these hospitals, making envi-
ronments less and less favourable to the practice of professionals (Brami et al.
2012). The result is high turnover in teams and an increase in the incidence of burn-
out phenomena (Desailly-Chanson et al. 2016).

10.2.2 Structure of the Health Professions

The model that structures the health professions in France can be described as old-
fashioned. It gives primacy to the physician, who is always placed as first-line pro-
vider in the health system.

The other health professions are subject to medical authority and are referred to
as “medical auxiliaries” in the Public Health Code. Although some professions,
such as nurses or physiotherapists, have an autonomous role since 1978, they are
still considered auxiliary professions.

The contribution made by nurses to the system is significant: there are more than
600,000 nurses in France working in a wide variety of environments (DREES 2018).
However, there are only three nursing specialties recognized in the Public Health
Code (childcare nurse, nurse anaesthetist and operating room nurse). This very small
number of nursing specialties is surprising given that hospital care environments are
increasingly specialized (Mossé 2018); the notion of versatility is favoured for nurses
in order to facilitate human resource management. A large majority of nurses are
employed in the public sector (DREES 2018). Most home care nursing care is pro-
vided by nurses who practise independently (Bourgueil et al. 2005). The nursing
profession obtained a self-regulating body in 2006, the National Nursing Order.

On the other hand, the academization of nursing education started very late. It
was not until 2009 that a bachelor’s degree was required to enter the nursing profes-
sion. This delay impeded the development of nursing research capacity.

France does not currently have a nursing shortage. However, a prospective study
points out that the system will have to increase its nursing workforce by more than
50% by 2040 in order to cope with increasing healthcare needs (DREES 2018).

The current and future challenges that the healthcare system will have to face in
order to meet the growing needs of the population will be a major challenge.
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10.3 The Development of Clinical Nursing: The Roots
of Advanced Nursing Practice

To fully use the autonomy given to nurse by legislation, it was necessary to offer
them additional education enabling them to reflect on their practice and to use theo-
retical frameworks developed by the nursing discipline. It was the prerequisite to
redefine their professional contribution within the multi-professional team and to
use their autonomous therapeutic role for the benefit of patients and their relatives.
It was also necessary to promote the development of clinical nursing expertise in
practice environments.

10.3.1 The Origins of a Project

The development of the clinical nursing began in the 1980s in response to the chang-
ing needs and expectations of the population in terms of health and nursing care but
also to the aspirations of nurses.

This project was launched jointly between French-speaking Switzerland and
France under the impetus of Rosette Poletti, a Swiss nurse (Debout 2014).

10.3.2 Shaping a Profile

The targeted profile was influenced by the clinical nurse specialist function that has
been established for many years in North America. It directs the activity of this type
of nurse, certainly towards patients and their families but also towards healthcare
professionals and organizations. The aim is for these nurses to be change agent and
to make a significant contribution to continuous quality improvement and risk man-
agement. This clinical curriculum represents a new type of career pathway for
nurses outside of management or education.

When it was created, the clinical career pathway was conceived as gradual
including three levels spread over several years:

— Level 1: Certified Clinical Nurse

— Level 2: Clinical nurse specialist (in French the term was translated as “infir-
miere spécialiste clinique” in France which means “nurse specialist in clinical
nursing”) the transformative power of this function is emphasized within nursing
teams in order to change the organization of care and the practice of nurses.

— Level 3: Nurse consultant
A rather generalist approach was preferred even if some more specialised train-
ing courses have also been proposed, notably in the field of cancerology.
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10.3.3 Characteristics of the Curriculum

The modular curriculum, spread over several years, is implemented on a part-time
basis; allowing the nursing to reain on her job, which favours the integration of the
contents.

The programme is mainly offered by private school working outside the aca-
demic environment. Numerous attempts to establish partnerships with French and
foreign universities have not yielded positive results.

Nurses who benefit from this programme develop the skills enabling them to
fully invest the autonomy granted to their profession with the aim of improving the
care provided to patients and achieving positive care results in a global approach to
their health. One of the major objectives of this type of programme is to increase
the level of expertise of clinical reasoning and to promote the use of nursing tax-
onomies, particularly nursing diagnoses, in order to clarify nurses’ clinical judge-
ments. The autonomous therapeutic role of the nurse is strongly developed in the
programme.

This programme is characterized by a strong porosity to the knowledge produced
by the nursing discipline that provides nurses with theoretical frameworks for their
clinical practice. The contribution of physicians in this programme is almost
non-existent.

In addition to these purely clinical contents, the programme also encourages
nurses to acquire a systemic understanding of organizations. It develops in the train-
ees the skills required to support the professional development of healthcare teams
and to exercise effective clinical leadership that facilitates the introduction of inno-
vation and support for change in healthcare sectors.

The final certification is organized before a jury of peers, which was initially
international in nature.

10.3.4 A Formal Recognition of the Role That
Was Narrowly Missed

In 1995, as part of the reform of the education programme of nurse managers, con-
sideration was given to giving statutory and financial recognition to nurses who
became certified in clinical nursing. Unfortunately, this project could not become a
reality. A French society of clinical nurses having registered the title of clinical
nurse, the reaction of schools wishing to continue offering these programmes was
not long in coming, opening up legal proceedings for many years before a decision
was handed down in their favour.

In this context of internal tension within the profession, the Ministry of Health
decided to refrain from recognizing this role. 1995 therefore remains the year of
missed opportunity for clinical nurse specialists.
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10.3.5 Difficult Census of Certified Clinical Nurse Specialists

It is difficult to identify certified professionals at the various levels of the clinical
career pathway; it should be remembered that the law establishing a National Order
of Nurses dates only from 2006 (Hamel 2008). However, it can be estimated that
many nurses have been certified at level 1, much fewer at level 2 and a very small
number at level 3 (ANFIIDE 2016).

The majority of these nurses have reinvested the knowledge and skills gained
from this programme in their clinical practice, whether they are employed or work-
ing in private practice.

10.3.6 Reinvestment of Clinical Competencies
in Healthcare Environments

This type of programme has been attractive to nurses. While nurses initially enrol in
these courses on an individual basis, the positive results obtained by certified nurses
led hospitals to set up in-service training programmes in order to certify many
nurses in the hospital.

There was no shortage of opportunities for reinvestment, as many changes were
introduced in the healthcare sector during this period requiring clinical nursing
expertise.

Examples include public health plans focusing on pain management, AIDS, the
development of palliative care or cancer care. The increase in the prevalence and
incidence of patients living with a chronic disease has also created new needs that
clinical nurse specialists could meet, particularly in the area of therapeutic education.

In addition, the introduction of hospital accreditation in the late 1990s made it
necessary to rely on this type of nurse prepared to implement the continuous quality
improvement process.

Despite the added value generated by clinical nurse specialists, they did not
obtain legislation change and financial recognition commensurate with their invest-
ment. The great majority of them did not agree to remain on the status quo of 1995.

A specific common interest group was created at the beginning of 2000 within
the national nursing association (ANFIIDE); it quickly took the name of Advanced
Practice Nursing Network (REPASI). The work of this group is mainly based on the
publications of the Advanced Practice Nurse Network of the International Council
of Nurses.

10.4 From Clinical Nursing to Advanced Practice in Nursing

In a context marked by a search for a better match between the supply and demand
for care, two dynamics have converged since the early 2000s to lead to the introduc-
tion of advanced practice in French legislation and regulations, which was achieved
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in July 2018. These two trends take a different view of the concept of advanced
practice.

The first initiative emanates from nursing professionals who aspire to develop
their clinical expertise. This desire results from the evolution of patients’ needs
(complex situations, end-of-life support, support for people living with a chronic
disease, etc.) and the process of professionalization of the nursing group. This move-
ment has its origins in the development of the clinical career pathway and in the
positions taken by the professional organizations of clinical nurse and clinical nurse
specialists, in particular the REPASI. Advanced practice is approached by the nursing
profession as a strategy that could bring a nursing contribution to the problem of
access to care while encouraging the development of nursing expertise for the benefit
of patients. Frames of reference developed by ICN nurse practitioner/advanced prac-
tice nursing network and lessons learned from foreign experiences in this field were
integrated into this vision of advanced practice carried by the nursing profession.

The second initiative, which emerged in the early 2000s, approaches advanced
practice as an effective strategy to address the problem of medical shortages. This
shortage is the consequence of the application of a very strict numerus clausus at the
end of the first year of medical studies coupled with the complete freedom left to
young physicians to choose where they wish to practise in France, even though their
university training is largely subsidized by the state within public universities. The
main aim of this strategy is to save medical time by transferring to other profession-
als activities that were previously the exclusive medical prerogative of the state.
This vision of advanced practice is influenced by the concept of task shifting intro-
duced by the WHO (World Health Organization 2007). These recommendations
were formulated in a report written in 2003 by Professor Berland, Dean of the
Faculty of Medicine of Marseille (Berland 2003).

The bibliographical search carried out in the context of the preparation of this
report highlighted the benefits of advanced nursing practice in the countries that
have implemented it. However, the proponents of this trend retain only certain char-
acteristics of the concept. The approach remains strongly centred on the patient’s
health problem addressed primarily from the biophysical perspective and often
omits the added value of the holistic nursing approach centred on the patient’s expe-
rience that characterizes advanced practice.

It can therefore be observed that a plural vision of advanced practice animates
the stakeholders involved in the reflection aimed at evaluating the relevance of its
introduction in the French context. However, political decision-makers seem much
more influenced by the second current in their understanding of the concept.

10.5 Experimentations and Lengthy Negotiations

Changing the structure of the health professions and transferring to “medical auxil-
iaries” activities previously exclusively implemented by physicians is always a sensi-
tive subject in France. For some physicians and for many medical professional
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organizations, in particular the private practice physicians’ unions, it gives rise to a
feeling of loss of monopoly in the field of health and, for some, potential financial
loss as well. Didier Tabuteau points out that this fear might be linked to the history of
the medical profession, which lost its monopoly during the French Revolution with
the creation of health officers (Tabuteau 2012); it took a century to the medical pro-
fession to recover it at the end of the nineteenth century, and now they want to keep it.

This highly political subject has, in fact, undergone many changes in line with
the orientations of successive governments during the 15 years of discussions sur-
rounding this project.

Reports and experiments have multiplied, generating a significant latency in
decision-making. In 2011 in particular, the Hénart-Berland-Cadet report neverthe-
less stressed the urgency of reaching decisions in this field in view of the constant
increase in the population’s health needs and the growing difficulties of access to
care (Hénart et al. 2011). This latency has had harmful consequences in clinical
environments, forcing professionals to find solutions to the difficulties encountered,
even if it means going beyond their scope of practice, as highlighted by the public
survey conducted by the HAS in 2007 (Haute Autorité de Santé 2007).

In 2009, as part of the adoption of a broader public health law, an article intro-
duced the concept of cooperation between health professionals based on protocols
(Ministry of Health 2009). These protocols, drafted by the professionals concerned
at local level (hospital, health centre, etc.), must be validated by the Regional Health
Agency (ARS) and the High Authority for Health (HAS). The aim of this article was
to legalize the transfer of activities by describing them in an explicit protocol. This
mechanism is directly inspired by the concept of task shifting introduced in 2007 by
the WHO (World Health Organization 2007). However, the methodology imposed
to draft a protocol is very cumbersome to implement by teams wishing to engage in
a project of this nature. Moreover, the nominative nature of these protocols some-
times creates difficulties for professionals and institutions in terms of continuity of
care provision. Indeed, if the delegator (the physician) or the delegate (e.g. the
nurse) is absent, the activity can no longer be implemented. Similarly, a nurse forced
to move to another hospital for personal reasons does not retain the benefit of the
skills developed in the position he/she just left. There was no economic model
attached to this type of practice until 2019: a nurse who develops these complemen-
tary skills and implements these derogatory activities does not receive additional
remuneration. Finally, the additional education required to develop the skills needed
to implement the activity delegated by the physician is very focused on the interven-
tion and does not necessarily include the development of nursing expertise, which
would be essential for the effective implementation of a protocol of this nature in a
patient-centred approach. These shortcomings were identified in the evaluations of
the methodology carried out by the HAS (Haute Autorité de Santé 2015). However,
and despite these shortcomings, this system will be maintained; the methodology
will simply be simplified (Ministry of Solidarity and Health 2018a). These coopera-
tion protocols have been criticized by many professional organizations, including
the National Nursing Order. Implemented in conjunction with the discussions on
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the introduction of advanced nursing practice, this project has created a lot of confu-
sion, creating the false impression that any nurse included in a cooperation protocol
could be considered an advanced practice nurse.

As the publication of legislation introducing advanced practice in nursing was
repeatedly announced as imminent by successive ministers of health but was repeat-
edly postponed until later, some universities wanted to take the lead in anticipating
the education of future advanced practice nurses. Two master’s programmes dedi-
cated to advanced practice have thus been proposed by two French universities. In
the absence of legislation defining the function of advanced practice nurse in France
and in order to avoid encouraging nurses for the illegal practice of medicine, the
expected profile of these programmes was that of clinical nurse specialist, but the
commonly used name was advanced practice nurse. From 2012, the political
changes that have taken place lead the ministers of health and higher education to
veto the development of other programmes of this type in the absence of legislation
governing advanced practice in France.

In 2016, a study performed by ANFIIDE identified approximately 103 nurses
graduated from these programmes (ANFIIDE 2016). The introduction of these pro-
fessionals in often unprepared practice environments has made it difficult for them
to reinvest the gains they have made from their master’s and has led many of them
to feel frustrated. In addition, some of these advanced practice nurses have inte-
grated a cooperation protocol in order to benefit from a legal framework for their
practice.

These phenomena have increased the confusion between advanced practice and
cooperation protocol in the French context.

Finally, the Ile-de-France Regional Health Agency (ARS) launched an initiative
in 2014, the PREFICS project, with the aim of encouraging hospitals and health
centres in this region to create advanced practice nursing positions. Some master’s
degree programmes were identified within the framework of this project in order to
prepare the future nurses included in this initiative, but great heterogeneity can be
observed in these programmes (Agence Régionale de Santé-Ile-de-France 2016).

It should be noted that all of these professionals coming from different educa-
tional pathways considered themselves to be in advanced practice.

10.6 A Lengthy Process of Developing Legislation
and Regulations for Advanced Nursing Practice

Article 119 of the law on the modernization of the health system voted in 2016
(Safon 2016) was obtained after long negotiations; in the future it will allow all
professions qualified as “medical auxiliaries” to get access to advanced practice.
Many professional organizations have worked to achieve this outcome, targeting not
only decision-makers but also the nursing profession in all its diversity.

After this law was passed, the aim was to maintain lobbying activities on the
subject in order to obtain text to implement this article of the law.
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It took almost a year for the Ministry of Health to begin the process of drafting
these texts.

A first step towards this goal has been taken from December 2016 to April 2017.
The Ministry of Health has set up a large group of experts in a process that was
announced as “participatory”. Hearings of professionals and managers from clinical
environments have been organized in order to better identify needs but also to iden-
tify innovations in this field. Many graduates from the two clinical master’s pro-
grammes were thus able to present their approach to care to this group of experts.
The experiences gathered were diverse, hospital, ambulatory and occupational health
sectors, and addressed somatic as well as psychiatric health problems. However, the
Ministry of Health did not wish to involve the three existing nursing specialties in the
reflection on the introduction of advanced practice creating a profound resentment.

Following these hearings, a final meeting was held in April 2017 during which a
draft text was presented by the representatives of the Ministry of Health to the
experts of the working group. The latter considered that the proposals made did not
reflect the work of the group stressing that the Ministry of Health opted for a very
restrictive vision of advanced practice imposing a strong dependency of advanced
practice nurses to the medical authority. This proposal was rejected by the nursing
representatives.

French political events then interrupted this work for several months. After the
election of a new President and a new National Assembly as well as the appointment
of a new government in the first half of 2017, the debate only resumed in the autumn
of 2017 part of a national plan to improve access to healthcare (Ministry of Solidarity
and Health 2017).

However, the methodology adopted by the new ministers in charge of the project
was different from the previous one. Three very tight groups were set up and a very
tight schedule was imposed on them. The number of nurses around the negotiating
table was small.

The first group, led by the Ministry of Health, was tasked with drafting the texts
governing the practice of advanced practice nurses. Areas of tension were quickly
identified during the negotiation process within this group, particularly about the
lack of positioning first-line healthcare provider, the autonomy granted to advanced
practice nurses, etc. The areas of certification selected were also the subject of con-
troversy. The initial project planned to propose four areas of certification: chronic
disease, oncology/hemato-oncology, chronic kidney disease/dialysis/renal trans-
plantation and psychiatry/mental health. However, despite the major needs identi-
fied in the area of psychiatry and mental healthcare provision in France,
representatives of psychiatrists refused to introduce advanced practice nurses in this
field. In order not to delay the publication of the texts, the Ministry of Health decided
to create three areas in 2018 and to continue negotiations for an additional year for
the psychiatry and mental health area.

The second group was led by the Ministry of Higher Education and Research.
The aim was to define the curriculum in order to be alabl to admit first students in
autumn 2018. A list of activities and a competency framework (Fig. 10.1) were
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1. Assess the health status of patients as a relay for medical consultations for identified
pathologies.

2. Define and implement the patient’s care plan based on the overall assessment of the
patient’s state of health.

3. Design and implement prevention and therapeutic education actions.
4. Organising patient care and health pathways in collaboration with all the actors concerned.

5. Implement and conduct actions to evaluate and improve professional practices by
exercising clinical leadership.

6. Research, analyse and produce professional and scientific data

Fig. 10.1 French advanced practice nurse competency framework

developed as well as a national curriculum which sets out the broad outlines of the
educational pathway advanced practice nursing students must follow. The criteria
for university accreditation have also been defined.

Finally, the third group’s mission was to propose an economic model that would
enable this type of exercise to be paid.

It should be noted that all of these texts were prepared quickly in order to meet
the ambitious timetable set by the government. The first two groups began their
work at the same time, while the third group was postponed.

Moreover, in the context of the final validation of these draft texts, the High
Council of Paramedical Professions (HCPP), which brings together representatives
of the professions qualified as “medical auxiliaries”, did not give its approval, con-
sidering them insufficiently ambitious.

Despite this lack of validation by this consultative body, the implementing texts
were published in July 2018. They were then amended in August 2019 in order to
introduce the field of psychiatry-mental health certification finally accepted by psy-
chiatrists after an additional year of negotiations.

10.7 Summary of the Texts Published in July 2018
and August 2019 Defining the Advanced Practice
Nursing Practice

The implementation texts, published in July 2018 and amended in August 2019,
are based on the elements already set by Article 119 of the law on the moderniza-
tion of our health system voted in 2016 (Ministere des Affaires Sociales et de la
Santé 2016).

The advanced practice nurse in France is therefore governed by one law (Ministere
des Affaires Sociales et de la Santé 2016), two decrees (Ministere de I’enseignement
supérieur, de la recherche et de I’innovation 2018; Ministere des solidarités et de la
sant€ 2018b) and three acts (Ministere des solidarités et de la santé 2018c, d; Ministere
des solidarités et de la santé-Ministere de I’enseignement supérieur, de la recherche et
de I’innovation 2018). They establish a specific protected title for this role.
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An analysis of these texts reveals the salient aspects of the advanced practice
nurse profile in France.

e The advanced practice nurse must necessarily be part of a team, and his/her
activity is therefore interdependent with that of the other members of the team
he/she works with in a hospital or in the community.

e Advanced practice nurse can be employed in the public (civilian sector as well as
in the military health service) or private sector; he/she can as well work in private
practice.

e The advanced practice nurse’s scope of practice is broader than that of other nurses;
they have prescribing authority. However, the autonomy granted to this category of
nurses is supervised by the physician who decides to refer patients with stabilized
chronic disease to an advanced practice nurse. Patients may refuse this proposition.
The physician identifies beforehand patient’s diagnosis and prescribes the treat-
ment. The advanced practice nurse organizes the patient’s care pathway.

An organization protocol written and signed by the physician and the advanced
practice nurse determines their methods of intervention and collaboration. Within
this collaborative practice with the physician, the advanced practice nurse is respon-
sible for its decisions and actions.

An advanced practice nurse is certified in one of the four areas of intervention
currently defined by the texts:

— Stabilized chronic disease, prevention and common polypathologies in pri-
mary care

— Oncology and hemato-oncology

— Chronic kidney disease, dialysis, kidney transplantation

— Psychiatry-mental health

Any patient with a pathology included in one of these fields can benefit from the
intervention of an advanced practice nurse regardless of age if his/her condition is
deemed stable by his physician.

More specifically, advanced practice nurse’s activities fall into two categories:
clinical and focused on team/organisation.

10.7.1 Clinical Activities

Advanced practice nurse’s area of certification determines the nature of the clinical
activities that the nurse can implement in the follow-up of patients living with a
chronic disease considered to be stabilized who are referred to it by a physician. The
nurse mobilizes his/her skills with the aim of working with the patient to maintain
this state of stability by implementing a wide range of activities:

— Preventive activities, in particular therapeutic education of the patient
— Renewal or adaptation of the treatment plan initially prescribed by the physician
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— Prescription of diagnostic tests (lab test, X-ray, etc.) in order to support the
nurse’s clinical reasoning or that of the physician (the list of tests that an advanced
practice nurse is authorized to prescribe is set by an act)

— Performance of specific technical procedures

— Prescription of nursing care provided by home care nurses

— Referral of patients to the appropriate health professional to meet their needs

In addition, advanced practice nurse implements activities relating to the clinic
within the framework of the missions assigned to it.

10.7.2 Activities Focused on Team/Organisation

They are essentially team-centred and aim to improve the quality and safety of care
as well as individual/team performance.

The range of activities that the advanced practice nurse can implement to achieve
this objective is varied: knowledge transfer to staff, promotion of evidence-based
nursing, implementation of continuous quality improvement and risk management
process, introduction of clinical innovations, continuous professional development
of nurse, contribution to research, etc.

In hospitals, these activities are implemented in the context of a collaborative
practice established with nurse managers.

10.8 Curriculum

Section 119 of the law passed in 2016 insisted on the need to validate qualifying
programme to obtain the title of advanced practice nurse. This programme must be
provided in a university setting. Universities (schools of medicine) wishing to offer
this type of programme must be accredited by the Ministry of Higher Education,
Research and Innovation (MESRI).

A decree and an act set the outline of the national curriculum. The curriculum is
based on a competency-based approach.

The curriculum published in 2018 includes innovative elements in the nursing
education scheme. In order to respect the autonomy of universities, flexibility has
thus been left to the faculties in the implementation of the national curriculum, and
the pedagogical choices are validated by the university internal authorities. The final
certification is issued by the university.

Flexibility can be introduced in particular in:

The design of the pedagogical project based on the curriculum

The modalities of implementation of the programme (face-to-face, distance
learning or mixed model)

The student selection process

— The summative evaluation framework



10 From the Nurse Specialist in Clinical Nursing to the Advanced Practice Nurse... 149

For the first time in France, a curriculum dedicated for nurses will be fully imple-
mented by the university (faculties of medicine), while preregistration nursing edu-
cation (baccalaureate level) and graduate programme for nurse anaesthetists are
implemented within the framework of a partnership between the school of nursing
and the university. Physicians and nurses will contribute their respective skills to the
programme in both its theoretical and clinical components.

At the end of the programme, the student receives a state diploma that allows
him/her to practise in advanced practice (protected title), and the level of study that
he/she has attained is recognized at the master’s degree level, but the national mas-
ter’s degree is not awarded.

The implementation of this programme is evaluated by the High Council for the
Evaluation of Research and Higher Education (HCERES) as part of the periodic
evaluation of all the missions and activities of the university concerned.

10.8.1 Selection of Students

The methods of selection of students differ from those previously used in nursing
education. No annual admission quota is set at either national or regional level. Each
university determines its students intake capacity according to the educational
resources it is able to mobilize.

The selection process is determined by each university in accordance with the
criteria and procedures determined by the university itself. Only one condition is
imposed at national level: the candidate must have a nursing diploma or an equiva-
lent title giving him/her authorization to practise in France.

Another particularity of the selection process is the possibility to enter in the
programme directly after the preregistration course. However, in this situation, the
newly graduated will only be able to practise as an advanced practice nurse after
obtaining a diploma if he/she attests to a minimum of 3 years of experience as
a nurse.

A validation of prior learning is possible allowing direct entry into semester 3.
Nurses with a master’s degree in clinical nursing can, if they wish, apply to take
advantage of this pathway. However, no specific collective measures (grandfather-
ing) have been planned for this candidate profile, so they must undertake an indi-
vidual approach, the results of which are linked to their career path but also to their
ability to make the most of it in the resumé they write.

10.8.2 Programme Structure

The programme is Y-shaped and is spread over four semesters. Clinically oriented
teaching units are predominant in this programme, given the centrality of this type
of activity to the work of advanced practice nurse.

It is implemented by a teaching team made up of physician/nurse pairs.
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Semesters 1 and 2 constitute the common core of the programme. A 2 months of
clinical internship is scheduled during the second semester.

At the end of the second semester, the student selects the domain in which he/she
wishes to be certified at the end of the programme.

Semesters 3 and 4 are specific to each domain.

During semester 3, clinical teaching remains central. Students can deepen their
knowledge and apply their skills in their chosen field of practice, thus reinforcing
fundamental knowledge and developing mastery of clinical reasoning as well as
skills to efficiently coordinate a pathway of patients.

Semester 4 has a different format; students need to perform a 4-month internship
and must write a master’s thesis allowing students to implement the research pro-
cess while benefiting from supervision.

10.8.3 Clinical Internships

The two internships allow students to benefit from the integration of theory and
practice. The student also benefits from tutoring during the internship period imple-
mented by a pair of physician and nurse.

The first clinical placement, of a minimum duration of 2 months, must be vali-
dated during semester 2. It allows the student to understand the activities and the
scope of the role he or she aspires to exercise. This internship also allows him/her to
develop skills in clinical reasoning, in particular the performance of clinical
examinations.

The second internship, carried out during semester 4, lasts a minimum of
4 months. This internship should enable the student to reinvest the clinical knowl-
edge acquired during the previous semesters in a specific clinical domain. In addi-
tion, it enables the student to implement all the missions assigned to advanced
practice nurse, particularly activities dedicated for healthcare teams, by exercising
effective clinical leadership.

10.8.4 The Master’s Thesis

An important part of semester 4 is devoted to activities related to the thesis to be
completed by the student under the supervision of a nurse or an advanced prac-
tice nurse.

The curriculum offers four modalities for the realization of this mas-
ter’s thesis:

A literature review

An analysis of professional practices

A critical analysis, based on clinical experience, inspired by a specific theoretical
framework

— Aresearch study
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At the end of their programme, students are awarded a state diploma as well as a
master’s degree attesting to the academic level reached by the university where they
studied. In this system, the structure that prepares the student is the same as that
which certifies the advanced practice nurse.

Equipped with this professional title, the newly graduated advanced practice
nurse can then register his or her new qualification with the Nursing Order and prac-
tise his or her role.

10.9 Stakeholder Reactions After the Publication of the Texts

The publication of the texts governing the practice and education of advanced prac-
tice nurse has generated a great deal of reactions.

Curiously, patient associations have expressed little opinion on this subject.

On the other hand, there was no lack of reactions from medical professional
organizations. The unions of private practice physician in particular expressed their
positions more strongly, stating that physicians did not need advanced practice
nurses but rather administrative assistants who would allow them to have more clin-
ical time. The fear of a loss of remuneration in the private practice sector was also
perceptible. Some medical professional organizations adopted a protective dis-
course towards patients and population, insisting on the supervision that physicians
will perform on the clinical activity of advanced practice nurses, thus creating a
potentially negative image of the competency and skills developed by this new cat-
egory of nurses.

Nursing organizations did not fail to react to the profile of advanced practice
nurse created by the legislation, especially since the draft texts had been disap-
proved by the HCPP. While ANFIIDE welcomed the introduction of this role in the
health system, the lack of ambition in the texts was deplored. Many professional
nursing organizations regretted the medical suzerainty imposed on this new role,
which reduced advanced practice nurse’s autonomy; the level of competency and
skills attained by students at the end of their education seems to be underestimated.
They are also surprised by the low porosity of French texts with international evi-
dence, despite the large amount of international data available on the subject. The
lack of positioning of advanced practice nurse as first-line health provider is also
deplored in view of the insufficient supply of primary care in many French regions.
Finally, they underline the semantic choices made in the texts that reserve certain
terms such as diagnosis, consultation, etc. for the physician.

These positions taken by professional organizations have been relayed by the
media and social networks.

Graduates from Master of Clinical Nursing also expressed bitterness and dissat-
isfaction in the summer of 2018. The legislator did not wish to introduce a grandfa-
thering process or a bridge dedicated to this group of nurses. The files of those who
wish to benefit from a validation are therefore examined individually by the pro-
gramme managers of the universities in which they are applying, which may lead to
variable validations.
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10.10 Perspectives

The introduction of advanced practice nurses in the French health system suggests
that, in the long term, benefits similar to those evaluated in other national environ-
ments will be observable:

— Improved access to healthcare for the population, particularly for people living
with chronic diseases

— Highlighting the added value for patients benefiting from advanced practice
nurses’ interventions

— Creation of practice environments more favourable to nursing practice in syn-
ergy with nursing management

— Production of evidence showing the benefits for patients of a comprehensive
nursing approach

— Evolution of social representations of nurses

However, many challenges remain to be met in order to introduce this new nurs-
ing function into the health system and to ensure its sustainability.

10.10.1 Effective Implementation
of the National Curriculum

While educational programmes are most often implemented by medical faculties, it
is essential for this programme to be anchored in the nursing discipline and that
nursing leadership can be exercised throughout it. Although the national curriculum
provides for the establishment of nurse/physician pairs to ensure the coordination of
units, the academic status of the nurse is not specified, unlike that of the physician;
this observation may seem paradoxical when at the same time a body of nursing
faculty was created in France in 2019.

In view of the innovative nature of this role, it is necessary to adequately prepare
tutors. The first students will indeed be tutored by expert nurses and physicians, and
then, as advanced practice nurses’ staff grows, this tutoring can be carried out by
their peers.

The pioneering spirit often motivates the first students who take up this new role.
This pioneering position also prevents them from benefiting from the modelling
process that is nevertheless essential to the development of professional identity or
more precisely to its adaptation to the specificities of advanced practice nursing.

During the first years, students will have to work hard to make known this new
role for which they are destined, all the more so as many misconceptions still sur-
round advanced practice in France.

It will also be necessary to observe the career paths of students who have under-
taken this programme immediately after registration. There is a significant risk of
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loss of skills and competency if the newly graduated advanced practice nurse cannot
carry out its role during this 3-year period.

Finally, the autonomy left to the universities in the implementation of the pro-
gramme combined with the role of certifier that has been assigned to them exposes
them to the risk of heterogeneity of advanced practice nurse profiles.

10.10.2 Successful Deployment of Advanced Practice
Nurses in Clinical Environments

The phases of introduction of the advanced practice nurse and deployment of the
first qualified professionals are always singular moments within a health system. It
is therefore necessary to anticipate their deployment in clinical environments and to
provide them with a favourable practice environment in order to create attractive-
ness for this type of position.

Indeed, it is not enough to succumb to the fashion effect by simply creating one
or more advanced practice nurse positions in the hope that they will find their place
in the multi-professional team. Initiating a project of this nature implies rethinking
the organization of care within a team in order to integrate this new player (Schober
2017). Models of care organization should be developed both in hospitals and in the
community, taking into account the available evidence in this field.

The advanced practice nurse will have to establish a collaborative practice with
physicians.

They will also have to gain the legitimacy and credibility necessary to exercise
effective clinical leadership within the nursing team. It is essential that the first
advanced practice nurses continue to identify themselves with the nursing profession.

It will also be important for those who will be working in a hospital to create
synergy with the nursing management in order to avoid any impression of competi-
tion between the two roles.

10.10.3 Assessing the Added Value of Advanced
Practice Nurse

French Members of Parliament have asked the Ministry of Health to carry out an
initial assessment of the impact of the introduction of advanced practice nurses in
the health system by the end of 2021. The results of this evaluation will be decisive
for the future of this role. However, the Ministry of Health has not yet communi-
cated on the method that will be used. It is crucial that the choice of indicators as
well as the methods of evaluation be adapted; it is absolutely necessary to avoid an
evaluation of the activity that is too focused on the medical time saved and does not
take into account the added value of the global approach adopted by the advanced
practice nurse.
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10.10.4 Propose an Economic Model That Is Commensurate
with the Contribution Made

The economic model designed to remunerate the activity of the advanced practice
nurses working in the public or private sector as well as in independent practice is
not yet fully known. The first decisions made in this area concern the advanced
practice nurse who will be working in private practice, and they fall far short of the
expectations of advanced practice nurse students. Moreover, the first projections
concerning remuneration in the public sector have also led to disappointment for
future advanced practice nurses.

The economic model chosen will reflect the social recognition attributed to this
role and will also be a factor of attractiveness towards this clinical career.

10.10.5 Changing Profile and Creating New Areas
of Intervention

Healthcare is being restructured in France. In this dynamic context, it will be neces-
sary in the future to influence the ministerial positions regarding advanced practice
nurse as first-line health provider. It would improve access to primary healthcare
and relieve congestion in the emergency services.

New areas of intervention could be created to better meet the health needs of the
population. For example, a consultation was launched in November 2019 to exam-
ine the potential contribution of advanced practice nurse in emergency departments.
Other sectors have also expressed a desire to benefit from advanced practice nurse,
such as the army health service as well as occupational health teams.

However, it will be necessary to avoid too great a fragmentation of the areas of
certification, which would expose to the risk of overlapping fields of intervention of
advanced practice nurses.

10.11 Conclusion

At the end of this description of the French situation, it appears that the profile
of advanced practice nurse that has been introduced into the health system is
certainly an evolution for the healthcare supply and for the nursing profession,
but not a real revolution. Following the example of foreign experiences in this
field, it is likely that this first legislative decision opens the way for further
developments, particularly in terms of the autonomy granted to advanced prac-
tice nurse.

The process of introducing advanced nursing practice in France began with
initiatives in the field of education combined with changes in the practice of
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nurses who had benefited from these skill developments before obtaining an
appropriate legislative framework. A significant latency has been deplored cou-
pled with highly fluctuating political orientations on this topic. Three profiles of
advanced practice nurses have thus followed one another, resulting from three
educational systems: nonacademic, master’s degree, and university education
recognized at master’s level. This sequence can be frustrating for professionals
who, due to the lack of a legislative framework and a suitable practice environ-
ment, have had difficulty putting into practice the skills developed during their
course of study.

The long negotiation process that preceded the publication of the legislative
texts and the content of these texts are also indicative of the sociology of the
health professions in France and the way nursing professional leadership is exer-
cised in France. The current context of healthcare in France is marked by an ero-
sion of leadership exercised by nurses and nurse managers to the benefit of the
medical profession, which, at clinical level, in management and in education,
seems to wish to occupy a predominant position. The choices made related to the
scope of practice of advanced practice nurse fail to take into account certain popu-
lation needs, ignoring the recommendations published in this field (Bryant-
Lukosius and DiCenso 2004) with the aim of maintaining the initial structure of
the health professions between the medical profession on the one hand and “medi-
cal auxiliaries” on the other. The semantic analysis of the terms used in the legis-
lation and regulations is indicative of the frame of reference used by those who
wrote them, as are the terms that seem to have been deliberately avoided because
they are considered to be exclusively reserved for physicians. However, it is inter-
esting to highlight the essential role of the national nursing association in this
project but also to note that even before the first advanced practice nurse gradu-
ated, a dedicated trade union was created to defend their interests and their future
working conditions as well as their remuneration. This is a rather singular phe-
nomenon in the nursing profession.

A new phase in the history of nurses in France is therefore underway. In the
future, advanced practice nurses will undoubtedly contribute to preserving uni-
versal health coverage and, consequently, the health of the population living
in France.

This topic will also offer many objects to explore through research.
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Abstract

This chapter presents an overview about advanced nursing practice in Germany,
which is an emerging concept in the healthcare service. Currently the spheres of
work of the majority of advanced practice nurses are comparable to clinical
nurse specialists. They provide direct clinical care to patients, support and
empower nurses and/or other healthcare staff as well as strive towards changes
within the organisation. Widely used are Hamric’s Integrative Model of
Advanced Practice Nursing and the PEPPA framework to provide guidance
regarding the competencies and implementation of ANP. Missing regulation
within nursing poses a big hinderance in this process. As an example of ANP
practice in Germany serves the implementation of delirium management. Also
described are education and professional developments with regard to ANP. An
outlook finishes this chapter.

Keywords

Clinical nurse specialist - Advanced practice nurse - Delirium management
Emerging ANP practice - Germany - Hamric’s Integrative Model of Advanced
Practice Nursing

This chapter has been written before the 2020 APN ICN guidelines were published and reflects the
views of the authors.

E. Keinath (b))
Pflegeexpertin APN, Klinikum Darmstadt, Darmstadt, Germany
e-mail: elke keinath@mail klinikum-darmstadt.de

© Springer Nature Switzerland AG 2021 159
J. S. Fulton, V. W. Holly (eds.), Clinical Nurse Specialist Role and Practice,
Advanced Practice in Nursing, https://doi.org/10.1007/978-3-319-97103-2_11


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-97103-2_11&domain=pdf
https://doi.org/10.1007/978-3-319-97103-2_11#DOI
mailto:elke.keinath@mail.klinikum-darmstadt.de

160 E. Keinath

This chapter describes the role and practices of advanced practice nurses (APNs)
in Germany. It outlines common notions regarding advanced nursing practice
(ANP), looks at issues such as evaluation and education, provides an example of
ANP practice and presents professional issues regarding ANP as well as an
outlook.

The vast majority of APNs currently practising in Germany are comparable to
clinical nurse specialists (CNS) (Mendel and Feuchtinger 2009; Feuchtinger 2016)
as they are covering the three spheres of CNS practice: direct patient care, nursing
and nursing staff and the organisation (Chan and Cartwright 2014: 359).

As described in previous monographs of this series (Schober 2016, 2017),
ANP in Germany is still at an early stage (Maier et al. 2017). The first publications
regarding ANP appeared in the 2000s (Sachs 2007; Advisory Council on the
Assessment of Developments in the Health Care System (SVR) 2007; Mendel and
Feuchtinger 2009). A decade later, one still finds phrases like “cultural lag”
(Schaeffer 2017: 27) or words like exotic (Teigeler 2014: 12). In the mid-1990s
the university hospital in Freiburg employed the first academically qualified nurse
in a clinical setting (Feuchtinger 2016). In the new millennium, increasingly more
and more APN roles were implemented, particularly within hospital settings
(Teigeler 2014; Boeckler and Dorgerloh 2014; Weskamm 2017; Feuchtinger
2016). As role models, they open clinical settings as a possible career pathway for
academically qualified nurses, next to management, education or science.
However, clinical careers remain rare.

For many within the German nursing community, the term “expert” is firmly
connected to Benner’s “From Novice to Expert” (Benner 2001). An in-depth discus-
sion about commonalities and differences, and consequently a clear distinction
between basic, expert and advanced level (Spross 2014: 29), is still pending.
However, in conjunction with international notions, there are common understand-
ings regarding APN roles:

e That advanced practice is synonymous with clinical expertise (Dowling et al.
2013: 132).

e That they need to have a clinical focus, working with patients and/or their fami-
lies. Direct patient care is understood to be there where the patient is (Spirig and
DeGeest 2004: 233).

e That ANP should be an extension and expansion of the original nursing field of
action (Gaidys 2011: 17; DBfK 2017: 1).

e That these roles require further training and education beyond the basic nursing
training and that these roles possess additional competencies and responsibilities
(Spross 2014).

e That nursing development across wards or departments remains an important
feature of APN roles (Kaden et al. 2012; Schmitte et al. 2014; Hock et al. 2017).

e That successful implementation needs managerial support and a regular exchange
between the APN and the nursing management. To ensure that APNs are imple-
mented in accordance with the strategic development and objectives of the
organisation, it is pivotal that the director of nursing is part of the board (Sniatecki
et al. 2017: 280).
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The position paper of the three German-speaking professional organisations
(Germany, Austria and Switzerland) in 2013 was an important milestone as it pro-
vided a definition of an APN as well as with “Pflegeexperte APN” (translated: nurs-
ing expert APN) a possible title for these roles (DBfK et al. 2013: 2). While this title
is not protected by law, the addition of the letters “APN” distinguishes it from other,
not academically qualified, nursing experts and connects it to the international con-
cept of advanced practice. However, this title does not differ between APN roles
such as nurse practitioner (NP)! or CNS.

11.1 Utilised ANP Models in Germany

Fitting with the general developmental stage of ANP in Germany, the discussion
regarding differing ANP models and concepts is much in their infancy. The most
widely known and utilised models are Hamric’s “Integrative Model of Advanced
Practice Nursing” (Hamric et al. 2014), which is relevant for the discussion regard-
ing competencies (DBfK et al. 2013: 1), and the PEPPA framework® of Bryant-
Lukosius and DiCenso (2004), which guides the implementation of APN roles in
Germany (Feuchtinger 2016).

Most APNs describe their tasks and competencies along Hamric’s model
(Teigeler 2014; Drexler and Weidlich 2016; Naegele et al. 2016; Schmitte 2016;
Weskamm 2017). While all emphasise the importance of working in a clinical set-
ting with patients and/or their families, the other competencies from Hamric’s
model? are present to varying degrees according to the setting and job description of
the individual APN. It is apparent; some of these roles have a more general and
some a more specialist focus in their daily routines. In the latter the emphasis lies on
supporting the patient, while in the former the emphasis lies on supporting nurses
and other staff caring for a specialised group of patients (Drexler et al. 2017: 266).

APNSs are either assigned to a department and work, due to interdepartmental
tasks, in a matrix organisation (Boeckler and Dorgerloh 2014: 14) or form a leader-
ship team, in which they take the clinical lead, while another person occupies the
managerial lead (Drube et al. 2016: 94).

11.2 Evaluation of ANP in Germany

Evaluation of ANP practice is not optional (Kleinpell 2013: 27). At this early stage
of APN roles in Germany, evaluation is pertinent to identify needs of patients, fami-
lies, teams or healthcare services and to promote role clarity by ensuring a good

"Nurse practitioners (NPs) are understood to work foremost in primary care and frequently carry
out task traditionally performed by doctors. In Germany NPs are discussed as a possible solution
for the lack of medical staff in rural areas (Feuchtinger 2016: 49; Maier 2017: 62).

2 Participatory, evidence-based, patient-focused process, for guiding the development, implemen-
tation and evaluation of advanced practice nursing (PEPPA) (Bryant-Lukosius and DiCenso 2004).
3Guidance and coaching, consultation, evidence-based practice, leadership, collaboration, ethical
decision-making (Spross 2014: 44).
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match between the identified needs and the APN, her role, competencies and scope
of practice (Bryant-Lukosius et al. 2016: 37). Expanding on the PEPPA framework
(Bryant-Lukosius and DiCenso 2004), PEPPA-Plus guides the development of
stage-specific questions for APN-role evaluation (Bryant-Lukosius et al. 2016). It is
conceivable that PEPPA-Plus is suitable for and applicable to the German context,
but more applications are needed to confirm this.

Evaluation is a complex process as APNs cannot be seen in isolation due to the
multifactorial impact of their roles (Schaeffer 2017: 28). A suitable approach to
evaluate complex interventions includes qualitative and quantitative methods and
builds on formative and summative steps (Hohmann and Bartholomeyczik 2013).
Currently the majority of evaluations are formative and encompass descriptive sta-
tistical data such as number of training sessions and number of participants
(Hohmann and Bartholomeyczik 2013: 308). Lack of regulation and licensing of
APN further complicates evaluation of these roles.

11.3 Education of APNs in Germany

There is no doubt that an established nursing science plus academically qualified
nurses in clinical settings are essential factors for the successful development and
implementation of ANP. However, in Germany academic structures in nursing have
been established with great delay. The first academic nursing courses were not
established until the 1990s (Robert Bosch Stiftung 1992); initially offered courses
were aimed at experienced nurses, who were interested to move into management
or teaching. As late as 2004, the first bachelor’s degree in nursing, which combined
academic training with a nursing exam, was commenced (Friesacher 2014: 35).
This late implementation of nursing science and lack of research funding contrib-
utes to the difficult data situation in nursing and ANP (Schaeffer 2017: 29).

Presently ANP curricula in Germany are not standardised, the courses on offer
vary, and their contents are heterogeneous (Maier 2017: 62). A nationwide curricu-
lum for ANP courses is missing. In 2013 Ullmann and Lehwaldt postulated a
demand for more clinically focused and patient-orientated ANP-course content that
furthers autonomous (nursing) practice plus the necessary decision-making skills.
Pulcini (2014: 142) recommends that faculty members remain embedded in APN
practice. In Germany, this is a challenging notion due to little overlap between the
differing sectors of education and clinical practice. Course leaders may not possess
own personal work experience as an APN.

11.4 An Example of APNs in the Hospital Setting

Exemplary for APN roles in the hospital setting are APNs working with patients
with delirium, either in a general hospital setting (Biirger and Kugler 2016) or
within the setting of an intensive care unit (ICU) (Krotsetis and Nydahl 2014;
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Sniatecki 2016, 2017). APNs are well educated and placed to successfully imple-
ment and conduct a structured and interprofessional management of these patients.
The occurrence of a delirium results in significant consequences for the patient
with regard to the healing process and treatment outcomes (Arbeitsgemeinschaft
der Wissenschaftlichen Medizinischen Fachgesellschaften e.V. (AWMEF) 2015: 6).

With published incidence rates from 30% to over 80%, delirium belongs to the
most commonly observed syndromes in critical care patients (AWMF 2015: 6). Its
signs are an impaired cognitive function or perception and a disturbed conscious-
ness, and it presents with an acute onset and fluctuating course. It is usually revers-
ible (AWMEF 2015: 24).

A delirium can present itself in various subforms: hyperactive, hypoactive or as
a mixed form. The hyperactive form is more easily recognised as the patients can
be restless or agitated; patients with a hypoactive delirium can be sleepy, quiet and
withdrawn. As a consequence, it is estimated that two-thirds of patients with delir-
ium syndromes are not recognised during a routine clinical assessment (AWMF
2015: 26). Guidelines therefore recommend a structured screening with a suitable
delirium assessment tool on at least 8 hourly basis (AWMF 2015: 13), to ensure
that patients with a hypoactive or a mixed delirium are identified. An early delir-
ium management can positively influence the outcome (AWMF 2015: 3).
Preventative measures play a particularly pivotal role, especially as non-pharma-
cological options such as reorientation strategies (e.g. intensive communication or
ensuring the use of glasses or hearing aids) take here centre stage (AWMF 2015:
8-9), one of the many opportunities for nurses to directly impact on the patients’
wellbeing.

Working in direct clinical practice with delirious patients revealed the need for a
structured management for these patients regarding assessment, prevention, moni-
toring, therapy and evaluation (Sniatecki 2016: 278). Having identified the need, the
aim was to improve the quality of delivered care and health services. For this, the
issue was raised within the management structures within the unit and the hospital,
ultimately leading to changes in service provision of the organisation (Sniatecki
et al. 2017: 286-287). After the implementation of a structured assessment tool in
form of the confusion assessment method for the intensive care unit (CAM-ICU)
(Ely et al. 2001), a formative evaluation revealed that the numbers of patients with
delirium were higher than prior to the implementation. This confirmed the assump-
tion that particularly patients with hypoactive or mixed form of delirium were not
identified earlier and did not receive any support or treatment because of this
(Sniatecki et al. 2017: 287).

Spending time in direct clinical practice supports the development of a deepened
relationship between patient and the APN that allows for early detection of (mood)
changes and empowering staff to act in a timely manner (personal communication
with S. Sniatecki 27/04/2018).

While preventative and non-pharmacological treatment options are mainly influ-
enced by nurses (Biirger and Kugler 2016), another pivotal strategy to reduce the
risk for developing a delirium is avoiding sedation and its medication (AWMF



164 E. Keinath

2015: 8). Therefore, an interprofessional approach and close collaboration with
medical staff is a prerequisite for success (Sniatecki 2016). Consultation with the
families of patients with delirium can contribute numerous information about
patients’ usual behaviour or likes and dislikes; notwithstanding families also need
guidance in dealing with the situation (Krotsetis and Nydahl 2014).

APNs provide clinical leadership through utilisation of their advanced skills in the
direct patient contact but also by empowering nurses and other staff through mentor-
ing or teaching, in either formal or informal teaching sessions, either in groups or one
to one (Sniatecki 2016), or facilitating evidence-based practice through the develop-
ment of an easy-to-use evidence-based pocket card (Biirger and Kugler 2016). This
corresponds with their perception as “‘change agents” and as an intermediary between
nursing science and practice (Mendel and Feuchtinger 2009: 208).

Leadership is also displayed by contributing to the nursing and ANP community
through articles or conference presentations, which allowed others to benefit from
their strategies and their findings (Krotsetis and Nydahl 2014; Sniatecki 2016;
Biirger and Kugler 2016; Sniatecki et al. 2017; Biirger 2017; Nydahl 2018).

11.5 Professional Issues Regarding ANP

Like many countries, the healthcare service in Germany is facing multiple chal-
lenges due to the demographic and epidemiological changes. The need for change
in the provision of health care has been recognised by politicians as well as profes-
sional organisations, such as Deutscher Pflegerat (DPR) and Deutscher
Berufsverband fiir Pflegeberufe (DBfK), who support the development of APN
roles (DBfK 2013). However, just transferring tasks between professions will fail;
instead processes need to be changed (Wolke 2017: 37).

Specific challenges to the implementation of ANP are due to a lack of registra-
tion and self-government in nursing and, as a consequence, not regulated APN roles.
This is a major hinderance to push the notion of ANP, as regulation means role clar-
ity (Maier et al. 2017: 34) and contributes to the sustainability of ANP (Schober
2016: 124). Currently, APN roles are implemented in Germany without being
clearly defined. There is a lack of funding for education and research into ANP
(Schaeffer 2017: 29). Clinical salary structures are just beginning to consider aca-
demic qualifications (DBfK 2016: 2).

The central professions within the healthcare services in Germany are, by law,
physicians. New professional groups such as physician assistants (PAs) have been
discussed and implemented in recent years. In 2017 the Federal Medical Council
agreed to support the implementation of delegatory practice of PAs
(Bundesirtzekammer 2017: 113), not autonomous practice like APN. While it is
possible that PA may pose a suitable career move for some nurses, the nursing asso-
ciation Deutscher Berufsverband fiir Pflegeberufe (DBfK) emphasises that this is
not an extension and expansion of nursing, but rather stands in competition to devel-
opments such as ANP (DBfK 2017: 1).
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11.6 Outlook

While ANP is getting more known within nursing, it is still not general knowledge
in politics or society. Plenty of APNs are professionally and politically engaged to
further ANP. By presenting and discussing their roles as well as demonstrating posi-
tive patients’ experiences to the public, either locally or through liaison with the
media, they create an awareness within society regarding APN-supported healthcare
services. National and international networking and exchange supports that German
APN s benefit from experiences with the implementation of ANP in other countries.

It can be assumed that with an increasing number of academically qualified
nurses as well as more role models in clinical practice, the interest in a clinical
career will grow and in the midterm/long term enhance the numbers of APNs in
Germany.

Future plans for nursing take ANP already into account, as seen in case studies
presented on a website regarding the skill mix. There it is shown how APNs contrib-
ute to the provision of health care by enhancing the nursing team (Robert Bosch
Stiftung 2018).

In the coming years, ANP and APNs will continue to develop into an important
building block for the delivery of a patient-focused health care, particularly for
patients with complex needs in and across all settings and areas. However, this
requires structured implementation, regulation and evaluation of APN roles as well
as an education, which is internationally compatible.
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Abstract

The aim of this chapter is to describe the Certified Nurse Specialist (CNS) role
and practice in Japan from the history of the role’s development to current chal-
lenges and opportunities. The CNS was the first post-RN role in Japan, a devel-
oped country with a high proportion of elderly people and a high healthy life
expectancy. Included in the chapter is a brief history of modern Japanese nursing
since 1874 noting the first CNS practice in hospitals began in the early 1990s. In
Japan, laws governing health professional scope of practice are national. National
law stipulates the qualifications for licensure of Japanese health care profession-
als. In the chapter, definition of CNS role and practice is described. A case exem-
plar described the practice of an expert Japanese CNS. The U.S. CNS was the
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model for the Japanese CNS. Initially the role focused on inpatient hospital care
with both direct and indirect care activities. In Japan, practice competencies for
CNSs are jointly endorsed among three organizations: the Japanese Nurses
Association (JNA), the Japanese Association of Nursing Programs in University
(JANPU) and professional nursing specialty organizations. JNA certifies indi-
vidual CNSs. The JANPU accredits CNS educational programs.

Discussion of research on CNS outcomes includes recommendations for
additional research. Psychiatric CNS outcomes research has demonstrated the
effectiveness of psychiatric liaison CNSs, influencing health policy. Current
issues in advanced practice nursing development are reviewed in relation to chal-
lenges and opportunities for the future.

Keywords

Certified nurse specialist (CNS) role - History Japanese CNS - Research on CNS
effectiveness - Advanced practice nurse (APN) in Japan - CNS credentialing
system - CNS practice competencies - Licensure - Case exemplar

12.1 Introduction

In this chapter, we will describe the certified nurse specialist (CNS) role and prac-
tice in Japan from the history of the role’s development to current challenges and
opportunities. We will also provide a case exemplar to describe the practice of an
expert Japanese CNS.

Japan is a developed country that is undergoing many social changes. The pro-
portion of elderly people in the population is increasing, and there is a decline in
people under the age of 15. Health-related indicators have constantly improved, and
healthy life expectancy is high (Japanese Nursing Association (JNA) 2016). Japan
has a universal healthcare insurance system in which all citizens benefit (JNA 2016).
Certified nurse specialists are an integral part of the healthcare system to provide
expert specialist nursing practice to advance the health of Japanese people.

12.2 Brief History of the CNS Role

Modern Japanese nursing developed with a change from traditional Chinese medi-
cine to western medicine in 1874 after the Meiji Restoration (1868) (JNA 2016). In
1987, the Ministry of Health, Labor, and Welfare published a report about the need
for nurse specialists (Komatsu 2010). This was the first reference to the CNS role
(Dr. Keiko Okaya, personal communication, 6/11/18). Prior to the 1987 report,
nurses were trained and educated as generalist nurses without any specialization.
Because of increasing challenges with the introduction of more technologies, the
growing number of patients with complex health conditions, increasing complexity
of nursing care, and the challenges of infection rates and multidrug-resistant
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organisms within the hospitals at that time, the government realized the need for
the CNS in Japan.

JNA founded a Credentials Committee that worked for 7 years to develop a CNS
system, influenced by the CNS role in the USA (Dr. Keiko Okaya, personal com-
munication, 6/11/18; Komatsu 2010). In 1994, the CNS system was established by
JNA and the rules and bylaws completed in 1995. In 1996, JNA contracted with the
Japanese Association of Nursing Programs in Universities (JANPU) about the roles
of each organization in relation to the CNS. The role of JNA is to certify the indi-
vidual CNS; the role of JANPU is to accredit education programs preparing CNS
students. From 1996, JNA began certifying CNSs in three specialties: cancer nurs-
ing, psychiatric and mental health nursing, and community nursing. In 1998, JANPU
began accrediting CNS education programs at the master’s level (Dr. Keiko Okaya,
personal communication, 6/11/18). As of December 2017, there were 2104 certified
specialists in Japan who were working in hospitals, outpatient clinics, and commu-
nity settings in 13 specialties. The specialties are cancer, psychiatric mental health,
community health, gerontology, child health, women’s health, chronic care, critical
care, infection control, family health, home care, genetic, and disaster nursing. The
top three specialties by number were cancer, psychiatric mental health, and critical
care nursing (JNA, n.d.).

In 2007, the Japanese Association of Certified Nurse Specialists (JACNS) (http://
jpncns.org/) was formed with goals of improving nursing care quality, being
involved in quality assurance, and making policy recommendations to promote peo-
ple’s health (Komatsu 2010). Inclusive of all specialties, the JACNS has held con-
ferences since 2014. Of all CNSs, 70% belong to the JACNS. The JACNS promotes
research to show the effectiveness of CNSs and makes policy recommendations to
the government (Usami 2015a, b).

The CNS was the first advanced practice nurse (APN) role in Japan; they encoun-
tered problems with intraprofessional collaboration. Many CNSs experienced prob-
lems with effective utilization in healthcare due to misunderstanding by
administrators about how to best use CNSs to improve patient care, possibly because
of the social importance of age-based seniority and a perceived difficulty of indi-
vidual CNSs fitting into organizations where the social culture involves belonging
to a group. Early visionary nurse administrators and those who later worked with
CNSs provided strong support. Over time, however, hospitals began to receive fund-
ing from the central government healthcare financing system for CNS services in
selected specialties such as oncology and palliative care and the psychiatric liaison
consultation team. Currently, the JACNS is advocating for reimbursement for
dementia teams.

There are far fewer numbers of CNSs than RNs in Japan. CNSs have been prac-
ticing in Japanese hospitals since the early 1990s but often work in staff nurse roles
with one day per week to work as a CNS. Many CNSs are faculty in graduate
schools of nursing. Some CNSs practice as a CNS and teach part-time in a school
of nursing. Prefectures farther away from Tokyo and rural prefectures are less likely
to have CNS roles in healthcare institutions. Appropriate utilization of CNSs will
increase their visibility and show their effectiveness.
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12.3 Definition and Practice of the Certified Nurse Specialist

The CNS credentialing system of JNA contributes to the development of health-
care and welfare as well as improves nursing science by credentialing CNSs with
specific advanced specialty nursing knowledge and skills. The CNS provides effi-
cient, high-level nursing care to individuals, families, and groups that have com-
plex nursing problems (JNA 2016). CNS roles and activities include providing
excellent nursing practice to patients, families, and communities, consultation with
nurses and other healthcare providers, coordination, ethical coordination to protect
the rights of individuals and others, education of nurses, and research activities
(JNA 2016).

12.4 Conceptualizations/Models of CNS Practice

The US CNS was the model for the Japanese CNS. Initially, the model focused on
inpatient hospital care with both direct and indirect care activities. The emphasis is
on excellent direct patient care, but indirect activities are also important. One of the
original motivations for developing the psychiatric liaison CNS role in the late
1980s to early 1990s was to provide nurse support in hospitals (an indirect care
activity) (Minarik and Sato 2016). Now, approximately 30% of CNSs practice in
community settings such as home visiting centers and outpatient clinics (Dr. Mieko
Tanaka, personal communication, 6/11/18).

12.5 CNS Practice Competencies

Competencies are commonly defined as the knowledge, skill, and behavior/attitude/
aptitude to deliver high-quality and safe patient care. In Japan, practice competen-
cies for CNSs are jointly endorsed among three organizations: the JNA, the JANPU,
and professional nursing specialty organizations (JANPU 2015; Komatsu 2010).
CNS competencies build upon registered nurse competencies (Komatsu 2010).
These competencies are attained during the educational program through courses
and supervised clinical experiences. Komatsu (2010) urged the Japanese Society of
Cancer Nursing to develop core competencies along with curriculum and job
descriptions for certification examinations. The JACNS has developed a CNS clini-
cal ladder, based on Benner (Usami 2014). However, there is no standard list of core
CNS competencies applying to all CNSs in all specialties.

12.6 Outcome Measures and Evaluation

Japanese nursing needs CNS outcomes data to show the effectiveness of CNS inter-
ventions and the impact of CNSs on quality of care. According to Komatsu (2010),
cancer CNS outcomes data is limited to descriptive data in 14 years of published



12 CNS Role and Practice in Japan 175

case reports. Komatsu (2010) called for well-designed trials to measure the out-
comes of cancer CNS interventions with complex patients. Currently, there are no
published studies on CNS outcomes except by psychiatric CNSs (Dr. Atsuko
Uchinuno, personal communication, 8/6/18).

Psychiatric CNS outcomes research has demonstrated the effectiveness of psy-
chiatric liaison CNSs and has influenced health policy. Usami (2015) and Nozue
et al. (2016) showed that psychiatric mental health CNS intervention improved
depression scores in hospitalized physically ill patients. Research by Usami et al.
(2009) demonstrated the effectiveness of the psychiatric liaison consultation team in
the general hospital. Teams were comprised of CNS, psychiatrist, clinical psycholo-
gist, a nurse, and a social worker, usually led by the CNS. Usami and her colleagues
submitted the 2009 paper to the government, and that resulted in a change in policy
to fund hospitals for psychiatric liaison consultation teams. This reimbursement of
liaison psychiatric CNS was the first time among psychiatric CNSs.

12.7 Education of CNSs

The Japanese Association of Nursing Programs in Universities (JANPU) accredits
CNS programs. For CNS programs, there is a 26-unit, a 38-unit, or a 46-unit option.
All CNS curricula must include the following common subjects (Common Subjects
A): Nursing Education, Nursing Management, Nursing Theory, Nursing Research,
Consultation, Nursing Ethics, and Nursing Politics (JANPU 2015). The 38- and
46-unit CNS curriculum must include Physical Assessment, Pathophysiology, and
Clinical Pharmacology (Common Subjects B) in addition to the Common Subjects
A. Additionally, all three CNS curricula must include a specialty educational cur-
riculum as determined by the JANPU. An example of the specialty content for the
education of a psychiatric mental health CNS is described in “An introduction to
psychiatric liaison nursing in Japan” (Minarik and Sato 2016). Komatsu (2010)
described the history, education, and practice of the oncology certified nurse spe-
cialist, including specialty educational content.

Although the goal of the CNS master’s education is to produce an expert in clini-
cal practice, Japanese curricula may not require enough supervised hours with a
practicing CNS, constraining graduates’ readiness for expert practice (Minarik and
Chan 2014). In addition, practicing CNSs may not be geographically close, requir-
ing CNS students to travel for supervised clinical experiences.

Of note, the role of the nurse practitioner has been introduced in Japan to help
meet the general care needs of patients especially in rural isolated areas due to the
lack of medical physicians (Fukuda et al. 2014; Kondo 2013). This emerging
advanced practice role is still being developed among the various national nursing
organizations. The JANPU (2015) approved a primary care curriculum. Further, dif-
ferentiation and clarification are being determined.

In 2015, an amendment to the law governing nursing obliged nurses who per-
form medical interventions specified in the law to be trained for the 38 interventions
(JNA 2016). This new system will allow trained nurses to perform the interventions
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without waiting for physician decision-making. Completion of the training course
with a certificate of completion and qualification is not a license and does not have
a legal basis. How this new system will affect CNSs is unknown.

12.8 Credentialing: Regulatory, Legal,
and Certification Requirements

In Japan, laws governing health professional scope of practice are national. National
law stipulates the qualifications for licensure of Japanese healthcare professionals,
such as nurses, midwives, public health nurses, physicians, and dentists. As a result,
practice does not legally differ by prefecture. The law does not identify certification
as a specialist, and there is no separate licensure for CNSs. The credentialing system
by the JNA, which is socially recognized, certifies CNSs. However, not all institu-
tions include CNS roles, and the activities may differ by institutional policy.

To obtain certification as a CNS, a nurse must complete a master’s program at a
graduate school, after obtaining a national nursing license, accumulate at least
5 years’ experience as nurse, and then pass the credentialing examination given by
the JNA. A graduate of a CNS program may sit for the exam 6 months after gradu-
ation (Dr. Mieko Tanaka, personal communication, 6/11/18). Certification is renew-
able every 5 years (JNA 2016).

The term “advanced practice nurse” (APN) does not have a universally agreed
upon definition about which roles are included. The JANPU uses the term but not
the JNA. Universities use the term because of the influence of the JANPU. The idea
has arisen to make a new APN national license to differentiate advanced practice
from registered nurse practice (Dr. Keiko Okaya and Dr. Mieko Tanaka, personal
communication, 6/11/18.). The use of the APN term is dynamic and not settled yet.
Consensus building is difficult when participants (i.e., different professional nurs-
ing organizations) hold divergent views, especially with the introduction of the
nurse practitioner role.

12.9 Moving Forward: Challenges and Opportunities

Overall, in Japan, there is limited public recognition and understanding of CNS
roles. Therefore, CNSs in Japan can take some specific steps to help increase the
visibility and recognition of the role. First, the CNS/APN role will be most effective
if it is designed to fit the social and healthcare system context and the population
needs. The Goals of Healthy Japan 2021 (http://www.kenkounippon21.gr.jp/kenk-
ounippon21/about/kakuron/) can provide a guide for action (Minarik and Chan
2014). Second, those practicing as CNS/APNs can collaborate with the emerging
nurse practitioners to ensure that both APN roles demonstrate the true value of
advanced practice by including the nursing perspective in care, making the care
more holistic than care focused primarily on the medical model and procedures.
Third, a national consensus on curriculum standards, core competencies, scope of
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practice, and minimum qualifications for recognition and practice as an APN have
to be created so there is no ambiguity among the nursing profession, other health-
care disciplines, the government, and the public about who APNSs are and what they
are capable of doing to help improve health outcomes of the population.

Fourth, careful attention should be given when creating scope of practice, titles,
certification, and educational standards for APNs. Architects of these key compo-
nents of APN practice and regulation need to write the scope of practice and stan-
dards for licensure, certification, and education in a broad enough way to apply to
various situations where APNs practice as well as when changes in science and
practice naturally evolve over time. It is difficult to change laws through legislation
as this process is heavily influenced by politics. If professional nursing organiza-
tions create national standards of education, competencies, and certification, then
the law should reference those national standards as being the standards by which
APNSs are recognized and have authority to practice.

Universities and hospitals can support novice CNSs with mentorship through
transition-to-practice support programs to help them firmly establish themselves in
work settings (Minarik and Chan 2014). Such support will enable them to increase
their ability to provide clinical experiences for CNS students, necessary for increas-
ing numbers of CNSs visible and in practice.

To gain more role recognition and to create the evidence that CNSs improve
patient, population, educational, and healthcare system outcomes, CNSs need to
implement and study large-scale innovations.

Japanese nursing leaders are poised to define the scope of practice and the model
for a Japanese APN. We recommend a single scope of practice for both CNS and NP
roles in Japan (Minarik and Chan 2014).

12.10 Envision the Future APN

The following are the steps proposed for designing the APN role of the future. The
authors cannot say what the future Japanese APN will look like nor whether these
steps are necessary in Japan. Japanese nursing leaders must create the Japanese
APN to fit the Japanese context (Minarik and Chan 2014). The following are some
recommended steps:

1. Define necessary competencies (i.e., knowledge, skills, and attitudes) and scope
of practice.

2. Define and codify the core educational foundation, including required clinical
hours during education. Adequate supervised clinical hours are vital during the
educational program to provide a foundation for developing clinical expertise.
Supportive programs such as transition-to-practice programs to help new gradu-
ate CNSs are essential for the success of individual CNS role development and
the role overall (Minarik and Chan 2014). After certification, CNSs need further
training from CNS experts to improve their clinical competency, especially in
direct patient and family care.



178 P. A. Minarik et al.

3. Design outcome studies from the outset to measure the impact of the CNS/
APN. Outcomes should be selected for their importance to Japan, its healthcare
system, and Japan’s healthcare challenges (Minarik and Chan 2014). Evidence-
based outcomes will result in CNS/APN effectiveness being visible to the public
and other providers.

In a publication for a Japanese nursing audience, Minarik & Chan wrote “When
providing advanced care, nurses bring a different perspective than their physician
colleagues. They use the same scientific method (data, diagnosis, plan, treat, evalu-
ate), obtain the same measurements of biopsychological data, including laboratory
tests, and utilize many of the same interventions. However, the focus on active
engagement of patient and family and adding health promotion and disease preven-
tion strategies as central components of the plan of care as opposed to passive com-
pliance with prescriptions and instructions is different as is the attention to
environmental and resource factors in addition to medical symptoms and diagnoses.
The APNs must include the nursing perspective otherwise, they will only become a
mini-doctor and lose their nursing identity. Both CNSs and NPs can co-exist in the
healthcare system since CNSs are specialists and NPs are generalists” (Minarik and
Chan 2014: 46).

12.11 Conclusion

This chapter described and defined the Certified Nurse Specialist (CNS) role and
practice in Japan from the history of the role’s development to current challenges
and opportunities. The CNS was the first graduate nursing role in Japan. The chap-
ter includes a brief history of modern Japanese nursing since 1874 noting the first
CNS practice in hospitals, modeled on the U.S. CNS, began in the early 1990s. A
case exemplar described the practice of an expert Japanese psychiatric mental health
CNS. In Japan, practice competencies for CNSs are jointly endorsed among three
organizations: the Japanese Nurses Association (JNA), the Japanese Association of
Nursing Programs in University (JANPU) and professional nursing specialty orga-
nizations. An example of psychiatric CNS outcomes research that demonstrated the
effectiveness of psychiatric liaison CNSs, influencing health policy and research on
CNS outcomes. Current issues in advanced practice nursing development have been
reviewed in relation to challenges and opportunities for the future. In Japan, creat-
ing the future of APN roles importantly is done while respecting and building on
past development of APN roles.

Exemplar: Psychiatric Mental Health Certified Nurse Specialist Practice

The CNS in psychiatric mental health nursing may work in psychiatric inpa-
tient and outpatient settings with patients repeatedly hospitalized for psychi-
atric disorders, in general hospitals with patients who have undiagnosed
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psychiatric disorders or problems in coping, or in ambulatory settings.
Psychiatric CNSs provide psychotherapy to individuals, groups, and families
and consult with nurses and other providers, educate nurses, coordinate care
and ethical issues, and conduct research.

This case is an example of direct care and consultation by an expert CNS
in psychiatric mental health nursing in Japan. This case involved a 34-year-
old woman, Mrs. K, with a diagnosis of major depressive disorder and border-
line personality disorder who was an inpatient in a psychiatric hospital. Her
admission was due to self-harmful behavior of wrist cutting and overdose,
behaviors labeled as acting out.

Her history included family stressors. She graduated from a university
and then worked for 5 years as a city public officer. She married and had
one daughter. After her husband died of cancer, she raised her child by
herself. At 32 years old, she married again and had another child with her
second husband. However, her husband was unable to help with childcare;
she cared for both children by herself. The family moved to live closer to
her husband’s work. Following the move, she started to cut her wrist and
overdose.

This third admission, due to acting out behavior (wrist cutting and over-
dose), was considered a repeat admission because it was within 3 months of
discharge. At the unit, she expressed anger because nurses did not listen at
night when she wanted a listener. And the multidisciplinary team was split
and disagreed about both her treatment goals and treatment approach.

Prior to interaction with the CNS, Mrs. K’s behavior included eating three
to four meals daily, insomnia at night, and daytime sleeping. She was angry
about nurses’ behavior of not listening.

With the patient, the CNS implemented a theory-based approach to care
(Psychoanalytic Systems Self-Care Therapy, PAS-SCT) that is designed to
help difficult patients, who have acted out many times and have repeated
admissions, to implement self-care with deliberate action. PAS-SCT is a self-
care therapy developed by the CNS and her colleague Dr. Kotani [Usami and
Kotani 2018]. The psychotherapy model was based on the Orem-Underwood
self-care model, which is the foundation for psychiatric nursing care in Japan
[Usami and Kotani 2018] and the psychoanalytic systems theory developed
by Dr. Kotani [2018].

The CNS met with Mrs. K three times per week; psychotherapy focused on
how to control her self-harmful behavior and improve her problems with
overeating, her imbalance of activity and rest, and imbalance of solitude and
social interaction. Using the theory-based psychotherapy (PAS-SCT), the
CNS encouraged the patient to express her anger and clarify her unmet needs.
The CNS and Mrs. K focused on setting self-care goals necessary for staying
in the community. The goals set were to control food intake and develop activ-
ity and rest balance and solitude and social interaction balance.
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With psychotherapy, Mrs. K gradually recognized she had been angry with
her husband, because her husband complained about her money management
and her lack of housekeeping. With therapy, Mrs. K came to control her
impulsive self-harmful behavior and improved her self-care.

The CNS coached the primary nurse about the interventions for enhancing
self-care. Following the coaching, the primary nurse used these interventions
daily with the patient.

Addressing the multidisciplinary team, the CNS regularly shared informa-
tion about Mrs. K’s nursing care on the unit and informed the team of the
psychodynamic assessment of Mrs. K. The shared information and focus on
teamwork contributed to improved functioning of the team. The team was
able to work together to set treatment goals for Mrs. K and determine the roles
for each team member.

Then, the CNS provided psychoeducation and mental support for the hus-
band. The CNS and Mr. K talked about how to respond to the patient and cope
with her behavior. Gradually her husband understood her behavior and was
able to cope with her.

In this case, CNS outcomes were improved self-care ability of patient and
improvement of the teamwork and collaboration of the multidisciplinary
team. In Japan, the role of the psychiatric CNS is to improve patients’ self-
care ability, provider teamwork, and the functioning of the organization or
community. The CNS can facilitate discharge of challenging patients into suc-
cessful community living.
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and Practice in Mainland, China

Huaping Liu and Hu Yan

Abstract

Clinical nurse specialist has been introduced to China in the early 1990s and has
developed rapidly in recent decades. But in comparison with other countries, the
connotation of CNS is different in China; it is more likely to be the specialty
nurse rather than the CNS in consideration of the nursing development in China.
The training program, certificate issuing, registration, and management of SN
are conducted by various institutions at different level; until now there is no
existing law to regulate the conduct of SN in the clinic. In conclusion, we are still
in the initial stage of development of CNS; in the future, more emphasis will be
placed on the constructing a consistent definition and index of core competen-
cies, improving training programs, and developing a national organization to
manage the CNS, thereby promoting the development of CNS more efficiently.
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13.1 Brief History of CNS Role and Practice

In 1888, the first nursing school was founded in Fuzhou, China. Since then, the
nursing development in China progresses in twists and turns; in 2004, we finally
finished the construction of a comprehensive nursing education system including
Vocational Education, Undergraduate Education, Graduate Education, and Doctoral
Education. After the reform and opening-up policy, there were more academic com-
munications between China and abroad, nursing has entered a period of rapid devel-
opment, and abundance of new nursing philosophy has been introduced in China.
But it was not until the early 1990s that the term “clinical nurse specialist” was
introduced to China and applied nationally.

In the year of 2001, Guangzhou started the first training school of enterostomal
therapist in China. In 2005, the Ministry of Health of the People’s Republic of
China issued the Outline of China’s Nursing Development Plan (2005-2010), which
initiated the development of CNS in China and published a list containing five core
nursing specialties (emergency department nursing, organ transplantation nursing,
operating room nursing, oncology nursing, and intensive care nursing). Training
syllabus for nurses in specialist nursing field was published in 2007 by the General
Office of the Ministry of Health of the People’s Republic of China, which officially
clarified the enrollment criteria of the CNS training program, the target, the length
of training, the training content, and its evaluation standard. CNS’s importance and
development were addressed almost in every version of the Outline of China’s
Nursing Development Plan in 2005.

13.1.1 Definition of CNS

Currently, there is no consensus on the definition of CNS in China, though a lot of
nursing scholars have researched to discuss and analyze it. Due to the fact that the
proportion of nurses with bachelor’s degree or above was only 14.6%, it is impos-
sible to require every CNS to be a postgraduate as in developed countries. Therefore,
the controversy is whether the CNS definition should be aligned with the specialty
nurse (SN) or the clinical nurse specialist (CNS). The SN places a greater emphasis
on basic nursing practice, while the CNS places more emphasis on advanced nurs-
ing practice (Chen and Li 2017).

In the latest research about the definition of CNS, most experts agree that in
China, the CNS should lean toward specialty nurse, which has been used for a long
time and is more suitable for the situation in China. They come to a conclusion that
nurse specialist is a nurse who has been systematically trained in nursing practice
and nursing theory in certain nursing specialty, passed the evaluation of SN, and
obtained the certificate from the Medical and Health Administration; on the other
hand, CNS should have clinical experiences (2—15 years) and be capable of provid-
ing high-quality nursing service to patients (Chen and Li 2017).
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13.2 CNS Practice Competencies

The core competencies of specialty nurse have been widely discussed and studied
in Mainland; different nursing specialties developed their own core competencies.

In 2017, Liang stated that the core competencies of SN should include profes-
sional values, professional development ability, specialty nursing practice skills,
clinical teaching skills, clinical research ability, and ability to organize, manage, and
cooperate (Liang 2017).

Gao conducted research to construct a competency model of interventional radi-
ology nurses in 2015. This model consists of 17 competency elements and 5 dimen-
sions. The five dimensions are personality characteristics (physical quality, sterile
consciousness, inner concentration, confidence, sense of responsibility), the ability
to provide direct clinical care (ability to analyze the condition of patients, radiation
health knowledge, intervention surgical cooperation), communication and collabo-
ration (verbal and communication skills, teamwork), emergency rescue (control,
rescue skills, predictability, flexibility), and research and development (innovation,
subject interest, professional learning skills).

13.3 Outcome Measures and Evaluation

The outcome measures and evaluation vary greatly between hospitals and institu-
tions. In most cases, the exam items are inconsistent with the core competency
index of a certain type of SN, and the evaluation is always conducted in the form of
a qualification review, paper testing, an interview, and an objective structured clini-
cal examination.

For instance, Guangdong province, the origin place of SN, states that the SN
applicant should firstly go through the verification of the qualification, after which
the applicant will take paper examinations, interviews, and skill tests (Peng and
Chen 2011). In Sichuan province, the applicant only needs to finish the training ses-
sion and successfully pass the paper examination and skill test, in order to obtain the
Certificate of Specialty Nurse issued by Sichuan Nursing Association and the train-
ing base (Sichuan Nursing Association 2016).

Generally, there is no consistent certification process in China; in most cases, if
the applicant finishes all the training session and passes the evaluation process, they
can get the Certificate of Specialty Nurse (Chen and Li 2015).

13.4 CNS Education

In developed countries through years of development, they already have mature
training program. Though our CNS training program has only been developed in
recent years, we still achieved good effects. Now we mainly provide the Specialty
Nurse education through two ways in China: on-the-job training and academic degree.
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13.5 On-the-Job Training Program for SN

The length of training program for SN in Mainland ranges from 2 to 6 months
depending on the training institution, which is shorter than the length of the training
program for CNS in abroad, which always lasts for more than 6 months. At present
in Mainland, China, the training programs are mainly developed by the Chinese
Nursing Association, provincial and municipal nursing association, provincial and
municipal nursing quality and control center, some medical schools, hospitals, spe-
cialist nurse training center, or some CNS training agency overseas in China. For
example, the specialty nurse in Anhui province must finish 4—6 months of theoreti-
cal learning and clinical practicing in the clinic (Song et al. 2007).

13.6 Master of Nursing Specialist

In the year of 2010, Academic Degrees Committee of the State Council in China
decided to establish the Master of Nursing Specialist (MNS), aimed at cultivating
high-level and specialized nursing professionals and providing a new method to
promote the development of SN (Yang et al. 2015). Until 2017, there were 86 col-
leges that enrolled MNS students in China, and the number of MNS students is
growing every year. In China, though no consistent standard of core competencies
of MNS has been established, clinical practice skills are widely agreed to be the
most important competency that a MNS student should possess, but professional
development ability, critical thinking skills, scientific research skills, clinical
teaching skills, nursing management skills, communicating and cooperation
skills, and ethical decision-making ability are also important (You et al. 2012; Xu
et al. 2009).

13.7 Credentialing: Regulatory, Legal,
and Certification Requirements

Currently, there are no national entry criteria for SN in China; it varies among
different provinces. In Guangdong province, the entry criteria for SN are as fol-
lows: (1) registered nurse; (2) bachelor degree or higher; (3) more than 8 years of
clinical nursing experience and more than 5 years of working experience in spe-
cialized nurse department; (4) certain level of English language (CET-4); (5)
strong clinical observation, evaluation, and complex problem-solving abilities;
and (6) valid theoretical foundation and skilled nursing expertise (Peng and Chen
2011). In Jiangsu province, their entry criteria for SN are nurses with college
degree or above, have 10 ~ 15 years of clinical working experience, and have
working experience in this specialized nursing field. SN certificate is issued by
the national/provincial government or nursing associations or CNS organization
(Wang et al. 2017).
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After SN obtained their certificate, they still need to be evaluated and to register
again several years later. In 2018, Shanxi Medical Academy constructed and pub-
lished the national specialized nurse assessment standard for re-registration (Guo
et al. 2018). In this standard, five aspects of evaluation were addressed as shown
below (Table 13.1):

The roles of SN are as follows:

1. Clinical nurses should offer specialized nursing care and resolve complex clini-
cal problems in the form of consultation.

2. Supporter and coordinator should be responsible for explaining and coordinating
problems between colleagues or patients with nurses.

3. Educator should have sharp sensitivity and deep understanding of patient’s prob-
lems, promoting patients’ self-management as well as being a leader among
peers in nursing theoretical teaching, skill training, and evaluation.

4. Researcher should pay close attention to the latest development in the special-
ized nurse field and apply the research finding in daily work.

5. Clinical leaders should actively engage in the promotion of the development of
nursing (Wang et al. 2017).

Table 13.1 Specialized nurse evaluation for re-registration (Guo et al. 2018)

Aspect Items
Job performance Conduct consultation within institution for more than five times each
year

Attend specialist nurse clinic
Join critically ill patient rescuing
Participate in the formulation of regulation and standard of CNS
within the hospital
Work in the registered specialty field for more than 5 years

On-the-job learning Participate at least one program of CNS training in other hospitals or
institutions each year
Participate at least one program of CNS training within the hospital
every half a year
Obtain certain credits in the registered nursing specialty field every
year
Catch up with the latest research and development of the registered
nursing specialty, and report once every 4 months

Clinical teaching Give a lecture at least once a year in other hospitals or institutions
Give a lecture at least once every half a year within the hospital
Organize the patient rounds in her/his department concerning the
nursing specialty practice
Evolved in the training for nurse specialist

Scientific research At least applied one patent every year

performance Publish at least one paper on national nursing journal every 2 years
Successfully applied a scientific foundation in her/his specialty field
within 5 years

Register criteria If she/he leaves the specialty for more than 2 years, she/he needs to be
evaluated and registered again
Before registering, she/he must take examination of specialty
knowledge test and skill examination
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For the work arrangement of SN, some of the SN works in collaboration with the
doctors. For example, in the endocrinology, gynecology, and obstetrics depart-
ments, the doctors will refer patients to the nurse clinic, while some nurse clinics,
such as PICC or Wound Care Clinic, require patient to make an appointment.
According to a survey, more than 30% of SN take the roles of SN and head nurse at
the same time, and 80% of their time are spent administering the nursing depart-
ment, indicating that we need to further clarify the division of responsibility and the
role of positioning.

13.8 Moving Forward: Challenges and Opportunities

Through years of hard work, we have made huge progress in SN cultivation and
management. In most hospitals across China, the leaders of medical institutions
place ever-increasing importance on the SN, and every year, a large number of
nurses will go to different institutions to attend the SN training program. The SN
also established their own network (http://www.gc-nurse.com/) to share their expe-
rience and latest information about the development of SN both in China and abroad.
Many nursing scholars are now conducting a lot of research about the training cur-
riculum, evaluation, registration, and management of CNS.

But challenges remain in the way to the further development of SN in China.
Firstly, until now, we do not have consistent definition of SN, which will lead to
different levels of comprehension and threaten the possibility of national regulation
and communication in nursing, thereby obstructing the development of specialist
nurses. Secondly, in comparison with the large number of trainees, we still need
more qualified training teachers. Thirdly, we need to improve the quality of training
programs. Fourthly, in order to manage SN more efficiently, we need to establish a
more unified qualification certification system and issue related laws to ensure the
conduct of SN in clinic. Last but not the least, traditional Chinese medicine has been
widely acknowledged for curing chronic and complex diseases, and as an old
Chinese proverb goes, “three points treated seven point nursing.” We should empha-
size the development of traditional Chinese medicine SN in the near future (Wang
etal. 2017).

13.9 Exemplar of Clinical Nurse Specialist Practice

13.9.1 Nurse-Led Clinics for Diabetic Patient

In nurse-led clinics in China, nursing practice is performed by a group of experi-
enced, highly educated, and higher professionally ranked nurses. SN offer advanced
practice in certain nursing areas. Their work is conducted independently or in col-
laboration with other healthcare workers. Rather than making diagnoses or provid-
ing treatment, SN in a nurse-led clinic will apply the holistic view as a nursing
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principle and cooperate with patients to meet the needs of the patients and their
families, as well as maintain or promote the health condition of the patient.

In 2002, the first nurse-led clinic for diabetic patients in China was opened in
Beijing. Since then, more hospitals opened nurse-led clinics for diabetic patients.
SN in a nurse-led clinic for diabetic patients will provide health education in person,
hold regular lectures in the clinic, and organize different forms of health education
for diabetic patients, such as disseminating brochures, experience sharing with
peers, family visiting, etc.

The work content of SN in the clinic includes informing the patients about the
procedure, cooperation tips, the meaning of oral glucose tolerance test, medication
knowledge, psychological consultation, feet caring, self-monitoring of blood sugar,
how to give insulin injection, how to recognize the symptoms of hyperglycemia and
hypoglycemia, etc.

During the work of SN in the nurse-led clinic for diabetic patients, problems still
exist, for example, the SN works in the nurse-led clinic as well as in other depart-
ments, there are only a few hospitals equipped with such institution, a unified man-
agement scheme has no consensus on clinic working time, SN’s qualification,
nursing procedure, work scope, etc. Their contributions to the clinic are under no
connection with their work performance, which means the billing is directly charged
from the doctors’ registration fees rather than individual nursing fees.
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Abstract

The objectives of this chapter are to help readers to (1) trace the historic develop-
ment of advanced nursing practice in Taiwan; (2) identify the conceptualization and
cooperative teamwork model of advanced nursing practice in Taiwan; (3) describe
the core competencies of advanced practice nursing, the outcomes measures, and
evaluation of competencies in different healthcare facilities; (4) distinguish the edu-
cational preparation and practice roles; (5) explore challenges and future opportu-
nities in advanced nursing practice development; and finally (6) discuss a brief case
of the impacts of advanced practice nursing in significantly reducing the rate of
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14.1 Brief History of Clinical Nursing Specialists’ Roles
and Practice in Taiwan

Taiwan is a small country in eastern Asia with a population of 23.6 million
(Department of Statistics 2018a). Its economy has developed rapidly in the last
60 years, with rapid transition from an agricultural to an industrial basis. Taiwan
adopted a government-administrated, insurance-based national healthcare system in
1995. Life expectancy in the country has reached a record high of 80.0 years. People
aged 65 years and older accounted for 13.2% of the population in 2016, and this
proportion will reach 38.9% by 2050 (Department of Statistics 2018b; National
Development Council 2016). The changing demands of this growing aging popula-
tion, the rapid expansion of knowledge underlying practice, and the complexity of
Taiwan’s healthcare environment require healthcare practitioners to have a high
level of scientific knowledge and practice expertise to ensure high-quality patient
outcomes. Thus, the reconceptualization of clinical nursing practice competencies
and educational programs to prepare professional nurses is essential.

In 1992, the Taiwan Nurses Association (TWNA) developed the Clinical Ladder
System (CLS), which aimed to (1) create stability for nurses in the workplace, (2)
meet the professional needs of nurses, and (3) promote high-quality nursing care. In
the CLS, nurses are ranked using four practice levels from novice (level I, N, N1) to
expert (level IV, N4; Fig. 14.1). Progression through the CLS system has been con-
sidered to be preliminary training for advanced practice nursing (APN). Since 1996,
the CLS has been utilized increasingly in healthcare settings such as medical centers,
regional hospitals, and home care and long-term care organizations (TWNA 2017b).

In 2012, the TWNA established the Advanced Nursing Practice Committee to
promote APN certification development (TWNA 2017a). Taiwan’s Ministry of
Health and Welfare also proposed the nursing reform program to redefine the scope
of nursing practice, enhance nursing practice with interprofessional and cooperative
care, and improve professional nursing tasks (Chen et al. 2016). In February 2016,
the TWNA defined the core competencies and scopes of APN and revised the CLS
(Fig. 14.1) (Wang et al. 2017a).

14.2 Definition of APN

Advanced practice nurses integrate knowledge from the humanities and science;
apply technology and information systems to conduct interprofessional coopera-
tion; develop, implement, and evaluate advanced nursing interventions; enhance the
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APN Advanced practice nursing

N4 Research and specialized training (4 years of clinical work)

N3  Coaching and holistic care training (3 years of clinical work)

N2 Critical care nursing (2 years of clinical work)

N, N1 Basic nursing (1 year of clinical work)

Fig. 14.1 The Clinical Ladder System for nursing in Taiwan

quality of care; promote the health of individuals, families, and groups; and advo-
cate strategies to promote fairness and healthcare policy. Therefore, the definition of
clinical APN is advanced nursing with the use of professional knowledge to manage
complex situations, make decisions, and expand professional competencies.
Advanced practice nurses function as expert clinicians and leaders in advancing
nursing practice by caring, teaching, consulting, coordinating, leading, and research-
ing (Wang et al. 2017a).

14.3 Conceptualization and Model of APN

The missions of the Advanced Nursing Practice Committee include definition of
the scope of APN, facilitation of its professional development, hosting of APN-
related education and training, and promotion of advanced nursing practices and
policies at the national level (TWNA 2012). A national survey funded by Taiwan’s
Ministry of Health and Welfare was conducted in 2014 with a sample of 500 nurs-
ing experts (nursing educators, researchers, and administrators and experienced
clinical nurses) (Chen et al. 2016). The research team conceptualized APN using
a cooperative teamwork model, which involves collaboration with registered
nurses (RNs) and nurse aides (NAs) to provide nursing care at different levels
(Fig. 14.2). NAs provide basic physical care and assist with activities of daily liv-
ing and logistics, whereas RNs facilitate the nursing process, health promotion,
and disease prevention and communicate and coordinate with the medical team to
assure high-quality care delivery. Master-educated APNs act as system leaders,
(1) providing higher levels of direct care to patients with complex and difficult
needs; (2) working as consultants, coaches, and coordinators for the medical
teams and clients; and (3) conducting research and innovation projects to achieve
effective care and evidence-based practice, thereby assuring the quality of care
and patient safety.
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APN: complicated
direct care, coaching,
consultation,
coordination,
sysmtem leadership,
research &
innovation

Nursing
Cooperative
Team Work

RN: nursing
process, health
promotion &
disease prevention,
communication,
cooperation,
assure quality care

NA: activity of daily
living assistant,
transporter,
physical
caregiver,
logistics supplier

Fig. 14.2 The model of cooperative nursing teamwork (modified from Chen et al. 2016)

14.4 APN Competencies
APN has six core competencies, described as follows (TWNA 2017a):

e Direct care competence: Develop and participate in clinical care treatment;
manage complex, special, or difficult patients; and provide individual care
through using advanced and integrated assessment skills.

¢ Coaching competence: Provide health education guidance for patients and pri-
mary caregivers to enhance awareness and self-efficacy in care and health pro-
motion. Provide professional education/or training within medical teams to
promote professional academic exchanges.

* Consultation competence: Provide professional consultations for patients, pri-
mary caregivers, and medical teams, and develop and maintain therapeutic part-
nerships with patients in order to solve medical care issues together.
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e Coordination competence: Focus on client-centered care, integrate medical
resources, conduct multidiscipline communication and cooperation, and provide
consistent high-quality care plans and a safe medical environment.

e System leadership competence: Engage in lifelong learning, promote quality
care, and manage crisis events to facilitate holistic care in person, family, medi-
cal team, and community care system.

* Research and innovation competence: Use scientific analysis, discover clinical
problems, conduct clinical research based on evidence-based studies, and
develop innovative care and standards.

14.5 Outcome Measures and Evaluation

APN performance and outcomes should be evaluated according to the six core com-
petencies recognized by the TWNA (2012). The direct care, coaching, consultation,
coordination, system leadership, and research and innovation are performed in a
wide variety of healthcare systems, with outcome measures differing, sometimes
markedly, among care settings. For example, the first nurse-led peripherally inserted
central venous catheter team successfully provided services, ensuring safe and com-
fortable delivery of chemotherapy, to patients with cancer (Chang and Wang 2004).
A neonatal ward employed a nurse specialist as a case manager for low birth weight
infants, successfully reducing hospitalization rate after birth (Lee and Wu 2005).
Recently, advanced practice nurses have provided evidence-based appraisals and
clinical recommendations (Sun et al. 2018). APN core competencies are presented
collectively in the practices. However, APN roles in Taiwan are newly developed,
and many obstacles have challenged the profession (Chen et al. 2007; Wang et al.
1995). More research is needed to clearly define outcome measures and evaluate the
impact or contribution of APN in Taiwan.

14.6 APN Education

Advanced nursing education in Taiwan has comprised master’s and doctoral pro-
grams for decades. The master’s education program was initiated in 1979. Currently,
19 universities and colleges provide master’s programs for such APN roles as clini-
cal nurse specialist, advanced community health nurse, nurse practitioner (NP),
clinical research nurse, and nurse midwife. The PhD program was initiated in 1997
and is currently offered by 11 universities in Taiwan (Wang et al. 2017b). Societal
changes affecting healthcare needs have provided opportunities for the development
of new APN roles. A position statement for master’s education was endorsed by the
TWNA, Taiwan Nurse Practitioner Association, and Taiwan Nurses Education
Association in 2017 (TWNA 2017a). The aim of this master’s education is to culti-
vate registered nurses with advanced clinical competencies to meet the healthcare
needs of the society. Students should be able to integrate knowledge from the
humanities and sciences, apply technology and information systems, participate in
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multidisciplinary collaboration, and advocate strategies for the development of
healthcare policies reflecting justice and equality. The master’s programs cultivate
the six APN core competencies. The APN curriculum in master’s education has
three domains (TWNA 2017a):

1. Advanced professional domain knowledge, including advanced pathophysiol-
ogy, advanced theory, and concept courses in the specialty area

2. Research, including methodologies for evidence-based healthcare and clinical
decision-making, as well as a 6-credit hour thesis

3. Clinical practicum hours, including sufficient advanced clinical practicum hours
(at least 288 hours for non-NP programs and 504 hours for NP programs, accord-
ing to Taiwan’s NP accreditation law)

A total of 36 credit hours of coursework, including domain knowledge, research,
and clinical practicum, is required for graduation.

The main developmental differences between NP and advanced APN in Taiwan
are presented in Table 14.1. NPs receive training in specific certified teaching hos-
pitals for 6 months, and the training program consists of 184 hours of lectures and
504 hours of clinical practicum. The NP training lectures focus on differential diag-
nosis, pathophysiology, and medical treatments. The certification of teaching hospi-
tals for NPs is accredited by the Ministry of Health and Welfare in Taiwan. The
main role of NPs is to cooperate with physicians in implementing medical treat-
ments and working in a specific specialty focusing on patients and families in hos-
pitals. APNs are required to complete graduate nursing programs on developing
system skills and emotional and intellectual competency. The expectations of APNs
are to develop expert competence in self-awareness, resilience, handling difficult
information, active coaching and mentoring, and participation or cooperation on
interprofessional teams within organization(s) to address ethical risk issues and
inform patients of the risks and benefits and the outcomes of healthcare.

14.7 Moving Forward: Challenges and Opportunities

APN in Taiwan is still evolving. APN education programs and credentialing regula-
tions are in place, with some challenges ahead and emerging opportunities.

14.7.1 Challenges

Undergraduate nursing education programs vary in terms of the qualification, matu-
rity, and humanistic literacy of students, with differences in curriculum designs
(Chao 2008; Chao et al. 2010). Furthermore, the RN licensure examination has had
a low passing rate of around 50% (Ministry of Examination 2017). These students
are APN program candidates. RNs should have soundly developed basic nursing
competencies before moving toward advanced roles.
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Table 14.1 Description of the developmental differences between NP and APN in Taiwan

Developmental
differences
Criteria

Certification

Credential

Clinical
expertise

System skills

Practice setting

Nurse practitioners (NP)

Licensed as a professional
registered nurse

At least an Associate Degree of
Nursing

At least 3 years of nursing
clinical experience

Must attend a training program
provided by specific certified
teaching hospitals for 6 months
and accredited by the Ministry of
Health and Welfare in Taiwan
Training consists of 184 hours of
lectures and 504 hours of clinical
practicum

 Passed the National State Board
written exam and Objective
Structured Clinical Exam within
2 years

Certified by the Taiwan National
State Board

Recognized and approved by the
Taiwan National State Board
120 contact hours of continued
education required for the
renewal of NP license every

6 years

Competency and excellence with
patients and families by assisting
physician in medical assessment
and differential diagnosis and
implementing some medical
treatments (wound care, physical
assessment, some symptom
treatment)

Communication bridge between
physician and nurse

* Hospitals

Advanced practice nurses (APN)

* Licensed as a professional registered
nurse

* At least a Master’s Degree of Nursing

At least 5 years of nursing clinical

experience

At least nursing clinical ladder 4 (N4)

level

* Completed at least 288 hours of

advanced clinical nursing practicum

Member of the Taiwan Nursing

Association

No National State Board exam
required

Certified by the Taiwan Nursing
Association

Recognized and approved by the
Taiwan Nursing Association

120 contact hours of continued
education required for the renewal of
APN license every 6 years

Hands-on direct care
Excellence with patients, families,
and related system-level initiatives

Role models skills to other nurses,
coaches development of skills;
collaborates with and provides
consultation to other members of the
healthcare team

* Hospitals

* Community settings

* Home care agencies

* Long-term care facilities

* Nursing homes

* Assisted living facilities

* Rehabilitation facilities

(continued)
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Table 14.1 (Continued)

Developmental

differences Nurse practitioners (NP) Advanced practice nurses (APN)

Clinical focus ~ Within a specialty unit (e.g., Within specialty organizations/systems
medical, surgical, pediatric, and populations: critical care, medical,
psychiatric or obstetrics and surgical, pediatric, clinical research,
gynecology) clinical nursing education, infection

control, oncology, hospice care,
diabetes educator, gerontology nursing
care, quality assurance, long-term care
and others

Note: NP can be also considered as APN, if NP completed the master’s education program and met
the criteria of APN

The state-issued APN credential and the APN license are not officially required
by the Taiwanese government (Chao et al. 2010), but the TWNA accredited the
APN certification in 2016. As APN is in an early phase of development, institutions
(e.g., medical centers) have created few APN positions, and the information about
the impact of APN on the quality of care is limited (Chang et al. 2003; Feng et al.
2015). Thus, more evidence-based knowledge regarding the impacts of APN on the
quality of care, patient outcomes, and healthcare costs is critically needed.

14.7.2 Opportunities

In Taiwan, emerging needs promote advanced nursing education and the enhance-
ment of evidence-based clinical practice in various healthcare settings. The coun-
try’s Ministry of Education has promoted nursing education reform by establishing
the Taiwan Nursing Accreditation Council (TNAC) in 2006 and by overseeing peer-
reviewed evaluation of various nursing education programs (Chao et al. 2010). The
aims of the TNAC are to identify strategies to minimize the gap between nursing
educational programs and clinical practice (Chao et al. 2010). Following recom-
mendations for reform, many nursing schools have consolidated their programs to
focus on the translation of scientific knowledge and research findings and the imple-
mentation of evidence-based nursing practice and research (Chen 2014). Preparing
nurses to perform evidence-based clinical practice, promote healthcare quality,
improve patient outcomes and safety, and promote the cost effectiveness of services
is crucial.

As the world and its economies are becoming increasingly globalized, with
extensive international travel and commerce, global health plays an increasingly
crucial role in global security and the security of Taiwan’s population. Infectious
disease emergencies (e.g., severe acute respiratory syndrome [SARS] outbreak) and
other health threats in the world must be minimized or prevented. For example, the
majority of public health nurses reported lacked of confidence in implementing
extensive quarantine policies (Hsu et al. 2006). With advanced competencies, APN
has full capabilities to work with medical team for pandemic control. Thus, the
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integration of various global education components into an APN program is criti-
cally needed. Fostering of the APN capability to manage any global health-related
issue is important. The development of APN clinical competence to lead and coop-
erate with interdisciplinary teams in dealing with such issues, maintaining the secu-
rity of the global population and that of Taiwan, is also important.

14.8 APN Case Example

In the pilot case study described here, advanced practice nurses led an interdisci-
plinary team in executing a revised bundle care protocol to reduce the rate of
ventilator-associated pneumonia (VAP) among patients in a surgical intensive care
unit (SICU) in northern Taiwan. In February 2013, these nurses identified an
increase in the VAP rate from 2.6 to 9.7% among SICU patients after the implemen-
tation of the initial standardized bundle care in January 2013. After identifying this
poor outcome (American Thoracic Society, & Infectious Diseases Society of
America 2005; Wip and Napolitano 2009), they led an interdisciplinary team
(including a physician, an infection control team, a respiratory therapist, and clini-
cal nurses) in a project to reduce the VAP rate in this patient population from April
to December 2013 by using the following strategies: (1) identifying the factors asso-
ciated with the increase in the infection rate, (2) evaluating each component of the
initial standardized bundle care, (3) integrating the evidence-based practice findings
to support or modify initial bundle care components (e.g., revising the oral care
guidelines and inspection methods, using hand washing tips and marking labels,
and elevating the heads of patients’ beds to 30-45° angles), (4) training clinical
nurses and the respiratory therapist to apply the revised bundle care protocol for
SICU patients and developing the modified bundle care protocol, and (5) evaluating
the outcomes of modified bundle care protocol implementation. These advanced
practice nurses showed that these measures significantly improved outcomes,
increasing the rate of proper implementation of revised bundle care from 48.3 to
93.3% and reducing the VAP rate in the SICU from 9.7% to 0% (Chen et al. 2017).

This case study illustrated several APN competences mentioned above. The APN
detected the reasons of poor outcome and effectively reduced VAP rate to present
direct care and research competence. Additionally, they managed an interdisciplin-
ary team to solve problems resulting in VAP to demonstrate leadership, consulta-
tion, collaboration, and coaching competence.
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Abstract

Clinical nurse specialists play an essential role in delivering care in a variety of
settings. In Turkey, areas of specialization in nursing show a parallel develop-
ment in the progress and demand for healthcare and the nursing profession. The
term “nurse specialist” has become an officially recognized title in nursing prac-
tice in Turkey, following the new arrangements in nursing law. This chapter will
address the history of nursing education, roles and practice, regulations, avail-
able programs, challenges, and the future of clinical nurse specialist in Turkey.
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15.1 Brief History of the Role and Practice of CNS in Turkey

The works of Florence Nightingale during the Crimean War is often cited as the
beginning of modern nursing; however, nursing did not begin in Turkey until the
Balkan War in 1912. In 1920, the Admiral Bristol Nursing School began a two-and-
a-half-year nursing education program to train nurses for the American hospital,
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which was followed in 1925 by the 2-year Society of Kizilay Nursing School, estab-
lished through the efforts of the Mustafa Kemal Atatiirk, the founder of the Republic
of Turkey (Dal and Kitig 2008; Can 2010; Terzioglu 2011).

Turkey was the first European country to provide facilities for undergraduate
nursing education, followed by the UK (Smith 2006). The first Turkish University
School of Nursing opened in 1955 at Ege University. There was no master’s pro-
gram for nursing until 1968.

The Master of Science in Nursing Program initiated in 1968, followed by the
Nursing Doctoral Education Program in 1972 in Hacettepe University (Dal and
Kitis 2008; Bahgecik and Alpar 2009; Terzioglu 2011) (Table 15.1).

The International Council of Nursing identified specialties in nursing in 1992
and started to study the integration of these specialties. The Council of National
Nursing and Nursing Education of Turkey started a project in 2005 titled “Study of
National Specialization for Nursing and Midwifery.” The following criteria have
been determined for specialization (Adibelli et al. 2017):

— Specialization must be at the national level.

— It must be appropriate for the aim, function, and ethical standards of nursing/
midwifery.

— Specialization must be specific in identified areas of nursing/midwifery.

— It must cover the areas of society needs.

— It must be concentrated on core education of nursing and midwifery.

— Specialty practice must be achieved with professional development and continu-
ing education, including both formal and informal education.

Table 15.1 Historical developments influencing nursing education in Turkey

Historical developments Year
Introduction of a 6-month course to train voluntary medical attendants, with Dr. Besim 1912
Omer Pasha’s advice to the Red Crescent Association regarding the inadequacy of

healthcare services

Admiral Bristol Nursing School introduced in Istanbul within an American hospital as 1920
caregiver course (a two-and-a-half-year nursing education program)

Kizilay Nursing School opened in the Republic period as the first Turkish nursing 1925
school

Turkish Nurses Association (TNA) was established 1933
The Ministry of Health founded the nursing schools, as a 3-year program; then 1946
extended to 4 years in 1958

Ege University School of Nursing was the first academy in Turkey that offered 1955
university-level education (4 years Bachelor in Nursing Program)

Hacettepe University initiated the Master of Science in Nursing Program 1968
The Doctorate in Nursing Program was initiated at Hacettepe University 1972
Foundation of associate programs (2 years university education) 1988
Health vocational high schools were assigned to universities to transform 1992

undergraduate nursing education
Revision of the nursing law was confirmed 2007
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15.2 Definition of CNS

Specialization in nursing, in Turkey, was legally defined in 2007. According to the
“Nursing Law,” nurses who completed their postgraduate education in the field of
nursing were entitled as specialist nurse. “Expert (specialist) nurse: A nurse who
specializes in post graduate education related to her profession and whose diploma
is registered by Ministries’.

Item 8-Nurses who have specialized by completing postgraduate programs
related to their profession and whose diplomas are registered by Ministry of
Health and nurses who are graduated from these programs abroad and whose
diplomas are approved as equivalents work as specialist nurse” (Law No: 5634
RG: 2.5.2007/26510).

Nurses who hold a baccalaureate degree in nursing can work as a “specialist
nurse” after they completed graduate education and specialize in a given clinical
area. Following graduation from a baccalaureate program, nurses receive an
authorization document that allows them to practice within a given framework
of standards determined at the unit level, based on the care required by patients
in a specific unit, for example, intensive care, oncology, emergency care, stoma
care, and diabetes care, as determined by the Ministry of Health. The revised
law also states that nurses’ authority and responsibility will be determined by
their educational level (Nursing Regulation, Official Gazette Date 8.03.2010.
Number: 27515).

15.3 CNS Practice Competencies

Under the Law on Amending the Regulation of Nursing, promulgated in 2011, spe-
cialization has acquired legal grounds. In this regulation, the following items were
included:

— “Nurses makes comprehensive health assessments related to the area of special-
ization. Plans, implements and manages nursing care plan. In case care goals
cannot be achieved, new strategies are developed.

— In critical situations related to the medical diagnosis and treatment procedures,
counsel to the nurses in order to make appropriate decision and help to the nurses
in terms of their professional development.

— Plan the education of the patient and his / her family. Inform patients about the
possible side effects with their care and treatment methods. Provides means for
patients to access to up-to-date and reliable health information.

— Provides consultancy and expertise to individuals, institutions and organizations
related to the field of expertise and ethical issues. Can take part in the ethics com-
mittee on research in the institution.”
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Definitions of the duties, authorities, and responsibilities of the nurses according
to the unit/service/areas of working were listed/published in the official gazette on
19 April 2011, No. 27910. These were:

— Intensive care nursing

— Emergency care nursing

— Medical nursing (diabetes educator nurse, oncology nurse, rehabilitation nurse,
endoscopy)

— Surgical nursing (operation room nursing, ostomy and wound care nurse)

— Mental health nursing (psychiatric clinic nurse, child and adolescent psychiatric
nurse, consultation-liaison psychiatry nurse, alcohol and substance abuse cen-
ter nurse)

— Pediatric and neonatal nursing

— Women health and obstetric nursing

— Community health nursing (home care nurse, Mother and Child Health and
Family Planning Center nurse, Community Mental Health Center nurse, occupa-
tional health nurse, school health nurse, Criminal and Detention House nurse)

Nursing interventions list included an annex and checked whether nurses can do/
decide independently, with physician orders or jointly.

Professional specialization enables members of a profession to acquire in-depth
knowledge regarding a special field, perform qualitative research, and enhance their
scientific knowledge. A nurse with adequate knowledge and skills with respect to
his or her special field will undoubtedly have the power and competency to make
decisions (Baykara and Sahinoglu 2014).

15.4 CNS Education

Initial education for nursing must be offered in an undergraduate program within a
university. In Turkey, there are different types of university-level nursing schools:
school of health, school of nursing, faculty of health sciences, and faculty of nurs-
ing. Although the names of schools are different, curricula of these schools are
based on the regulations prepared by the Turkish Higher Education Council.
According to these regulations, nursing education must be at least 4 years or
4600 hours in theoretical course and clinical practice. Theoretical classroom educa-
tion must be at least one-third, and clinical practice must be half of the total educa-
tion. The minimum requirement for admission to nursing education is a high school
diploma (Can 2010; Giiner 2015). In the 2017-2018 academic year, 124 under-
graduate nursing programs are present, 90 of them were state and 34 foundation
universities (https://yokatlas.yok.gov.tr/lisans-anasayfa.php).

The Turkish Higher Education Council (CoHE) controls all undergraduate and
graduate education. Specialist nursing education is provided via Master’s and
Doctoral programs (Table 15.2). The National Qualifications Framework for Higher
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Table 15.2 Master and doctorate programs in nursing

Master programs in nursing Doctorate programs in nursing
Master of Science in Nursing Doctorate in Nursing

Fundamentals of Nursing Fundamentals of Nursing

Pediatric Nursing Internal Medical Nursing

Public Health Nursing Pediatric Nursing

Surgical Nursing Public Health Nursing

Nursing Education Nursing Education

Nursing Management Nursing Management

Internal Medical Nursing Surgical Nursing

Women Health and Obstetric Nursing ‘Women Health and Obstetric Nursing
Mental Health and Psychiatry Mental Health and Psychiatry Nursing

Critical Care Nursing
Gerontology Nursing
Oncology Nursing

Education in Turkey developed with reference to the Qualifications Framework of
the European Higher Education Area and the European Qualifications Framework
for lifelong learning was adopted by the CoHE in 2010 (http://www.yok.gov.tr/en/
web/cohe/higher-education-system).

Admission requirements for postgraduate programs include Bachelor’s Degree
in Nursing for master’s degree and master degree for the doctorate program, satis-
factory scores on the Academic Graduate Studies Entrance Exam and the English-
language proficiency test, and a test of general nursing knowledge thatis administered
by each school (Can 2010).

Master programs consist of two stages: completing a number of courses and
conducting research in related subject. Students are required to take 21 credits (120
ECTS: European Credit Transfer System) minimum in two semesters. The students
have to complete all the requirements for an MSc degree in four semesters.

Doctoral education in nursing in Turkey began as a single topic nursing program;
today it is divided into eight: Fundamentals of Nursing, Medical Nursing, Surgical
Nursing, Women’s Health and Obstetrics, Children’s Health and Diseases, Mental
Health and Psychiatry, Public Health, and Education in Nursing (Yavuz 2004). In
2001, 6 universities provided nursing doctoral education while 20 universities pro-
vided nursing doctoral education in 2015. 44 universities now offering doctoral pro-
grams (Fig. 15.1).

In Turkey, the doctoral education in nursing is carried out with a Doctor of
Philosophy in Nursing (PhD) via the Health Sciences Institutes doctoral programs
and takes about 4 years. Students are required to take a minimum of 24 credits (120
ECTS for compulsory and elective courses and 120 ECTS for PhD thesis study) in
doctoral programs. If students complete the courses successfully, they make their
research in the area chosen by them with their supervisor. After the completion of
the thesis, it is defended against a jury consisting of five faculty members, and, if
successful, students are awarded with a PhD degree. A distinct difference from the
master program, students of the doctorate program need to take a comprehensive/
qualifying examination (comprehensive written and oral examination conducted by
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Fig. 15.1 Number of master and doctorate programs in nursing. *Based on universities’ website

a committee of five examiners, at least one of whom is external to the university) to
pursue PhD thesis work (Can 2010).

The Council of Higher Education organized a workshop on undergraduate edu-
cation in nursing in order to increase the quality of education in nursing undergradu-
ate programs and raise the standards of these undergraduate programs in November
2017. In this workshop report, it was documented that there are total of 79,054
students, of which 71,538 are undergraduate students, 6157 are postgraduate stu-
dents, and 1359 are doctoral students in nursing programs. The number of academic
staff is 1562. There are a total of 694 faculty members, of which 125 are professors,
140 are associate professors, and 429 are assistant professors. The number of staff
other than faculty members is 868 (A report of the Council of Higher Education
workshop on undergraduate education in nursing 2017).

According to the Report on Health Education and Workforce in Turkey (Ministry
of Health Statistics Year Book 2016), a total of 871,334 healthcare professionals, of
which 144,827 are medical doctors, 26,674 are dentists, 27,864 are pharmacists,
152,952 are nurses, 52,456 are midwives, and 144,609 are other health personnel,
are currently working in Turkey.

15.5 Credentialing: Regulatory, Legal, and Certification
Requirements

In Turkey, nurses are working under the law of civil servants numbered 657 or the
labor law numbered 4857. The Nursing Law numbered 6283 and dated February 25,
1954, and its amendment dated April 25, 2007, acknowledged that nursing practice
could only be offered as an undergraduate degree, which revised the definition of
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Table 15.3 Current certification programs for nurses

Areas Year Theory* Practice® Total®

Hemodialysis and peritoneal dialysis nursing 2014 26 454 480/60
Intensive care nursing 2015 120/15 120/15 240/30
Oncology nursing 2015 56/7 64/8 120/15
Palliative care nursing 2015 35/5 80/10 115/15
Diabetes nursing 2015 88/11 72/9 160/20
Ostomy and wound care nursing 2015 80/10 160/20 240/30
Nutrition nursing 2015 80/10 80/8 160/18
Home healthcare services nursing 2015 52/7 108/13 160/20
Operating room nursing 2015 96/12 80/10 176/22
Pediatric intensive care nursing 2016 80/10 120/15 200725
Emergency care nursing 2016 120/15 120/15 240/30
Infection control nursing 2017 35/10 120/15 155/25
Pediatric emergency care nursing 2017 80/10 120/15 200725
Neonatal intensive care nursing 2017 66/10 120/15 186/25
Psychiatric units nursing 2017 94/12 156/20 250/32

3Study hours/working days

nurse as a title granted to those graduating from universities offering undergraduate
degrees. Another amendment to this law made it possible for nurses to be granted
authorization certificates in their field and also for those nurses doing a graduate
degree to be given the title of specialist nurse. Dialysis nursing, infection control
nursing, diabetes nursing, ostomy and wound care nursing, chemotherapy nursing,
and intensive care nursing certification programs started much earlier and are
revised and extended based on the certification requirement set by the Ministry of
Health. In Table 15.3, current certification education programs are listed.

In our country, branching can still be used for both “specialist training” and “cer-
tificate training.” Specialist education is provided by graduate programs in universi-
ties, while the Ministry of Health and institutions provide certification programs.
Certification programs are not academic; duration, content, and adequacy level vary
(Table 15.3). Specialist Nursing Associations and universities are also collaborated
to organize such programs.

15.6 Moving Forward: Challenges and Opportunities

Although nursing has started since the 1960s, “nurse specialist” title has gained
ground on a proper legal recognition with the new arrangements in nursing law.
However, no expert/clinical nurse specialist title has been legally used in the field of
work or nurse employment. Until now, the only environment where nurses can use
their specialization areas is the universities (Oflaz 2011; Ustun 2016).

Nurses with an additional training remain only recognized as a general nurse
even though they have achieved, often significant, further specialization. Although
nursing specialization and expertise are legally defined, nurses work in many units
of healthcare services (ambulances, emergency service, intensive care, internal dis-
eases, polyclinics, etc.). However, they are unable to acquire a title of specialization
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or expertise that is particular to those units. This situation prevents them from
choosing a field in which to specialize. In addition, working in a specialist area
leads to a relevant wider knowledge base but does not lead to being a specialist
nurse. Nevertheless, the nurses who specialize through master’s and doctoral pro-
grams in accordance with the regulation cannot be employed in health services
according to their fields of expertise (Celik et al. 2011; Oflaz 2011; Ustun 2016).

In a study conducted by Adibelli et al. (2017) to determine opinions and sugges-
tions of nurses on specialization, including 458 nurses working in public hospitals,
nurses reported problems concerning specialization. Some statements by nurses
were as follows: training is not practical and not used during working life (77.5%);
nurses are charged with non-nursing tasks in order to relieve the workload of doc-
tors (73.8%); there are not enough associations and institutions protecting the nurs-
ing profession (52%); and nurses have inadequate authority and responsibilities
(39.5%).

15.7 Future of Specialist Nursing

Specialization will contribute to nursing in several ways: an increase in quality of
service and care, a decrease in practical errors, and an increase in job loyalty and
satisfaction (Hacihasanoglu Asilar 2017). As the world’s largest healthcare profes-
sional workforce, providing over 70-80% of healthcare globally, nurses influence
the care of patients, families, communities, and healthcare systems (World Health
Organization 2015). Aging population indicates an increase in chronic conditions,
suggesting potential increase in healthcare demand for complex, integrated, and
long-term condition management. Turkish Private Healthcare Sector has grown in
parallel with the development of healthcare services across Turkey over the years
and is expected to continue to maintain this strong position in the upcoming period
and transitions of qualified health personnel from public to private industry.

In today’s health system, the necessary nursing services can be provided in a
qualified and sufficient way only after specialization. However, studies on effective-
ness and contributions into patient care of the clinical nurse specialist in Turkey are
scarce (Ardahan and Ozsoy 2015). Clinically oriented graduate programs are
needed, and nurses should be employed according to their fields of expertise.
Legalization of specialization and nursing specific central examination for its recog-
nition by all other disciplines are required rather than the current system of post-
graduate education and certificate programs.
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Abstract

The roles of clinical nurse specialists (CNS) have been evident in Saudi Arabia
since the 1980s. Despite this, and the fact that nurse education has moved from
diploma level to university baccalaureate level, the advancement of nursing prac-
tice is hampered by the poor image of clinical nursing, leading to poor recruit-
ment into nursing colleges. The slow pace to the Saudization of nursing delays
the development of higher education programs aimed at specialist and advanced
practice nursing, which in turn prevents legitimization of the CNS role. The
Saudi Commission for Health Specialties (SCFHS) registers nurses to practice in
Saudi Arabia and has a Nursing Scientific Committee, but does not regulate nurs-
ing practice or protect nursing titles. Today, the consequences are clear: there is
a shortage of experienced clinical nurses in CNS roles. It is hoped that the Saudi
Government’s 2030 vision for healthcare, including high reliability organiza-
tions, will push the advanced practice nursing (APN) agenda forward.
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16.1 Brief History of the Role and Practice of CNS

Nurse training in Saudi Arabia commenced in the mid-1950s (El-Sanabary
1993), and there is evidence of nurses caring for specialist patient populations, in
clinical nurse specialist (CNS) roles, since the 1980s. Advanced practice nurse
(APN) job descriptions first appeared in the 1990s, while a clinical grading lad-
der aimed at developing CNS in advanced practice was first approved at a hospi-
tal level in 2008. Despite this, employment of CNS as APN is uncommon, most
likely due to the low number of Saudi nurses and the poor image of clinical nurs-
ing (Hibbert et al. 2012, 2017; Kleinpell et al. 2014). In 2016, the Ministry of
Health (MOH) reported a total of 470 hospitals in Saudi Arabia, with 70,844
beds and 2259 primary care centers, serving a population of 31,742,308. At the
same time, they reported a low nurse-to-population ratio, 57 nurses to 10,000 of
the population. Saudi nurses are reported to make up 49% of the nursing work-
force, an increase from 29% in 2008. However, only 14.9% are reported to be
employed in tertiary referral centers where CNS are most likely needed (MOH
2008, 2016). For example, the author estimates that there are presently only 12
qualified enterostomal therapists (ostomy, wound, and continence nurses)
employed in the Kingdom of Saudi Arabia.

CNSs in Saudi Arabia have traditionally worked with chronic and complex
patient populations such as those with stomas, wounds, incontinence, pain, chronic
renal failure, in infection control, and palliative care. These CNS are evident in
specialist centers but not common in MOH hospitals, general practice, or commu-
nity settings. They work toward meeting patient population needs, which are similar
to those reported internationally and include nurse-led clinics. They commonly
include easy access to a knowledgeable key professional; expert care and coordina-
tion across the continuum; access to evidence-based information, standards, and
resources; and advocacy within the multidisciplinary team and across organizations.
They are also involved in education, leadership and research related to their spe-
cialty knowledge (Hibbert et al. 2012).

16.2 Definition of CNS

Officially, Saudi Arabia is yet to formerly define APN or the role and scope of the
CNS; unofficially, the International Council of Nursing’s Definition is commonly
quoted; a masters-prepared nurse who works at a higher level than an RN and has
more responsibility and accountability. Consequently, there are no standardized or
protected job titles or descriptions. The SCFHS assigns non-job-related titles to
nurses when registering their qualifications, without consideration of role, level, or
scope of practice. The title Nurse Specialist is allocated to all nurses who have a
BSN, Senior Specialist to those who have an MSN, and Nurse Consultant to those
with a PhD. Unofficially, the title CNS or Clinical Specialist has been utilized in job
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descriptions to capture the role of clinical nurses working with specialty or subspe-
cialty populations, at a higher level and with more accountability than staff nurses.
A higher level of knowledge, skill, and expertise within the specialty is expected
along with the ability to utilize evidence-based practice (EBP), manage resources,
maintain standards and quality of care, educate others, and develop or integrating
services based on population needs (Hibbert et al. 2012, 2017; Kleinpell et al. 2014;
SCFHS 2017).

16.3 Conceptualizations/Model(s) of CNS Practice

Although there is not a nationally agreed CNS model, Hibbert et al. (2012) dis-
cussed a conceptualized model based on holistic patient-centered care, the four
domains for nurse consultants in the United Kingdom (expert clinical practice,
education, research, and leadership), and specialist nurse-physician collabora-
tion. The masters-prepared colorectal CNS and colorectal surgeons, represented
in this model, work on behalf of the patient toward excellence in patient-cen-
tered care. They utilize overlapping specialist knowledge and skills, comple-
mented by their distinct professional knowledge, respecting each other’s
professional opinion, which is underpinned by equality in decision-making
(Fig. 16.1). CNS may or may not work at an advanced level, depending on their
qualifications, experience, and the privileging framework within the hospital.
Despite the lack of national agreement the role is comparable to other countries
(Hibbert et al. 2012).

* Expert clinical practice: CNSs in Saudi Arabia tend to care for specialty popu-
lations with chronic and complex conditions, providing holistic and individual-
ized patient-centered care across settings. They utilize critical thinking and
autonomous decision-making skills during assessment, diagnosis, treatment
planning, and evaluation for specialty populations in acute care areas and in
nurse-led clinics. They are involved in direct care, health promotion and disease
prevention, rehabilitation, and self-care promotion. They are skilled at building
therapeutic relationships, in advocacy, education, and counseling. They tend to
be the key, accessible healthcare professional across settings and specialties and
so are involved in care coordination.

e Leadership: CNSs collaborate with multidisciplinary teams (MDT) and patients
and their families to ensure good communication and advocacy in the provision
of patient-centered care. They use innovative and cost-effective methods for
sourcing, acquiring, and utilizing resources. They utilize evidence-based practice
(EBP) to optimize patient outcomes and develop, maintain, and standardize care
paths and guidelines. They are responsible for the quality, safety, and effective-
ness of care and are role models for change management. They are instrumental
in assessing patient population needs and in developing and restructuring patient
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Fig. 16.1 Colorectal model for specialist nurse-physician collaborative care

services. They are required to be knowledgeable about how their patient popula-
tion may be affected by organizational, political, or economic change.

e Research: CNSs are expected to be involved in the development and dissemina-
tion of new knowledge and to be experts at knowledge translation and implemen-
tation of evidence.

e Education: They are required to provide both formal and informal education in
the development of staff and in clinical supervision and coaching.

Although not a national standard, several hospitals have instituted a CNS career
ladder (Fig. 16.2) to ensure the nurses’ scope of practice remains within the devel-
opment of skills, experience, and higher education. This clinical career ladder works
within a collaborative model (Fig. 16.1) and was first implemented in the King
Faisal Specialist Hospital and Research Center, Riyadh, in 2008 for the care of
patients with colorectal conditions (Hibbert et al. 2012, 2017).
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Fig. 16.2 Career pathway-clinical grading ladder

16.4 CNS Practice Competencies

Presently there is no national framework for assessing competency for clinicians;
each hospital uses its own methods. The large tertiary referral center, where the
author is employed, utilizes a competency framework for onboarding of all new
staff. In addition, nurses who are advancing their practice are expected to meet addi-
tional competencies specific to their role. Due to the lack of APNS, it is common for
consultant physicians within the same specialty to act as clinical supervisors, with
nursing input from senior nurse educators and leaders. CNS, with their supervisors
and managers, are responsible for identifying the competencies necessary for the
specific role. Competency is developed via clinical supervision in practice and in
coaching sessions, knowledge, procedural skills, and critical thinking and decision-
making skills are formally assessed. Common competency assessments are for
nurse-led clinics, invasive or diagnostic procedures, advanced assessment skills,
and prescribing. A logbook is signed by both CNS and clinical supervisor, before
applying for privileges via a privileging committee. Experienced APNs, who have
already been practicing outside of the facility, undergo a review of credentials and
privileges by a privileging committee in collaboration with a clinical supervisor
(Hibbert et al. 2017).

16.5 Outcome Measures and Evaluation

Measures of patient outcomes are not standardized for CNS, even at an organiza-
tional level, and results are not shared nationally. Some organizations include indi-
cator data, based on organizational goals and objectives, which are reviewed during
employee performance management and evaluation, expectations are generally
based on role and level or grade. Productivity data, patient safety and quality
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indicators such as pressure injury, patient satisfaction, emergency room visits and
length of hospital stay are all common, while cost-benefit is less common. Unit-
based CNSs may find it easy to demonstrate their influence in accordance with a
unit’s performance, while specialty population CNSs find it more difficult to mea-
sure their worth. The APN committee at the authors’ facility has recently managed
to add nurse-led clinics to the hospitals’ measure of patient satisfaction, where it
compares well to satisfaction in physician clinics. The author and her colleagues
have also added several specialty-specific patient outcome measures to their com-
puterized documentation. Global quality of life is measured along with fecal incon-
tinence, constipation, and obstructed defecation scores, a score of function following
low anterior resection of the rectum for cancer, and scores to assess peristomal skin
conditions after stoma surgery in individuals at each visit. Outcome data are not yet
available.

16.6 CNS Education

There is presently no provision of university education for either unit-based or
population-based CNS in Saudi Arabia. One university offers an APN education
program, but none offer higher education for specialty practice. In 2010, the SCFHS
approved the first training program aimed at providing nurses with the necessary
advanced knowledge, skills and competence to care for individuals with stoma,
wound and continence conditions including nurse-led clinics. This was a 12-month,
fulltime diploma program offering both theory and supervised clinical practice. The
program ran until 2016, having graduated only seven nurses, when the SCFHS
advised that the feasibility of a fulltime 24-month Advanced Diploma Program
should be considered. Unfortunately, expatriates working full time cannot take
advantage of these opportunities. Distance and web-based learning is not recog-
nized in any format by the SCFHS, and recently the Ministry of Education has
announced that part-time education will not suffice for promotional opportunities.
Saudi nurses are supported by scholarship to travel to countries such as the United
States, the United Kingdom, and Australia. As each of these countries graduate
CNS and APN via a variety of pathways, without national legislation, regulation, or
credentialing of APN in Saudi Arabia, it remains difficult to develop protected titles
with standardized qualifications (Hibbert and Al-Dossari 2015; Hibbert et al. 2017).

16.7 Credentialing: Regulatory, Legal, and Certification
Requirements

AP nursing is not presently legislated or regulated in Saudi Arabia; therefore,
there is no official stance on credentialing or privileging. The recent develop-
ment of an ANP program at a local university, and the support for developing
community NPs by the SCFHS, will hopefully ignite a conversation on
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qualifications, credentialing, and privileging at a national level. Some hospitals
specify in job descriptions the level of education required including specialty
certifications. If the specific role requires advanced assessment, invasive pro-
cedures, or prescribing, the CNS may be expected to undergo clinical supervi-
sion and apply for credentialing and privileging via a multidisciplinary
committee (Hibbert et al. 2017).

16.8 Moving Forward

“care for patients today while laying solid foundation for our APNs of the future”.
(Hibbert et al. 2017)

The governments’ 2030 vision for Saudi Arabia aims to improve health
awareness and disease prevention, to improve quality of care and provide better
access, to optimize health resources, and to reduce waiting times for specialist
treatment. It is hoped that this will highlight the need for highly educated, expe-
rienced, and motivated nursing experts to work in CNS roles (Government of
KSA 2018).

Challenges

* Poor image of clinical nursing

* Low numbers of Saudi nurses in clinical practice

e Lack of qualified CNS to meet population needs

* No university education programs, no professional development
* No nationally agreed model of APN to meet Saudi needs and available resources
e No legislation

e No regulation

e No protected titles

* No structure for clinical academics for mentoring APNs

* Lack of awareness and understanding of APN roles

* No national guidelines for credentialing or privileging

Opportunities

e The Government of Saudi Arabia’s 2030 vision, including improvements in edu-
cation and healthcare, will demonstrate the need for nurses to work at a higher
level of practice.

* Continued Saudization of nursing, improving the image of clinical nursing.

e Saudi APNSs as role models.

e The SCFHS’s support of APN, in theory.

e The SCFHS’s Advanced Diplomas.

* The first university-based APN program in Riyadh.
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16.9 Exemplar of Clinical Nurse Specialist Practice

In 2008, a masters-prepared CNS led the development of a clinical grading ladder
for the advancement of specialty nursing practice at the King Faisal Specialist
Hospital and Research Center in Riyadh Saudi Arabia (Fig. 16.2). At the top of the
ladder, the colorectal CNS provides oversight for all specialist nurses caring for
patients with colorectal conditions. The patient population includes all individuals
admitted for colorectal surgery, individuals with colorectal cancer including heredi-
tary tumors, patients with inflammatory bowel disease when medical treatment has
failed, all patients with stomas, and individuals with disorders of defecation and
bowel dysfunction when surgery is not required and when general dietary and medi-
cation modification has failed (Hibbert et al. 2012, 2017).

Patients commonly require information, education, advocacy, advice, counsel-
ing, and care coordination, throughout the trajectory of their investigation, treat-
ment, and follow-up. Families with hereditary tumors additionally require genetic
education and counseling, family conferencing, case finding, screening, and regis-
tration. Patients with stomas are cared for in the acute phase and in nurse-led clinics
for prevention, assessment, diagnosis, and management of stoma or peristomal der-
matological complications and complaints such as constipation, high output ileos-
tomy, and parastomal hernia. CNS also provides expert advice during consultation
for all patients with enterocutaneous fistula. They may provide direct care when
necessary, which usually involves education and skill building with other team
members, and are also key experts in relation to wound healing, containment of
effluent, fluid and electrolyte balance, and nutritional management (Hibbert
et al. 2015).

Patients with disorders of defecation or bowel dysfunction may present with
fecal incontinence, obstructive defecation, constipation not responding to medical
management, or unrelieved anal or rectal pain. The origin of these conditions may
be congenital (neurogenic conditions, imperforate anus, cloacal abnormality), iatro-
genic (rectal resection and radiation for cancer, proctocolectomy and ileoanal pouch
for familial polyposis or ulcerative colitis, anal surgeries), and traumatic (obstetric
injury, impaling injury). But it may also have behavioral foundations related to a
significant psychological trauma, such as, but not limited to, sexual abuse (dyssyn-
ergia due to paradoxical puborectalis or lack of relaxation of the pelvic floor during
defecation). Complications of some of these conditions can lead to chronic pelvic
floor problems such as significant pelvic floor descent, rectocele, cystocele, omen-
tocele, enterocele, rectoanal intussusception or rectal prolapse, solitary rectal ulcer
syndrome, and urinary or fecal incontinence. These conditions have major long-
term implications for QOL (Rao and Patcharatrakul 2016). These patients are cared
for holistically by CNS in a therapeutic relationship. Cure is not usually possible in
most cases; the aim is to reduce symptoms and improve QOL by facilitating adapta-
tion and developing and improving healthy coping mechanisms. Patients undergo:

* In-depth, specialty focused history and physical assessment
* Anorectal physiology and radiological tests
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e Assessment of lifestyle including nutrition

e Assessment of education level and education needs and cognitive ability

e Assessment of emotional, psychosocial, sexual, and spiritual concerns

e Patient empowerment, health promotion and behavior modification via the pro-
vision of information and education (anatomy and bodily function, including the
effect of diet, fluids, exercise, medication, and psychological effects)

e Modification of diet and medications

e Exercises aimed at isolating pelvic floor, anal sphincter and abdominal oblique
muscles (building strength and endurance, improving rectal sensation and
capacity)

e Advice and counseling, referral to psychiatry as necessary

e Behavioral therapy and positive reinforcement with biofeedback

e Facilitation of referral as necessary (dietitian, psychiatry, colorectal surgeon)

(Hibbert et al. 2012; Hibbert and Rafferty 2015)

The Kingdom of Saudi Arabia did not provide comprehensive services for
patients with disorders of defecation until 2010. Patients who could not be helped
with surgery, medical intervention or physical therapy were either left to cope with
their chronic condition or sent abroad, at great expense, to centers of excellence in
the United States or the United Kingdom. In 2010 the results of the collaboration
between a masters-prepared CNS and colorectal surgeon were realized. Between
2008 and 2010, the CNS was supported to travel abroad to centers of excellence to
gain an insight into models of care and the infrastructure and resources required to
build a center of excellence in Saudi Arabia. The CNS also acquired the knowledge
and skills to be instrumental in developing the service and in setting up the nurse-led
clinics and anorectal physiology laboratory in a purpose-built unit, including the
sourcing and acquisition of the latest equipment and medical supplies. Back in
Saudi Arabia, colorectal surgeons provided clinical supervision, and the CNS was
assessed for competency in specialty physical examination and history-taking and
in digital rectal and pelvic floor examination and proctoscopy; for acquisition and
interpretation of data and diagnostic reporting for anorectal manometry, EMG-
pudendal nerve terminal motor latency, and endorectal ultrasound; and for the pro-
vision of biofeedback. The CNS has since provided nurse-led services autonomously
for this patient population, utilizing the clinical supervisory process as needed
(Hibbert et al. 2012; Hibbert and Rafferty 2015).

The CNS has been responsible for the recruitment, training and retention of addi-
tional staff, including a second AP CNS and a senior clinical specialist. The devel-
opment and implementation of an EB guideline for investigation and referral criteria
has improved patient flow and enables a form of one-stop shop patient experience.
Recent evidence that biofeedback is optimal if provided every 1-4 weeks for at least
six sessions in the management of obstructive defecation has spurned the CNS to
lead a performance improvement project aimed at reducing waiting times and meet-
ing these requirements. Positive outcomes were achieved within the first three quar-
ters with good patient satisfaction results (Cadeddu et al. 2015; Hibbert and
Rafferty 2015).
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The CNS developed and has directed the Saudi Enterostomal Therapy Diploma
Program since 2009. This program provides both the theoretical knowledge and
clinical experience for specialist nurses to not only practice within the specialty but
to build similar services in other facilities. So far five facilities in three cities have
benefited. The CNS has also been involved, as a clinical supervisor, on the Colorectal
Surgery Fellowship and has been involved in the development of more than 16
colorectal surgeons. She is also a senior lecturer at a Medical College where she
teaches Surgical Interns.

The CNS is involved in both nursing and collaborative research and was an
expert panel member in the development of the Saudi Guidelines for Colorectal
Cancer Screening. She has authored several publications within her specialty and is
considered an expert at an organizational, national, and international level. She is an
editorial board member of Saudi Medical Journal and sits on the Executive Board
of both a national and international association. She is involved in the annual
National Specialty Conferences and Public Awareness Days. She has been invited
as a speaker both nationally and internationally. Additionally, she chairs an
Education Committee for a global charitable organization that aims to ensure the
provision of evidence based care for patients with stomas, wounds, and continence
conditions. To this end, she is involved in the provision of education internationally
and in the development of educational resources such as webinars, books, and
guidelines.

As mentioned previously, there are several competencies specific to this patient
population:

e History and physical exam including digital rectal and pelvic floor

* Proctoscopy

e Nurse-led clinics within specialty (including reading and interpreting specialty-
specific radiology and laboratory reports)

e Acquisition, editing, and reporting ARM and balloon expulsion

e Acquisition and reporting PNTML and EMG

* Endorectal ultrasound

* Biofeedback

¢ Non-physician prescribing

The following are the typical outcomes of CNS practice in the specialty:

* Improved access to care

e Improved patient flow

e Informed and empowered patients

e Reduction or improvement in symptoms

e Adaptation and improved coping skills

e Improved patient satisfaction

e Improved QOL

* Reduced costs

e Better utilization of colorectal surgery services
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e Increased public awareness

¢ Increase in specialty services, treatment nearer to home
e Improved image of clinical nursing

e Advancement of nursing practice

16.10 Summary

The role, scope, and level of practice for CNS have not yet been decided upon in
Saudi Arabia. In “caring for patients today while planning for the future” nurses
with specialist knowledge, skill and competence are filling the gap. It is hoped that
the government’s 2030 vision and an increase in Saudi Nurses will lead to an
improved image of clinical nursing and the advancement of nursing practice.
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Abstract

Although the clinical nurse specialist was recognized as an expert practitioner in
the United States for 50 years, there is an absence of a framework for the clinical
nurse specialist role in Nigeria. There are three pathways through which the fed-
eral government, state government, and private sector provide specialist educa-
tion and training for nurses in Nigeria. Nurses who have received graduate
education should practice to the full extent of their education and training. Also,
nurses who have their practice expanded in the treatment of communicable dis-
eases and reproductive, maternal, newborn, and childcare should be
appropriately recognized. This chapter explores challenges to developing the
clinical specialist nurse role in Nigeria and the extent to which the clinical nurse
specialist role is evolving in Nigeria through specialist education and training for
nurses. Regardless of the pathway, setting, or specialty, Nigerian nurses may
have achieved many clinical nurse specialist core competencies without a formal
master’s education. Hence, Nigeria is long overdue for the development,
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recognition, and legal inclusion of the clinical nurse specialist role and practice
in the career structure of nurses at all levels of the Nigerian health system.

Keywords
Nigeria - Specialist nurses - Clinical nurse specialist - Advanced nursing practice
- Nursing education - Midwives

17.1 The Clinical Nurse Specialist

Although the clinical nurse specialist (CNS) was recognized as an expert practitio-
ner in the United States for about 50 years (National Association of Clinical Nurse
Specialists 2004; Hamric et al. 2009), there is an absence of a framework for the
CNS role and practice in Nigeria. The CNS role is one of the four advanced practice
registered nurse roles in the United States which has evolved as a result of the soci-
etal need to address the increasing complexity of patients that require specialized
acute nursing care and to improve access to quality and affordable care at primary
care clinics (Gordon et al. 2012; Dunn 1997).

According to the US National Association of Clinical Nurse Specialists, CNSs
are registered nurses with graduate or postgraduate certification from an accredited
program prepared to practice for a specialty population and are clinical experts in
the diagnosis and treatment of illness, delivery of evidence-based nursing interven-
tions, and advancement of nursing practice and improvement of outcomes and may
act as independent licensed provider, which includes prescribing medications
(National Association of Clinical Nurse Specialists 2004). A clinical nurse special-
ist’s specialty may be defined by population (pediatrics, geriatrics, women’s health),
setting (critical care, emergency room), disease or medical subspecialty (diabetes,
oncology), type of care (psychiatric, rehabilitation), or type of problem (such as
pain, wounds, stress) (National Association of Clinical Nurse Specialists 2004).

This chapter explores the challenges to developing the clinical nurse specialist
role and practice and the extent to which the clinical nurse specialist role is evolving
in Nigeria through specialized education and training for nurses and nurse midwives.

17.2 Brief History of Nursing Education and Training
in Nigeria

Nursing education in Nigeria is either university-based or hospital-based (appren-
ticeship) and is provided by the federal and state governments and the private sector
(missionary and individual organizations). The majority of nurses in Nigeria obtain
their education through hospital-based nursing programs which began in 1949.
These programs offer generic nursing or basic nursing education and training in the
hospital setting. Nigerian hospitals do not award academic qualifications; hence,
graduates of hospital-based programs earn a higher national diploma certificate and
are registered and licensed upon graduation. The majority of these RNs work in
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acute care hospitals and community health centers (Ayandiran et al. 2013; University
of Nigeria Teaching Hospital 2018; Agbedia 2012).

The preparation of nurses with Bachelor of Nursing Science (BNSc) degree
began in 1965 with the approval by the National Universities Commission (NUC)
and the Nursing and Midwifery Council of Nigeria (N&MCN). However, graduates
of these undergraduate programs were very few that in 1999, the federal govern-
ment approved private baccalaureate nursing programs to increase the number of
BNSc-prepared nurses (Ojo and Onasoga 2009). Graduates of all nursing programs
are professionally registered and licensed by the N&MCN to work in hospital and
community settings such as schools, health centers, and manufacturing industries
(Ayandiran et al. 2013; University of Nigeria Teaching Hospital 2018; Agbedia
2012). These nurses are expected to:

 Utilize the nursing process in providing care.

e Assist patients with coping with the biological and environmental changes expe-
rienced during hospitalization.

e Ensure safety and implement nursing interventions in collaboration with the
healthcare team.

e Conduct and participate in research toward improvement of patient care and
growth of the nursing profession.

¢ Participate in effective budgeting and auditing of the unit.

¢ Participate in evidence-based nursing practice.

 Participate in architectural design of Clinical Services Department to effect effi-
ciency and quality patient care (University of Nigeria Teaching Hospital 2018).

Following reports about the critical health workforce shortage in developing
countries, the World Health Organization (WHO) (2008) recommended ‘“task-
shifting,” a public health approach to address the HIV epidemic, increase access to
health services, and strengthen the overall health system of countries deficient in
human resources for health. The goal was to enable existing healthcare workers
such as nurse midwives to provide care according to an extended scope of practice
at all levels of the national health system and to allow creation of new roles within
the health workforce. In 2014, the Nigerian National Council of Health (Federal
Ministry of Health 2018) approved the Task-Shifting Policy, and the implementa-
tion of task-shifting commenced especially in the rural and underserved areas
(Federal Ministry of Health 2014). Task-shifting type II is the “extension of the
scope of practice of nurses and midwives in order to enable them assume some tasks
previously undertaken by medical doctors and non-physician clinicians (profes-
sional health workers who are not trained as physicians but capable of many of the
diagnostic and clinical functions of a medical doctors and have more clinical skills
than generic nurses and are present both in high-income and low-income coun-
tries).” (Federal Ministry of Health 2014) The task-shifting model from physicians
to nurses has expanded the role of nurses as the primary medical care provider for
mothers with HIV and AIDS. This model has been used successfully in treating
HIV patients in Nigeria (Iwu and Holzemer 2014; Iwu et al. 2010), South Africa
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(Sanne et al. 2010), and Rwanda (Shumbusho et al. 2009) and in reducing maternal
and fetal mortality and morbidity in Ethiopia (Gessessew et al. 2011).

17.3 Pathways to the Role and Practice of CNS in Nigeria

The three existing pathways to specialized nursing education and training provide
the platform on which the CNS role and practice would evolve in Nigeria. The path-
ways include (National Association of Clinical Nurse Specialists 2004) hospital-
based pathway, (Hamric et al. 2009) university-based pathway, and (Gordon et al.
2012) task-shifting pathway. Each pathway is presented below.

17.3.1 Hospital-Based Pathway

The hospital-based generic or basic nursing diploma is a 3-year program and is the
first step prior to obtaining specialized nursing education and training. After 1 or
2 years of clinical experience, a post-basic specialized training (PBST) that lasts
between 12 and 24 months follows with the RN focusing on a specific area of nursing
(majority choose midwifery). To obtain further specialized education, the RN may
acquire multiple certifications in specialties of their choice (University of Nigeria
Teaching Hospital 2018; Agbedia 2012). Upon completion of the PBST, graduates
are certified, registered, and licensed by the N&MCN to practice in their areas of
specialty that include intensive care, midwifery, burns and plastic, pediatric, accident
and emergency care, ophthalmic, orthopedics, nephrology, mental and psychiatric
health, perioperative, oncology, community health nursing, and anesthesiology.
Research indicates that PBST nurses have impacted the Nigerian health system in the
following ways: increased patient satisfaction, decreased medical complications,
decreased frequency of emergency cases and deaths, improved pain management,
and decreased length of hospital stay and costs to patients (Ojo and Onasoga 2009).
Although the majority of Nigeria nurses are trained in hospital-based programs,
this form of education and training is devoid of liberal education, opportunities for
creativity, accountability, independent clinical decision-making, and understanding
and appropriate utilization of the nursing process, evidence-based practice, and
advanced nursing practice skills (Agbedia 2012; Ojo and Onasoga 2009). Thus, the
RN with PBST may enroll in a university-based 4-year program (also known as
direct entry) to obtain a BNSc degree. Overall, a nurse that follows the hospital-
based pathway spends a minimum of 8 years to obtain an RN license (3 years), a
certification in one nursing specialty (1 year), and a BNSc in nursing (4 years).
Hence, the saying goes “Nigerian nurses are over trained at the diplomate level due
to unnecessary overlap in education between the diploma and baccalaureate pro-
grams.” Consequently, many PBST nurses are slow in embracing university educa-
tion (Agbedia 2012), so their specialized education and training are not obtained at
the graduate level. However, with their minimum 8-year long training and many
years of clinical experience, these nurses may provide nursing care that they were
not formally trained for especially in rural and underserved areas of the country.



17 The Role and Practice of Clinical Nurse Specialist in Nigeria 229

17.3.2 University-Based Pathway

To receive the university-based specialized education and training at the graduate
level (master’s and doctor of philosophy [PhD]), the potential candidate must as a
first step complete a 5-year BNSc program. Upon completion of the BNSc, gradu-
ates are registered by the N&MCN as “generic” nurses (RN), registered midwives
(RM), and registered public health nurses (RPHN). The next step would be to obtain
a master’s degree in one of the specialties, for example, maternal and child health,
medical-surgical, mental health and psychiatric, administration and management,
nursing education, and community health nursing. Upon completion of the master’s
or PhD program, graduates are equipped for careers in clinical settings, administra-
tion and management, and education and research at all levels of healthcare and
educational institutions, as well as corporate organizations and other relevant agen-
cies (University of Nigeria Teaching Hospital 2018). Although masters-prepared
nurses should practice to the full extent their education and training, the majority of
them are employed in academia because advanced clinical roles are non-existing
and there is no national framework and guidelines to recognize and reward growth
in clinical nursing practice in Nigeria (Chiegboka 2015).

17.3.3 Task-Shifting Pathway

Task-shifting involves redistributing specific tasks, where appropriate, from highly
qualified health workers to health workers with shorter training and fewer qualifica-
tions in order to make more efficient use of the available human resources for health
(Federal Ministry of Health 2018). Nigerian nurses and nurse midwives have had
their practice expanded in the treatment of HIV infection and reproductive, mater-
nal, newborn, and child care (Federal Ministry of Health 2014). They:

e Provide early infant male circumcision.

* Repair cervical laceration and complex vaginal laceration.

e Assess client’s readiness to commence antiretroviral therapy (ART).

e Manage severe pregnancy and labor complications (anemia, preeclampsia,
eclampsia, malaria fetal malpresentations, prolonged and/or obstructed labor,
hypertension, bleeding, and infection).

 Issue prescription for antiretroviral (ARV) regimen and refer to pharmacy.

» Diagnose severe HIV diseases and confirm HIV infection.

Further, research indicates that in Nigeria, task-shifting to nurses and nurse mid-
wives decreased patients’ wait times by 62%, decreased physician workload by
41% (Iwu et al. 2010; Udegboka and Moses 2009), improved job satisfactions for
nurses, and retained more patients in HIV settings (Iwu and Holzemer 2014).

Although task-shifting is in the early stages of implementation in Nigeria, the
medical and nursing regulatory bodies are yet to standardize recruitment, training,
and evaluation criteria to assess its positive impact on the health system. Equally



230 C.C.Obichietal.

important are the development of (National Association of Clinical Nurse Specialists
2004) standard context-relevant curriculum (Iwasiw et al. 2008) for training and
continual education (Hamric et al. 2009), regulatory framework to define CNS role
and scope of practice for existing health workforce, and (Gordon et al. 2012) com-
petencies for CNS and guidelines for (National Association of Clinical Nurse
Specialists 2004) immediate opportunities for referral to medical doctors, (Hamric
et al. 2009) regular supportive supervision and clinical mentoring from physicians
and non-physician clinicians, and (Gordon et al. 2012) systematic collection of stra-
tegic information concerning the implementation of the task-shifting model.
(Federal Ministry of Health 2018)

17.4 Moving Forward: Challenges and Opportunities

According to Ayandiran et al., there is a critical need to utilize nurses with higher
education in Nigeria to promote critical thinking and increase use of evidence-based
nursing practice (Ayandiran et al. 2013). The hallmarks of CNS practice are inte-
grating evidence-based practice into healthcare, designing programs of care and
innovative nursing interventions, and providing leadership and education to nurses
(Gordon et al. 2012). Higher education is essential for moving forward with these
core CNS responsibilities. According to Sun and Larson (2015), translation of
evidence-based practice from research to frontline nursing is possible when there
are well-trained scholars who usually receive their training from graduate programs.
In 2008, the Fellows of West African College of Nursing (FWACN) (Madubuko
n.d.) proposed the development of the advanced nurse practitioner role for the West
African sub-region; however, not much has been achieved since the proposal was
presented.

The challenges to developing advanced practice roles include professional rivalry
between nurses and doctors and fear of losing earnings. In a study (Ugochukwu
et al. n.d.) that explored the perception of 24 nurses about the factors that hinder the
development of the advanced nurse practitioner role in five southeastern states of
Nigeria, a chief nursing officer (participant) stated, “The doctors think that nurses
will take over their jobs or replace them.” Another challenge was from medical doc-
tors who were concerned about unethical conduct, poor quality and management,
and abuse of roles by nurses. Another hindrance was from medical organizations on
the grounds that advanced nursing practice would negatively impact their role in
Africa and that nurses had insufficient training for the expanded roles. Other chal-
lenges include limited resources and cost of training, mentoring, support, and super-
vision of expanded roles (Madubuko n.d.; Ugochukwu et al. n.d.; Oloo 2003;
Mullan and Frehywot 2007; Dovlo 2004; The Nigerian Medical Association 2005).

Further, research with a clinical focus is among the most lacking in nursing and
midwifery research in Africa (Sun and Larson 2015). In Nigeria, the majority of
nurses who obtain graduate nursing degrees prefer to join academia; hence, nursing
faculty conduct more research than nurses in clinical settings. There is, therefore, a
dearth of research in the hospital setting related to the lack of masters- and
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doctorally prepared nurses in the clinical setting. It is vital to note that a handful of
nurses who obtain their masters while providing direct patient care in the hospitals
continue with direct patient care despite their advanced nursing degree and are nei-
ther recognized for professional growth nor rewarded by employers. Research indi-
cates that barriers that hinder nurses from conducting research in health facilities
include lack of understanding of research priorities; inadequate staff; lack of expe-
rienced nurse researchers, organizational support, and funding; absence of nursing
research mentors; and lack of leadership in the dissemination of research findings
(Ayandiran et al. 2013).

17.5 Conclusion

Regardless of the pathway, setting, or specialty, Nigeria is long overdue for the
development, recognition, and legal inclusion of the CNS role and practice in the
career structure of nurses at all levels of the health system. Nurses and nurse mid-
wives in Nigeria may have achieved the CNS core competencies without formal
master’s education. Hence, the N&MCN should collaborate with professional nurs-
ing associations (National Association for Nigerian Nurses and Midwives
(NANNM); National Association of Nigerian Nurses in North America (NANNNA);
and other nursing specialty associations) and all stakeholders to push policy that
would recognize advanced degree nurses in the clinical settings with appropriate
salary scale, establish standards for CNS role and practice, and develop the CNS
curriculum with master’s level courses that include opportunities for content-
specific clinical experiences and preceptorship.
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Dale Pugh and Elizabeth Scruth

Abstract

The role of the clinical nurse specialist in the Australian context is only present
in some states and territories. Although the role of the clinical nurse specialist
(CNS) is filled by a registered nurse, the role itself is not regulated by the Nursing
and Midwifery Board of Australia. This means that the title is not protected by
the National Law, although the Nurse Practitioner title is. The role and scope of
practice is articulated in employment awards and job descriptions developed by
the employing organisation. Although the clinical nurse specialist role is not
present in all states and territories, other advanced practice roles provide similar
types and levels of ‘specialist’ nursing and midwifery care, including the clinical
nurse consultant (CNC) role. The CNC position is also not regulated by the
Nursing and Midwifery Board of Australia. In some states, the clinical nurse
specialist has responsibility for direct patient care, whereas in other jurisdictions,
the clinical nurse specialist has a specialist advisory and support role. A review
of a number of CNS roles revealed the requirement for advanced, expert and
specialised knowledge for the clinical speciality as detailed in the job descriptions.
Not all jurisdictions require tertiary qualifications for preparation to practice as a
CNS. The scope of practice for the reviewed positions presented in this chapter
broadly includes the provision of advanced and specialised best practice clinical
skills to assess, plan, organise, implement and evaluate care. Other key elements
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include education to patients and family, other nurses and colleagues, participation
in the development of evidence-based practice through research and policy eval-
uation and advocacy.

Keywords
Australia - Clinical nurse specialist - Clinical nurse consultant - Advanced
practice - Nurse practitioner - Nursing - Midwifery

18.1 Brief History of the Role and Practice of CNS
18.1.1 Introduction

This chapter will present a discussion on the role and practice of the clinical nurse
specialist (CNS) in Australia. The role of CNS was introduced in Australia in the
late 1980s with the instigation of career structures driven with industrial reform of
nursing with new position and clear career ladders (Health Department of WA).
This chapter will introduce the broad nursing and healthcare system in Australia.
The history of the CNS will be detailed. Definitions of the CNS role will be explored
against the broader context of advanced practice nursing. A conceptualisation of the
role will be presented along with key responsibilities, scope of duties, areas of
practice, educational requirements and competencies. A number of example position
are included to provide a fuller description of this view. A recent white paper on
advanced practice nursing is presented to further highlight the CNS role against
other advanced practice nurse roles (Australian College of Nursing n.d.).

Australia is comprised of 6 states and 2 territories, with a population of approxi-
mately 24 million people. The vastness of the land mass means that there are only
two people per square kilometre with the majority of the population living in coastal
areas (Australian Government n.d.). The Australian healthcare system is recognised
as being complex as is the funding framework. The cost of healthcare is borne by all
levels of government, non-government organisations, private health insurers and
those individuals who pay for out-of-pocket expenses not fully subsidised or reim-
bursed (Australian Government Department of Health). The healthcare system in
Australia is comprised of public and private providers, settings, participants and
supporting processes (Australian Institute Health and Welfare 2016). Federal, state
and territory and local governments have a shared responsibility for the develop-
ment, delivery and governance of health. The Australian Government’s funding
contributions include a universal public health insurance scheme. Medicare was
introduced in 1984 with the aim of providing free or subsidised access to public
hospital services and to treatment by health professionals, including medical
practitioners. The Medicare system extends to three areas, hospital care, medical
and pharmaceuticals. Healthcare services receive funding under the National
Healthcare Agreement but are primarily a state responsibility (Australian Institute
Health and Welfare 2016). Healthcare providers and facilities are situated in
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metropolitan, regional areas and rural and remote areas. In parallel to each of these
contexts, hospital sizes and capabilities will vary from large tertiary facilities
providing a full range of services, including specialist paediatric and obstetric
hospitals, decreasing in size and scope to regional hospitals and health services,
which provide typically generalist services for a range of patient populations and
presentations, to small rural hospitals with or without medical practitioners, to
single nurse facilities. Private providers include private hospitals, allied health
practices, medical practices and pharmacies (Australian Institute Health and Welfare
2016). Individuals who choose care in a private hospital can apply for private health
insurance to fully or partially cover the cost of care (Private healthcare Australia
n.d.). Individuals who obtain private health insurance may be eligible for a means
tested rebate (Australian Government Department of Health). There is now a
significant issue with individuals choosing not to have insurance or cancelling their
policies, putting greater pressures on public health services (Lannin 2019).

A recent development to healthcare and funding is the implementation of the
National Disability Insurance Scheme (NDIS n.d.) implemented in 2013. The NDIS
is a major reform of and for disability support through an insurance scheme
Buckmaster and Clark 2018). The NDIS is funded by the Commonwealth and State
and Territory governments (Buckmaster n.d.). The NDIS allows for funding to be
used for ‘capacity building’ nursing supports, including training by nurses to sup-
port independence, and actual nursing care to assist the individual to remain in their
home (NDIS).

18.1.2 Nursing in Australia

Nursing in Australia has had a rich history with early nursing practice during colo-
nial times being replicated from that seen in the British Empire (Grehan 2004). Over
the following decades, a number of key milestones for nursing are noted. In 1868, a
cohort of ‘Nightingale’ nurses arrived to work at the Sydney Hospital which pro-
vided the origins of nurse training (Grehan 2004). Nursing registration was first
introduced to Tasmania in 1901 and by 1920 in the remaining states (Grehan 2004).
Hospital-based training continued until it was decided to transfer nurse training to
the tertiary sector. This was commenced in 1984 and completed in the early to
mid-1990s (Australian Government Department of Health n.d.-a, n.d.-b). In 1992, a
mutual recognition agreement was signed by Australia and New Zealand. This was
extended to allow mutual recognition between the States and New Zealand (Council
of Australian Governments n.d.), allowing nurses to move more freely to work in
Australia or New Zealand without applying for individual country registration. In
2000, the first two nurse practitioners commenced practicing in Australia (Australian
College Nurse Practitioners n.d.). Movement of nurses across state and territory
borders was made easy with the 2010 national law and registration system
(Australian Health Practitioners Regulatory Authority 2009).

Nursing and midwifery are practiced in all states and territories of Australia in
a variety of clinical contexts. Nursing practice in Australia has been governed
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under a national registration system since 2010 (Duffield et al. 2011). Practice is
legislated under the Health Practitioners Regulation National Law Act 2009
(Australian Health Practitioners Regulatory Authority 2009). Nurses in Australia
are registered to practice either as enrolled nurses, registered nurses, nurse practi-
tioners and midwife, although registering as a midwife does not necessarily require
registered nurse status with direct entry of midwifery course being available since
2000. Registrant data on September 30, 2019, revealed 301,069 registered nurses,
25,889 with dual registered nurse and midwife status, and 1904 nurse practitioners
(Nursing and Midwifery Board of Australia n.d.). All nursing and midwifery posi-
tions are articulated in terms of a scope of practice and associated level through an
industrial or employment award for all states and territories in government. Awards
are defined as ‘a comprehensive industrial agreement which defines the minimum
employment states for a particular occupation, e.g. nursing or industry’ (Roche
et al. 2013).

18.1.3 History of the Role of CNS

The clinical nurse specialist (CNS) role first emerged in Australia in the late 1980s
with the development of career structures (Duffield et al. 1995; Dunn et al. 2006)
articulated in respective state employment awards, for example, the then NSW
Nurses Award of 1986 (Duffield et al. 1995). In Western Australia (WA), the career
structure provided four streams of nursing practice: management, clinical, education
and research that a nurse could develop into and specialise in. Each stream contained
different levels, denoting increasing knowledge, skill level and scope of practice.
For example, in Western Australia (WA), level 1 denoted a registered nurse; level 2
a clinical nurse, staff development nurse or area manager; and level 3 the CNS or
nurse manager (Health Department of WA 1990). The career structure differed for
the states or territories where it was implemented, but all implemented a CNS role,
although this position was titled clinical nurse consultant in the state of South
Australia (Dunn et al. 2006). Over the years, there have been changes to roles and
titles, but the structure continues to allow the opportunity to be promoted in a
clinical stream rather than just management or education (Appel et al. 1996).

18.2 Definition of CNS
18.2.1 Advanced Practice Nursing

As early as 2002, it was acknowledged that there was no one definition or profile of
the advanced practice nurse role. This position has changed with research and dis-
course provided by a number of authors and professional nursing organisations. The
Nursing and Midwifery Board of Australia define advanced practice as a nursing
practice that incorporates professional leadership, education, research and support
of systems. Practice includes relevant expertise, critical thinking, complex
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decision-making and autonomous practice and is effective and safe. The advanced
practice nurse can work within a generalist or specialist context, and they have
responsibility and accountability for managing people who have complex health-
care needs (NMBA 2020).

In 2019, the Australian College of Nursing (ACN), the peak nursing body for
Australia, published a white paper on advanced practice nursing (ACN n.d.). This
paper was informed by three key nursing manuscripts (Gardner et al. 2016, 2017a, b).
The ACN ( n.d.: 6) defines advanced practice nursing as ‘the experience, educa-
tion and knowledge to practice at the full capacity of the registered nurse practice
scope. It is neither a title nor a role: it is a level of clinical practice that involves
cognitive and practical integration of knowledge and skills from the clinical,
health systems, education and research domains of nursing. The nurse practising
at this level is a leader in nursing and health care. Advanced practice nursing is
enabled through education at master’s level’. The ACN further define a ‘nurse
specialist’ as ‘a clinician with postgraduate education and practice in a speciality
field’ (ACN n.d.: 16).

In the Australian context, positions that are considered advanced practice posi-
tions for nursing and midwifery practice settings have been identified. These posi-
tions include nurse practitioner (NP), clinical nurse consultant (CNC), clinical nurse
coordinator, nurse clinical practice consultant, clinical nurse and CNS (Gardner
et al. 2016). The scope of practice for these roles, except the nurse practitioner posi-
tion, being defined and protected by law, has similarities despite different titles. In
some of the stated positions, there can be different grades of the position and associ-
ated different pay scales (Roche et al. 2013).

18.2.2 Clinical Nurse Specialist

Not all states and territories have a CNS position, but all have advanced practice
positions (Gardner et al. 2016). CNS positions are defined in part by the state or
territory employment award (Duffield et al. 2011) and elaborated on by the health
service which employs the CNS and reflected in the respective job description. As
such, a single definition of the CNS role in Australia does not exist. A number of
identified descriptions provide illustration of the role.

In the state of New South Wales (NSW), the position of CNS or clinical midwife
specialist (Grade 1) is defined as a registered nurse/midwife who applies a high
level of clinical nursing knowledge, experience and skills in providing complex
nursing/midwifery care directed towards a specific area of practice, a defined
population or defined service area, with minimum direct supervision. The CNS,
Grade 1, will possess as a minimum, a post-registration qualification and at least
12 months’ experience in the respective clinical area since obtaining this
qualification, or 4 years post-registration experience, with three in the nominated
clinical speciality. The role of CNS, Grade 2, identifies the incumbent as a registered
nurse/midwife who possesses relevant post-registration qualifications and at least
3 years’ experience in the specified clinical area. The CNS in NSW is required to
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exercise extended autonomy of decision-making, professional knowledge and
judgement in providing complex care requiring advanced clinical skills (NSW
Government 2017). It is noted that the CNS position in NSW is not equivalent to the
CNS position in the United States (Duffield et al. 2011).

In Victoria (VIC), the role description for the CNS in one tertiary hospital, as per
the language in the Enterprise Bargaining Agreement! (EBA) for that state, provides
the following definition. The CNS is a clinical expert in their area of specialisation
and is responsible for professional responsibilities that support service delivery and
the development of self and others (Royal Children’s Hospital Melbourne 2016).

The Queensland registered nurse/midwife classification structure does not stipu-
late the CNS position; rather, this state employs clinical nurse consultants (CNC).
The CNC has responsibility for coordinating clinical practice in a clinical specialty
(Queensland Government Queensland Health n.d.). Clinical nurse consultants are
also employed in NSW (Fry et al. 2012); WA, Victoria (Victorian Government
2016-2020); Tasmania (Tasmanian Government 2018); Northern Territory; and the
ACT. The role of CNC is considered an advanced practice role (Cashin et al. 2014).
It is suggested that the role of CNC has ‘notable similarities’ to that of the CNS role
in the United States (USA) (Elsom et al. 2006) and by other authors as being ‘equiv-
alent’ to the CNS role in the United Kingdom (UK) and the United States (Elsom
et al. 2006; Roche et al. 2013). The similarity of the CNS and CNC is not relevant
to WA, where the roles are different. The CNS provides a specialist service to a
cohort of patients in the same location, e.g. intensive care or surgical ward, whereas
the CNC provides consultancy for the area of speciality to a patient cohort, e.g.
wound management or pain management.

A theme within the identified literature related to advanced practice in Australia
is the ambiguity of the position and role titles (Duffield et al. 1995) and difficulty
defining the roles (Dunn et al. 2006). It is evident from what has been presented and
summarised in Table 18.1 that for those states and territories that have a CNS
position, definitional variation exists.

18.3 Conceptualisations/Model(s) of CNS Practice

Minimal research has been conducted into the concept or model of CNS practice in
Australia; however, a limited number of studies have profiled the CNS role and
analysed role attributes and scope of practice (Duffield et al. 1995; Appel et al.
1996; Dunn et al. 2006; Gardner et al. 2016). The limitation of this research is that
it is not recent, and the majority has been conducted in one state, NSW (Duffield
etal. 1994, 1995; Appel et al. 1996; Luck et al. 2015). There is some difficulty con-
ceptualising the CNS role for the Australian context because each state and territory
has a different model of advanced practice nursing, which may not include the
CNS role.

'An EBA is an employment award.
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18.3.1 Key Responsibilities and Scope of Duties

A review of three job descriptions, for WA, NSW and Victoria, provide detail around
the key responsibilities of the CNS role. The job descriptions for CNS positions in
the state WA tend to be generic but provide illustrative language of the scope of
practice. In one tertiary hospital in WA (Royal Perth Hospital 2018), the CNS’s key
responsibilities include ‘supervision of the delivery of quality patient care, develop-
ing standards of practice, implementing changes to clinical practice and initiating
research and quality improvement activities; and the provision of a consultation
service within their area of expertise/assigned area to all customers within the
Hospital and Health Service’. The scope of duties of this CNS position is listed in
Table 18.2.

This CNS position in Victoria (Royal Children’s Hospital 2018) lists a number of
domains of practice with ‘key accountabilities’, including direct and comprehensive
care, support of systems, education, research and quality and professional leadership.
With respect to actual care, the CNS is expected to ‘conduct comprehensive patient
assessments’ and interpret the data from these assessments to develop and implement
care. The scope of duties extends to conducting procedures specific to the speciality.

Table 18.2 CNS scope of duties: a tertiary hospital in WA*®

1 Leads and manages the multidisciplinary ward/unit team

2 Provides clinical leadership and consultancy to medical, nursing and allied healthcare
professionals and providers in the areas of speciality at a hospital and health service level

3 Provides advanced and complex patient care within the area of speciality at a hospital and
health service level

4  Initiates and analyses the research to determine clinical management trends. Promotes
excellence, and implements best practice that supports the delivery of appropriate clinical
care and management in area of speciality

5 Maintains excellence in interpersonal skills and leadership to guide appropriate patient care
in relation to area of speciality

6  Promotes and guides a multidisciplinary team approach to decision-making

7 Develops standards and policies for the areas of speciality using an evidenced-based
approach, developing innovative methods and techniques for effective practice and change
within the hospital and health service

8 Develops policies and monitors compliance with relevant industry acknowledged standards
and legislative requirements

9  Coordinates and implements quality improvement activities recognising national safety and
quality health service standards

10 Manages human and material resources to affect quality patient care

11 Implements and maintains performance management systems which support ongoing
developments of staff

12 Develops, implements and evaluates educational and training programs related to the areas
of speciality, hospital and community needs

13 Provides a public relations function for the area including where relevant investigation and
management of questions from government ministers, enquiries and consumer complaints

4Royal Perth Hospital Job description form: Clinical nurse specialist. https://rph-healthpoint.hdwa.
health.wa.gov.au/directory/CORPORATESERVICES/CorporateNursing/Nursing%20Job%20
Description%20Forms%20JDFs/SRN %204 %20Clinical%20Nurse %20Consultant%20- %20
SAFE%20RP603057%20April%202017.pdf. Accessed 10 Jan 2018


https://rph-healthpoint.hdwa.health.wa.gov.au/directory/CORPORATESERVICES/CorporateNursing/Nursing Job Description Forms JDFs/SRN 4 Clinical Nurse Consultant - SAFE RP603057 April 2017.pdf
https://rph-healthpoint.hdwa.health.wa.gov.au/directory/CORPORATESERVICES/CorporateNursing/Nursing Job Description Forms JDFs/SRN 4 Clinical Nurse Consultant - SAFE RP603057 April 2017.pdf
https://rph-healthpoint.hdwa.health.wa.gov.au/directory/CORPORATESERVICES/CorporateNursing/Nursing Job Description Forms JDFs/SRN 4 Clinical Nurse Consultant - SAFE RP603057 April 2017.pdf
https://rph-healthpoint.hdwa.health.wa.gov.au/directory/CORPORATESERVICES/CorporateNursing/Nursing Job Description Forms JDFs/SRN 4 Clinical Nurse Consultant - SAFE RP603057 April 2017.pdf
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The CNS is required to coordinate and collaborate with care requirements and
ensure collaboration with other services to ensure the optimisation to meet the
patient’s needs. CNSs are expected to translate their expert knowledge to educational
programs for their speciality.

A CNS position for the operating theatre in a health district (NSW Government
Health 2018) is responsible for the utilisation of specialised clinical knowledge and
skills for complex patient or client care. Leadership skills are required to ensure that
the clinical area has the appropriate resources needed for service provision and to
maximise the health outcomes for the patient cohort of this area. The job description
for this position comprehensively lists key accountabilities. In relation to clinical
care, the CNS uses advanced and specialised best practice clinical skills to assess,
plan, organise, implement and evaluate care. The CNS is required to exercise
professional knowledge and judgement to provide complex care which requires
advanced clinical skills. The CNS also has responsibility for promoting an
environment that encourages collaboration to effect positive patient outcomes and a
positive workplace culture. Not unlike the previous two CNS positions, education
development of others is also a requirement.

Components of the nurse specialist role were identified in one South Australian
study (Dunn et al. 2006). These components were clinical, education, professional
development, management and research. The subcomponents for clinical included
procedures, consultation, outreach and community involvement, attendance at
clinics and direct patient care, medication management and monitoring. The
provision of education included patients and family and staff. The specialist nurse
attended formal and informal development opportunities, including participation in
professional organisations and committees. The subcomponents of management
were much broader, including care and case coordination, human resource
management, equipment management, and management of data and budgets.

18.3.2 Direct Versus Non-direct Care

The role of CNS articulated in the Victoria employment award provides further
illustration of one CNS model, the ‘Strong Model of Advanced Practice’ detailed in
the work by the following authors (Gardner et al. 2013). This model contains five
domains which broadly depict the scope of practice for an advanced practice nurse.
These are (1) direct comprehensive care, (2) support of systems, (3) education, (4)
research and (5) publication and professional leadership. The first domain can be
seen in the CNS role in Victoria which has responsibility for a patient caseload. This
is similar in NSW where the CNS has responsibility for ‘clinical bedside practice.’
In WA, this position is fulfilled by the clinical nurse who has responsibility for
direct patient care. In contrast, the CNS in WA does not generally have responsibility
for the care of patients each shift; rather, the role provides expert and specialist
advice to a specific patient cohort or clinical area, for example, intensive care
patients.
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18.3.3 Areas of Practice

Further illustration of the concept of the CNS role can be gleamed from the clinical
practice areas which the CNS works. The CNS employed by a hospital is generally
appointed to work in a clinical ward or area and can have a patient caseload or
provide expert advice regarding the care of a particular patient without the caseload.
In WA, CNSs are typically employed in all major clinical areas, including intensive
care, coronary care, paediatrics, oncology, orthopaedics and operating theatres. In a
South Australian study conducted in 2006, it was noted that CNSs were mostly
employed in larger hospitals (Dunn et al. 2006). The CNS is also employed in
community settings, including specialist areas within the community setting, for
example, community mental health.

A number of other roles, while not necessarily titled CNS, fall into the broader
domain of advanced practice due to the nature of the scope of practice and qualifica-
tions required for this determined practice. The first of these examples is the practice
of the sexual health nurse. The Australasian Sexual Health and HIV Nurses
Association (ASHHNA) is the peak Australasian sexual, reproductive health and
human immunodeficiency virus (HIV) nurses’ professional organisation and articu-
lates a number of practice and professional competencies (Australasian Sexual
Health and HIV Nurses Association n.d.). The association states that an advanced
RN is a nurse who has acquired an expert knowledge base, complex decision-making
skills and clinical competence to allow practice in an expanded and more autono-
mous scope. Further, the advanced RN in sexual and reproductive health and/or HIV
can demonstrate (a) advanced level of theoretical knowledge and (b) educational
preparation with postgraduate qualifications (Australasian Sexual Health and HIV
Nurses Association). In some practice contexts for this speciality domain, medica-
tion competency is required. In QLD, as one example, Central Queensland University
(Central Queensland University n.d.) offers a short course to allow sexual health
nurses to obtain the necessary competency to safely supply and administer medica-
tions in accordance with the Drug Therapy Protocol—Sexual Health Program
(including reproductive health), relevant approved Health Management Protocol and
the Queensland Health (Drugs & Poisons) Regulation 1996.

The Queensland government instigated and manages the rural and isolated prac-
tice (scheduled medicine endorsement) registered nurse (RIPRN) course aimed at
educating the nurse to practice using advanced decision-making and skills
(Queensland Government Queensland Health) necessary for this practice context
where there is significant professional and geographical isolation. Throughout
Australia, 1181 registered nurse are endorsed by the Nursing and Midwifery Board
to administer scheduled medications as per the RIPRN curriculum (Nursing and
Midwifery Board 2019).

18.4 CNS Practice Competencies

The Nursing and Midwifery Board of Australia (2016) provides a set of competency
standards for the registered nurse, which form the foundational competencies for
registered nurses in all states and territories. Competency standards do not exist for
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the CNS role. Many competency standards have been developed for specialist nurse
practice by the respective professional nursing organisation. In 2008, 20 Australian
competency documents were identified (Chiarella et al. 2008). Two current examples
are competency standards for specialist palliative care nursing practice (Canning
et al. 2005) and for specialist breast cancer nursing practice (Yates et al. 2007).

18.5 Outcome Measures and Evaluation

Outcome measures and evaluation of nursing care are typically aligned to national
standards relevant to inpatient care. The relevant standards are (1) clinical
governance, (2) partnering with consumers, (3) preventing and controlling
healthcare-associated infections, (4) medication safety, (5) comprehensive care, (6)
communicating for safety, (7) blood management and (8) recognising and responding
to acute deterioration (Australian Commission on Safety and Quality in Healthcare
2017). These standards detail key actions and criterion to ensure safe and high-
quality care, including governance of healthcare practitioners through registration,
credentialing and professional development requirements. Key performance
indicators and associated reporting are aligned to relevant standards, for example,
fall management, pressure injury management and medication safety. Clinical nurse
specialists and other advanced practice nurses can have a key role ensuring that
policy and practice standards, including necessary training, are enacted to minimise
harm associated with each standard.

18.6 CNS Education

It has been proposed that the role of CNS requires formal specialist education (Daly
and Carnwell 2003). The educational requirements for a CNS position fall into two
categories, with some states stipulating a postgraduate qualification and others
describing the obtainment of a qualification in the speciality as desirable, but not
mandatory. In Australia, a postgraduate qualification can be a graduate certificate,
graduate diploma and master’s or doctoral-level qualifications. A study to identify
advanced nursing practice conducted in 2016 with 5662 respondents provides
insight to the extent of post-registration qualifications (Gardner et al. 2016).
Although the findings do not discriminate the CNS position, 19% of respondents
held a master’s degree, with only 0.7% holding a doctoral degree. Approximately
10% had a hospital-based certificate.

18.7 Endorsement and Professional Recognition

The National Law in Australia allows for the registration and regulation of two levels
of nurses: the registered nurse and the enrolled nurse (AHPRA 2009). The only
advanced practice nursing role registered is the nurse practitioner role (Duffield et al.
2011). Although the clinical nurse specialist role is filled by a registered nurse, the
role of the CNS itself is not regulated by the Nursing and Midwifery Board of
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Australia. This means that the title is not protected by the National Law. Some nurs-
ing positions other than the NP position can require credentialing. The Queensland
Health Service Directive requires, for example, that ‘nurses and midwives intending
to engage in a specific scope of practice are credentialed and have a current, docu-
mented scope of practice’ (Queensland Health Service Directive 2020).

There is no professional nursing or midwifery organisation for the CNS in
Australia or professional certification requirement for these positions. Governance
of the role and the associated scope of practice primarily lies with employing health
service. Nonetheless, credentialing has been explored and developed for some
specialist practice in Australia. For example, the Australian College of Critical Care
Nurses” (ACCCN) launched their inaugural credentialing model in 1998 (Chiarella
et al. 2008). The latest edition was published in 2015 (Australian College of Critical
Care Nurses 2015). Credentialing can be awarded to the critical care nurse who is
deemed to practice at or above the level of the Competency Standards for Specialist
Critical Care Nurses (Duffield et al. 2011). Credentialing is also available for mental
health nurses through the Australian College of Mental Health Nurses. To be
credentialed, the mental health nurse will be a specialist nurse who demonstrates
registration, education, practice, professional development and professional integ-
rity (The Australian College of Mental Health Nurses n.d.).

18.8 Moving Forward: Challenges and Opportunities

The CNS position is not found in all states and territories in Australia, although
arguably there are equivalent roles, including the CNC position. The lack of national
governance of the CNS role via the nursing regulatory authorities or single
professional organisation and a dominance of industrial awards with respect to role
definitions and titles means that a unified approach to the CNS role is not likely in
the near future.

Much of what has been written about specialist and advanced roles demonstrates
diversity in the positions and roles, including titles with resultant ambiguity and
confusion (Duffield et al. 1995, 2011; Elsom et al. 2006). Furthermore, these posi-
tions and role responsibilities are determined industrially and not predominantly by
the profession (Duffield et al. 2011). Although there is national regulation of regis-
tered nurse positions and nurse practitioners, other specialist and advanced practice
positions are not. It is argued that an ad hoc approach to and a lack of coordination
to the defining of clinical practice can result in a large number of ‘highly special-
ised, small and potentially similar areas of practice’ (Duffield et al. 2011). These
authors argue that a more coordinated approach to these roles and positions may
result in increased efficacy of resources. The authors of the 2006 study of specialist
nurses in SA have also argued that ‘formal description and evaluation of the role is
an essential prerequisite to determining the role’s impact on health care’. A more
recent study argues that further research is required to (more clearly) articulate CNS
role descriptors as the boundaries between the CNS and CNC descriptors are blurred
(Luck et al. 2015).

Back in 2006, it was asserted in one study that while anecdotal evidence existed
to support the nurse specialist role in Australia, empirical evidence is required to
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demonstrate clinical and educational outcomes and outputs (Dunn et al. 2006). The
most recent and significant study of advanced practice nursing in the Australian
context (Gardner et al. 2016) provides some guidance on the direction of practice
and role development while noting that the CNS position is not specifically
articulated. Nonetheless, the study demonstrates that advanced nursing practice can
be measured as a ‘level of nursing practice’ as opposed to labelled roles or positions.
The authors while further acknowledging the difficulty with robust definitions and
profiles of the advanced practice nurse role argue that there is opportunity to address
these needs by the development of a model for advanced nursing practice, including
standardisation across Australian jurisdictions (Gardner et al. 2016, 2017a, b).

A further challenge is the lack of literature which addresses the impact on patient
care and healthcare outcomes where a CNS is involved in the care (Dunn et al.
2006). Where the CNS role is explicitly stated, the focus of the literature has been
in role definition, classification and profiles. With the new focus on the area of
advance practice of nursing in Australia with the 2019 release of the ACN white
paper, this deficit may be addressed. The ACN assert that this white paper provides
a strategy for health service improvement for cohorts in the Australian population
who receive less equitable and timely healthcare. An advanced practice nursing
model is a viable solution to address this area of need. Further research will benefit
measurement of new and expanded roles and areas of practice.

The literature provides a range of examples where patient and health needs have
driven specialist nursing roles in the Australian context. The following two
exemplars have emerged to address the complex health needs of patients with
cancer. There is assertion that patients with complex needs have to be cared for by
a multidisciplinary team including a specialist nurse. In one study, it was shown that
the specialist gynaecological-oncology nurse was seen by the multidisciplinary
team as ‘being the glue in the team’. A key finding of this study revealed the view
by participants that patients not cared for by a team with a specialist nurse were
disadvantaged (Cook et al. 2019).

18.9 Exemplar of CNS Practice
18.9.1 Specialist Breast Nurse in Australia

In 2003, the National Breast Centre (NBCC) commenced a project aimed at defin-
ing a set of competencies for the specialist breast nurse (SBN) to improve the out-
comes of women with breast cancer (Yates et al. 2007). The competencies
complemented the existing nursing competency standards for breast cancer care.
Over 60 stakeholders were involved in the development of the competency and
education standards including registered nurses clinically involved in the specialty
area and those holding management and academic positions. Medical and allied
health personnel were also consulted along with a national consumer advocate. The
SBN was defined as a registered nurse who applies advanced knowledge to manage
women with breast cancer across the continuum of care. The scope of practice
included diagnosis, treatment, rehabilitation, follow-up and palliative care. The
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domains of care were defined as supportive care, collaborative care, coordinated
care, information provision and education and clinical leadership.

18.9.2 Prostate Cancer Specialist Nurse in Australia

In the early 2000s, it was recognised that prostate cancer rates in Australia were
increasing (Sykes 2011). The treatment strategies for prostate cancer can have a
significant impact on the quality of life. The role of this nurse to provide information
and support is critical and acknowledged by the National Institute of Clinical
Excellence in Improving Outcomes in Urological Cancer Document in 2002 (Sykes
2011). Cancer nurse coordinators are already established in Australia with a defined
scope of practice including psychosocial assessment and supportive care. It was
identified that there was not a designated role for the nurse providing exclusive
support for prostate cancer patients. This leads to the development and roll out of
national program of prostate cancer specialist nurses (Sykes 2011).The core
capabilities of the prostate cancer specialist nurse included (1) professional practice
at a systems level; (2) critical thinking and analysis, quality improvement and
research; (3) provision and coordination of care including the assessment, planning,
implementation and evaluation of care for people affected by cancer and disease and
treatment-related care; and (4) collaborative and therapeutic practice. One university
in Australia—La Trobe—conducts a specialised course of study that prepares regis-
tered nurses to care for men with prostate cancer (La Trobe University n.d.). It is a
short course that is offered by the School of Nursing and Midwifery and includes a
comprehensive overview of physiology, pathophysiology, treatment options and
psychosocial care for the patient and family. It is offered as an online course of 52
contact hours. All registered nurses in Australia are qualified to undertake the
course, and there is no minimum requirement of a bachelor’s degree (La Trobe
University n.d.).

The position of the prostate cancer specialist nurse is a new concept in Australia,
and it is important to evaluate the role to measure the impact on both the patient and
the healthcare system. A national program manager is now in place for the purpose
of establishing the program nationwide in Australia and to evaluate outcomes.

18.10 Conclusion

This chapter has introduced and provided a discussion of the CNS role, as a subset
of advanced practice nursing in the Australian context. This chapter highlights a
number of nuances that provide a picture of the role, the nurse profiles and scope of
practice. While all CNSs are registered nurses, the role itself is not a registrable
position in the National Law. As such, the title and scope of practice is not regulated
by the Nursing and Midwifery Board but rather is detailed in the respective Industrial
Award with practice being governed by the employer. Where the specialist nurse
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chooses to be credentialed to enable expanded scope of practice, then the college of
the speciality can have oversight if this has been established.

The CNS in Australia is not necessarily required to have postgraduate qualifica-
tions, although this can be viewed as supporting the assertion and requirement of
possessing the required knowledge of the practice area. In keeping with the fact that
the role is not regulated by the Nursing and Midwifery, there are not defined com-
petencies for the CNS role, although specialist professional groups have defined
their own. Minimal literature was identified that demonstrated exploration of the
impact on patient or healthcare outcomes related to the practice or influence of the
CNS role and should be addressed to ensure contemporaneous understanding of the
role and effect and to ensure all advanced practice is assessed for efficacy, value and
sustainability of this area of nursing. Some of the identified literature identified role
titles which reflected specialist knowledge but omitted the word clinical, for exam-
ple, as in the two provided examples, ‘specialist breast nurse’ and prostate cancer
specialist nurse’. While there are differences in titles, there is a link to the overarch-
ing intent of these positions in that they provide an advanced level of skill and
knowledge for the provision of expert and comprehensive care to patients. In the
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renewed focus on advanced practice nursing by the Australian peak nursing body,
the ACN provides not only a challenge to nurses and practice but an invitation to
governments and health organisations to see nursing practice as a viable option to
address healthcare and service inequality in areas of Australia and for vulnerable
populations (Fig. 18.1).
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Abstract

A number of factors have influenced the embedding of the clinical nurse special-
ist (CNS) role in New Zealand (NZ) since its first inception in the 1970s. The last
20 years has seen a proliferation of CNS roles, and it is now the most common of
the two advanced nursing practice roles in NZ. The CNS role is not title-protected
and is regulated within the registered nurse scope of practice. Individual CNS
roles are determined by employers, which has resulted in confusion about the
function and nature of the role. What is lacking is a clear national definition,
competency assessment and educational pathway that is agreed on by CNS’s,
employers, nursing organisations and Nursing Council of New Zealand. The
development of a CNS model, which reflects the diverse nature of the role, is
crucial for the full potential of the CNS role to be realised.
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Abbreviations

ANP Advanced Nursing Practice

CCp Clinical Career Pathway

CNS Clinical Nurse Specialist

DHB District Health Board

MECA  Multi Employment Collective Agreement
MOH  Ministry of Health

NCNZ  Nursing Council of New Zealand

NENZ  Nurse Executives of New Zealand

NP Nurse Practitioner
NS Nurse Specialist
NZ New Zealand

NZNA  New Zealand Nursing Association

NZNO New Zealand Nursing Organisation

PDRP  Professional Development Recognition Pathway
RN Registered Nurse

SCN Specialty Clinical Nurse

19.1 Clinical Nurse Specialist: New Zealand

The role of the clinical nurse specialist in New Zealand (NZ) needs to be considered
in the unique context of biculturalism and the principals of the Te Tiriti o Waitangi
(Treaty of Waitangi). This founding document between the government and Maori
(indigenous people) is enshrined in legislation (Ministry of Justice 2016). Nursing
and, therefore, the clinical nurse specialist role (CNS) incorporates the principles of
partnership, protection and participation, which provides a framework for cultural
safety, with the aim of reducing health inequities (New Zealand Nursing Organisation
[NZNO] 2011).

Government funding is provided to 20 District Health Boards (DHB’s) based on
population data. Each DHB is responsible for implementing government strategies
and meeting national targets determined by the government. NZ has a dual healthcare
system of publicly and privately funded healthcare (New Zealand Parliment 2009).
The majority of CNS positions sit within the DHBs. A key focus for employers and
nursing is to ensure that all nurses are working to their full scope of practice in order
to contribute to meeting health targets and improving the health and well-being of
the NZ population.

Whilst there are many key stakeholder organisations within NZ that influence the
nursing to a varying degree, there is a lack of coherent professional nursing and
political strategies that foster the development of advanced nursing roles other than
the NP. Some of these key organisations include the Nursing Council of NZ (NCNZ,
est. 1903), National Nursing Organisation (NNO), Nurse Executives New Zealand
(NENZ), New Zealand Nurses Organisation (NZNO), College of Nurses and
Ministry of Health (MOH).
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19.1.1 Clinical Nurse Specialist Role: New Zealand History

New Zealand’s first documented clinical nurse specialist (CNS) role was an
18-month pilot undertaken in the early 1970s (Jollands 1975). The aim of this pilot
was to develop a role that provided advanced nursing care to increasingly complex
patients. The outcomes of the research were aimed at developing a career structure
that recognised the importance of clinical experts at the bedside. The evaluation of
this pilot demonstrated the benefits of the CNS role, with recommendations for
increased CNS positions (Jollands 1975).

Over the next 20 years, healthcare underwent restructuring and reform, creating
a turbulent environment. During this time, advanced nursing practice (ANP) roles,
including that of the CNS, were developed in an ad hoc way, which resulted in
limited embedding (Christensen 1999; Isles 2005). Whilst the concept of clinical
career pathways (CCP) was discussed in 1976, it wasn’t until 1989 that New Zealand
Nursing Association (New Zealand Nurse Association 1976) introduced an advanced
certification which specifically excluded specialist credentialing. This was a
voluntary process that provided professional recognition, but did not reflect changes
to the nurse’s employment conditions (Isles 2005; Bloomer 2010). In 1991, the
political reform with the introduction of the Employment Contract Act resulted in
further fragmentation of the nursing profession due to the disestablishment of
collective bargaining.

By the late 1990s, the CNS role started to proliferate in New Zealand. In 1998,
the Ministerial Taskforce report highlighted the importance of the CNS role and its
contribution to improved patient outcomes. Furthermore, they recommended these
roles be “recognised and endorsed by Nursing Council” (Ministry of Health [MOH]
1998: 28). This key report goes on to advocate that NCNZ “develop competencies
linked to nationally consistent nursing titles, so that all nurses using a particular title
can be recognised as having particular competencies” (Ministry of Health [MOH]
1998: 38). NENZ reinforced this viewpoint with their position statement in 1998,
which proposed two ANP roles: the CNS and nurse practitioner (NP) (as cited by
Jacobs, 1998). This position remains unchanged (Nursing Executives of New
Zealand [NENZ] 2014).

In juxtaposition to NENZ and MOH, a workshop of nurse leaders (1999) recom-
mended that only one regulated ANP title be endorsed, that of the NP (Christensen
1999). In response, NCNZ (Nursing Council of New Zealand [NCNZ] 2001) devel-
oped a framework for post-registration education, which specified standards for
specialty and ANP, but specifically did not align these to titles. The NP role was
subsequently regulated in 2001 (Nursing Council of New Zealand [NCNZ] 2017).
The literature shows that the focus of nursing organisations and NCNZ has been on
the development of the NP role (Roberts 2009).

Despite this focus on the NP role, their numbers have been slow to grow with
only 242 practicing NPs in 2017 (Nursing Council of New Zealand [NCNZ] 2015).
In contrast, the CNS position has continued to proliferate with approximately 1500
CNSs’ employed in the DHB sector alone in 2015. This is nearly 6% of the regis-
tered nursing workforce, twice that identified in 2007 (Coleman, 2015). It is
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interesting that Coleman (Minister of Health) collated this data, as Nursing Council
collects yearly statistics on the number of registered nurses (RN) and NPs but
not CNSs.

19.1.2 NZ Definition of a Clinical Nurse Specialist Role

Internationally and in NZ, there is confusion and lack of clarity surrounding the CNS
role (Carryer 2014; Holloway 2011). Whilst it is acknowledged as an ANP role in NZ
by nursing academics, MOH, nursing organisations and employers (Ministry of
Health [MOH] 1998; Nursing Executives of New Zealand [NENZ] 2014; NZNO
2015; South Island Alliance 2018), a consensus on a national definition has not been
reached (Isles 2005; Roberts 2009; Carryer 2014; Holloway 2011; Cumming 2008).
Confusion exists around defining a specialist level of practice and the distinct role of
the CNS. This leads to variable interpretation of titles such as specialty clinical nurse,
nurse specialist and CNS. Concepts for the CNS role were identified from the grey
literature as outlined in Table 19.1. These concepts include advanced nursing prac-
tice, specialist care and knowledge, research, evidence-based practice and leadership.

19.1.3 Conceptualized Models of Clinical Nurse
Specialist Practice

Currently within NZ, there is no national model that conceptualises CNS practice
and the three spheres of influence: organisational, nursing practice and patients/
whanau (National Clinical Nurse Specialist Competency Task Force 2010). Several
DHBs have undertaken reviews of nursing roles and have developed their own
model of practice, which may include a nurse specialist or CNS. Frameworks
developed by Holloway (Holloway 2011), South Canterbury DHB (South
Canterbury District Health Board 2017) and NNO (National Nursing Organisation
[NNO] 2004) present nursing roles in a hierarchical framework, based on
specialisation and postgraduate attainment. The NZNO model of care document
suggest CNSs should work at the full scope of their practice, which is currently the
RN scope of practice (New Zealand Nursing Organisation [NZNO] 2011).

The New Zealand Nursing Specialist Framework (NZNSF) developed by
Holloway (Holloway 2011) is the foundation for a national process to endorse
specialty standards. Prior to this, individual specialty groups were developing
their own frameworks, and there was little consistency (Cassie 2011). The
NZNSF has been developed on the basis of capability rather than competency,
with three components, namely, role adequacy (level of practice), role legitimacy
(legitimate specialty) and role support (specialty nursing group to set and
authorise standards). Holloway (Holloway 2011) suggests a nurse specialist may
demonstrate the required capabilities, but not hold a designated CNS title (p 145,
Table 19.1). This creates further confusion surrounding specialist practice and
the CNS role.
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Table 19.1 Overview of the definitions provided by the independent professional bodies

Professional body
NZNO

NZNO MECA

National
Professional
Development
Working Party
(PDRP)

National Nursing
Organisations

Nurse Executives
NZ (NENZ)

South Island
Alliance

Date
2011

2015

2005

2014

2014

Accessed
2018

Definition of CNS role

Defined advanced nursing practice (ANP) and included roles
of NP and CNS. “The scope of ANP is distinguished by
autonomy to practice at the edges of the expanding boundaries
of nursing. It is firmly grounded in the unique body of
knowledge that is nursing. In ANP the nurse makes use of the
scientific theories, drawn from nursing and other disciplines,
as well as current research which enable articulation of sound
rationale for the selection of nursing actions” (p1. Para5.)
“Focus on care delivery, Providing specialist nursing/
midwifery care and expertise, both in direct care delivery and
in support to other staff in the management of a defined
patient group/area of specialty practice

Researching, evaluating, developing and implementing
standards of nursing/midwifery practice in the specific area of
practice. Leads the development of pathways, protocols and
guidelines in the specific area of practice” (p75.)

Provides specialist nursing care, teaching, specialist care
coordination, research evidence-based-practice
implementation. Describes ANP of which the CNS is
recognised within this role

Expert nurses working in specific areas of practice with
advanced knowledge and skills, providing mentorship. Often
has additional educational qualifications and designated
prescriber status

“The CNS is a registered nurse who uses advanced specialised
clinical knowledge to practice within a defined specialty or
specialties” (p3. paral.) CNS works within >1 of 3 spheres of
nursing influence—patient/client nursing practice, nursing
standards, nursing personnel and organisation/systems.
Advanced specialist and nursing knowledge. Key role
components include clinical expertise, collaboration,
consultation, education, research and leadership

“Defines specialist area of practice with specific skills or
interventions related to management of disease or health
issues.” (pl.)

ANP, specialist care — may include designated medical
responsibilities, diagnostics and implementation of treatment
protocols. Extended/Expanded roles dependent on patient
need. Education. Maybe involved in leadership and policy

19.1.4 Clinical Nurse Specialist Practice Competencies

Although the Ministerial Taskforce (1998) urged the NCNZ to develop CNS com-
petencies, this never occurred (Roberts 2009; Cumming 2008; Jacobs 2000). In
2007, the multi-employer collective agreement (MECA) developed role descriptors
for designated senior nurses including the CNS. Results of a survey of participants,
at the inaugural national CNS forum in 2009, showed that CNS role components
matched with MECA descriptions (Cumming 2012). However, although being used
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Fig. 19.1 Role components: how CNS practice matched with MECA definitions (2009). **Table
provided with permission from Cumming (2012: 22)

by many employers, the MECA descriptors fail to show the depth and breadth of the
role (Fig. 19.1).

In research undertaken by Roberts (2009: 2), thematic analysis showed four
areas of CNS practice: leader, clinical expert, coordinator and educator. She clearly
identifies that the CNS role goes beyond the Nursing Council RN scope and urged
NCNZ to develop a separate scope of practice for the CNS. This is supported by
current research illustrating domains of practice for ANP roles including direct care,
support of systems, research, education and professional leadership (Carryer et al.
(2018). An important finding was the similar profile between the NP and the CNS
with both sitting within the advanced practice scope. Carryer (Carryer et al. 2018)
also suggests that the employer’s choice of creating either of these two ANP roles
should be based on service needs.

19.1.5 Clinical Nurse Specialist Education and Credentialing

Nursing Council is responsible for setting standards for nursing scopes of practice,
as well as monitoring and accrediting nursing education programmes. The only
formal credentialing requirement for a CNS is to hold a current RN practicing
certificate (Nursing Council of New Zealand [NCNZ] 2016), which includes an
approved nursing qualification and current assessment of NCNZ RN competencies.
The Professional Development and Recognition Programme (PDRP) includes
competent, proficient and expert RN, as well as a senior nursing level. There is no
mandatory requirement to complete PDRP at any level; however, some employers
mandate that CNSs participate at the senior nurse level (New Zealand Nursing
Organisation [NZNO], College of Nursing Aoteroa NZ 2012; PDRP Document
Review Project Team 2017).

The NZ MOH Strategy (Minister of Health 2016) strongly advocates for educa-
tional development of the nursing workforce. Specific funding is allocated for post-
graduate study to meet increasingly complex healthcare needs and health inequities.
Health Workforce NZ was established in 2007 to reduce the barriers to nurses
accessing funding for postgraduate education. This is supported by literature in
which Barnhill et al. (2012), recognised that a key aspect of ANP is postgraduate
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education. This fosters critical components of ANP such as critical thinking,
increased confidence and development of a broader understanding of nursing
practice.

There is no nationally agreed educational qualification for the CNS position.
Individual employers determine prerequisites for these roles, which has led to
inconsistencies. Roberts (2009) reviewed 15 job descriptions, which showed varied
postgraduate requirements. She identified that only 60% of employers required the
RN to either be working towards or hold some form of postgraduate qualification.
However, postgraduate nursing education has gained momentum, with Carryer
et al. (2014) research reporting 43% (n = 420) of CNS respondents hold a master’s
degree. Key stakeholder documents are now reflecting the need for a CNS to hold a
minimum of a postgraduate qualification (Nursing Executives of New Zealand
[NENZ] 2014; South Island Alliance 2018; South Canterbury District Health
Board 2017).

Postgraduate programmes have been developed in accordance with requirements
of the Health Practitioners Competence Assurance Act (2003) and NCNZ
Competencies for the RN Scope of Practice (Health Workforce New Zealand
[HWNZ] 2017). There is only one NCNZ accredited master’s degree programme
for registration as an NP (Nursing Council of New Zealand [NCNZ] 2017). Although
here is no formalised postgraduate educational programme for the CNS, many have
undertaken the same master’s education as the NP.

19.1.5.1 Nurse Prescribing

Jacobs and Boddy (2008) claim the first discussion occurred in 1992 in relation to
RN prescribing. In 1998, the intention to enable limited prescribing was met with
concerns by both nursing and medicine. The NP role gained authorised prescribing
status in 2005 (Walton 2006), and in 2014, NCNZ mandated that all new NPs had
to prescribe (Nursing Council of New Zealand [NCNZ] 2014). Discussion has
ensued looking at other RN prescribing, and in 2015, there was agreement that
limited prescribing rights would be offered to suitably qualified and experienced
RN, working in primary care and specialty practice (Ministry of Health [MOH]
2016). These prescribing rights were not allocated to any specific title, rather to
those working within a collaborative team (New Zealand Nursing Organisation
[NZNO] 2013). Diabetes nurse specialists (DNS) undertook the first RN prescribing
pilot in 2011 (Philips and Wilkinson 2015). This trial was demonstrated to be safe
and clinically effective with no adverse events reported (Budge and Snell 2013).

A limitation of NZNO’s current 20182023 nursing strategy is its lack of recog-
nition around the CNS role. It does, however, identify prescribing as an essential
area for advanced practice and the need to apply sufficient support and funding for
this to occur (New Zealand Nursing Organisation [NZNO] 2018). Given NZNO’s
lack of acknowledgement of the CNS role, it is surprising that the NZNO Chief
Executive, Musa, was quoted as stating that prescribing will enable CNS’s to work
at their full scope (Unknown 2018).
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19.1.6 Outcome Measures and Evaluation

There is increasing pressure on healthcare services to deliver timely, accessible and
equitable care within an increasingly complex healthcare system (Ryall 2007). It is
essential that CNS’s demonstrate their value and place within the healthcare environ-
ment. Currently, key performance indicators are determined by employers within job
descriptions. However, improved service delivery and patient outcomes from CNS
interventions are starting to emerge in NZ literature, as evidenced by the following
examples. The findings of a CNS-led glaucoma clinic audit showed a marked reduc-
tion in waiting list numbers and wait times for a first specialist appointment (Slight
et al. 2009). Similarly, increased cost effectiveness and accessibility to retinal medi-
cal treatments in an ophthalmology service were achieved by CNS’s undertaking
intravitreal injections of anti-vascular endothelial growth factor, for macular degen-
eration, with minimal complications (Samalia et al. 2016). A gerontology nurse spe-
cialist (GNS) utilised a geriatric assessment tool to identify at-risk older people in
primary health. Whilst this research showed no statistically significant results in
terms of the expected outcomes, i.e. hospital admissions, it did enable the GNS to
initiate significantly more multidisciplinary referrals and care coordination for those
at risk (King et al. 2018). These examples illustrate some of the contributions CNS’s
make to improve health outcomes and to highlight the importance of CNS’s demon-
strating their practice and publishing research.

19.1.7 Moving Forward: Challenges and Opportunities

The confusion that surrounds the CNS role is not confined to NZ (Isles 2005;
Cumming 2008). One aim of the NZNO MECA (New Zealand Nursing Organisation
[NZNO] 2007) was to reduce the number of nursing titles. However, we would
argue that this has added to the confusion due to the similarity between the specialty
clinical nurse (SCN) and CNS titles (Roberts et al. 2011). NCNZ’s development of
guidelines for expanded practice for the RN adds further to this confusion for
employers and nurses. These guidelines include educational requirements,
competencies and a framework for employers. Given the work NCNZ has put into
developing these expanded practice guidelines, it is surprising NCNZ has not been
able to provide the same level of clarity for the CNS.

The opportunity therefore lies in reaching consensus with key stakeholders,
nursing organisations, employers and CNS’s in defining the CNS role. It is essential
that we utilise international models of CNS practice (European Specialist Nurses
Organisation 2015; Tazim Virani and Associates 2012), alongside local literature to
open discussions. The challenge, however, will be in getting agreement from all
parties (Roberts 2009) on a definition, approved postgraduate educational
qualification pathway and competency assessment for the CNS, similar to that
provided for the NP. This would strengthen the role and provide role clarity for
employers, tertiary providers, CNS’s and the consumer (Roberts 2009;
Cumming 2008).
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19.1.7.1 Development of a National CNS Group

In 2009, the first CNS national forum was held. A survey undertaken of participants
identified that CNS’s wanted a national group and a defined scope of practice
(Cumming 2012). At the CNS conference in 2013, participants signed a charter for
the development of a national CNS group. From this, a working committee was
formed to lead an independent national group, later to become the Clinical Nurse
Specialist Society New Zealand (CNSSNZ, 2015). With the development of
CNSSNZ came opportunities for supporting CNS’s across NZ as a professional
body. This in turn has its own unique opportunities and challenges in terms of
engagement both with CNS’s and key stakeholders. The overall aim of the society
is to increase visibility and to give CNS’s a voice in addressing the challenges previ-
ously described. Similar to that undertaken internationally, an evidence-based
approach will be taken to address these issues.

19.1.8 Exemplar of Clinical Nurse Specialist Practice

19.1.8.1 Quality Initiative: CNS Exemplar

Across child health, children experience a number of anxiety provoking and painful
procedures including the placement of intravenous (IV) needles. Procedural
preparation includes using age appropriate words to reflect the necessity of the
procedure, engaging the child through utilisation of play and distraction (Bray et al.
2015) and appropriate analgesia. Commonly, topical anaesthetic creams are used to
numb the site of injection. This intervention has its own complications, is expensive
and can take an hour for optimal effect.

RW is a paediatric oncology CNS who observes the pain and distress children
experience due to IV insertions, injections and accessing implantable ports. RW
identified an alternative to the current practice of using topical anaesthetics to numb
injection sites in an article published in a Children’s Healthcare Australasia
newsletter. The article reported on the use of a handheld device that acts almost
immediately (10 seconds) to cool and numb an injection site, resulting in patients
experiencing reduced pain with IV insertions.

Realising this could greatly improve the experience for her patients, RW con-
tacted the Australian Hospital medical imaging team that had successfully used the
device for over 5000 cannulations. She also contacted the Australasian distributor
who offered to loan a device for a trial period and provide staff education on its use.
With the information gathered, RW discussed the device with relevant key
stakeholders including the quality coordinator. A decision was made to undertake a
pilot study of the device in one paediatric ward. RW worked closely with the nurse
educator to develop the education plan prior to implementing the pilot.

Prior to use, the device was assessed by the medical physics and bioengineering
department and the infection prevention and control team. Instructions for safe use
and cleaning of the device were written. A qualitative evaluation survey was
designed to capture the parents/child’s experiences of the device. The cooling device
was applied to sites prior to intravenous cannulation venepuncture, accessing
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implantable ports and injections. The overall results from the survey demonstrated
that the device provided an improved patient and family experience by reducing
pain associated with treatment and reducing waiting times.

RW undertook an economic analysis of the device and estimated that this change
in practice has potential savings of $8750 per 1000 + applications. The successful
pilot study findings and predicted cost savings have led to the device being
introduced throughout the paediatric department and the wider hospital.

This quality initiative is closely aligned to the organisation’s vision to deliver
better outcomes for the patient. This supports the overarching commitment of the
regional alliance partners and central government policies, for improved quality,
safety and experience of care whilst ensuring best value from public health system
resources (South Island Alliance 2018; Minister of Health 2016). RW has presented
this quality initiative at a number of national conferences; as a result, the device is
at various stages of being introduced across other DHBs and in the private healthcare
sector in NZ.

This exemplar illustrates how RW meets several of the advanced practice capa-
bilities within the New Zealand Child Health Nursing Knowledge and Skills
Framework (College of Child and Youth Nurses NZNO, Royal New Zealand Plunket
Society 2014). Examples of this include advocacy for service development where
needs are identified and provision of an environment that promotes safety, security
and optimal health for children and families, including therapeutic relationships.

19.1.9 Conclusion

A number of factors have influenced the embedding of the CNS role in New Zealand
since it was first introduced in the 1970’s. The last 20 years have seen a steady
increase in CNS numbers; it is now the most common of the two ANP roles in
NZ. A key challenge for CNS’s across NZ is in addressing the invisibility of the
CNS role (Cumming 2008; Roberts et al. 2011). Litchfield (2002) forecasts the
negative effect of creating a “professional elite”, which has occurred through the
development of a hierarchical nursing paradigm, following the creation of a single
regulated NP role (Nursing Council of New Zealand [NCNZ] 2017; New Zealand
Nursing Organisation [NZNO] 2018). It is now critical that CNS’s challenge the
perception by some, that the NP role is the pinnacle of nursing practice (Holloway
2011; Carryer et al. 2018; Roberts et al. 2011; Ministry of Health [MOH] 2002) and
that the CNS is a stepping stone to NP.

With the growth and development of the CNS role, the MOH recommendations
(1998) to develop competencies for the CNS role deserves serious consideration by
NCNZ. Research supports the recognition of the CNS as an ANP role in NZ (Roberts
2009; Carryer et al. 2018); however, a clear national definition, competency
assessment and educational pathway that are endorsed by key stakeholders are lack-
ing. It is acknowledged that with approximately 1500 CNS’s in NZ, the task of
credentialing these nurses will require significant resources and commitment by



19 Clinical Nurse Specialist Role and Practice in New Zealand 277

NCNZ. Finally, the challenge is to create a model that reflects the depth and diver-
sity of the CNS role; without this, the full potential of the role will not be realised.
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20.1 Introduction

Globally, nursing developed as a profession following different paths. Local,
regional, and national policies, politics, norms, and traditions all played a part in
shaping how nursing is practiced in any country. Nonetheless, nursing has contin-
ued to develop in response to a common denominator, the health and well-being of
the public we serve. Nursing practice assures care and comfort for our fellow
humans by preventing or reducing risk of disease and harm, relieving distressing
symptoms, promoting physical and cognitive functioning, and maximizing quality
of life. Nursing interventions are universal in scientific grounding and unique in
application. All nurses, regardless of educational preparation, regulatory title, or
professional credentials, are dedicated to the same mission.

In response to the public’s need for expanded, advanced, and complex care inter-
ventions, the nursing profession is creating clinicians who practice at advanced lev-
els. Advanced practice nurse roles are established in some countries, evolving in
additional countries and still emerging in other countries. Advanced practice nurses
have expert knowledge, complex decision-making abilities, and enhanced skills for
an expanded scope of practice that is shaped by the country and context in which a
nurse is credentialed for practice (International Council of Nurses 2020). Advanced
practice nurses are graduates of a nursing program holding legal or other required
credentials for practice as a generalist registered nurse. Building upon generalist
scope of practice, an advanced practice nurse earns a graduate degree in nursing
from a program that prepared graduates for an advanced nursing role. Where gradu-
ate nursing degrees are not available, transition programs can fill in the gap between
generalist education and advanced practice educational standards. Preparation and
recognition of advanced practice nursing roles vary globally.

The most recognized advanced nursing practice roles are clinical nurse special-
ist, nurse practitioner, and nurse anesthetist. In some countries, nurse midwives are
recognized as advanced practice nurses, depending on educational preparation and
scope of practice. Several countries, including Australia, the United Kingdom, and
Hong Kong, use the title clinical nurse consultant (CNC) to designate a practice role
consistent with CNS practice (International Council of Nurses 2020; Bryant-
Lukosius and Wong 2019).

A “nurse specialist” is defined by the International Council of Nurses as a nurse
prepared beyond the level of a generalist and authorized to practice in a specialty
area with advanced expertise (International Council of Nurses 2009). These special-
ist nurses have extensive experience, complete specialized courses, modules, and/or
on-the-job training. The scope of practice may include clinical, teaching,
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Fig. 20.1 Progression from generalist nurse to clinical nurse specialist (ICN 2020)

administration, research, and consultant competencies. However, while not an
advanced practice role, the nurse specialist role is considered a step in the progres-
sion toward achieving the CNS role (International Council of Nurses 2020). See
Fig. 20.1.

The emergence of advanced practice nursing roles is an important and essential
initiative for the nursing profession in fulfilling the social mandate to meet the pub-
lic’s need for nursing services. In moving forward with developing advanced roles,
we should acknowledge the important contributions all nurses make to the health of
the populations we serve, support our colleagues at all levels and in different roles,
and seek pathways for more nurses to advance their education.

20.2 Role Definition, Practice Competencies, Outcomes

Clinical nurse specialist is an advanced practice role. Role is defined as a set of
expected functions of a person and is characterized by a pattern of behavior in a
given social context (Fulton 2020). Nursing has many different functional roles
such as those for advanced practice nurses and still others for educators, administra-
tors, and informaticists to name just a few examples. Practice is the act of applying
role-specific knowledge and skill to achieve desired outcomes. Practice competen-
cies are statements of actions a person in the role uses to achieve desired outcomes.
The CNS role, like other advanced roles, is guided by CNS-specific practice com-
petencies that delineate expected practice behaviors. Role competencies are devel-
oped by professional organizations and other stakeholders with deep knowledge
about the functions of and expected outcomes for the role. Role competencies for
advanced practice nurses are learned through formal academic preparation at the
graduate level that includes knowledge acquisition, skill development, and compe-
tency attainment through supervised clinical experiences (Fulton 2020).

CNS practice competencies are organized by practice domains. In 1998, the
National Association of Clinical Nurse Specialists in the United States, using a rigor-
ous and iterative process, proposed and has since recognized CNS practice in three
domains: direct patient care, advanced nursing practice, and system-level changes
for improved outcomes (Baldwin et al. 2009; National Association of Clinical Nurse
Specialists 2019). A three-domain model has been supported by findings from an
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extensive literature review that identified three substantive areas of CNS practice:
managing care of complex and vulnerable populations, educating and supporting
nursing and interdisciplinary staff, and facilitating change and innovation within
healthcare systems (Lewandowski and Adamle 2009). In Finland, CNS practice is
organized into four domains — advanced clinical practice; practice development, con-
sultation, and staff education; organizational leadership, and; scholarship (see Chap.
9). The Canadian Nurses Association organized CNS practice competencies into four
domains: clinical care, systems leadership, advancement of nursing practice, and
evaluation and research (Canadian Nurses Association 2014). The United Kingdom’s
Position Statement on Advanced Level Nursing identifies four domains for all
advanced practice roles—direct clinical care, leadership and collaborative practice,
improving quality in developing practice, and developing self and others (UK
Department of Health 2010). Except for the National Association of Clinical Nurse
Specialists in the United States, no other professional organization has developed
CNS practice outcome statements corresponding to the practice domains (National
Association of Clinical Nurse Specialists 2019). Outcome statements establish
expectations and provide CNSs, other providers, employers, and the public with a
foundation for evaluating CNS contributions to health outcomes and establishing the
value of the CNS role in healthcare.

Three countries have professional CNS organizations: the National Association
of Clinical Nurse Specialists in the United States, the Clinical Nurse Specialist
Organization of New Zealand, and the Japanese Association of Certified Nurse
Specialists. In many other countries, CNSs comprise discrete units, such as a coun-
cil, within larger nursing organizations, or may be included in units dedicated to the
interests of advanced practice nursing roles. The nurse practitioner/advanced prac-
tice nursing network of the International Council of Nurses (ICN) is an example of
a unit dedicated to advanced practice roles, including CNSs, within a larger organi-
zation, ICN.

Table 20.1 is a summary of the description, competencies, education, and cre-
dentialing of CNSs across the countries discussed in this book.

20.3 Educational Standards

Each advanced practice role, including CNS, should have a unique curriculum
designed to provide graduates with the academic content to achieve role competen-
cies. Through formal, higher education, CNSs learn to analyze, synthesize, and
apply nursing knowledge, theory, and research evidence to improve patient out-
comes through direct care delivery and indirectly through system-wide changes and
the advancement of specialty nursing care and the nursing profession. Ideally, the
graduate program includes supervised clinical experiences designed to support
knowledge application and skill development necessary to achieve beginner-level
CNS competencies.

Globally, CNS education is influenced by the structure of nursing education in a
country. In Taiwan, a CNS receives a master’s degree after progressing through four
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levels of education (see Chap. 14). The ladder steps are basic nursing (1 year), clini-
cal care nursing (2 years), coaching and holistic care training (3 years), and research
and specialized training (4 years). Graduates are prepared to practice as system
leaders by providing high levels of direct care to complex patients, consulting with
and coordinating interprofessional teams, and conducting research and evidence-
based innovation projects.

Like Taiwan, Turkey has a structured educational pathway. The title “nurse spe-
cialist” is used in Turkey to designate a practice role consistent with CNS practice.
Specialist nurses in Turkey must complete a master’s degree consisting of specified
courses, a research study in a specialty subject, and clinical practice hours. Graduates
are prepared to provide direct care, assist other nurses in professional development,
and consult with other providers, institutions, and organizations related to their spe-
cialty expertise (see Chap. 15).

In Canada, Finland, and the United States, a graduate degree, either master’s or
doctorate, is expected. Graduates practice in the domains of patient care, nursing
practice, and systems/leadership. In Australia, New Zealand, and the United
Kingdom, opportunities for graduate education are limited, and various configura-
tions of post-generalist education are used to prepare CNSs. In Australia, for exam-
ple, a postgraduate qualification can be a graduate certificate (hospital based) or a
graduate degree (master’s or doctorate). In Canada, where both graduate education
and the CNS role have existed for many years, there are still no specific CNS edu-
cational programs (see Chap. 6).

The CNS role is emerging in Nigeria where the majority of nurses obtain their
education through hospital-based nursing programs. To progress to a graduate
degree, diploma-prepared nurses must first complete the 5-year baccalaureate pro-
gram. Since there are limited opportunities for advanced clinical practice, most
nurses prepared with graduate degrees are employed in academia. Specialty practice
is provided by generalists under an initiative known as task-shifting. Task-shifting
involves providing specialty courses and/or training to experienced nurses who are
then provided with increased access to specialized care and help improve health
outcomes in selected populations. Task-shifting for the AIDS/HIV populations is
one example of specialty nurses filling a high care need in Nigeria. Task-shifting to
specialty nurses is an example of the process of nursing progression from generalist
to advanced practice nurse (see Chap. 17).

Some countries are struggling to implement academic programs for nursing.
Germany, for example, did not offer a baccalaureate nursing degree until 2004.
While most advanced practice nurses in Germany practice in a role comparable to
the CNS, graduate curricula for advanced practice is not standardized with courses
varying in content and depth. Expanding advanced practice education is further
hindered by the lack of faculty with advanced clinical practice work experience (see
Chap. 11).

Given the diversity of educational systems for nurses, standards for CNS educa-
tion will need to be broad and flexible; however, common elements have emerged.
First, CNS education should be post-generalist and acquired at an academic degree-
granting university or school. A graduate degree is preferred at the master’s or
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doctoral level (International Council of Nurses 2020). Second, the educational pro-
gram should prepare graduates for advanced practice and include theoretical and
scientific nursing content, scientific knowledge from related disciplines, supervised
clinical practice for application of knowledge, and achievement of CNS practice
competencies. Third, CNS education must include a specialty focus. In Japan, for
example, the Japanese Association of Nursing Programs in Universities (JANPU)
accredits CNS educational programs at the master’s level and recognizes 13 special-
ties—oncology, psychiatric-mental health, community health, gerontology, child
health, women’s health, chronic care, critical care, infection control, family health,
home care, genetics, and disaster nursing (see Chap. 12). CNS specialty options
should reflect the needs for the community, leaving the university to develop spe-
cialty curricula that will fulfill a community’s need for advanced nursing services.
For example, where a region or jurisdiction is experiencing increasing maternal-
infant mortality, greater emphasis should be directed toward preparing clinical nurse
specialists in maternal-infant care to work within these vulnerable communities.
Fourth, graduates should be prepared to practice in domains related to direct clinical
care, advancement of nursing practice, and systems leadership (National Association
of Clinical Nurse Specialists 2019; Canadian Nurses Association 2014). Fifth, every
curriculum should include knowledge and application of evaluation and research
methods. Graduates should demonstrate ability to monitor their practice outcomes
and analyze, synthesize, and present data to demonstrate their value to clinical care
of patients and the healthcare system (Fulton et al. 2015; Bryant-Lukosius and
Kiekoetter 2020).

20.4 Credentialing and Scope of Practice

Credentials are a form of evidence used to support a person’s authority, status, and/
or privileges. Nursing credentials can include academic degrees, professional certi-
fications, specialty skills training (e.g., cardiopulmonary resuscitation), some types
of continuing education, and others. Government agencies and private organizations
may require nurses to hold specified credentials to obtain a license or otherwise be
endorsed by a governmental or private agency. Because advanced practice nurses,
including CNSs, practice in a scope expanded beyond generalist nursing practice,
additional credentials are required to demonstrate authority to practice in an
expanded scope. A graduate degree from a program that prepared CNSs in a spe-
cialty area is the foundational credential.

Professional specialty certification is offered by nursing organizations as evi-
dence of having achieved competency within a specialty area of practice. Professional
nursing organizations represent the body of expertise in a delineated area and are
therefore an authoritative agent for validating competency. For example, the
Oncology Nursing Society, through their certification agency, and the Oncology
Nursing Certification Corporation, offers several different certifications for nurses
in the specialty area of cancer care. Each exam has education and experience eligi-
bility requirements (Oncology Nursing Certification Corporation n.d.). CNS
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certification is available from the American Nurses Association and American
Nurses Credentialing Center immediately upon graduation from an approved CNS
program (American Nurses Credentialing Center: Certifications n.d.). The Japanese
Nursing Association certifies CNSs; candidates are not eligible to take the examina-
tion until 6 months after earning a graduate degree (see Chap. 12).

The credential(s) required for endorsement to practice, the agency that issues the
credential, and the process for obtaining the credential vary by country and jurisdic-
tion. In the United States, professional certification is required in many jurisdictions
to achieve legal recognition to practice at an advanced level (see Chap. 5). While
required for legal recognition to practice, professional certification by a nursing
organization, which involves examination by a professional certification board, is
not the same as legal license.

Certification examinations are costly and not available for all specialties. CNSs
should achieve professional certification when possible, but requiring professional
certification for legal recognition or endorsement to practice as a CNS is not practi-
cal or possible as a global standard at this time because of the lack of universal
access to certification and the limited specialty options.

Governmental mechanisms for advanced practice recognition are not well devel-
oped globally and processes for legally recognize nurses at both generalist and
advanced levels vary widely. For example, Saudi Arabia does not regulate nursing
practice or protect nursing titles (see Chap. 16). In Australia, the only advanced
practice role regulated is the nurse practitioner; CNS and midwifery roles are not
regulated (see Chap. 18). In the United Kingdom, there are no specific certification
requirements and no regulatory framework for clinical nurse specialists. The scope
of practice and educational levels vary, and the role as practiced is not always
advanced nursing (see Chap. 7). In Turkey, specialist nurses are registered by the
Ministry of Health, which recognizes nurses with post-generalist education in an
approved area of specialty (see Chap. 15). In Japan, the Japanese Nurses Association
certifies individual CNSs in approved specialty areas, whereas the Japanese
Association of Nursing Programs in Universities accredits education programs pre-
paring CNSs in recognized areas of specialty. Japanese law does not require certifi-
cation as a specialist and there is no separate license for CNSs (Chap. 12). In the
United States, generalist nurses are licensed by a state government. Currently,
efforts are underway to similarly license advanced practice nurses, including CNSs.
While national standards for licensing advanced practice nurses have been pro-
posed, they have yet to be implemented in all 50 states, and some states have modi-
fied the proposed standards (see Chap. 5).

A license is a legal recognition to autonomously practice in a designed scope. A
license to practice as a generalist includes an autonomous scope of practice.
Licensing advanced practice nurses, including CNSs, grants authority for an
expanded scope of practice. Granting advanced practice recognition is not a priority
in many countries. However, as individual countries move forward with educational
opportunities and build capacity for advanced practice, mechanisms for legal recog-
nition of advanced practice nurses, including CNSs, should be included.
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In the absence of a nationally recognized legal scope of practice, employers
determine CNS performance expectations. Professional competencies should be
used to structure employer-based job descriptions. Given the lack of legal recogni-
tion for CNS practice globally, and the difficulties in achieving legal recognition,
the urgent need is for professional nursing organizations to develop CNS competen-
cies for guiding CNS practice and establishing expectations for CNS job
performance.

20.5 Research and Evaluation

Research studies are urgently needed regarding the CNS role and practice. The
CNS competencies developed by the National Association of Clinical Nurse
Specialists (NACNS) have been validated, as have the corresponding practice
outcome statements (National Association of Clinical Nurse Specialists 2019;
Fulton et al. 2015). International initiatives are needed to develop and validate
CNS practice competencies and outcome statements. Clearly defined competen-
cies and outcomes will inform curricula preparing CNSs for practice and will
provide a framework for measuring, monitoring, evaluating, and disseminating
CNS outcomes.

Theoretical models and frameworks are needed to support research by clearly
identifying the domains of practice and demonstrating the linkages between and
among practice competencies and clinical outcomes. Much of the existing research
involving CNS practice and outcomes lacks theoretical grounding, and well-done
studies have rarely been developed beyond an initial, limited participation study.

CNSs, as expert clinicians, use work processes that are often invisible because
expert work, done well, is largely invisible. CNS work has been identified as articu-
lation work (Fulton et al. 2019). Articulation work involves the artful management
of the intersections among the social worlds of people, technology, and organiza-
tions. Articulation work is invisible and therefore goes unrecognized or underval-
ued. It is incumbent upon CNSs to conduct research that helps with identifying and
understanding the nuanced, expert work of the CNS and the contributions to indi-
viduals, nursing practice, and the healthcare system.

In addition to research, evaluation measures and methods are needed. The chap-
ters in this book include examples of CNS practice. These rich descriptions demon-
strate the contributions of CNSs to clinical and fiscal outcomes. However, there are
no descriptions of measuring, monitoring, evaluating, or disseminating the out-
comes of CNS work. Simple measures such as numeric counts and categorical
descriptions are required to demonstrate CNS practice and related outcomes.
Aligning data with competencies and outcome statements validates the scope of
CNS’s expertise and the significant outcomes for patients, employers, and the public.

One challenge for CNSs in researching and evaluating CNS practice is the lack
of a clear articulation of generalist nursing practice. CNSs practice nursing in an
expanded but mostly traditional nursing frame, making it ever so much more chal-
lenging to explain nursing practiced at an advanced level when that practice does



20 Challenges and Opportunities for CNS Practice Globally 297

not include diagnostics and procedures usually performed by physicians, even more
reason for CNSs to measure, evaluate, and disseminate practice outcomes.

The International Council of Nurses supports the work of the International
Classification for Nursing Practice (ICNP) initiative in providing terms that can be
used to record the observations and interventions of nurses across the world
(International Council of Nurses adds new content and updates the International
Classification for Nursing Practice (ICNP) 2020). ICNP also provides a framework
for sharing data about nursing and for comparing nursing practice across settings.
CNSs need to reach out to ICNP for assistance in developing terms and structures
for describing CNS practice.

20.6 Organizational Support and Advocacy

National and international networking of advanced practice nurses, including CNSs,
will help facilitate wider, global implementation of the CNS role. National and
international standards for definitions, competencies, outcome statements, educa-
tion/curricula, and credentialing would help create a supportive framework for
advancing the CNS role and practice. The International Council of Nurses and its
NP/APN network are an essential resource for advancing CNS practice globally.
The network’s goal is to become an international resource for nurses practicing in
nurse practitioner (NP) or advanced practice nursing (APN) roles and interested
others (e.g., policy-makers, educators, regulators, health planners) by:

1. Making relevant and timely information about practice, education, role develop-
ment, research, policy and regulatory developments, and appropriate events
widely available

2. Providing a forum for sharing and exchange of knowledge expertise and
experience

3. Supporting nurses and countries in the process of introducing or developing NP
or ANP roles and practice

4. Accessing international resources that are pertinent to this field (ICN n.d.)

In addition to the international network, national organizations representing the
advanced practice roles provide leadership and advocacy. Countries with a small
number of advanced practice nurses and those developing the role can work with
others to advance options for CNSs and other advanced roles in the context of their
social and political contexts. A coalition of advanced practice nurses provides larger
membership, shared resources, and common identity as advanced practice regard-
less of role.

Each advanced practice nursing role is a unique functional role in nursing. Any
efforts to create competition among roles diminish the contributions of each. The
CNS role must be preserved while working in collaboration with the larger advanced
practice nursing network. Multiple global health challenges demand multiple
advanced roles.
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National organizations supporting CNSs exist in several countries including
Canada, Japan, New Zealand, and the United States. These organizations establish
standards, guidelines, and strategies to advance the CNS role. In addition, these
organizations serve to represent CNS practice interests and influence national policy
decisions. CNSs in countries without a professional CNS organization but having a
substantial cohort of CNSs should form a professional nursing organization and
develop goals and strategies for promoting advancement of the CNS role and recog-
nizing the unique contribution of CNS practice.

CNSs must continue a trajectory of strong leadership and advocacy within the
nursing profession and public policy arenas by being politically savvy, visible, and
influential at decision-making forums within healthcare organizations, professional
nursing associations, and government. Additional work is needed to keep CNSs
involved in advocacy related to legislation affecting CNS practice. CNS leadership
is needed on public and private boards of directors for agencies and organizations
that influence health and healthcare delivery systems. CNSs can strengthen their
voice through collaboration with nursing organizations in forming a unified
response.

20.7 Final Thoughts

The future holds promise for advanced practice nursing and for the CNS role. More
than 50 years ago, the impetus for the nursing profession to create the CNS role was
to fill a need for clinical nurse experts at the point of nursing care. CNSs provide
expert clinical care of complex and vulnerable patients and leadership for specialty
care. CNSs advance nursing care and the profession through teaching, mentoring
and coaching nurses, designing and evaluating care protocols, and supporting the
professional development of nurses and nursing staff. In addition, CNSs work
within systems to change care delivery methods and develop programs of care that
improve quality and remove barriers to best practices. The exemplars in this book
demonstrate the important contributions of CNSs to the health and well-being of the
public. Wherever nursing is practice, regardless of country or community, there will
always be a need to advance the profession of nursing for the improvement of health
outcomes. As advanced practice nurses, CNSs are responsible for leading nurses
and advancing nursing practice wherever and however it is practiced. The CNS is
truly a role for global health.
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