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Abstract 

A Participatory Action Research Study to inform Development and Implementation of 

Combined Type 2 Diabetes and Chronic Kidney Disease Care Provided in the Context of 

Advanced Practice Nursing  

Background: The rise in the incidence of type 2 diabetes with chronic kidney disease is a 

major public health concern correlated with increased economic burden and mortality. 

Preventative and early management strategies informed by best practice recommendations are 

correlated with improved clinical outcomes, patient survival and reduced economic burden. 

However, opportunities to implement preventative and early management strategies are missed 

when, care for type 2 diabetes and chronic kidney disease is provided separately. Furthermore, 

facilitating a combined care strategy enhances care co-ordination, communication and quality. 

Aim: The primary aim of this unique research study was to utilise co-created knowledge 

between health care professionals and patients to inform development and implementation of 

combined care provided in the context of advanced practice nursing and identify clinical 

outcomes when such a strategy was adopted. 

Methodology: A Participatory Action Research approach was utilised, informed by patient 

discovery interviews and focus groups with specialist nephrology and diabetes healthcare 

professionals. Retrospective chart review was utilised to identify clinical care outcomes and 

thematic analysis was used to analyse transcript data.  

Findings: Specialist healthcare teams identified knowledge deficits and a disparate approach 

to best practice recommendation utilisation. There was a consensus amongst healthcare 

professionals that specialist diabetes and nephrology teams needed to work together to 

adequately provide quality care for people with combined type 2 diabetes and chronic kidney 

disease.  

Patients highlighted fragmented care delivery with conflicting care plans and advice. Remote 

access to specialist advice, relationship with healthcare provider and information regarding 

health status were highly valued and influenced attendance for review. Clinical outcomes from 

combined care provided in the context of advanced practice nursing demonstrated a higher 

proportion of patients achieved best practice recommendations for blood pressure, Hba1c, lipid 

profile, (64.3% vs. < 40%), preservation of renal function, improved anaemia management and 

0% failure to attend for review vs. 7-23.3% at participating medically led study sites (n=5). 

Conclusions: Clinical outcomes and patient attendance improved when combined care 

provided in the context of advanced practice nursing approach was adopted. Outcomes from 

this study have the potential to inform development and implementation of future services led 

by advanced nurse practitioners for patients with type 2 diabetes and chronic kidney disease.  

Key Words: Type 2 diabetes, chronic kidney disease, discovery interview, advanced nurse 

practice and participatory action research.
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Chapter One: Study Background and Context 

1.0 Introduction 

 

This chapter will provide detail as to the background which informed the impetus to undertake 

this study. The research aims, questions, objectives, theoretical perspectives and search 

strategies which have informed the study are also identified.  

1.1 Setting the Context 

The prevalence of type 2 diabetes is increasing nationally and internationally and is associated 

with an increased risk for the development of chronic kidney disease (United Kingdom 

Prospective Diabetes Study, 1998). The rise in the incidence of type 2 diabetes with chronic 

kidney disease has been highlighted as a major public health concern and is correlated with 

increased economic burden, patient suffering and mortality (International Diabetes Federation, 

2019). 

Currently approximately 463 million of the global population have diabetes which, is 

anticipated to increase by 51% to 700million by 2045, patients with type 2 diabetes represent 

90% of this cohort (International Diabetes Federation, 2019). Globally it is estimated that 9.3% 

of the adult population aged 20-79 years are living with diabetes and a further 373.9 million 

(7.5%) have impaired glucose tolerance which is an identified precursor for the development 

of type 2 diabetes (International Diabetes Federation, 2019). 

It is estimated that in the United Kingdom 2.93million people have type 2 diabetes and the risk 

for the development of end stage kidney disease is 3.6 times greater than peers without diabetes 

(National Health Service National Diabetes Audit, 2019j). Furthermore, 25-33% of patients 

with type 2 diabetes will develop a kidney disorder in their lifetime (DiabetesUK, 2020). The 

International Diabetes Federation (IDF, 2019) estimate that amongst those with diabetes, 25% 

in the United Kingdom and 36% in the United States have chronic kidney disease of which 

19% have stage 3 or greater. 
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Chronic kidney disease is a progressive condition which may lead to the development of End 

Stage Renal Disease (ESRD), which is 10 times greater in cohorts with diabetes (IDF, 2019). 

Patients who have type 2 diabetes and chronic kidney disease are more susceptible to rapid 

kidney function decline in comparison to individuals without diabetes (Kidney Disease 

Improving Global Outcomes, 2012). This is correlated with the fact that development and 

progression of chronic kidney disease increases with length of type 2 diabetes diagnoses and 

ageing (UKPDS64, 2003).  

Preventative care strategies such as, attaining recommended clinical targets for blood pressure, 

blood glucose and lipid profile have been identified as the most effective means by which to 

reduce development and progression of chronic  kidney disease in patients with type 2 diabetes 

(American Diabetes Association, 2019). However, research by Cassagrande et al. (2013) 

demonstrated that 18.8% of patients with type 2 diabetes meet all three clinical target 

recommendations for blood pressure, blood glucose and low density lipoprotein (LDL 

cholesterol). More recently in the National Health Service National Diabetes Audit (2019j) less 

than 40% of patients achieved all three recommended targets for blood glucose, blood pressure 

and cholesterol. 

Best practice guidelines have been developed by the Kidney Disease Improving Global 

Outcomes (KDIGO, 2012) for the detection and initiation of early management strategies for 

chronic kidney disease in patients with and without type 2 diabetes. There is limited 

international and no national evidence utilising the KDIGO (2012) recommendations in cohorts 

with type 2 diabetes. Suboptimal management of type 2 diabetes and chronic kidney disease 

relates to deficits in healthcare professional awareness in the early detection and management 

of chronic kidney disease, resulting in delayed referral to specialist nephrology services and 

negative sequelae for patients (Baer et al., 2010). These negative consequences include 

increased emergency admissions and length of hospital stay, emergency fistula formation and 

dialysis (Smart et al., 2014).  
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Improved clinical outcomes are experienced when patients attend for scheduled review (Currie 

et al., 2012). In standard care diabetes clinical provision, failure to attend for scheduled review 

remains a significant issue as, national and international estimates indicate 10-25.5% of 

patients do not attend for their scheduled appointment (Hussein et al., 2014, Salameh et al., 

2012). Failure to attend is associated with increased emergency admissions and progression of 

cardiovascular, ophthalmology and renal complications associated with type 2 diabetes (Rhee 

et al., 2005). Other negative repercussions include increased waiting times, reduced access to 

services and negative relationships between healthcare professionals and patients (McLean et 

al., 2014).  

Patients report a limited approach to personalised care as multiple conditions are treated by 

separate healthcare teams and clinic attendances, in a healthcare delivery system where patients 

have to self-navigate due to a lack of a co-ordinated approach (Proctor et al., 2013). Both 

patients and carers indicate from their perspective, the quality of care received is significantly 

improved when a combined type 2 diabetes and chronic kidney disease management approach 

is adopted (Lo et al., 2016, Thabit et al., 2012, Patel et al., 2009).  

Contemporary healthcare discourse indicates that advanced nurse practitioners provide high 

quality, safe and effective care (Stanik Hutt et al., 2013). However, there is a dearth of 

information regarding the direct contribution of advanced nurse practitioners in the provision 

of care for patients with combined type 2 diabetes and chronic kidney disease. It must also be 

acknowledged that there is no evidence of combined type 2 diabetes and chronic kidney disease 

care delivery utilising best practice KDIGO (2012) guidance nationally or internationally by 

advanced nurse practitioners. 

1.2 Research Aims 

 

The main aim of this study was to utilise knowledge which has been co-created between health 

care professionals and patients with type 2 diabetes and chronic kidney disease to inform the 
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development and implementation of combined type 2 diabetes and chronic kidney disease care 

provided in the context of advanced practice nursing.  

1.3 Research Question 

How can the development and implementation of a combined type 2 diabetes and chronic 

kidney disease care service informed by knowledge which has been co created between patients 

and healthcare professionals: 

1) Achieve best practice clinical guidance recommendations? 

2) Identify the contribution of advanced practice nursing to combined type 2 diabetes and 

chronic kidney disease care? 

3) Identify factors which influence attendance? 

4) Capture the features of care patient’s value when attending for their routine scheduled 

type 2 diabetes and chronic kidney disease outpatient consultation? 

1.4 Research Objectives 

The objectives of this study were: 

1. To utilise knowledge which has been co-created between patients and healthcare 

professionals, to inform the development and implementation of an alternative 

combined care delivery strategy. 

2. To utilise information provided by patients regarding factors which influence intention 

to attend and features of care valued  by patients when attending for their scheduled 

type 2 diabetes and chronic kidney disease outpatient consultation and use this 

information to inform the development of future services.  

3. To examine if the development and implementation of a combined type 2 diabetes and 

chronic kidney disease care delivery provided in the context of advanced practice 

nursing can achieve best practice clinical target recommendations for this patient 

cohort. 
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4. To explore the views of healthcare teams regarding combined type 2 diabetes and 

chronic kidney disease care delivery provided in the context of advanced practice 

nursing. 

Within this study, co-generated knowledge was used to inform action. That said, cognisance 

was afforded to the fact that knowledge generation does not operate in isolation, it is influenced 

and aligned to a variety of theoretical perspectives and paradigms (Cohen et al., 2018). These 

shall be discussed within the context of this study. 

1.5 Theoretical Perspectives  

The concept of a paradigm was proposed by Kuhn (1970, p.viii) who indicated the term 

“paradigm” be utilised when there is a high level of professional consensus with reference to 

theories, research standards and philosophical assumptions which support enquiry. 

Undertaking research enquiry from the lens of Positivist, Post-Positivist and Interpretativist/ 

Constructivist paradigms involves analysis of static situations from a position of detachment 

to describe the situation. According to Cohen et al. (2018) “positivism strives for objectivity, 

measurability, predictability, controllability, patterning and the construction of the laws and 

rules of behaviour, and the ascription of causality. While interpretative paradigms strive to 

understand and interpret the world in terms of its actors” (p.51).When adopting a positivist 

perspective, the direct focus is observed phenomena, however, from an interpretativist stance 

the meanings and interpretations of phenomena is central to the enquiry (Cohen et al., 2018). 

Meanwhile, Berwick (2008) stated “if evidence is too narrowly defined and the approach to 

gathering evidence is too severely constrained, progress may be the victim” (p.1182). This view 

is also shared by Plano-Clarke et al. (2008), “…the ability to study complex phenomena is 

restricted when limited to one type of research methodology, such as quantitative or qualitative 

research” (p.1554). To counter the limitations imposed by adherence to rigid research 

paradigms, Bunniss and Kelly (2010) contend that research underpinned by alternative 
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paradigms such as Critical Theory, provide a means by which to study complex, unstable, and 

non-linear change.  

Critical Theory was a term connected with the Marxist orientated Frankfurt Institute of Social 

Research founded in Germany in 1923. Marxist ideology proposes that our ability to change 

the world and not how to understand it, should inform the focus of society (Adelman, 1993). 

Influenced by Marx, the critical theorists and theories generated focused on the issue of 

domination, indicating some groups in society maintain a role of dominance. This sequentially 

contributes to controlling power relations within society, thus “preventing others in the 

oppressed groups from realising their full potential” (Williamson et al., 2012, p.10). 

Critical Theory has been defined as “…an approach to viewing the world that involves a 

critique of society, with the goal of envisioning new possibilities and effecting social change” 

(Polit and Beck, 2008, p.751). Schroeder et al. (2015), defined Critical Theory as “…a social 

theory used to identify and alleviate societal barriers that oppress groups of people” (p.259). 

The purpose of Critical Theory “is not to give an account of society and behaviour but to realise 

a society that is based on equality and democracy for all its members. Its purpose is not merely 

to understand situations and phenomena but to change them” (Cohen et al., 2018, p.51). 

When conceptualising and conducting research, cognizance needs to be afforded to the fact 

that research paradigms are characterised by underlying ontological (nature of reality), 

epistemological (constitution of knowledge) and methodological (methods) approaches. 

Bunniss and Kelly (2010) and Guba and Lincoln (1994) outlined the ontological, 

epistemological and methodological assumptions associated with the Critical Theory 

paradigm. Reality may be objective and historical in that the reality of now has been shaped by 

a confluence of “societal, political, economic and gender factors” (Guba and Lincoln, 1994, 

p.110), in which truth is continually contested by competing groups (Bunniss and Kelly, 2010, 

p.361).  
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The Critical Theory paradigm is aligned to a participatory worldview that assimilates some of 

the attributes affiliated to the traditional positivist and interpretative/constructivist paradigms. 

It draws from positivism in that the world and our participation in it are real and from the 

constructionist perspective in acknowledging when this is articulated, “we enter a world of 

human language and cultural expression” (Bradbury and Reason, 2001, p.7). This enables 

practitioners to “draw on techniques and knowledge of positivist science and frame these within 

a human context” (Bradbury and Reason, 2001, p.7). 

A participatory world view is comprised of five interconnected ontological and epistemological 

components (Bradbury and Reason, 2001). The first of these is a participatory evolutionary 

reality which, we help to co-create by living and participating in the world and in which nature 

does not evolve as independent parts, but as an integrated system where all parts of the system 

are connected (Bradbury and Reason, 2001). The second component refers to our participation 

in the world as we fulfil a role of practical being and acting in the world in which we participate. 

Thirdly, within the participatory worldview, the nature of knowing evolves from an extended 

epistemology which is formulated by encounters and actions within our world (Lincoln, 2001). 

However, this knowledge can also be viewed as a political statement referred to as relational 

ecological form, as the knowledge produced can also empower participants to formulate and 

use the knowledge generated in an individual or group capacity to ultimately change their 

situations (Bradbury and Reason, 2001). The final component relates to “purpose and meaning 

within the world” (Bradbury and Reason, 2001, p.11).  

These five interconnected ontological and epistemological components do not exist 

independently, but are constantly interacting within the world and our presence in it (Bradbury 

and Reason, 2001). Questions of ontology, epistemology and methodology relate to matters 

about truth and the nature of reality. A further question is proposed by Heron and Reason 

(2006) which indicates that an axiological question is required to define a paradigm. The 

axiological question refers to “the values of being, about what human states are simply by 
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virtue of what they are” (Reason, 1998, p.22)”. Furthermore, the value of propositional 

knowledge is merely the acquisition of knowledge as the means to its end resulting in a 

disconnection between knowledge and action” (Reason, 1998, p.22). In comparison to research 

undertaken using Positivist, Post-positivist or Interpretativist stances, Critical Theory 

transcends the traditional boundaries of description and theory generation found in other 

research paradigms and has the potential to investigate what may be (Heron, 1996).   

Critical Theory is associated with praxis, transformative praxis and emancipation (Weaver and 

Olsen, 2006). Praxis is defined as a process by which a skill or practice can be applied in the 

“real world” (Weaver and Olsen, 2006). However, in the context of Critical Theory, praxis may 

also be viewed in a political sense providing a mechanism to change social relations by 

enabling theory to inform practice and vice versa (Bradbury and Reason, 2001). 

Transformative praxis implies that there is an intention on the part of social researchers to 

change aspects of social life in conjunction with those who are interacting or experiencing it. 

The purpose of transformative praxis is to achieve “equality, social justice or overturn 

exploitative power relations” and as such transformative praxis has a more overtly political 

tone than the term praxis alone” (Williamson et al, 2012, p.10). In the context of Critical 

Theory, emancipation refers to the “freedom from oppression of exploitation in terms of 

economic power, gender relations or ethnicity” (Williamson et al., 2012, p.10). The 

emancipatory purpose of Critical Theory strives to challenge and transform repressive and 

alienating social structures (Kemmis et al., 2014) 

Critical Theory enables knowledge to be co-generated between individuals and groups in which 

there is a close association between theory and practice. This illuminates entrenched positions 

which previously may have  impeded  autonomy and responsibility, moving beyond description 

of knowledge to the generation of knowledge by participants (Mill et al., 2001),  and the 

development of tacit knowledge which can be utilised to foster change, it empowers 

practitioners by giving them voice (Asghar, 2013).   
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The Critical Theory paradigm is aligned to action research methodologies which have been 

formulated around a process of action versus a process of description (Bradbury and Reason, 

2001). The evolution of Critical Theory and action research methodologies may in some part 

have stemmed from an emerging emphasis to seek new epistemologies of research practice 

from the traditional positivist and interpretativist paradigms. Critical Theory is action 

orientated and challenges the status quo within academic institutions which “have created a 

monopoly on the knowledge making process, place a primary value on pure research and the 

creation of knowledge unencumbered by practical questions” (Bradbury and Reason, 2005, 

p.2). The tendency among scholars has been to adopt an ideological adherence in keeping with 

specific methods and techniques of analysis which may not necessarily converge with, or 

extend the theories under investigation (Kinchelow and McLaren, 2011). Conversely, research 

which explores diverse, contextually dependent issues may be more useful because it may 

reflect the ambiguous quality of research questions and allow for a degree of uncertainty within 

the study design. Therefore, “research approaches with epistemological and ontological 

assumptions which reflect change and complexity are well suited to inform research” (Bunniss 

and Kelly, 2010, p.360-361).  

Brydon-Miller et al., (2003) supported the view that utilising Critical Theory and action 

research methodologies enable researchers to “frame issues of power and identity, to suggest 

strategies for action and explanation for outcomes which had earlier left us puzzled, to provide 

structures within which our work could be better understood and our practice improved” (p.15-

16). According to Cohen et al. (2018) action research “strives to overcome the perceived 

persistent failure of research to impact on or improve practice (p.442).Thus, adopting a 

theoretical perspective informed by Critical Theory and utilising an action research approach 

provided a feasible means by which to address the proposed research aims, objectives and 

questions of this study. 
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This discussion has explored the background and theoretical perspectives which have informed 

this study, however it is also necessary to contextualise oneself within participatory action 

research.  

1.6 Situating the Self in Participatory Action Research  

 

According to Coghlan and Brannick (2010) when undertaking research “…the outcomes are, 

an action and a researcher outcome which is a collaborative process in that the members of the 

system being studied actively participate in the process” (p xii). 

The key characteristics of action research are the co-generation of knowledge, participation 

and action. However, knowledge generation is never neutral (Habermas, 1974), but produced 

with an agenda or purpose and thus consideration was afforded to the situation of self within 

Participatory Action Research.  

According to Waterman et al. (2001) reflection is a vital component within the cycle of action 

research and an account of how reflexivity was employed in the research process particularly 

in reference to practice or service developments should be demonstrated. Reflexivity is 

described by Williamson et al. (2012) as a continuous process of the research. Koch and 

Harrington (1998) suggested that due to proximity of researchers to participants, there is a 

requirement for researchers to engage reflexivity by acknowledging or suppressing personal 

biases. Further, Arcidiacono et al. (2009) stated that there is a requirement for action 

researchers to demonstrate their position and influences.  

Bradbury and Reason (2005) advised that action researchers should acknowledge their 

subjectivity and demonstrate credibility by acknowledging the role of reflexivity. Moreover, 

when undertaking Participatory Action Research (PAR), it is necessary to develop first person 

action research skills. Coghlan and Brannick, (2014) indicated that first person skills are 

required of the researcher to undertake PAR methods to foster an inquiring approach to  their 

own lives, beliefs, values, assumptions, ways of thinking, strategies and behaviours. This 
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requires a three step heuristic process involving experience, understanding and judgment. 

Experience may be at the level of consciousness between inner and outer events and some 

experiences are developed cognitively by thinking and understanding emotional or physical 

events (Coghlan and Brannick, 2014). Understanding is honed by the ability to link questions 

posted by your experience, followed by judgment, for example, posing questions regarding 

evidence to support one’s assumptions thus enacting reflection (Coghlan and Brannick, 2014).  

A means by which to foster the ability to employ reflexivity pertaining to the situation of self 

within the context of this study was to, engage first person action research skills and maintain 

a reflective journal throughout the entire research process. The purpose of maintaining a 

reflective journal is twofold; assist in the integration of information and experiences which 

provide insight into one’s own reasoning and subsequent actions (Raelin, 2008). Accordingly, 

the Observation (O), Emotional Reaction (R), Judgement (J) and Intervention model (ORJI) by 

Schein (1999) provided a means for understanding one’s personal thought processes referring 

to these as intra-physic processes (Appendix 2). 

The rationale for employing this reflective journal model is that it has been developed by 

Schein (1999) in the context of action research methodologies and promotes first and second 

person action research skills by creating an awareness of why and how we react in situations, 

thus demonstrating third person research skills (Raelin, 2008). Furthermore, maintaining a 

reflective journal enhanced meta-learning skills which focus on reflection upon reflection, what 

one is learning from the learning thus also promoting reflectivity (Coghlan and Brannick, 

2014). 

This study was undertaken utilising an insider action research (IAR) approach which has been 

attributed with reflective practices in practitioner research, healthcare provision and healthcare 

graduate education. The focus of IAR is practitioners researching their own practice or their 

practice settings. Throughout this study my insider action researcher status was identified and 
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clearly outlined, as a failure to declare or recognise insider status “is deceptive and allows the 

researcher to avoid the kind of intense self-reflection that is the hallmark of good insider 

research” (Herr and Anderson, 2005, p.47). 

The situation of self within Participatory Action Research also requires consideration of the 

potential challenges of undertaking insider action research which include pre understanding, 

role duality, managing organisational politics and ethical considerations. These matters have 

been considered, addressed and discussed within the context of this study. The position of self 

within Participatory Action Research was acknowledged through enactment of first, second 

and third person research skills, and maintenance of a reflective journal throughout the entire 

research process informed by the University of Sheffield (2016) Guidance for Undertaking 

Participatory Action Research. 

In addition, as an insider action researcher undertaking research with other healthcare 

professionals, which was demonstrated through the Participatory Action Research and Focus 

Groups collaboration with other insider researchers referred to as insider collaborating with 

other insiders. The purpose of this collaboration was to engage in a process of learning and 

change in which there was a focus on organisational change and improved practice (Fitzgerald 

et al., 2015). Insiders in collaboration with other insider’s research is associated with 

professional and organisational transformation in a team working dynamic, which is consistent 

with the aims and objectives of this study. 

1.6.1 My Story  

 

I have a nursing career which spans over a 30 year period informed by components from 

research, audit, publication, ethics in clinical practice, national policy development, resource 

and team management, funding applications, service innovation in response to client and 

service need, development and delivery of educational programmes in academic and clinical 

settings. 
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I am placed on three separate divisions of the NMBI register: Registered General Nurse (RGN), 

Registered Nurse Prescriber (RNP) and Registered Advanced Nurse Practitioner (RANP). I 

have completed a Higher Diploma Diabetes Nursing (Distinction) and Masters in Advanced 

Practice Nursing (Honours) in University College Dublin (UCD). I have worked in the area of 

specialist diabetes practice exclusively since 1998, witnessing both the exponential increase in 

prevalence of type 2 diabetes and innovative treatment options and interventions. I have also 

seen the personal patient suffering wrought by progressive renal impairment and the lack of 

professional knowledge regarding the management of diabetes related kidney disease.  

The provision of care for people with diabetes and associated complications such as chronic 

kidney disease represents a significant challenge for healthcare providers and planners. The 

national Department of Health (2016) Statement of Strategy identified that, new models of 

health care delivery are required which are, integrated, continuous, person centred, delivered 

at the lowest level of complexity consistent with patient safety. This view is echoed by the 

Health Service Executive Strategy for the Design of Integrated Outpatient Services 2016-2020 

(Health Service Executive, 2016h). In the context of type 2 diabetes and chronic kidney disease 

care provision, this requires the development and implementation of innovative approaches to 

care delivery which combines the management of these conditions. Early management 

strategies are essential to prevent progression to end stage renal disease which is associated 

with increased economic burden, patient suffering and mortality (ADA, 2019; NICE, 2015; 

KDIGO, 2012).  

Nationally, there is an absence of published research and services which combine the 

management of type 2 diabetes and chronic kidney disease led by either nurses or physicians. 

This dearth of services and research, nationally and internationally provided the impetus to 

undertake this study and I commenced the structured PhD programme in 2015 in University 

College Dublin. It is my view that by combining high levels of clinical discretion in conjunction 

with continuous academic preparation and contemporaneous nursing research specific to the 
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discipline of nursing is required to influence the future healthcare landscape nationally and 

internationally, and expand the body of national nursing knowledge.  

1.6.2 My Epistemological Perspective  

This study was grounded in the philosophical thinking of Critical Theory and Post Modernism 

and operationalised utilising a Participatory Action Research approach. 

Consideration was afforded to my own epistemological perspectives which informed this 

study. Critical Theory is aligned to a participatory world view which draws attributes from 

positivism and interpretativist/constructivist paradigms. According to Bradbury and Reason, 

(2001), Critical Theory draws from positivism in that the world and our participation in it are 

real, and from the constructivist perspective in acknowledging when this is articulated, “we 

enter a world of human language and cultural expression” (p.7). This enables practitioners to 

“draw on techniques and knowledge of positivist science and frame these within a human 

context” (Bradbury and Reason, 2001, p.7). Critical Theory facilitates knowledge generation 

between individuals and groups in which there is a close association between theory and 

practice and aligned to the aims and objectives of Participatory Action Research. Because this 

study was based in the real world of care delivery, Critical Theory provided the foundation for 

and framed my personal epistemological perspective. 

Participatory Action Research (PAR) was described by Fals Bora and Rahman (1991) as an 

“altruistic, cooperative and genuinely democratic process” (p.5). The appeal of PAR is that 

“collaborative research and action are used to gather information for change; it concerns people 

who are concerned with or affected by an issue taking a lead role in producing and using 

knowledge about it” (Pain et al., 2010, p.8). Participatory Action Research according to Reason 

(1994) has a twofold objective; firstly, to produce knowledge and action directly useful to a 

group and secondly, to use this knowledge to the benefit of those within the group. Participants 

are enabled to understand and change their situation (Lynch, 1999). PAR also “has the added 



  

15 
 

dimension of active participation in the research process by those involved, and purposeful 

exploration of the extensive knowledge of participants in the process” (Beringer and Fletcher, 

2011, p.60).  

Change within the context of healthcare provision can be fraught with difficulty as constructing 

is never a neutral act, it may not affect stakeholders in the same way as some may benefit, 

others may be harmed or it may highlight weaknesses in individual performance (Coghlan and 

Brannick, 2014). Participatory Action Research is a democratic process and affords a voice to 

all participants equally, which is particularly appealing within the healthcare environment as 

the status of individuals and institutional dynamics can influence research direction, outcomes 

and benefactors. Action Research is guided by iterative cycles of problem identification, 

planning, action, evaluation and repetition of cycles (Argyris et al., 1985). Responsibility for 

change lies within teams in their places of work rather than centralised policy makers or 

directors, which are generally removed from the situation where change is required (Hall, 

2001). 

Critical Theory is aligned with the use of Action Research methodologies and this approach 

may have evolved from the desire by researchers to seek new epistemologies of research 

practice not influenced by positivist and interpretativist paradigms. An argument is presented 

that the close association between theory and practice fostered by Critical Theory, which is 

action orientated may challenge knowledge generation based in academia that “…created a 

monopoly on the knowledge making process, place a primary value on pure research and the 

creation of knowledge unencumbered by practical questions” (Bradbury and Reason, 2005, 

p.2).  

Research which explores diverse, contextually dependent issues could be viewed as 

particularly pertinent, because it may reflect the ambiguous quality of research questions and 

allow for a degree of uncertainty within the study design. Therefore “research approaches with 



  

16 
 

epistemological and ontological assumptions which reflect change and complexity are well 

suited to inform research” (Bunniss and Kelly, 2010, p.360-361). Adopting a Critical Theory 

and a Participatory Action Research approach “strives to overcome the perceived persistent 

failure of research to impact on or improve practice (Cohen et al., 2018 p.442). 

The alignment of theory with practice, democratic knowledge generation, potential to generate 

research and knowledge to change service delivery for patients with type 2 diabetes and chronic 

kidney disease provided the rationale which informed my epistemological perspective guided 

by Critical Theory, and operationalised using a Participatory Action Research approach within 

this study. It is necessary to outline the contextual backdrop which has provided the stimulus 

to undertake this research study.  

1.7 Study Context 

 

Within contemporary society, diabetes is a condition at the centre of considerable media 

attention, however, its existence has been documented by the Ancient Egyptians in 120 AD 

(Nair et al, 1983). Diabetes comprises many disorders characterised by hyperglycaemia (World 

Health Organisation, 2019). The term “diabetes” represents a group of metabolic disorders 

characterised by elevated blood glucose levels due to defects in insulin secretory mechanisms 

or action (American Diabetes Association, 2019). The International Diabetes Federation (2019) 

highlight that type 2 diabetes has a higher prevalence rate in comparison to other forms of 

diabetes, representing 85-90% of those with diagnosed diabetes. The incidence of type 2 

diabetes has doubled every 20 years since 1945 (Barnett, 1998). In 1994, approximately 1.8% 

(99 million) of the global population had type 2 diabetes (Amos, McCarty and Zimnet, 2004). 

This compares to 463 million globally who currently have diabetes which is anticipated to 

increase by 51% to 700 million by 2045 with type 2 diabetes representing 90% of this patient 

cohort (IDF, 2019). It is estimated that 9.3% of the global adult population aged 20-79 years 

are currently living with diabetes. 
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The IDF (2019) indicated that 40-80% of those who develop type 2 diabetes have a relative or 

sibling with the condition. Furthermore, the IDF (2019) have described type 2 diabetes as an 

epidemic which requires significant and concerted international action to facilitate preventative 

care strategies and healthcare delivery for people with diabetes. In Ireland, 225,840 (6.4%) 

adults have type 2 diabetes, and it is anticipated that this number will increase to 278,850 

(7.5%) by 2030 (Diabetes Ireland, 2019). 

Type 2 diabetes is associated with the development of microvascular disease in the kidney and 

the term chronic kidney disease is applied to a broad range of renal disorders (NICE, 2015) and 

was applied in the context of this study. In patients with type 2 diabetes, the direct correlation 

between the development of chronic kidney disease and hyperglycaemia has been 

demonstrated by seminal randomised control trials (RCT) such as the Action in Diabetes and 

Vascular Disease (ADVANCE 2008), United Kingdom Prospective Diabetes Study 

(UKPDS64 2003) and original UKPDS (1998). These seminal randomized controlled clinical 

trials have highlighted how improved glucose control was associated with preservation of 

kidney function and conferred particular benefit in terms of the reduction in urine albuminuria 

which is the earliest clinical indicator of damage to the kidney (Ohta et al., 2010). As outlined 

by the National Institute for Clinical Excellence, (NICE, 2015), urine albuminuria can present 

at lower levels (microalbuminuria) or at higher values (macroalbuminuria).  

The relationship between the development and prevalence of chronic  kidney disease associated 

with type 2 diabetes in the European region was examined by Penno et al. (2012) in the Renal 

Insufficiency and Cardiovascular Events (RIACE, 2012) clinical trial. The purpose of this 

study was to assess the concordance between microvascular complications of advanced eye 

damage (retinopathy), and damage to the kidney (chronic kidney disease) in patients 

(n=15,773) with type 2 diabetes. The outcomes indicated retinopathy was present in 10.6% of 

participants, and 26% of participants had chronic kidney disease (Penno et al., 2012).  
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Further research undertaken by Le Floch et al. (2014) examined the prevalence of 

microvascular complications of retinopathy and chronic kidney disease in ageing patients 

(n=987) with type 2 diabetes in France. Retinopathy was identified in 26% of patients which 

compared to 12.7% experiencing micro/macroalbuminuria, 31.5% had impaired kidney 

function and 3.2% had significantly reduced kidney function (Le Floch et al., 2014). These 

outcomes highlight that chronic kidney disease and/or albuminuria were more prevalent in type 

2 diabetes study populations (47.4%) compared to retinopathy (26%). Evidence from the study 

by Le Floch et al. (2014) and previous studies such as Penno et al. (2012), ADVANCE (2008), 

and the UKPDS (1998), clearly demonstrated type 2 diabetes is associated with an increased 

risk for the development of chronic kidney disease across the spectrum of age.  

Lo et al, (2016) stated that type 2 diabetes and chronic kidney disease present a significant 

healthcare problem. However, despite the established relationship between type 2 diabetes and 

the increased susceptibility for the development of chronic kidney disease, prior to 2002, no 

definition of chronic kidney disease was universally accepted. This was coupled with the fact 

that there was no standardised means by which to evaluate kidney function (National Kidney 

Foundation, 2002). This led to the development by the National Kidney Foundation (NKF, 

2002) of a uniform definition and a method for staging chronic kidney disease which enabled 

assessment in clinical practice that has been adopted globally. An updated classification and 

risk stratification for chronic kidney disease included the level of kidney function referred to 

as Glomerular Filtration Rate (GFR), and Albumin Creatinine Ratio (ACR) developed by 

Kidney Disease Improving Global Outcomes (KDIGO, 2012) and is currently under review 

with anticipated publication 2020. The KDIGO (2012) classification superseded the original 

NKF, (2002) guidance.  

The KDIGO (2012) updated classification facilitates evaluation of both kidney function 

referred to as GFR and health of the glomerulus which is the filtering unit of the kidney by 

measurement of Albumin Creatinine Ratio (ACR). This updated classification has enabled 
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clinicians to identify chronic kidney disease and stratify risk according to level of GFR and 

ACR which had not previously been the case (Appendix 3a). KDIGO (2012) also provided 

guidance regarding chronic kidney disease goals of early identification and referral (Appendix 

3b). 

Despite the fact that the KDIGO (2012) classification informed NICE (2015) best practice 

guidelines for the care of patients with type 2 diabetes and chronic kidney disease, there is 

limited information in the current international literature utilising the KDIGO (2012) 

classification. Only two studies, Bailey et al. (2014) and Poncelas et al. (2013) represent the 

international literature pertaining to utilising the KDIGO (2012) guidance in the context of 

populations with type 2 diabetes and chronic kidney disease. Currently there is no national 

literature relating to using KDIGO (2012) guidance for patients with or without type 2 diabetes 

and chronic kidney disease. 

Type 2 diabetes and chronic kidney disease are chronic illnesses which present significant 

challenges in terms of meeting the needs of patients and healthcare teams. Care delivery 

methods have failed to achieve recommended best practice targets for blood glucose and blood 

pressure control for patients with type 2 diabetes (Cassagrande et al. 2013). As indicated 

previously, the National Health Service National Diabetes Audit (2019j), highlighted less than 

40% of patients achieved all three blood glucose, blood pressure and cholesterol targets. Poorly 

controlled blood glucose or blood pressure are directly attributed to the development and 

progression of chronic kidney disease (NICE, 2015), and are the leading causes globally for 

the development of chronic kidney disease (USRDS, 2019). 

The landmark review by the Institute of Medicine (IOM, 2001) in the United States attributed 

the failure to achieve clinical targets and provide quality chronic illness care to a variety of 

factors. These included; increases in chronic illness prevalence such as type 2 diabetes and a 

poorly designed healthcare system which has failed to cope with the advances in science and 

technology associated with managing chronic illnesses (IOM, 2001). Moreover, the IOM 
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(2001) held the view that the fundamental problem was a failure in the care delivery system. A 

further stressor within the care delivery system is the need to increase capacity due to the 

increasing demands placed by management requirements associated with chronic illness care 

provision. However, the IOM (2001) suggested a redesign of the care delivery system is the 

only means by which improvements in the quality of chronic illness care could be achieved. 

From the perspective of patients, there is a failure to provide integrated care delivery for 

associated chronic conditions and a deficit in a co-ordinated approach to personalised care 

(Proctor et al., 2013). These gaps in care may be a reflection of health systems poorly equipped 

to deal with multiple co-morbidities in general (Lo et al., 2018). The lack of a co-ordinated 

approach may impact on attendance for review and has been associated with negative 

consequences for patients and healthcare teams and remains a significant issue in the context 

of chronic illness management (Currie et al., 2012). The views of healthcare providers and 

individuals with type 2 diabetes and chronic kidney disease regarding the factors which 

influence outpatient attendance remain poorly explored in Ireland. 

In the past decade the use of objective measures of kidney function, for example, laboratory 

quantification have highlighted that chronic kidney disease in those with or without type 2 

diabetes represents a major public healthcare delivery burden (Eckardt et al., 2009). Evidence 

from the literature and clinical outcomes report improved patient outcomes are achieved when 

a combined type 2 diabetes and chronic kidney disease management strategy are adopted (Patel 

et al., 2009). This has also been demonstrated in the national healthcare literature by Thabit et 

al. (2012) in reference to combined diabetes and chronic kidney disease outpatient care, albeit 

there is a dearth of information pertaining to clinical outcome data for this cohort of patients in 

Ireland. Evidence in the international literature reported by Peeters et al. (2012) noted that 

additional support provided by advanced nurse practitioners attenuated kidney function decline 

and improved renal outcomes in patients with type 2 diabetes and chronic kidney disease. There 

is limited international and no national clinical outcome data from advanced nurse practitioners 
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with expertise in the combined management of type 2 diabetes and chronic kidney disease. 

Nationally, many of the outcomes from advanced nurse practitioner care have focused on 

qualitative aspects of patient care such as patient satisfaction with little empirical evidence with 

reference to clinical outcomes in the management of chronic illnesses (NMBI, 2014). 

The research questions have been formulated to address the gaps in current knowledge as 

identified by the following literature review. These include gaps pertaining to patient and 

healthcare professional opinions on the combined management of type 2 diabetes and chronic 

kidney disease, clinical outcomes and attendance rates from care provided in the context of 

advanced practice nursing, which is a unique approach to care delivery from national and 

international perspectives.  

Therefore, this study utilised a Participatory Action Research (PAR) approach to answer the 

research questions based in the context of real world care delivery (De Chesnay, 2015). The 

development and implementation of a combined type 2 diabetes and chronic kidney disease 

care delivery strategy is an innovative departure from traditional care delivery mechanisms in 

which care for these associated conditions is provided in discipline silos which are medically 

led. Furthermore, type 2 diabetes and chronic kidney disease present a complex care delivery 

scenario and there follows an extensive review of the literature and pertinent implications 

which informed the development of the Problem Statement. 
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Chapter Two: The Literature Review 

 

2.0 Literature Review: Purpose, Aims and Objectives 

 

The overall purpose of this literature review was to examine the extant literature regarding the 

combined management of type 2 diabetes and chronic kidney disease from a variety of 

perspectives. 

The aim of the literature review was to determine information which was known with regard 

to the subject/s of inquiry and also identify what was unknown which could be utilised to 

inform discussion regarding existing gaps in knowledge, the research question/s, aims and 

objectives. 

The specific objectives of the literature review were multidimensional to include, identification 

of the prevalence of type 2 diabetes and chronic kidney disease, links to development of end 

stage renal disease, examination of mortality risk and the economic burden of facilitating care 

delivery. 

An additional objective of the literature review was to explore existing literature in relation to 

strategies which integrate type 2 diabetes and chronic kidney disease care, the benefits of such 

approaches and the specific contribution of advanced practice nursing to such care delivery 

strategies for this patient group.  

Furthermore the factors which influence failure to attend for scheduled review and potential 

negative consequences of non-attendance were also examined from the perspectives of 

healthcare teams and patients. The final objective of the literature review was to ascertain the 

potential negative sequela of delayed early chronic kidney disease management and referral to 

specialist renal care providers.  
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2.1 Search Strategy Framework:  

 

The search strategy was informed by the following four step framework (Figure 1) outlined in 

the critical appraisal, data extraction and synthesis of the literature (Search Strategy 

Framework, Appendix 1). 

Figure 1:  Search Strategy Framework 

 

2.1.1 Critical Appraisal 

 

The critical appraisal of the literature was undertaken in the following four step process. Firstly 

an adapted version of the PICOT framework was utilised to facilitate the search for precise 

evidence within large data bases and to inform development of the research questions (Riva et 

al, 2012).  

PICOT refers to:  

 (P) Population of interest. 

 (I) Intervention (for intervention studies only). 

 (C) Comparison Group: main alternative to compare with the intervention. 

Step 1

Appraisal

• PICO Framework utilised to examine exant literature.

• Sources; Journals, Websites & Grey Literature

Step 2

Appraisal

• MeSH Terms Identified

• Questionning Approach used  to critically appraise literature (University 

of Oxford, 2015)

Step 3

Extraction

• Soft copy information extracted using End Note software.

• Hard copy information downloaded & printed. 

Step 4

Synthesis

• Soft & hard copy information catalogued under search terms and/or 
search questions. Tables created using microsoft word with a descriptor 
of the specific literature. 



  

24 
 

 (O) Outcome of interest. 

 (T) Timeframe: appropriate time frame to assess outcome. 

 

Specifically within the context of this study the PICOT framework was applied in terms of 

Population, Intervention, Comparison Group, Outcome of interest (PICO). The rationale for 

utilising PICO was to facilitate a targeted search of the relevant extant literature regarding 

available information in reference to the population of interest (adults with type 2 diabetes and 

chronic kidney disease). The proposed intervention (combined type 2 diabetes and chronic 

kidney disease care), comparison (preexisting combined type 2 diabetes & chronic kidney 

disease care delivery strategies, methods used) and outcomes (from pre-existing combined care 

delivery strategies). 

Furthermore using the adapted PICO framework informed the development of key words 

which were then used to identify the following Medical Subject Index Headings (MeSH). 

Diabetes mellitus; type 2 diabetes, chronic kidney disease, no-show patients, nurse 

practitioners, delivery of healthcare in which the purpose was to retrieve highly relevant 

articles. Publications in English with abstract available were included. 

Secondly the questioning approach by the University of Oxford (2015) further informed critical 

appraisal of the literature. The purpose of employing this approach was to identify if the 

identified study or literature addressed specific question/s, if valid methods were used and 

articulated clearly, if results were valid, and finally if they were applicable within the context 

of this literature review and study (University of Oxford, 2015). Furthermore the following 

search strategy questions were utilised to critically appraise the literature. 

“What was known in the existing healthcare literature regarding the aetiology, prevalence, 

progression, mortality and cost of care associated with type 2 diabetes and chronic kidney 

disease?” “Were best practice clinical targets utilised and achieved in practice?  
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“What was known in the literature regarding strategies for combining type 2 diabetes and 

chronic kidney disease?” “Did patients attend for their scheduled outpatient review? What were 

the benefits or negative consequences of attendance and nonattendance?” “What was known 

about the contribution of advanced nursing practice to care delivery for patients with type 2 

diabetes and chronic kidney disease?” “What were the views of healthcare professionals 

regarding services provided in the context of advanced practice nursing?” 

Finally data extraction and synthesis formed the third and fourth final steps of the critical 

appraisal of the literature. 

2.1.2 Data Extraction and Synthesis 

 

Soft copy information was extracted using End Note software and hard copy information was 

downloaded and printed. Both soft and hard copy information was catalogued under the 

outlined search terms and/or search questions using tables created using Microsoft word with 

an accompanying brief narrative regarding the of specific literature. The purpose of using this 

approach was to systematically synthesise extensive information by creating a catalogue of 

information pertinent to the search terms and search questions which could be readily accessed 

to inform the literature review and discussion. Further details of the search strategy framework 

including a PRISMA Flowchart are outlined (Appendix 1, Figure 2).  

As the purpose, aims and objectives of the literature review have been identified, there follows 

a discussion of the outcomes and implications which informed development of the research 

problem statement. 

2.2 Aetiology of Type 2 diabetes and Chronic Kidney Disease 

 

Type 2 diabetes may develop due to a dual combination of insulin secretion deficiency or a 

diminished tissue response to insulin action, referred to as insulin resistance (American 

Diabetes Association, 2019). Obesity is a key contributing factor to the development of insulin 
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resistance resulting in abnormalities of carbohydrate, protein and lipid metabolism (ADA, 

2019). In addition, patients with type 2 diabetes may have high circulating levels of ineffective 

insulin which fails to adequately control blood glucose leading to an elevated blood glucose 

value referred to as hyperglycaemia (National Institute for Clinical Excellence, 2019). 

Exposure to a persistently elevated blood glucose or hyperglycaemia results in unique deterious 

microvascular changes in the structure of the kidney, such as thickening of the basement 

membrane with diffuse mesangial sclerosis, hylanosis, microanurysm, tubular and interstitial 

changes (Singh et al., 2013; Solini and Ferrannini, 2011). The earliest clinical manifestation of 

these changes within the kidney is damage to the glomerulus or the filtering unit of the kidney. 

This results in abnormal loss of albumin referred to as abnormal Albumin Creatinine Ratio or 

albuminuria (Ohta et al., 2010). Albumin is a plasma protein found in urine and is passed in 

larger amounts in patients with poorly controlled blood glucose levels (NICE, 2015). Elevated 

Albumin Creatinine Ratio (ACR) represents an independent risk factor for increased mortality 

and morbidity (NICE, 2015).  

The presence of albuminuria early in the course of a type 2 diabetes diagnosis is highly 

prevalent and associated with poor renal outcomes in both early adulthood (Dart et al., 2012), 

and aging populations (ADVANCE, 2008). Research undertaken by Smart et al. (2014) 

highlighted opportunities to preemptively manage the early stages of chronic kidney disease, 

such as the presence of albuminuria are missed in clinical practice. That said, preemptive early 

management of chronic kidney disease by appropriately trained healthcare professionals can 

confer clinical benefits in terms of improved patient survival, optimal hypertension 

management, reduced length of hospitalisation and reduced emergency vascular access 

procedures (Smart et al. 2014). 

According to NICE (2015) and KDIGO (2012) chronic kidney disease is defined as 

abnormalities in kidney structure or function which are present for more than three months. 

Damage to the kidney may also result in a reduced capacity for the glomerulus to filter the 
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blood referred to as Glomerular Filtration Rate (NICE, 2015). There is a consensus within 

current best practice guidelines that the term chronic kidney disease relates to an abnormal 

Albumin Creatinine Ratio (albuminuria) and/or Glomerular Filtration Rate (GFR), (NICE 

2015), (KDIGO, 2012). Chronic kidney disease presents in the following five stages (NICE 

2015): 

 Stage 1-2: Early chronic kidney disease. 

 Stage 3-4: Moderate to severe chronic kidney disease. 

 Stage 5: severely reduced kidney function which, will result in death if not treated by 

renal replacement therapy (RRT) such as dialysis or kidney transplant.  

 

The review of the literature suggested that there is an expected decline in GFR of between 1.2-

4.6mls annually dependent on the etiology of the kidney injury (Tsai et al., 2017, Massey, 

1999, Nielsen, 1997). Hyperglycaemia due to type 2 diabetes is directly attributable to the 

development and progression of chronic kidney disease as evidenced by the following 

randomised controlled trials. 

2.3 Chronic Kidney Disease and Type 2 Diabetes 

 

Elevated blood glucose referred to as hyperglycaemia is directly linked with the development 

and progression of chronic kidney disease and concordantly well controlled blood glucose is 

associated with halting the development and progression of chronic kidney disease 

(ADVANCE, 2008, UKPDS64, 2003, UKPDS, 1998). 

The purpose of the United Kingdom Prospective Diabetes Study (UKPDS, 1998) was to 

examine if intensive blood glucose control reduced the development of micro-vascular 

complications associated with type 2 diabetes such as chronic kidney disease. In the United 

Kingdom between 1977 and 1991, General Practitioners were asked to refer all patients 

attending their surgeries with newly diagnosed type 2 diabetes to a UKPDS Hospital (n=23) 

determined by catchment area. Participants (n=5,102) aged between 25-65 years (mean age 54 

years, males 58%, females 42%), Caucasian (81%), Indian or Asian (11%), Afro-Caribbean 

(7%) and other (1%) were recruited and followed for a period of 11 years. Randomisation to 
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intervention or control groups was by a centrally produced computer generated therapy 

allocation. The intervention consisted of an intensive glucose control regime with either 

sulphonlurea medication or insulin therapy (intervention group, 70%), compared to 

conventional treatment with dietary adherence (control group, 30%). Participants were 

reviewed to determine the development of microvascular complications such as chronic kidney 

disease which, were sub sequentially assessed on a tri-annual basis. Post randomisation, 

patients attended for a consultation every 3-6 months initially, which was dictated by blood 

glucose values and annually thereafter (UKPDS, 1998). 

At completion of the trial the vital status of 76 (2%) participants was unknown due to 

emigration (57 intensive group and 19 conventional group), a further 91 (2.4%) could not be 

contacted in the last year of the study (65 intensive group and 26 conventional group) to assess 

clinical endpoints. Overall glucose control was assessed utilising HbA1C values. The median 

HbA1C values over the study period was 7.9%/63 mmol/mol (control group) vs. 7%/53 

mmol/mol (intervention group), representing an 11% reduction in HbA1C in the intervention 

group (UKPDS, 1998).  

In the final analysis, the intervention group demonstrated a reduction in the presence of 

microalbuminuria (34%) and declining kidney function (67%). Upon completion of the trial 

patients randomised to the intensive glucose control group experienced a 25% (P=0.0099) 

reduction in the overall risk for developing microvascular complications (Appendix 4) 

associated with type 2 diabetes when compared to the conventionally treated group (UKPDS, 

1998). 

A limitation of the aforementioned trial noted that the results may not necessarily reflect ethnic 

differences in the progression of the microvascular complications associated with type 2 

diabetes as 81% of the study population were Caucasian, Indian Asian (11%) and Afro-

Caribbean (8%). The median 10 year follow up period was viewed as a limitation as median 

life expectancy is 20 years in those diagnosed with type 2 diabetes at age of 53 years. The study 
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provided no outcome data with reference to the probability of progression of microalbuminuria 

or transition from stage to stage of chronic kidney disease, as outcome data referred only to the 

presence of microalbuminuria or elevated creatinine (UKPDS, 1998). 

Further research by the UKPDS64 (2003) group led by Adler et al. (2003) recognised that the 

progression of microalbuminuria and chronic kidney disease from the initial diagnosis of type 

2 diabetes was poorly documented in the original UKPDS (1998) study. Thus the United 

Kingdom Prospective Diabetes Study 64 (UKPDS64, 2003) was undertaken. The purpose of 

the study was to measure the annual probability of transition from stage to stage of 

microalbuminuria and chronic kidney disease, cumulative incidence, ten year survival, median 

duration of chronic kidney disease stage and risk of death from all causes or cardiovascular 

disease. The data was observed and modelled from 5,097 subjects in the original UKPDS 

(1998) over a 10 year period. The study participants were the same study cohorts enrolled in 

the original UKPDS (newly diagnosed type 2 diabetes aged 25-65 years). At baseline, the study 

cohort consisted of 5,097 participants in which 4,727 had normal kidney function, 333 had 

microalbuminuria and 37 had macroalbuminuria. During the median 10.4 year follow up 

period, a further 867 developed microalbuminuria, 264 macroalbuminuria, 71 had a serum 

plasma creatinine equal or greater than 175 umol/L and 14 required renal replacement therapy 

and 17 deaths were attributed to progressive chronic kidney disease during the study 

(UKPDS64, 2003).  

The prevalence of the particular stage of chronic kidney disease (1-5) was associated with an 

increased duration of type 2 diabetes. At diagnosis, 7.3% of participants had microalbuminuria 

which increased to 17.3% after 5 years, 24.9% after 10 years and 28% after 15 years. For 

comparison, Markov model values for prevalence were estimated which indicated, 34.3% of 

patients with type 2 diabetes are likely to have persistent microalbuminuria or worse by 20 

years and 38.3% by 25 years. This demonstrated a direct association between length of type 2 



  

30 
 

diabetes diagnosis and increasing risk for the development of microalbuminuria (UKPDS64, 

2003). 

The presence of microalbuminuria is an independent risk factor associated with increased 

mortality and morbidity (NICE, 2015). An abnormal albumin creatinine ratio (ACR) is one of 

the earliest clinical indicators to support the presence of chronic kidney disease and predicts 

progression of chronic kidney disease in those with type 2 diabetes (Maahs et al., 2009). 

Participants in the UKPDS64 (2003) study demonstrated that chronic kidney disease and the 

presence of smaller (microalbuminuria) and larger (macroalbuminuria) amounts of protein in 

the urine evolved on an annual basis. This was demonstrated annually in that 2% of participants 

despite normal renal function developed microalbuminuria, 2.8% transitioned from 

microalbuminuria to macroalbuminuria and a further 2.3% developed an elevated creatinine or 

required renal replacement therapy (UKPDS64 2003). 

The advantages of UKPDS64 (2003) were its size, prospective design, inclusion of early (1-2) 

and advanced stages of chronic kidney disease (3, 4, 5) within the study population and 

enrolment from diagnosis of type 2 diabetes. The lengthy follow up period and provision of 

modelled values for longer time periods may also be viewed as helpful in terms of elucidating 

the progressive nature of chronic kidney disease in cohorts with type 2 diabetes.  

Potential limitations were also considered and included a lack of precision in the estimates of 

advanced chronic kidney disease due to few events in this patient group. The Markov model 

utilises the assumption of no improvement in renal function which may lead to an 

overestimation in prevalence. Another potential limitation could be noted in the fact that after 

10 years, 2799 participants remained enrolled in the UKPDS64 (2003) study. However, no 

consideration was afforded to the potential impact of attrition bias by the researchers. Attrition 

has the potential to enable selection bias to develop in clinical trials and the potential impact 

of attrition bias on baseline imbalances should be considered (Hewitt et al., 2010). 
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The outcomes from UKPDS64 (2003)  provided a means by which to estimate the magnitude 

of chronic disease emerging in patients with type 2 diabetes which indicates that the burden of 

chronic kidney disease will increase in tandem with the rising prevalence of type 2 diabetes 

and length of diabetes diagnosis. 

The prevalence of urine proteinuria prevalence in UKPDS64 (2003) participants was 

comparative to outcomes from the Treatment Options for type 2 diabetes in Youth (TODAY, 

2013) study in which the annual rate of progression from microalbuminuria to overt proteinuria 

was 2.8%. This indicated that youths with type 2 diabetes are developing an abnormal ACR at 

similar levels to aging populations (TODAY, 2013).  

The earlier Search for Diabetes in Youth Study (SEARCH) by Maahs et al. (2009) also 

investigated the prevalence of an elevated ACR (greater or equal to 30ug/mg) amongst youth 

with type 2 diabetes (n=374). The SEARCH (2009) study was a multicentre cross sectional 

study design undertaken in an outpatient setting in the United States (2001-2003). The mean 

age of participants was 16 years (63% female and 37% male), non-Hispanic white (12.7%), 

African American (10.4%), Hispanic (23.3%), Asian/Pacific Islander (24%), American Indian 

(28%), and other (1.6%), and average type 2 diabetes disease duration was 1.9 years.  

The prevalence of elevated ACR (greater than or equal to 30 ug/mg) was calculated and 

stratified according to type of diabetes, age, sex, diabetes duration, body mass index (BMI) and 

race/ethnicity. The prevalence of an elevated ACR was 22.2% [95% CI 18.3-26.7] and was 

associated with type 2 diabetes duration over 60 months (P=.0004). The presence of an 

elevated ACR was higher among minority groups than non-Hispanic whites (P= 0.032).  

The cross sectional design limits assessment of causality in the interpretations of independent 

associations of elevated album creatinine ratio determined on a single measurement.  However, 

due to daily variability in albumin creatinine ratio, a repeat sample is required to ensure an 

appropriate diagnosis (NICE, 2015). Conclusions by the study investigators recommended that 
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longitudinal data on the natural evolution, screening and treatment of microalbuminuria and 

renal function in youth with type 2 diabetes was necessary (Maahs et al., 2009).  

To this end longitudinal data was obtained by Dart et al. (2012) which compared renal 

outcomes in youths aged 1-18 years from 1986 to 2007 in the Canadian Manitoba region. The 

study was based in an outpatient setting which utilised prospectively collected data from youths 

with type 2 diabetes (n=342). Participants were anonymously linked via scrambled identifiers 

to healthcare records which followed their renal outcomes. All groups were gender, age and 

geographically matched. Outcomes demonstrated persistent microalbuminuria (26%) and 

macroalbuminuria (4.7%) with the mean age for the development of albuminuria at 14.9 years 

and average disease duration of 1.2 years (Dart et al., 2012). These outcomes provided 

evidence to the direct association between type 2 diabetes and chronic kidney disease occurring 

across an age spectrum from youth to their aging counterparts. 

The presence of albuminuria in youth was highly predictive of renal failure as 9.1% developed 

renal failure in young adulthood compared to 1.1% without albuminuria (P < 0.001). 8.9% 

developed a renal complication (mean age 20.3 ± 5.8 years; 7.5 ± 5.6 years of type 2 diabetes), 

6.7% had renal failure (mean age 21.9 ± 5.9 years; 9.1 ± 6.0 years of type 2 diabetes) and 2.3 

% had developed end stage renal disease at completion of the study (mean age 29.1 ± 3.6 years; 

9.1 ± 16.1 ± 3.6 years type 2 diabetes). Mean follow up time was 7.3 ± 5.2 years (Dart et al., 

2012).  

The following limitations were identified within this study by Dart et al. (2012). A number of 

outcomes in the study were based on diagnostic codes used by the outpatient physician billing 

records and whilst the renal outcomes were based on laboratory data, the coding of diagnosis 

in administrative data may depend on changes in definitions and interpretation over time (i.e., 

introduction of estimated glomerular filtration rate reporting in 2002). The diagnosis of 

diabetes related kidney disease was not supported by a renal biopsy which would likely 

determine the underlying cause of the renal disease. However, the study does highlight that 
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albuminuria early in the course of a type 2 diabetes diagnosis is highly prevalent and associated 

with poor renal outcomes in early adulthood (Dart et al., 2012). 

The seminal research of the ADVANCE collaborative group (2008) in the “Intensive Blood 

Group Control and Vascular Outcomes in Patients with Type 2 Diabetes” randomised control 

trial investigated the effect of intensive blood glucose management on the development of 

microvascular complications such as chronic kidney disease in patients with type 2 diabetes. 

This study utilised a factorial randomised control trial design conducted at 215 collaborating 

centres from Asia, Europe, Australasia and North America. In total 11,140 patients were 

recruited with a diagnosis of type 2 diabetes at age 30 years or older and were at least 55 years 

at the time of study entry. Participants were randomly assigned into control and intervention 

groups according to factorial design. The control group consisted of participants on continued 

therapy with their usual blood glucose lowering agents to achieve standard HbA1C defined on 

the basis of local guidelines. Intervention group participants commenced a treatment regime 

which comprised of an intensive blood glucose management regime with a target HbA1C 

(laboratory or point of care estimation for overall blood glucose control over the preceding 6 

weeks) of less than 6.5%/ 48 mmol/mol. 

The study enrolled 5,571 participants (42.6% female, 57.4% male) to intensive management 

(intervention group) and 5,569 (42.3% female, 57.7% male) to standard management (control 

group) over a 66 month follow up period. The average duration of type 2 diabetes diagnosis in 

both groups was 7.9-8 years (mean age 66 years). Baseline HbA1C was 7.48% (58 mmol/mol), 

blood pressure 145/80mmHg with Body Mass Index (28±5) and 13.6-14.2% smokers in both 

groups (ADVANCE, 2008). Participants in the intensive group were reviewed 2 weeks post 

randomisation, at months 1, 2, 3, 4, 6 and three monthly thereafter. Participants in the control 

group were seen at 3, 4, and 6 monthly intervals, post randomisation and six monthly thereafter. 

At the 2-year, 4-year and final visit, a retinal eye examination, foot assessment and 

measurement of HbA1C and microalbuminuria were undertaken. At the scheduled end of the 
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trial, completed data was available for 4,741 (85.1%) participants and 9.6% died in control 

group. In the intervention group, 4,828 (86.7%) had complete data and 8.9% died.  

In the final analysis, HbA1C in the intervention group was 6.53% (48 mmol/mol) vs. 7.3% (56 

mmol/mol) in the control group (ADVANCE, 2008). The intervention group experienced a 

significant reduction in renal events including new or worsening chronic kidney disease 

(hazard ratio, 0.79; 95% CI, 0.66 to 0.93; P= 0.006). New or worsening chronic kidney disease 

was indicated by the development of macroalbuminuria that emerged in 2.9% (intervention 

group) vs. 4.1% (control group). There was also a trend towards the reduction of the need for 

renal replacement therapy or death from renal causes in the intervention group; 0.4% vs. 0.6% 

in the control group (hazard ratio, 0.64; 95% CI, 0.38 to 1.08; P=0.09). There was a relative 

risk reduction in the development of new or worsening chronic kidney disease by 21% (CI 

95%) in the intervention group. Outcomes from the study concluded that lowering the HbA1C 

to a value of 6.5% (48mmol/mol) resulted in an overall risk reduction in microvascular and 

macrovascular events by 10%, which was due to the 21% relative reduction in development of 

chronic kidney disease (ADVANCE, 2008). 

Benefits of the ADVANCE (2008) indicate improvements in blood glucose values confer 

particular benefit in terms of reducing the progression of albuminuria, requirement for renal 

replacement therapy and death from renal disease in patients with type 2 diabetes in the 

intervention group. Limitations of the study included no inclusion or exclusion for HbA1C 

prior to commencing the study and patients on insulin therapy were not included. 

The prevalence of the development of microvascular complications associated with type 2 

diabetes were also examined in the European region by Penno et al, (2012) in the Renal 

Insufficiency and Cardiovascular Events (RIACE, 2012) clinical trial. The purpose of the study 

was to assess the concordance between chronic kidney disease and type 2 diabetes. RIACE 

(2012) enrolled 15,773 participants with type 2 diabetes attending 19 diabetes clinics based in 

secondary care. The mean age of participants was 65-70 years (Male: 7,829, Female: 
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7,944).This was the first study to investigate the association between diabetes and chronic  

kidney disease utilising albumin creatinine ratio and glomerular filtration rate to assess kidney 

function (Penno et al., 2012). In the total study cohort, the outcomes indicated 26% had chronic 

kidney disease in which 51% had Stage 1 or 2, 31% non albuminuric Stage 3 and 18% had 

albuminuric stage 3 or greater (Penno et al., 2012). Outcomes from this study clearly 

demonstrated a significant proportion of participants had chronic kidney disease and/or 

albuminuria.  

Further research by Le Floch et al. (2014) examined the prevalence of microvascular 

complications which included chronic kidney disease in aging populations with type 2 diabetes 

in France. The GERODIAB (2014) study was the first French multi-centre, prospective, 

observational study designed to assess the influence of blood glucose control on mortality and 

morbidity through a 5-year follow-up study. The study enrolled 987 participants (male: 473, 

48%) and (female: 514, 52%), aged 77 ± 5 years (median: 77; range: 70–101 years), mean BMI 

30 ± 5 kg/m², duration of diabetes 18 ± 11 years and HbA1C 60 ± 14 mmol/mol (7.6% ± 1.3%).  

At baseline, 125 participants (12.7%) had micro or macroalbuminuria without significant 

impairment in kidney function and 311 (31.5%) had reduced kidney function with a GFR of 

between 30-60 ml/min. A further 32 (3.2%) had a GFR < 30 ml/min, demonstrating severely 

reduced kidney function. Multivariate stepwise logistic regression analysis associated 

nephropathy with an elevated triglyceride level, duration of diabetes, history of hypertension, 

age (P < 0.001) and HDL cholesterol level (P < 0.01), with a 66.3% concordance rate (Le Floch 

et al, 2014). 

The outcomes from this literature demonstrate the direct correlation between type 2 diabetes 

and chronic kidney disease and the potential for an increased mortality and morbidity risk also 

required exploration within this discussion.  

2.4 Type 2 Diabetes and Chronic Kidney Disease: Mortality Risk 
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It is estimated in England (not the United Kingdom) mortality and years lost in life from  

chronic  kidney disease equated to 10,030 years of life lost prematurely in those under 75 year 

old in the combined years 2006-2008 (National Health Service National Diabetes Audit, 

2012e). In 2012 diabetes was directly responsible for 2.7% of global deaths, which has 

increased by 0.7% since 2000 (World Health Organisation, 2014). Diabetes was the seventh 

leading cause of death in the United States in 2017 based on the 83,564 death certificates in 

which diabetes was listed as the underlying cause of death. In 2017, diabetes was mentioned 

as an attributing factor to cause of death in 270,702 of death certificates issued (American 

Diabetes Association, 2017).Due to the increasing global prevalence of type 2 diabetes this 

number has continued to rise, with 4.2 million deaths directly attributable to diabetes in 2019 

(International Diabetes Federation, 2020).  

Research undertaken by the UKPDS64 (2003) examined if chronic kidney disease directly 

contributed to an increased mortality risk among patients with type 2 diabetes. The purpose of 

this research was to describe the development and progression through the various stages of 

chronic kidney disease and identify potential mortality risk implications. The study used 

observed and modelled data from 5,097 subjects with type 2 diabetes from the original UKPDS 

(1998) randomised controlled trial. The outcomes from UKPDS64 (2003) indicated the annual 

death rate increased with progressive chronic kidney disease and elevated albumin creatinine 

ratio. The mortality rate for individuals with type 2 diabetes without chronic kidney disease 

was 1.4%, microalbuminuria (3%) and macroalbuminuria (4.6%). Participants with type 2 

diabetes and an elevated creatinine without renal replacement therapy experienced an annual 

death rate of 18.9%. However, type 2 diabetes participants with an elevated creatinine or renal 

replacement therapy experienced an annual death rate of 19.2%. 

The most common cause of death at all stages of chronic kidney disease was cardiovascular 

disease with a trend for increasing risk of cardiovascular death as CKD progressed (P< 0.0001). 

The annual death rate due to cardiovascular disease was 0.7% for subjects with no chronic 
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kidney disease, in participants with microalbuminuria (2%) and macroalbuminuria (3.5%). An 

elevated creatinine or renal replacement therapy was associated with an overall annual death 

rate of 12.1% (UKPDS64, 2003). A declining proportion of participants were alive at 10 years 

following the onset of chronic kidney disease. In participants with no chronic kidney disease 

on diagnosis of type 2 diabetes, 87.1% were alive after 10 years (UKPDS64, 2003). This 

compares to patients who had microalbuminuria (70.8%), macroalbuminuria (65.1%) and 

chronic kidney disease or renal replacement (8.5%) on diagnosis experienced reduced 10 year 

survival rates. These outcomes indicate a higher mortality risk is associated when the features 

of chronic kidney disease and or albuminuria are present (UKPDS64, 2003).   

In the United States a 10-year cumulative mortality status for 15,046 participants in the Third 

National Health and Nutrition Examination Survey (NHANES III), was examined by Afkarian 

et al. (2013). The composite end point was death and this study linked baseline data from 

NHANES III with the National Death Index. The reference group was comprised of people 

without diabetes or chronic kidney disease and in this group the 10-year cumulative all-cause 

mortality was 7.7%. Among individuals with type 2 diabetes but without chronic  kidney 

disease, standardised mortality was 11.5%, representing an absolute risk difference with the 

reference group of 3.8% adjusted for demographics and 3.4% when further adjusted for 

smoking, blood pressure and cholesterol values. Participants with type 2 diabetes and chronic 

kidney disease experienced a standardised mortality rate of 31.1%. The study concluded that 

those with chronic kidney disease predominantly account for the increased mortality observed 

in the type 2 diabetes population (Afkarian et al., 2013).                                                           

Patients who progress to end stage renal disease and require Renal Replacement Therapy 

(RRT) via haemodialysis (HD), peritoneal dialysis (PD) or renal transplant (RT), experience a 

significantly increased mortality risk when compared to the general population (USRDS, 

2013). Patients with diabetes (type of diabetes not identified) treated with RRT are 2.5 times 

more likely to die in the following year than those without diabetes (National Health Service 
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National Diabetes Audit, 2012e). Data from the USRDS (2013) indicated 52% of patients 

receiving haemodialysis and 61% receiving peritoneal dialysis were alive three years after the 

start of end stage renal disease treatment. Those who had a primary diagnosis of  

glomerulonephritis had a five year adjusted survival probability (0.51) in comparison to those 

with a primary diagnosis of hypertension (0.40),  and individuals with a primary diagnosis of 

diabetes (type not indicated) had the lowest 5 year survival rate (0.34) (USRDS, 2013).                                                             

In Ireland, there is a dearth of data or information with reference to the incidence of mortality 

prevalence amongst patients with type 2 diabetes and chronic kidney disease. A study by Glynn 

et al. (2008) examined the cardiovascular disease prevalence in patients with type 2 diabetes 

in which chronic kidney disease and mortality were composite end points. Utilising a stratified 

random sample of 60% (n=35) of general practices in the West of Ireland, a practice based 

retrospective cohort study with a sample of 1,609 participants with type 2 diabetes (mean age 

of 68.6 years, female 50.7%, male 49.3%) were recruited for a period of 5 years. Duration of 

type 2 diabetes diagnosis was not identified. Among the original 1,609 participants, 42 (2.6%) 

were lost to follow up and 1,256 (78.1%) had complete data at conclusion of the trial (Glynn 

et al., 2008). Outcomes indicated that there were 214 deaths and 219 cardiovascular events in 

the follow up period and the risk of developing cardiovascular or death composite endpoints 

were significantly increased in patients with reduced kidney function compared with those with 

normal renal function [Log Rank (Mantel–Cox) 26.74, P < 0.001].The outcomes from this 

study revealed that multi-morbidity is common in this representative community based 

population of patients with cardiovascular disease and for every 10mls decline in glomerular 

filtration rate, there was a 33% increase in hazard of death from any cause and 20% increase 

in death from cardiovascular composite endpoints (Glynn et al, 2008).  

Evidence from the literature supports the view that type 2 diabetes and chronic kidney disease 

are associated with an increased mortality and morbidity risk (Afkarian et al., 2013, National 

Health Service National Diabetes Audit, 2012e, UKPDS64 2003). As the incidence of patients 
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with type 2 diabetes is set to increase, conversely, the incidence of patients with chronic kidney 

disease will also increase over time. 

2.5 Type 2 Diabetes and Chronic Kidney Disease: International Incidence 

  

The incidence of chronic kidney disease amongst patients with type 2 diabetes in comparison 

to those without diabetes was demonstrated in the United Kingdom. In the National Health 

Service National Diabetes Audit, (2013f), the prevalence of type 2 diabetes with chronic kidney 

disease amongst 1,982,370 people (England and Wales, excluding Scotland) was estimated to 

range between 18-30%. This national audit concluded that women with type 2 diabetes were 

eight times, and men twelve times more likely to develop chronic kidney disease compared to 

their age matched peers without diabetes (NHS, 2013f). 

The prevalence of type 2 diabetes with chronic kidney disease was examined in the Netherlands 

by Van Der Meer et al, (2010) in a cross sectional survey design with 471 eligible patients. 

The mean age was 63 years (51% female, 49% male) attending two primary health centers with 

11 General Practitioners, over a 15 month period. Chronic kidney disease was defined as 

glomerular filtration rate, less than 60 mls/min /1.73m2, and albuminuria was defined as greater 

than 2.5 mg/mmol (male) and 3.5 mg/mmol (female). The outcomes indicated a 25% 

prevalence of chronic kidney disease in type 2 diabetes patient cohorts. It was also 

demonstrated that an abnormal albumin creatinine ratio (13.6%) (Odds ratio [OR] 4.23; 95% 

confidence interval [CI] = 2.67 to 6.71) was independently associated with type 2 diabetes, but 

not decreased glomerular filtration rate (OR 0.75; 95% CI = 0.54 to 1.04). However, increasing 

age demonstrated the strongest association with decreased kidney function (GFR), (OR 2.73; 

95% CI =2.02 to 3.70). As the uptake rate was 97% this provided valid prevalence rates (Van 

Der Meer et al., 2010). The study limitations relate to the cross sectional design and no 

information provided regarding the course or stage of chronic kidney disease. The study was 

performed in a small number of primary care centers affiliated to specific organizations’ which 
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advocated a high screening and treatment policy for patients with chronic kidney disease with 

type 2 diabetes which, may not be representative of the practice of all Dutch family physicians 

(Van Der Meer et al., 2010).  

The United States Renal Data System (USRDS) national data system collects, analyses and 

distributes prevalence information with reference to chronic kidney disease and end stage renal 

disease in the United States (USRDS, 2013). It utilises information provided by the National 

Health and Nutritional Examination Survey (NHANES), NHANES III (1988-1994) and 

NHANES (1999–2010). The National Health and Nutritional Examination Surveys 

(NHANES) are nationally representative cross-sectional surveys which utilise a stratified, 

multi-stage probability cluster sampling design.  

NHANES III (1988-1994) identified 19.3% of 15,488 participants had type 2 diabetes and 

chronic kidney disease. This compared to 15.6% of 13,233 participants in NHANES (1999–

2010) who had type 2 diabetes and chronic kidney disease. The presence of abnormal ACR 

greater or equal to 30mg/mmol in patients with type 2 diabetes was 36.3% in NHANES III 

(1988-1994) vs. 15.6% in NHANES (1999–2010). The reduced prevalence of chronic kidney 

disease and albuminuria in patients with type 2 diabetes participating in NHANES III (1988-

1994) and NHANES (1999–2010) were attributable to improvements in blood glucose and 

blood pressure management (NHANES 1999–2010). Both surveys over-sampled African 

Americans, Mexican Americans, and individuals aged 60 or older to improve the estimates for 

these subgroups (NHANES, 1999–2010).  

The prevalence of type 2 diabetes with chronic kidney disease was also examined in the United 

States by Bailey et al. (2014) using NHANES data (1999-2012). This was one of the first 

international studies which categorised chronic kidney disease utilising the KDIGO (2012) 

classification system. A total of 2,915 participants (52% male, 48% female) were enrolled of 

which 1,466 (50.3%) were over 65 years. The findings revealed the prevalence of type 2 
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diabetes with chronic kidney disease based on decreased kidney function (GFR) and or 

abnormal albumin creatinine ratio (ACR) was 43.5% in the overall type 2 diabetes population 

which increased to 61% in those with type 2 diabetes over 65 years. The following limitations 

were considered, due to the cross sectional nature of NHANES data, outcomes such as 

progression of chronic kidney disease could not be assessed. The empirical algorithm based on 

age at which type 2 diabetes was diagnosed may result in younger patients with type 2 diabetes 

being excluded. The cause of chronic kidney disease could not be identified as it was not 

determined in the submitted NHANES data, and diagnosis of chronic kidney disease was based 

on a single laboratory sample of abnormal albumin creatinine ratio or glomerular filtration rate. 

NICE (2015) guidance for the management of chronic kidney disease in cohorts with type 2 

diabetes incorporates KDIGO (2012), and recommends more than one sample of these 

parameters are required to confirm an appropriate diagnosis of chronic kidney disease.  That 

said, despite the aforementioned  limitations,  the outcomes from this study confirm a high 

incidence of chronic kidney disease in type 2 diabetes patient populations and it was the first 

study to report prevalence estimates using the KDIGO (2012) guidance in the United States 

(Bailey et al., 2014), information which here to fore was unavailable. 

Research by Whaley-Connell et al. (2012) utilised data from the National Kidney Foundation-

Kidney Early Evaluation Program (KEEP 2000-2007), a large screening program from 47 

National Kidney Foundation (NKF) affiliates and 1,966 screening programs in 49 States and 

the District of Columbia in the United States. The purpose of the programme was to identify 

high-risk individuals for the development of chronic kidney disease in 77,077 participants. The 

outcomes demonstrated that 20,200 participants had chronic kidney disease, type 2 diabetes 

23,082 and 7,853 had both conditions. The incidence of chronic kidney disease was higher in 

individuals with type 2 diabetes when compared to their age matched peers without diabetes, 

40.7% vs. 26.1% (Whaley-Connell et al., 2012). 
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In the European region,  Poncelas et al. (2013) undertook a cross sectional study of 1,145 

(males 60.2%, females 39.8%) patients over 40 years old with type 2 diabetes attending primary 

care consultations in Spain over a five month period. The purpose of the study was to 

investigate the prevalence of chronic kidney disease utilising KDIGO (2012) guidance. The 

study reported that the incidence of chronic kidney disease was 26.7% in the following stages; 

Stage 1 (3.5%), Stage 2 (6.4%), Stage 3A (11.6%), and Stage 3B (5.2%). The prevalence of 

microalbuminuria or macroalbuminuria as determined by ACR > 30mg/mmol was 15.4% 

(microalbuminuria 13% and macroalbuminuria 2.4%). The study recommended that 

appropriate early determination of renal function and albumin creatinine ratio facilitated 

prompt management in the early stages of chronic kidney disease, when treatment has the 

potential to be more effective in terms of preserving renal function (Poncelas et al., 2013).  

The studies by Bailey et al. (2014) and Poncelas et al. (2013) are unique as they utilised the 

KDIGO (2012) classification system which had been used sub sequentially to inform best 

practice NICE (2015) recommendations for chronic kidney disease care in cohorts with type 2 

diabetes. This supports the rationale for inclusion of KDIGO (2012) classification within the 

context of conducting this research study. Evidence from the international literature supports 

the fact that type 2 diabetes is associated with an increased prevalence of chronic kidney disease 

indicated by abnormal ACR values and or reduced GFR.  

In Ireland, it is estimated up to 280,000 persons have chronic kidney disease, many of whom 

are unaware of that fact (Health Service Executive National Renal Office, 2010b). There is a 

dearth of information available with reference to the prevalence of chronic kidney disease in 

patients with type 2 diabetes. Currently efforts are afoot to develop a national register with 

reference to prevalence of kidney disease and contributing causes including diabetes.  

Consideration must also be given to the fact that chronic kidney disease is a progressive 

disorder which follows a disease trajectory that may result in the development of end stage 
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renal disease (NICE, 2015). End stage renal disease (ESRD) requires additional supportive 

treatments such as renal replacement therapy (RRT) (KDIGO, 2012).  

2.6 Incidence of End Stage Renal Disease and Type 2 diabetes 

 

Chronic kidney disease is a progressive disorder which can lead to end stage renal disease 

(ESRD) in a small but significant percentage of people. As indicated by USRDS (2019), type 

2 diabetes and hypertension are the two leading primary diagnosis associated with the 

development of ESRD. USRDS (2018) estimate that there are a total of 58,372 patients with a 

primary diagnosis of ESRD in the United States (USRDS, 2018). Type 2 diabetes is the leading 

of cause of ESRD representing 44% of cases in the United States (USRDS, 2018). A further 

35,843 with a primary diagnosis of hypertension developed end stage renal disease (USRDS, 

2018). ESRD is treated with renal replacement therapy (RRT) i.e. hemodialysis (HD), 

peritoneal dialysis (PD) renal transplant (RT) or supportive (conservative) care (USRDS, 

2018). Of the prevalent renal replacement therapy population with diabetes; 76% received 

haemodialysis, 7.1% peritoneal dialysis and 16.9% had a renal transplant (USRDS, 2018). 

Pooled data from 54 countries revealed more than 80% of end stage renal disease (ESRD) is 

due to diabetes or hypertension or a combination of both (IDF, 2017). In the United Kingdom 

type 2 diabetes is the commonest cause of ESRD (Renal Association UK Renal Registry, 

2014). In 2013, the number of patients with type 2 diabetes as a primary reason for a renal 

diagnosis increased from 8,456 to 9,052 representing a 7% increase since 2012 (Renal 

Association UK Renal Registry, 2014). Overall 15.9% of all ESRD patients have type 2 

diabetes (Renal Association UK Renal Registry, 2014).  

In Ireland, the Health Service Executive (HSE) National Renal Office (NRO) undertook a 

review of outcome data from 2001-2010 to assess the prevalence of ESRD (HSE NRO, 2010b). 

In 2001, 33 per million of the population developed ESRD of which, 7% was directly attributed 

to diabetes. Since 2001, this number has increased considerably to 110 per million of 



  

44 
 

population which have developed ESRD of which 16% was directly attributed to diabetes (HSE 

NRO, 2010). The submitted data did not indicate the aetiology of diabetes diagnosis. 

The NRO, (HSE, 2013d) estimated 405 people develop ESRD on an annual basis which 

requires treatment to replace their non-functioning kidneys and within this cohort 327 (81%) 

received haemodialysis, 56 (14%) peritoneal dialysis and 22 (5%) kidney transplantation. In 

the period from 2007-2013 there had been a 27% increase in those diagnosed with ESRD (HSE 

NRO, 2013d).  

In 2019, there were 4,881 patients with End Stage Renal Disease (ESRD) in Ireland (Health 

Service Executive National Renal Office, 2019k). According to the HSE National Renal Office, 

(2019k) these 4,821 patients received varying Renal Replacement therapies (RRT) which 

included Haemodialysis (n=1,933), Home Haemodialysis (n=52), Peritoneal Dialysis (n=211) 

and Kidney Transplant (2,625). The development of a national register with reference to 

prevalence of kidney disease and contributing causes remains ongoing, thus data within the 

Irish context remains incomplete. The available data does indicate an increase in the 

development of ESRD amongst the population with diabetes in Ireland. The rationale for 

inclusion of this data was that it presents the most current information with reference to end 

stage renal disease in Ireland. 

It has been established that chronic kidney disease may lead to the development of ESRD. The 

UKPDS (1993), ADVANCE (2008) randomised controlled clinical trials and USRDS (2019) 

demonstrated that type 2 diabetes and hypertension are directly attributable to the development 

and progression of chronic kidney disease. Failure to achieve recommended targets for blood 

glucose and blood pressure control are directly associated with negative clinical consequences 

in terms of the development and progression of chronic kidney disease in cohorts with type 2 

diabetes. This statement is evidenced in the outcomes from the seminal UKPDS (1998), 

UKPDS64 (2003) and ADVANCE (2008) clinical trials. Clinical target recommendations are 
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informed by best practice guidance in terms of blood glucose and blood pressure targets in 

patients with type 2 diabetes and chronic kidney disease.  

2.7 Type 2 Diabetes and Chronic Kidney Disease: Clinical Targets  

 

The NICE (2015) recommendations for the combined management of type 2 diabetes and 

chronic kidney disease advise a target HbA1C < 53 mmol/mol, systolic blood pressure <130 

mmHg, diastolic blood pressure < 80 mmHg and total cholesterol < 4 mmol/L. Lower or higher 

targets may be appropriate for certain individuals, such as younger or older patients, if they can 

be achieved without undue treatment burden (NICE, 2015). These targets are also utilised 

within the current Health Service Executive National Diabetes Programme. The NICE (2015) 

clinical target recommendations incorporate Kidney Disease Improving Global Outcomes 

(2012) guidance for specialist advice regarding early identification and management of chronic 

kidney disease (Appendix 3). 

The KDIGO (2012) goals for early identification and referral “include the provision of specific 

therapy based on diagnosis, arresting the progression of chronic kidney disease and the 

evaluation and management of co morbid conditions such as type 2 diabetes” (p.112). The 

focus of the KDIGO (2012) recommendations was  to ensure timely planning and preparation 

for RRT such as, choice of modality, access-placement, preemptive transplantation, 

psychosocial support, provision of conservative care and palliative care options where required 

(KDIGO, 2012). In addition, KDIGO (2012) provided guidance regarding chronic kidney 

disease goals of early identification and referral (Appendix 3b). 

In the current economic landscape, there is a requirement to demonstrate the effectiveness and 

efficiency of healthcare provision such as, focussing on clinical targets and patient safety 

(American Diabetes Association, 2013). Internationally, there is consensus with reference to 

target recommendations for the care of patients with type 2 diabetes with chronic kidney 

disease (NICE, 2015). The actual dissemination and translation of such evidence-based target 
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recommendations for blood glucose (HbA1C), lipid and blood pressure control into clinical 

practice are relevant and requires further exploration within the context of this discussion. 

2.7.1 Clinical Perspective: Are Target Recommendations Achieved in Practice?  

 

The outcomes from randomised controlled trials such as ADVANCE (2008), UKPDS64 (2003) 

and UKPDS (1998) have demonstrated that optimal blood glucose and blood pressure is 

associated with improved clinical outcomes in terms of arresting the development and 

progression of microvascular complications associated with type 2 diabetes and chronic  kidney 

disease.  

An analysis undertaken by Kanavos et al. (2012) assessed if specific targets for blood pressure 

and glucose control were achieved in the following European countries: France, Italy, Spain, 

and the United Kingdom. Data included adults with diabetes, but outcomes were not 

differentiated in terms of type 1 or type 2 diabetes. Examination of the clinical outcome data 

indicated that target HbA1C equal or below 6.5% (48 mmol/mol) was achieved in France (24-

32%), Italy (24-44%), England (excluding Scotland and Wales) (25%) and Spain (54% in the 

most current data from 2007).  

The outcome data for those with diabetes achieving the target blood pressure under 130/80 

mmHg were similarly variable; in France (15-22%), Italy (15-36%), and United Kingdom (50-

63%). There was no blood pressure data available for Spain (Kanavos et al., 2012). In 

conclusion, Kanavos et al. (2012) highlighted several issues with reference to failure to achieve 

clinical targets. These included incomplete statistics and insufficient outcome data, variations 

in access and quality of care, inadequate human and financial resources which were 

contributing factors to a failure to achieve recommended clinical targets (Kanavos et al., 2012). 

In the United States the National Health Survey Act (1956) authorised the Department of 

Health, Education, and Welfare to collect statistics on a wide range of health issues including 

illness and disability in the population. In 1960–1962, the first National Health Examination 
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Survey (NHANES) was conducted which has continued in subsequent decades. The 

components of NHANES included a physical examination, clinical procedures which included 

x-ray, blood/urine tests and household, medical-history, and dietary questionnaires. 

Participants undertook an interview referred to as, a household interview in which questions 

related to familial relationships, demographic data including sex, age, and race of family 

members; housing,  occupation, income, educational level, participation in the food stamp, 

school breakfast and lunch programs. Household and medical-history interviews were 

conducted in participant’s homes (National Health and Nutrition Examination Surveys 

(NHANES), (1988–1994, 1999–2002, 2003–2006, and 2007–2010) 

NHANES utilised a stratified, multistage, probability cluster sample of households throughout 

the United States and involved selection of primary sampling units, household clusters, and 

households. A primary sampling unit (PSU, n=64) was a primary location such as one county 

or small group of contiguous counties, from which sample housing units and sample persons 

were selected. Clinical examinations were undertaken in specifically designed mobile 

examination centres which facilitated a controlled, standardised environment for the clinical 

examinations and tests (National Research Council of the United States). Data from NHANES 

(1988–1994, 1999–2002, 2003–2006, and 2007–2010) was utilised to inform subsequent 

research. 

In the United States the National Center for Chronic Disease Prevention and Health Promotion 

(CDC, 2011) reported data among adults aged 18 years or older with diagnosed diabetes (2003–

2006). HbA1C and blood pressure values were obtained utilising information from the National 

Health and Nutrition Examination Survey (NHANES).The report noted 57% had a HbA1C > 

53 mmol/mol, 61.5% of adults aged 20–44 years had blood pressure <130/80mmHg, in 

comparison to those aged 65 years or older (33.2%). The age-adjusted percentage of adults 
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aged 18 years or older with diagnosed diabetes and hypertension was 57.1% (CDC, 2011).This 

data did not specify the aetiology of diabetes diagnosis. 

Further research in the United States undertaken by Casagrande et al., (2013), explored if 

individuals with diabetes achieved ADA (2013) target recommendations for blood glucose as 

indicated by HbA1C, lipid and blood pressure. Target goals for HbA1C, blood pressure and 

cholesterol measures were based on the ADA’s Standards of Medical Care (2013). In total 

4,926 participants (43.3% male, 56.7% female) with a mean age of 60-67 years were enrolled 

from the National Health and Nutrition Examination Surveys (NHANES) (1988–1994, 1999–

2002, 2003–2006, and 2007–2010). It must be acknowledged this study did not identify if 

participants had type 1 or type 2 diabetes.  

From 1988-2010, 52.5% of participants achieved target HbA1C (53 mmol/mol). In 2007–2010 

the recommended blood pressure target (<140/90mmHg) was achieved by 51.1% of 

participants (Casagrande et al., 2013). In terms of achieving target Low Density Lipoprotein 

(100 mg/d), data from 2007–2010 indicated 40.1% achieved the recommended LDL value 

(Casagrande et al., 2013). It must be noted in the period from 2007–2010 only 18.8% of 

participants with diabetes achieved all three targets for HbAIC, blood pressure and LDL. This 

demonstrated improvement in outcomes in comparison to previous years; 1988–1994 (1.7%), 

1999–2002 (7.1%) and 2007–2010 (18.8%) (All P: 0.01). The improvements in HbA1C, blood 

pressure and LDL values were attributable to increased statin use and pharmacological 

improvements in terms of blood glucose and blood pressure management. Sub optimal blood 

glucose or blood pressure control was established as the main contributing factors to the 

development and progression of chronic kidney disease and ESRD in patients with type 2 

diabetes (Casagrande et al., 2013).  

Optimal blood pressure and blood glucose are required to attenuate the negative effects 

associated with type 2 diabetes such as development and progression of chronic kidney disease 

(ADVANCE, 2008). However, within the Irish healthcare system there is no information 
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pertaining to clinical target outcomes for the management of patients with type 2 diabetes and 

chronic kidney disease. It is anticipated that this study will provide a forum by which to 

examine these outcomes in Ireland. 

The NICE (2015) targets provide guidance for the management of type 2 diabetes. KDIGO 

(2012) provide guidance recommendations for the early identification and appropriate 

management of chronic kidney disease and anaemia. KDIGO (2012) highlighted the 

importance of early identification and appropriate management of chronic kidney disease in 

those with type 2 diabetes as “early identification and referral is necessary as, this cohort of 

patients can transition to a severe reduction in GFR where kidney failure may progress rapidly” 

(p.112).  

Referring all patients with type 2 diabetes to specialist nephrology services is not an appropriate 

use of healthcare resources or patients time. KDIGO (2012) guidance clearly outlined the goals 

of early identification and appropriate referral to specialist nephrology services where indicated 

(Appendix 3). With the exception of research undertaken by Bailey et al., (2014) and Poncelas 

et al., (2013) utilising the KDIGO (2012) recommendations, there is a dearth of information 

utilising this guidance in patients with type 2 diabetes and chronic  kidney disease.  

In the current national healthcare literature, there is no information pertaining to the utilisation 

of KDIGO (2012) recommendations for patients with type 2 diabetes and chronic kidney 

disease. Referral to specialist renal services in Ireland for patients with type 2 diabetes and 

chronic kidney disease is sporadic due to the way in which services are provided and 

geographically dispersed (HSE, NRO, 2013d). Currently, there is a paucity of information in 

reference to early detection, management and referral to specialist nephrology services in 

Ireland for patients with type 2 diabetes and chronic kidney disease. The national Diabetes 

Cycle of Care was officially launched in 2016 and is in its infancy, enrollment by primary care 

providers is entirely voluntary which may have an impact on uptake of the programme. It is 

anticipated that this study will facilitate the development of data to address the deficits in 
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current healthcare literature regarding statistics which specifically refer to utilising KDIGO 

(2012) guidance for the management of patients with combined type 2 diabetes and chronic 

kidney disease. 

The benefits of early vs. late referral of patients with type 2 diabetes and chronic kidney disease 

have been demonstrated in a Cochrane review by Smart et al. (2014). This review did not 

identify any RCTs or quasi RCTs, however a total of 1,595 cohort studies were identified of 

which 141 duplicates and 357 studies were excluded based on the study title. A further 904 

studies were excluded upon title and abstract, leaving a total of 152 studies of which a further 

91 studies (97 reports) were omitted due to incorrect population, outcomes or study populations 

without type 2 diabetes. There were 40 longitudinal cohort studies providing data on 63,887 

participants; 43,209 (68%) who were referred early and 20,678 (32%) referred late. These 40 

studies were cohort studies and thus allocation of early vs. late referral groups was not possible 

which could result in the potential for increased bias risk. To assess the risk of publication bias, 

funnel plots for hospitalisation and mortality at one year were constructed and demonstrated 

no evidence to support publication bias (Smart et al, 2014). 

The benefits of early vs. late referral were outlined as reduced hospitalisation, mortality and 

increased quality of life. Negative effects of late referral were determined as, increased 

mortality, hospitalisations and reduced quality of life. Outcome measures included the 

following; kidney function determined by creatinine and GFR at the time of dialysis initiation, 

blood pressure, all-cause mortality, hospitalisation and quality of life measured by the 

KDQoL36 survey developed by The World Health Organisation (WHOQoL Group, 1994). 

This analysis demonstrated a reduction in mortality ranging from 29%-53% for  patients with 

type 2 diabetes referred early to specialist nephrology services which was evident at three 

months and maintained at 60 months. Sub group analyses of mortality demonstrated early 

referral to a nephrology specialist was associated with reduced mortality risk (Smart et al., 

2014). In addition, length of hospital stay was reduced by 8-9 days for those referred early vs. 
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late (Smart et al., 2014). This finding according to Smart et al. (2014) may have been because 

patients referred earlier experienced improved preparation for initiation of dialysis therapy 

resulting in fewer emergency consultations and admissions. In terms of quality of life 

outcomes, a significant improvement was noted in the visual analogue scale for quality of life 

for those referred early (MD 8.00, 95%, CI 2.60 to 13.40) (Smart et al., 2014). The systolic 

blood pressure values (MD -3.09 mmHg, 95% CI -5.23 to – 0.95) and diastolic blood pressure 

(MD -1.64 mmHg 95% CI -2.77 to -0.51) were lower in those referred early (Smart et al., 

2014).  

These outcomes are concordant with the recommendations provided by KDIGO (2012) “the 

benefits of early versus late referral to specialist services include; reduced length of hospital 

stay, improved nutritional status, greater choice in treatment options and delay in the need for 

RRT, reduction in mortality and emergency dialysis” (p.113).  

Despite the identified benefits, late referral to specialist nephrology services remains an issue 

for patients with diabetes and chronic kidney disease as up to 30% of patients requiring dialysis 

therapy are referred late to specialist nephrology services (Baer et al., 2010).  This finding is 

consistent across industrialised nations (Baer et al., 2010). For example, late referral to 

specialist nephrology services was estimated at 23% of patients who were referred less than 1 

month before the start of dialysis and 8% were referred 1–4 months before dialysis in France 

(Baer et al., 2010). The United States reported similar numbers of late referred patients (34%), 

United Kingdom (37%) were referred less than 4 months and in Germany 40–60%, of patients 

were referred less than 2 months prior to initiation of dialysis therapy (Baer et al., 2010). 

The outcomes from the international experience highlight patients with type 2 diabetes and 

chronic kidney disease are failing to achieve recommended clinical targets or early chronic 

kidney disease identification and referral to specialist services. Further, factors which may 

potentially influence the failure to achieve these clinical practice recommendations were 

evident in the literature. 
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2.7.2 Failure to Achieve Clinical Targets: Influencing Factors 

In the early 1990’s it was estimated that 50% of patients with type 2 diabetes were failing to 

receive appropriate treatment in the United States (Beckles, 1998). The seminal review by the 

Institute of Medicine (IOM, 2001) in the United States attributed the failure to achieve clinical 

targets in type 2 diabetes was due to a variety of factors. These include increases in the 

prevalence of chronic illnesses such as type 2 diabetes and a poorly designed healthcare system 

which was failing to cope with advances in science and technology associated with managing 

chronic illnesses. The IOM (2001) held the view that the fundamental problem was a failure in 

the care delivery system. A further stressor within the care delivery system was the need to 

increase capacity due to increasing demands placed by management requirements associated 

with chronic illness provision. Therefore, a redesign of the care delivery systems was deemed 

to be the only means by which improvements in the quality of chronic illness care could be 

achieved (IOM, 2001).  

In a seminal Cochrane review by Renders et al, (2001), randomised controlled trials and 

interrupted time-series analysis of professional and financial strategies aimed at improving care 

for people with type 1 and type 2 diabetes were examined. The findings revealed a lack of 

consensus regarding the measurement techniques or evidence based interventions required to 

provide quality chronic illness care led to failure of their application. This view was shared by 

Shekelle et al. (2012), indicating barriers to the implementation of evidence based practice 

(EBP) guidelines relate to the specificity of guideline recommendations which may affect their 

application in clinical practice. 

The Centre for Effective Services (2012) proposed that despite knowledge generation with 

reference to successful solutions to addressing problems within health and social sciences, the 

outcomes for patients have not improved. This was described by the  Centre for Effective 

Services (2012) as the “implementation gap” which refers to the evidence to what works in 

theory and what is actually delivered at practice level. This view was  also supported by Nielsen 
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(2015), who indicated that implementation of evidence based practice experienced disparate 

results attributable to a limited theoretical basis of the implementation process or understanding 

of the contributing factors which lead to success or failure of implementation into practice.  

Peeters et al. (2012) stated that treatment goals for patients with type 2 diabetes and chronic 

kidney disease are often unrealised for a variety of reasons such as, failure in proteinuria 

management or the achievement of best practice recommendations for blood pressure, blood 

glucose and lipids. In the United States, Plantigna et al. (2010) noted that early referral with 

chronic kidney disease to nephrology specialist services is optimal. However, factors related 

to a national dearth of practicing nephrologists and kidney disease expertise has resulted in 

many patients with chronic kidney disease having their care facilitated through primary care 

(Plantinga et al. 2010). Provision of specialist nephrology care under the auspices of primary 

care physicians was viewed as inherent with additional issues as there was “a general consensus 

that awareness of chronic kidney disease by all types of primary care providers is unacceptably 

low and knowledge of management is particularly poor among family practitioners” (Plantinga 

et al. 2010, p.8).  

The following reasons resulting in late referral of patients with type 2 diabetes and chronic 

kidney disease to specialist renal care by healthcare professionals was identified in France, 

United States, United Kingdom and Germany (Baer et al., 2010). These factors included, 

failure to recognise renal disease until progressive symptoms develop, a lack of or inadequate 

routine screening of patients at high risk of developing renal insufficiency, particularly those 

with hypertension and type 2 diabetes. Recent evidence from healthcare literature supports the 

view that these issues remain a current feature in care delivery for patients with type 2 diabetes 

and chronic kidney disease. In Australia research undertaken by Lo et al. (2016) found 

evidence that the suboptimal management of type 2 diabetes and chronic kidney disease (n=58) 

relates to a poor awareness of chronic kidney disease identification and management, delayed 

referral to specialist nephrology services and a lack of communication amongst healthcare 
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professionals. As highlighted earlier there is a dearth of information regarding utilisation of the 

KDIGO (2012) best practice recommendations. This may in turn be attributable to the fact that 

there is poor chronic kidney disease awareness and management amongst healthcare 

professionals.  

Data extrapolated from the National Kidney Foundation-Kidney Early Evaluation Program 

(KEEP 2000-2007) indicated awareness of chronic kidney disease is also low in patient 

populations (Whaley-Connell et al., 2012). Patients with chronic kidney disease but without 

type 2 diabetes, only 2.89% were aware that they had chronic kidney disease compared to 9.4% 

with type 2 diabetes. A key factor which increases chronic kidney disease awareness was 

“communication between care provider and patient” (Whaley-Connell et al., 2012, p.51). This 

study concluded that although patient awareness of chronic kidney disease was low, the 

presence of a co-morbidity such as type 2 diabetes increased awareness.  

Evidence from the literature indicates that failure to achieve clinical target recommendations 

is influenced by a myriad of factors including lack of key healthcare professionals, limited 

expertise in the management of type 2 diabetes, and chronic kidney disease along with deficits 

in communication processes between healthcare professionals. 

The literature was also examined to identify if clinical outcomes improved when a combined 

or integrated approach to type 2 diabetes and chronic kidney disease care delivery was adopted. 

2.8. Integrated Care Delivery Strategies National and International Perspectives 

 

There is some evidence to support improved patient outcomes in the management of type 2 

diabetes and chronic kidney disease, when care delivery for these chronic illnesses are 

integrated. 

Nationally, evidence regarding integration of diabetes and chronic kidney disease care delivery 

is represented by a singular publication by Thabit et al. (2012). This study examined 

demographic, clinical and biochemical data from medical notes and electronic records (n=60), 
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to investigate the complications and characteristics of patients referred to a joint diabetes and 

renal service. A total of 88% (n=48) had type 2 diabetes and 12% (n=12) had type 1 diabetes. 

All participants had progressive chronic kidney disease (GFR <60 mls/min). The intervention 

comprised of combined diabetes and chronic kidney disease management over a period of 12 

months. Upon completion at 12 months, the outcomes were compared to outcomes prior to 

attendance at the combined clinic. These indicated a trend towards a reduction in HbA1C of 53 

mmol/mol vs. 60 mmol/mol, systolic blood pressure (159.4 vs. 141.8 mmHg (P=0.13) and 

diastolic blood pressure (73.2 vs. 69.2 mmHg). No significant differences were noted in the 

lipid profile or renal function. Nonetheless, patient outcomes benefitted from integration of 

diabetes and chronic kidney disease management (Thabit et al., 2012). Of note, outcome data 

did not differentiate between type 1 and type 2 diabetes.  

In the United Kingdom, Patel et al. (2009) examined if integrating diabetes and chronic kidney 

disease care delivery strategy improved HbA1C and kidney function outcomes. Data was 

collated for participants (n=45), males (57.7%), and females (42.3%). Participants had type 1 

diabetes (29%) and type 2 diabetes (71%) within an average age parameter of 62.6 years. 

Participants attended the integrated clinic 6.2 times over a 14 month follow up period. These 

outcomes were then compared to the outcomes of patients attending separate diabetes and renal 

services in the preceding 14 months prior to the study.  

Outcomes demonstrated an improvement in mean systolic blood pressure was achieved at the 

integrated clinic with an average reduction of 16.5mmHg (P < 0.01). Mean HbA1C also 

improved, 8.6% (70 mmol/mol) vs. 8.0% (64 mmol/mol). The rate of decline of estimated 

glomerular filtration rate (eGFR) was 1.16ml/min per month prior to attendance at the 

combined clinic and 0.21ml/min (P= 0.002) per month at the integrated clinic. This study 

demonstrated improved blood glucose, blood pressure and the attenuation of kidney function 

decline when an integrated strategy which combined type 2 diabetes and chronic kidney disease 

management was adopted, however participant numbers were small (n=45). 
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In Australia, a qualitative research study was undertaken by Lo et al. (2016) to examine 

collaboration between tertiary health services (n=4), research institutes (n=2) and national 

consumer stakeholder groups (Diabetes Australia and Kidney Health Australia). Separate focus 

groups (n=12) with patients (n=58) and semi structured interviews of carers and patients (n=8) 

were also conducted. The mean age was 67 years, males (n=41) and females (n=17). All 

patients had type 2 diabetes (18.8 years) and chronic kidney disease stage 3-5 (5.5 years). 

Participants were Caucasian (72.5%), South Asian (13.8%), Asian (10.3%), Pacific Islander 

(1.7%) and Hispanic (1.7%). The outcomes showed a lack of continuity in specialist type 2 

diabetes and chronic kidney disease care provision in which care was provided separately by a 

variety of specialists. This led to conflicting opinions and care plans that ultimately resulted in 

patients becoming confused and frustrated. In the opinion of patients and carers, coordination 

of care required improvement via mandatory informed communication relating to patient care 

between healthcare professionals (Lo et al., 2016). 

Patients and carers indicated that further improvements could involve a multidisciplinary 

approach which integrated type 2 diabetes and chronic kidney disease care would benefit 

coordination and reduce multiple appointments when care is provided separately (Lo et al., 

2016). It was suggested by Lo et al. (2016) that care provision may be improved by care 

delivery which is accessible, maintains continuity and coordination of care. Moreover Lo et al. 

(2016) concluded that multimorbidity due to type 2 diabetes and chronic kidney disease 

remains challenging for healthcare delivery that focuses on the management of disease 

separately. Conclusions also noted a deficit of information relating to the integrated clinical 

management of type 2 diabetes and chronic kidney disease in the international literature (Lo et 

al. 2016).  

A systematic review and meta-analysis undertaken by Helou et al. (2016) examined extant 

literature regarding best available evidence regarding the integration of type 2 diabetes and 

chronic kidney disease in ambulatory settings by the multidisciplinary care team. Evidence was 
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sought from MEDLINE, CINAHL and Embase databases. Two independent reviewers 

assessed the methodological validity of the papers prior to inclusion in the review using the 

standardised critical appraisal instruments from the Joanna Briggs Institute Meta-Analysis of 

Statistics Assessment and Review Instrument (JBI-MAStARI). 

The outcomes from this analysis indicated that multidisciplinary management of diabetes 

related kidney disease had the potential to improve glycaemic control and reduce future for 

complication development. However the effect of multi-disciplinary management on clinical 

and patient orientated outcomes especially in reference to progression of diabetes related 

kidney disease had yet to be determined due to a paucity of evidence to support 

multidisciplinary management which integrated diabetes and chronic kidney disease 

management and recommended that further research studies were required. 

Research undertaken by Zoungas et al. (2019) highlighted a clear requirement to integrate care 

delivery across specialty health services for patients with co morbid conditions such as type 2 

diabetes and chronic kidney disease. Rationale for recommending an integrated care delivery 

approach is provided by Zoungas et al. (2019) in that many patients fail to achieve 

recommended glycaemic and blood targets, which is consistent with findings outlined in this 

literature review. To this end an integrated model of care was co designed with patients who 

had type 2 diabetes and chronic kidney disease, health professionals from specialist diabetes, 

renal and primary care expertise and consumer advocacy organisations which included 

Diabetes Australia and Kidney Health Australia. 

Key components of the integrated service included the following; the patient’s general 

practitioner remained their main care provider and co-ordinator, specialist services were 

provided by an integrated diabetes-kidney service consisting of diabetes and renal physicians, 

nurse practitioners and a dietitian. Care was person centered and focussed on disease self-

management strategies.  
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Additionally care delivery was structured which included a standardised electronic clinic 

performa. To facilitate interdisciplinary management of each patient, each health professional 

managed diabetes and chronic kidney disease, additional input from health professionals in 

each specialty was sought when required. Prior to initiation of this integrated care delivery 

approach staff undertook an education program  

Enhanced communication structures were initiated between the diabetes and chronic kidney 

service and the patient’s primary care team by sharing the patient held care plan via facsimile 

on the day of consultation and establishment of a dedicated phone service to facilitate 

clarification of treatment decisions or to seek advice regarding acute issues. 

In total 21 patients with varying stages of chronic kidney disease Stage 3 CKD (29%), Stage 4 

CKD (42%) and Stage 5 CKD (29%) participated (74% Male, 26% Female, mean age 68 years 

± SD 5 years). Healthcare professions included Primary Care Professionals (N=5), Consultant 

Endocrinologist (N=1), Consultant Nephrologist (N=1), Dietician (N=1) and Nurse 

Practitioners (N=2). 

Five focus groups and two semi-structured interviews were conducted with patients, primary 

health professionals and specialist health professionals. These were audiotaped and transcribed 

verbatim and sub sequentially thematically analysed using a generic inductive thematic 

approach by two independent researchers. Maximal variation sampling was utilised the purpose 

of which was to ensure an equal representation of males/females and chronic kidney disease 

stages.   

Outcomes from the study indicated the key strengths of an integrated diabetes and kidney 

service were, enhanced care co-ordination and a perception of improved health and 

management of conditions. Access to care also improved in terms of time between referral, 

first appointment and reduced appointment burden. However other aspects such as waiting time 

to be seen in the clinic and patient parking remained problematic. Health care professional’s 
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ability to enhance patient empowerment and self-management was also identified as an issue, 

particularly when patients sought additional information. This may in be explained in part by 

the fact that specialist health professionals highlighted that health professional education could 

be improved. Conclusion by Zoungas et al. (2019) noted that health professionals and patients 

reported that a co-designed diabetes kidney service enhanced integration of care and improved 

both health and management of health. However, issues remained regarding process of care, 

health professional education and patient self-management. 

Care provision for type 2 diabetes and chronic kidney disease requires adequate funding and 

resources. The economic burden of providing care for this patient cohort was examined within 

the context of current literature. 

2.9 Economic Burden Associated with Diabetes Care Provision 

 

The economic burden associated with managing diabetes has been demonstrated 

internationally and nationally. The International Diabetes Federation (IDF, 2014) estimated 

that 612 billion dollars globally is the annual cost of all diabetes care provision. The related 

cost of treating the associated complications of all diabetes is estimated at 11% of total global 

health care expenditure in adult populations (IDF, 2014).  

In 2012, the American Diabetes Association commissioned a study to evaluate the total costs 

of treating diabetes and associated complications to the United States economy on an annual 

basis. The reported findings were in terms of ‘diabetes’ without specifying the type of diabetes. 

The total estimated cost of treating diagnosed diabetes was $245 billion (one in five total health 

care dollar expenditure in the United States), including $176 billion in direct medical costs and 

$69 billion in reduced productivity (ADA, 2013). Furthermore, $33 billion is spent treating 

diabetes associated complications such as chronic kidney disease on an annual basis (ADA, 

2013). The cost of providing treatment for chronic kidney disease which progresses to end 

stage renal disease (ESRD) is increasing in the treatment population by individual modality 
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such as; haemodialysis ($24.3 billion), peritoneal dialysis ($1.5 billion), and kidney transplant 

($2.9 billion). This demonstrates a 41% increase in the estimated cost of diabetes care provision 

since 2007 when costs were previously examined (USRDS, 2013). 

In the United Kingdom, a report commissioned by the National Health Service National 

Diabetes Audit, (2012e) estimated an annual cost of £10 billion was attributable to the 

provision of all diabetes care (10% of the total NHS budget) and 80% of this expenditure is 

related to the management of diabetes associated complications such as chronic kidney disease 

which, may progress to ESRD requiring renal replacement therapy (NHS, 2012e). 

In Ireland, the most recent available data estimates that 5-15% of the total governmental 

healthcare spend is associated with managing diabetes (aetiology not specified) and related 

complications (Health Service Executive National Diabetes Programme, 2011-2015c). Based 

on conservative assessments, an expected increase in the estimated prevalence of diabetes to 

7.4% of the population in the years 2007-2015 resulted in estimated diabetes care costs of 

€524m per annum in Ireland (Health Service Executive Diabetes Expert Advisory Group, 

2008a; Health Service Executive National Clinical Programme for Diabetes, 2011-2015c). The 

most recent estimates of the treatment costs per type 2 diabetes patients with 

macro/microvascular complications which encompasses chronic  kidney disease is estimated 

at  €4,934 per annum of which 49% is associated with hospitalisation cost, 42% (medication) 

and 9% ambulatory care (Health Service Executive National Clinical Programme for Diabetes, 

2011-2015c). In Ireland, the most current available data in 2013 estimates the current cost for 

centre based hemodialysis is €60,000 and peritoneal dialysis €29,000 per annum (Health 

Service Executive National Renal Office, 2013d). 

Type 2 diabetes and associated complications that include chronic kidney disease present a 

significant issue in terms of global economic burden attributable to delivery of care. Current 

guidance from KDIGO (2012) and NICE (2015)) propose that a key tenant of quality diabetes 

care are the recall and review structures within type 2 diabetes and chronic kidney disease care 
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provision. However, this operates on the premise and assumption that patients attend for 

scheduled review. The issue of failure to attend and the factors which influence attendance for 

clinical review for patients with type 2 diabetes was explored in further detail. 

2.10 Contributing Factors Influencing Attendance for Outpatient Review 

Research undertaken by Hussein et al. (2014) in a large University Hospital in Ireland 

demonstrated a failure to attend rate of 14.8% in the context of all scheduled outpatient clinic 

appointments. This indicated a higher level of failure to attend level than the reported national 

average of 10% according to Health Service Executive (2019i). This study employed a cross 

sectional design throughout seven outpatient clinics in which the main factors attributing to 

attrition behaviour were confusion with multiple appointments and forgetting the appointment 

(29%) (Hussein et al., 2014). The aforementioned study is the only evidence in the national 

healthcare literature pertaining to failure to attend for scheduled review and refers to all 

outpatient appointments. Currently, there is no specific literature pertaining to attendance of 

patients with type 2 diabetes with or without chronic kidney disease in Ireland.  

That said, this estimate may somewhat under report the issue of failure to attend for outpatient 

review. It is estimated that each missed outpatient appointment costs the Health Service 

Executive €130 representing a poor value proposition in the utilisation of finite resources (HSE, 

Business Information Unit, 2019j). This study will further examine the issue of failure to attend 

for review from the perspective of those with type 2 diabetes and chronic kidney disease and 

those who facilitate care delivery as outlined by the research questions. 

In the United Kingdom (2015), it was estimated by the National Health Service (NHS, 2015h) 

that 7.4 million patients failed to attend for their outpatient appointment representing, 6.9% of 

all scheduled outpatient appointments (NHS Health and Social Care Information Centre, 

2015h). This information related to national outpatient service attendance as data was not 

specifically reported for individual type 2 diabetes and chronic kidney disease patient cohorts.  
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Research was commissioned in the United Kingdom by the NHS Institute for Health Research 

to identify patterns and influences on health attendance behaviour (McLean et al., 2014). 

Whilst not specifically related to type 2 diabetes and chronic kidney disease, it does provide 

information with reference to factors which influence attrition behaviour from a European 

perspective. The outcomes indicated that a pre-existing relationship between health care 

professional and patient may positively influence patient attendance as it was perceived to be 

morally the right thing to do (McLean et al., 2014). Other features included knowledge level 

of the practitioner, patient-provider alliance, communication and engagement with their 

treatment process was correlated with appointment attendance (McLean et al., 2014). 

Supportive and respectful behaviour included navigational support about how the healthcare 

system operates and the anticipated outcomes from the treatment and care process by healthcare 

professionals positively correlated with patient’s attendance for their appointment. This was 

indicated as particularly beneficial in the management of long term conditions (McLean et al., 

2014).  

Clinical target recommendations reflect target driven parameters’ which have been derived 

from best evidence based practice. However, whilst these targets provide a means by which the 

healthcare team’s agenda can be achieved, they do not facilitate individual patient 

requirements. This, according to Adolfsson et al. (2009) is a common feature in the delivery 

of diabetes care programmes which may be checklist driven, or task orientated with little focus 

on the individual needs of the patient. Within this study the factors which influence failure to 

attend for scheduled review were examined from the perspective of patients with type 2 

diabetes as indicated by the research questions. The purpose of this was to provide information 

which could be utilised to inform service delivery for this cohort of patients and is unique in 

the international and national literature. 

There is minimal evidence in the literature with reference to influencing factors of failure to 

attend for review in patients with type 2 diabetes. Research by Gucciardi et al. (2008) was 
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conducted on patients with type 2 diabetes who were interviewed (n=267, Male 46.1%, Female 

53.9%, mean age 57.9 years). The purpose of this study was to identify factors associated with 

attrition behaviour in a secondary care based diabetes service in Canada. The most common 

reasons given by patients for failing to attend were; work commitments, sufficient diabetes 

self-management  knowledge, forgetfulness, distance to centre, low perceived seriousness of 

type 2 diabetes or associated complications, having a regular primary care physician and lack 

of familiarity with the secondary based centre and its services (Gucciardi et al., 2008).  

In the United States, Salameh et al. (2012) reported a 25.5% failure to attend rate for scheduled 

outpatient appointments for patients with type 2 diabetes which provided an impetus to identify 

potential contributing factors. The factors attributed to a failure to attend included the 

following: conflicting work schedules, perceived disrespect by care providers, poor 

relationship with care provider, forgetfulness and transportation difficulties.  

Failure to attend for scheduled review remains a significant issue in the context of type 2 

diabetes management, a view shared by Paterson et al. (2010), “non-attendance at scheduled 

appointments is the one of the most pressing issues in chronic illness management and much 

of the evidence surrounding non-attendance at clinic appointments is influenced by the way in 

which chronic disease clinics are structured, organised and delivered” (p.70). Failure to attend 

has potential negative connotations for healthcare teams and participants in care.  

2.10.1 Sequelae of Failure to Attend for Scheduled Review 

 

According to McLean et al. (2014),  missed appointments result in prolonged waiting times for 

appointments, increased cost of care delivery, under-utilisation of equipment and personnel, 

reduced availability of appointments for all patients, reduced patient satisfaction and negative 

relationships between the patient and healthcare staff. Research from the NHS Health and 

Social Care Information Centre (2015h), emphasised that service users who fail to attend for 

scheduled review may experience exacerbations of their condition and increased unplanned 
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emergency department admissions (13%) within 90 days compared to 8.4% who attended for 

their outpatient appointment. The findings did not specifically identify type 2 diabetes 

populations in this data, however, it provides current information with reference to the potential 

negative consequences associated with failure to attend for review.  

Failure to attend for scheduled review was explored by Currie et al. (2012) to identify if non-

attendance at scheduled outpatient appointment was associated with all-cause mortality in 

patients with type 2 diabetes. There were 15,984 participants; male 53.7% (mean age 63.7 

years), female 46.3% (mean age 64.8years), of which 4.9% of males and 4.3% of females had 

chronic kidney disease. Data was extracted from the Health Improvement Network (THIN) 

longitudinal, anonymised research database derived from over 350 primary care databases in 

the United Kingdom. Mortality was evaluated at the end of a 36 month assessment period. The 

number of participants who missed at least one appointment was 6,227 of whom 4,346 missed 

1-2 appointments and 1,881 missed more than two appointments. In comparison to attendees, 

non-attendees had a higher HbA1C (70 mmol/mol) vs. 66 mol/mol) and a Charlston morbidity 

score 2.9 vs. 2.6, (P < 0.001). There was also a significant interaction between failure to attend 

and medication non-adherence on all-cause mortality (Currie et al., 2012). Following 

adjustment for the confounding factor of medication non-compliance (hazard ratio 1.578 [95% 

CI 1.167-2.135]), failure to attend of one or two missed appointments (1.163 [1.042-1.299]) 

and failure to attend of greater than two appointments (1.605 [1.356-1.900]) were independent 

risk factors for all-cause mortality (Currie et al., 2012).  

An earlier evaluation by Rhee et al. (2005) retrospectively examined the influence of 

attendance for scheduled review on HbA1C of 1,560 participants with type 2 diabetes over a 

12 month period in the United States. The study population comprised of males (37%) and 

females (63%), who had an average body mass index (32kg/m2), mean age 55 years,  diabetes 

duration (4.6 years) and HbA1C (76 mmol/mol). Appointment attendance was assessed by the 

number of attendances at scheduled visits and medication adherence was assessed by the self-
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report of diabetes medication adherence as per the recommendations at the previous 

consultation (Rhee et al., 2005).  

The outcomes indicated participants who attended their intervening appointments had a lower 

HbA1C 60 mmol/mol (6-7 intervening visits) vs. 85.5 mmol/mol (0 intervening visits). 

Medication adherence was also associated with a lower HbA1C (62 mmol/mol) for participants 

who reported medication adherence (76%-100%) after 12 months. Post adjustment for age, 

gender, body mass index, diabetes duration, and diabetes therapy in multivariate linear 

regression analysis, the benefits of appointment keeping and medication adherence remained 

significant. These included a lower HbA1C (0.12%), for every additional intervening 

appointment attended (P =.0001), and 0.34% lower for each quartile improved medication 

adherence (P =.0009). Rhee et al. (2005) concluded clinic attendance and medication 

adherence correlated with improved glucose control in cohorts with type 2 diabetes. 

In response to a reported failure to attend rate of 25.5% amongst participants (n=44) at an 

ambulatory type 2 diabetes management clinic, Salameh et al. (2012) developed and 

implemented interventions to improve attendance. The primary purpose of the project was to 

implement a practice change process to reduce patient failure to attend and to assess the impact 

on fasting blood glucose and HbA1C levels. Participants (n=44) with type 2 diabetes aged 

between 20-75 years of age who missed 2 or more appointments in the preceding 8 months 

were included in the study. Participants included Caucasian (43.2%) and African American 

(56.8%), males (36.4%) and female (63.6%). The following interventions were implemented 

over a four month period; use of multiple phone calls (59%) and text messages (41%) to remind 

individuals to attend. Participants selected their preferred method and were seen at a baseline, 

Visit 1 and Visit 2 over the four month period. Failure to attend decreased from 26% at the 

baseline visit, to 18.2% at visit 1 and 6.8% at visit 2. HbA1C improved from 63 mmol/mol on 

baseline vs. 54 mmol/mol upon completion of the intervention. The presence of type 2 diabetes 
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and other co- morbidities was a patient characteristic positively correlated with failure to attend 

at Visit 1 (62.5%) and Visit 2 (66.7%). The outcomes revealed a potential link between failure 

to attend in individuals experiencing other co-morbidities due to increased patient burden 

relating to multiple appointments and various care providers (Salameh et al., 2012).  

In the Prevention Enabling self-care and care in Long-term conditions Evaluation (PEARLE) 

by Proctor et al. (2013) in the United Kingdom, the impact of managing multiple co-

morbidities or chronic illness was examined. The study used a mixed methodology which 

included consensus methodology, survey and qualitative data from, service users (n=64) and 

healthcare professionals; nurses (n=21), doctors (n=5), and others (n=14). Data collection 

consisted of a semi-structured audio recorded interview or telephone interview. Participants 

included members of the multidisciplinary care team, patients and their carers’ across seven 

geographically diverse settings representing a variety of chronic conditions including type 2 

diabetes and chronic kidney disease. Study participants reported that multiple conditions or 

symptoms were treated separately by a variety of care providers and clinic attendances and 

service users frequently had to co-ordinate services themselves as there was no co-ordinated 

approach. The outcome data from this study found that patients experience a limited approach 

to personalised care with more than one long term condition or with multiple co morbidities 

associated with type 2 diabetes. Patients indicated that a personalised integrated care system is 

necessary to meet their requirements, based on their needs and not the healthcare provider’s 

agenda (Proctor et al., 2013). This study indicated that specialist nurses are particularly 

proactive in patient management and access to specialist nursing services was highly valued 

by patients (Proctor et al., 2013). 

Here to fore provision of care for patients with type 2 diabetes has traditionally been the remit 

of physicians. Current economic constraints present significant challenges in terms of 

delivering long term chronic illness care. The Department of Health Statement of Strategy 

(2016-2019) in Ireland recommend that it would be desirable to rebalance staffing 
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arrangements enabling additional nursing roles such as advanced nurse practitioners who have 

the potential to provide a solution to address these significant challenges. The international 

literature presents a wealth of information with reference to advanced nurse practitioners’ role 

in a variety of disciplines. The literature was examined with specific reference to the direct 

contribution of advanced nurse practitioners and advanced practice nursing in the context of 

type 2 diabetes and chronic kidney disease care provision. 

2.11 Contribution to Care in the Context of Advanced Practice Nursing 

 

In the United States, Stanik-Hutt et al. (2013) undertook a systematic review to determine 

outcome measures for care quality, safety and effectiveness of care by advanced nurse 

practitioners across a broad spectrum of illness. The review included 14 randomised controlled 

trials (RCT) and 23 observational studies. The review indicated that advanced nurse 

practitioners deliver high quality, safe and effective care to a large number of patient 

populations in a variety of settings (Stanik-Hutt et al., 2013). Furthermore, advanced nurse 

practitioners working autonomously or in partnership with medical doctors were found to play 

a significant role in promoting health and future models of health care reform should 

incorporate advanced nurse practitioners to meet healthcare needs (Stanik-Hutt et al., 2013).  

Internationally with the exception of research by Peeters et al., (2012) there is a dearth of 

information with specific reference to care provided by nurse practitioners for patients with 

type 2 diabetes and chronic kidney disease. This is the only study that included patient 

populations with type 2 diabetes and chronic kidney disease and care involving nurse 

practitioners. Peeters et al. (2012) undertook the multifactorial approach and superior treatment 

in renal patients with the aid of nurse practitioners (MASTERPLAN) using a randomised 

control trial in Holland. The dual purpose of this study was to examine if the implementation 

of a chronic kidney disease clinical guideline recommendation with the aid of nurse 
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practitioners improved renal outcomes over an extended timeframe of 4.6 years, and identify 

the direct contribution of nurse practitioner to care (Peeters et al., 2012).  

This study enrolled 788 patients with an average age of 59 years, n= 395 (male 61%, female 

39%), were randomised to receive nurse practitioner support added to physician care 

(intervention group) and 393 (male 68%, female 32%) were randomised to receive physician 

care alone (control group). A total 26% of participants in the intervention group and 23% in 

the control group had type 2 diabetes. 11% of study participants in the intervention group and 

9% in the control group had chronic kidney disease (Peeters et al., 2012). 

The mean number of outpatient clinic visits during the first 2 years of this study were found to 

be significantly higher in the intervention group than in the control group (7.2 vs. 4.7 visits per 

year, P < 0.001). The nurse practitioner spent on average 26 vs. 10-15 minutes per physician 

visit and contacted participants in between visits and scheduled visits to suit the participant’s 

schedule. Composite endpoints were progression to end stage renal disease and a 50% increase 

in serum creatinine which were reduced by 20% (hazard ratio, 0/80; 95% confidence interval, 

0.66 to 0.98 P = 0.03) in the intervention group. In the first two years of the intervention, there 

were no notable benefits in attenuating Glomerular Filtration Rate (GFR) decline. However, 

these benefits became evident after the participants had been enrolled in the study for over two 

years (Peeters et al., 2012).  

In the intervention group the decrease in GFR was 1.26 ml/min per 1.73m2 vs. 1.71 ml/min 

per 1.73m2 in the control group annually. The progression from chronic kidney disease to end 

stage renal disease was less in the intervention group (n=50) compared to the control group 

(n=55). A higher number of participants in the control group (n=153) experienced a 50% 

increase in serum creatinine when compared to the intervention group (n=130) (Peeters et al., 

2012). 

Conclusions drawn from the study were that the additional support provided by the nurse 

practitioner with longer and more frequent consultations attenuated kidney function decline 
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and improved renal outcomes in patients with chronic kidney disease (Peeters et al., 2012). A 

strength of this study was the 4.6 year period of follow up. That said, the generalizability of the 

results may be limited by the relatively young study cohort in the earlier stages of chronic 

kidney disease. The study provided no evidence with reference to the direct contribution of 

nurse practitioners or advanced practice nursing to care provision which was provided in 

conjunction with physicians. No information was presented regarding clinical outcomes for 

blood pressure, glucose control, lipid profiles or length of diabetes diagnosis of participants. It 

should be noted in this study by Peeters et al. (2012) that no definition or description of the 

role and responsibilities attributable to the term nurse practitioner were outlined. 

The effectiveness of advanced nurse practitioner led inter-professional approach to the 

achievement of clinical outcomes for adult renal transplant patients with chronic  kidney 

disease was undertaken by Bisonette (published thesis) in Canada, namely, Targeting 

Achievement of Renal Goals with Enhanced Care Teams study (TARGET, 2011). Patients 

were randomized to advanced nurse practitioner care (n=61) with onsite collaboration by an 

assigned Nephrologist at the same clinic only as required. This was then compared to the 

control group with standard nephrology led care (n=119) over a 12 month period. In the 

intervention group 23% and 25% of the control group had type 2 diabetes. The approaches to 

care delivery in both groups differed; advanced nurse practitioner case management approach 

was adopted utilising best practice evidence based directives and protocols to deliver targeted 

patient education on disease self- management strategies, with input from weekly healthcare 

rounds by multidisciplinary team members. In comparison, in the control group patient 

education was non-standardised,  and care delivery was problem orientated and nursing input 

was based on a team nursing approach (TARGET, 2011).   

The outcomes from the TARGET (2011) study demonstrated that 50% of the intervention 

group vs. 23%, (P= 0.01) in the control group had achieved the recommended clinical 

treatments informed by best practice guidelines. The intervention group experienced a lower 
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incidence of hospital admissions compared to the control group (12 vs. 35) and emergency 

department visits, 21 vs. 40 (IRR 0.53, P =0.001). TARGET (2011) was unable to determine 

the direct contribution of the advanced nurse practitioner or advanced practice nursing to care. 

The TARGET (2011) group of investigators concluded that no one healthcare professional or 

intervention was attributable to optimising the quality of healthcare and that it was the 

collaborative efforts of many healthcare professionals and interventions which influenced 

positive clinical outcomes.  

A mixed method systematic review explored the impact of nurse consultant roles in the United 

Kingdom, 2,313 papers were examined of which 35 met the inclusion criteria (Kennedy et al., 

2011). None of the included studies related to any form of kidney disease or evidence of clinical 

outcomes from nurse led care. In this review, a single paper by Avery and Butler (2008) 

pertained to diabetes care management, the purpose of which was to “undertake an evaluation 

of the diabetes nurse consultant role from a national perspective using a 360 degree feedback 

evaluation tool” (p.58). The specific aim of using this 360 degree feedback tool was to provide 

nurse consultants with an individual report regarding the effectiveness of their role and a 

collective evaluation of the 25 nurse consultants working at that time in diabetes care in the 

United Kingdom. 

The 360 degree feedback is a process by which stakeholders were selected; managers, peers, 

team members, colleagues, dieticians, podiatrists, diabetes specialist nurses, publishers, 

national organisations and pharmaceutical staff (Avery and Butler, 2008). A total of 9 nurse 

consultants in post for greater than 2 years nominated a representative cross-section of 15 

colleagues, resulting in feedback from 105 stakeholders who participated in the evaluation. The 

web based survey was sent electronically and returned confidentially. Conclusions from this 

evaluation highlighted nurse consultant role weakness in self-leadership, alongside their assets 

in expert practice and education. A strength of this study lies in the fact that it provides 

information regarding the new and emerging role of nurse consultants. However, the evaluation 
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is limited by the absence of the contribution of nurse consultant role to outcomes for patients 

with diabetes. Another potential limitation is that individual nurse consultants chose 15 

colleagues to participate in the process of evaluation which raises the potential for self-selection 

bias. 

In the national healthcare literature an evaluation of clinical nurse and midwife specialist and 

advanced nurse and midwife practitioner roles was undertaken in Ireland by the National 

Council for Nursing and Midwifery (NCNM, 2010). This was a three phase mixed method 

sequential design study that examined the clinical outcomes of clinical nurse specialists (CNS) 

and advanced nurse practitioners (ANP) in Ireland. Outcomes from the study demonstrated that 

care provided by clinical nurse specialists and advanced nurse practitioners improved patient 

outcomes, was safe and cost-neutral. Benefits were demonstrated in terms of patient/client care, 

other staff and health service delivery (NCNM, 2010). 

However the following limitations were identified; lack of available information from both 

published research and data within the Irish health care system, challenges encountered in 

matching some sites/services with comparable clinical sites which cared for similar 

patients/clients. A dearth of clinical data, such as service audits to corroborate what was 

observed in practice or discussed at interviews (NCNM, 2010). This evaluation of clinical nurse 

and midwife specialist and advanced nurse and midwife practitioner roles highlighted that 

healthcare areas with advanced nurse practitioners had a higher amount of audits undertaken 

than in comparative sites without advanced nurse practitioners (NCNM, 2010). Continuing 

commitment to undertake audit and the measurement of key indicators/outcome data within 

service provision are part of future healthcare plans (Health Service Executive, 2014g), and 

provide a means by which advanced nurse practitioners direct contribution to care may be 

clearly identified and examined. In the extensive literature review undertaken by NCNM 

(2010), the authors highlighted particular difficulty in identifying the direct contribution of the 

advanced nurse practitioner to patient care noting “a proliferation of studies where nurses in 
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advanced practice roles are compared with doctors” (National Council for Nursing and 

Midwifery, 2010 p.57). 

There is limited information pertaining to the contribution of advanced practice nursing in the 

context of type 2 diabetes care demonstrated by the dearth of empirical evidence or outcome 

data for this cohort in the general health care literature. It is anticipated that completion of this 

study will serve to address gaps in current healthcare literature. Following the extensive review 

of the literature it is necessary to consider the implications which have emerged. 

2.12 Literature Review: Implications  

 

The prevalence of type 2 diabetes is increasing nationally and internationally (IDF, 2019). Type 

2 diabetes is associated with an increased risk for the development of chronic kidney disease 

(UKPDS 1998). Patients who have type 2 diabetes and chronic kidney disease are more 

susceptible to rapid kidney function decline in comparison to individuals without diabetes 

(KDIGO, 2012). This is correlated with the fact that the development and progression of 

chronic kidney disease increases with duration of type 2 diabetes diagnosis and ageing 

(UKPDS64, 2003).  

Youth with type 2 diabetes are developing chronic kidney disease at a rate comparable to older 

counterparts with type 2 diabetes (Demmer et al., 2013). The increasing prevalence of type 2 

diabetes across the age spectrum and risk for the development of chronic kidney disease 

represents an emerging and significant public healthcare burden (IDF, 2014). The economic 

cost associated with care provision for type 2 diabetes and associated complications such as 

chronic kidney disease is considerable (ADA, 2013). As the incidence of type 2 diabetes is 

anticipated to increase this will result in additional pressure to fund care delivery (ADA, 2013), 

(IDF, 2019). This has serious connotations for health service planners as Lo et al. (2016) 

indicated that multimorbidity due to type 2 diabetes and chronic kidney disease remains 

challenging within healthcare service delivery systems which focus on the management of 
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these conditions separately. Evidence from the literature review demonstrates improved patient 

outcomes are achieved when an integrated type 2 diabetes and chronic kidney disease 

management strategy is adopted, (Thabit et al., 2012; Patel et al., 2009).  

Evidence in the literature also indicates that health professionals and patients report that a co-

designed diabetes kidney service has the potential to enhance integration of care and improve 

both health and its management. However, issues remain regarding process of care, health 

professional education and patient self-management (Zoungas et al, 2019). 

Multidisciplinary management of diabetes related kidney disease had the potential to improve 

glycaemic control and reduce future complication development. However the effect of multi-

disciplinary management on clinical and patient orientated outcomes require further 

examination due to a  lack of published evidence regarding integrated diabetes and chronic 

kidney disease management (Helou et al, 2016). 

Achieving clinical target recommendations for type 2 diabetes management is vital to the 

prevention and progression of chronic kidney disease (KDIGO, 2012). Preventative care 

strategies such as achieving best practice clinical target recommendations have been identified 

as effective means by which to reduce the development and progression of chronic kidney 

disease in patients with type 2 diabetes (ADA 2019; NICE 2015; ADVANCE 2008). However 

evidence indicates that as few as 18.8% of patients with type 2 diabetes meet all three clinical 

targets for the management of blood pressure, blood glucose or LDL cholesterol (Casagrande 

et al., 2013).  

This study “A Participatory Action Research Study to inform Development and 

Implementation of Combined Type 2 Diabetes and Chronic Kidney Disease Care Provided in 

the Context of Advanced Practice Nursing” was an opportunity to identify if care provided in 

the context of advanced practice nursing could achieve best practice clinical targets (NICE, 

2015). The rationale for adopting this approach is informed by the fact that there is no national 

healthcare literature and limited international data with reference to clinical outcomes for 
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patient groups with combined type 2 diabetes and chronic kidney disease whom have had care 

provided in the context of advanced practice nursing.This information has the potential to 

inform the development and implementation of future services by diabetes healthcare teams 

elsewhere as the means by which to address a global healthcare problem as the prevalence of  

type 2 diabetes and chronic kidney disease is set to  increase (IDF 2019; IDF 2014). 

The literature also suggests that healthcare professionals may lack specific knowledge to 

recognise chronic kidney disease and implement early intervention strategies (Baer et al., 

2010). The lack of specific knowledge and skills to appropriately manage these patient’s is 

attributable to reduced chronic kidney disease management awareness amongst healthcare 

professionals (Whalley-Connell et al., 2012). There is limited evidence utilising KDIGO 

(2012) recommendations. According to Lo et al. (2016) suboptimal management of type 2 

diabetes and chronic kidney disease relates to poor awareness of chronic kidney disease 

identification and management with delayed referral to specialist nephrology services. The 

literature also highlights a deficit and poorly defined clinical outcome data for patients with 

combined type 2 diabetes and chronic kidney disease. Improved clinical outcomes are 

experienced if chronic kidney disease is detected promptly and managed appropriately (Smart 

et al., 2014). This operates on the premise that patients attend for their scheduled review. 

Failure to attend for scheduled review has been associated with negative clinical consequences 

(Currie et al., 2012). Repercussions such as increased waiting times and negative relationships 

between staff and patients also develop (McLean et al., 2014). Patients report a limited 

approach to personalised care as multiple conditions or symptoms are treated by separate care 

providers and clinic attendances which, patients have to navigate themselves as there is no co-

ordinated approach (Proctor et al., 2013). This study will employ a combined disease 

management approach to determine the factors which influence attendance through the lens of 

patients with type 2 diabetes and chronic kidney disease.  
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Advanced nurse practitioners provide high quality, safe and effective care (Stanik-Hutt et al., 

2013). However, much of the literature report on advanced nurse practitioner care in 

comparison or combination with medical colleagues. There is a dearth of information in the 

literature regarding the direct contribution of advanced practice nursing in the context of care 

provision for patients with type 2 diabetes with chronic kidney disease. Opportunities to 

demonstrate the contribution of advanced nurse practitioners can be identified through clinical 

outcomes of care, demonstrating cost effectiveness, practice change, highlighting and 

addressing gaps in care provision and evaluation of services (Kleinpell and Alexandrov, 2014). 

This study has provided the opportunity by which these gaps in knowledge pertaining to the 

direct contribution of advanced practice nursing to care using the American Association of 

Nurse Practitioner, Fellows and the AANP Practice Committee (FAANP) Nurse Practitioners 

Patient Outcomes Toolkit (FAANP, 2014).  

The review of the literature and the outlined implications enabled identification of gaps in 

current healthcare literature and discourse which informed the generation of the problem 

statement. 

2.13 Problem Statement 

 

The prevalence of type 2 diabetes is increasing across the age spectrum nationally and 

internationally. Type 2 diabetes confers a higher risk for the development of chronic kidney 

disease, which is a progressive condition linked to increased economic burden, mortality, 

morbidity and patient suffering.  

Preventative care strategies include pre-emptive ACR/GFR screening, early CKD 

management, implementation of clinical target recommendations and prompt specialist 

nephrology referral confer benefits in terms of improved clinical outcomes, patient survival 

and reduced economic burden. However, opportunities to implement preventative and early 

management strategies advised by best practice KDIGO (2012) and NICE (2015) guidance are 

frequently missed in current healthcare delivery structures which provide separate type 2 
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diabetes and chronic kidney disease care. This is evidenced by the limited international and 

dearth of national data pertaining to utilising best practice recommendations to inform care 

delivery for patients with these combined conditions. Factors attributable to this deficit include 

a dearth of healthcare professional expertise in combined management of these associated 

conditions and finite resources.  

Many patients fail to attend for scheduled review of type 2 diabetes and associated 

complications such as chronic kidney disease which, is associated with negative consequences 

for patients and healthcare providers. Patients report an uncoordinated impersonal approach to 

care delivery when care for type 2 diabetes and chronic kidney disease are provided separately. 

Nonetheless, adopting an integrated type 2 diabetes and chronic kidney disease management 

approach enhances care coordination and quality between patients and healthcare teams 

(Zoungas et al, 2019). As current healthcare delivery strategies are failing to implement best 

practice pre-emptive and early management strategies, or achieve best practice targets for 

patients with type 2 diabetes and chronic kidney disease, it is contended that alternative care 

delivery strategy are required (Zoungas et al, 2019). 

One such strategy was the development and implementation of a combined management of 

type 2 diabetes and chronic kidney disease informed by best practice early management 

strategies provided in the context of advanced practice nursing. Advanced practice nursing 

enables safe and effective care, albeit there is limited evidence with reference to direct care 

contribution for patients with type 2 diabetes and chronic kidney disease nationally and 

internationally by advanced nurse practitioners.  

As this study was undertaken utilising an Action Research approach, it was necessary to 

develop an understanding of the theoretical perspectives, genesis, definition and purpose of 

this methodology. 
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Chapter Three: Developing an Understanding of Action Research 

 

3.0 Introduction 

 

This study was grounded in the philosophical thinking of Critical Theory and Post Modernism 

and was operationalised utilising an action research approach. To ensure clarity within this 

discussion there follows a debate of the genesis and definition of action research, its purpose, 

rigor and a rationale for adopting an action research approach. 

3.1 Genesis of Action Research 

 

The genesis of action research methodologies began under the auspices of the Critical Theory 

paradigm which is associated with praxis, transformative praxis and emancipation (Weaver and 

Olsen, 2006). According to Passmore (2001) “two men working independently, John Collier 

and Kurt Lewin are credited with coining the term action research” (p.38). 

Kurt Lewin (1946) and the socio-technical experiments of the Tavistock Institute in the 1940’s 

are credited with the early development of action research (Adelman, 1993). Lewins 

“understanding of action research coincides with key ideas and practices in organisational life 

developed by the influential Tavistock Clinic and Institute (created in 1947), save perhaps for 

the clinical orientation of Tavistock” (Chevalier and Buckles, 2013, p.13). This was in direct 

response to the perceived lack of collaboration or separation between practitioners and 

researchers. According to Dickens and Watkins, (1999) “without collaboration, practitioners 

engage in uninformed action and researchers develop theory without application and by 

utilising methodologies informed by Critical Theory, practitioners could research their own 

actions with the intent of making them more effective” (p.128).  

The action research model postulated by Lewin (1946) incorporated participation into the 

situation because Lewin held the view that behaviour is influenced by its environment and the 

context within which it occurs. That is to say, that an individual’s behaviour is a product of 
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both the personality and environment (Lewin 1951). This challenged the dominant Freudian 

psychology paradigm at the time which indicated that all behaviours’ could be explained by 

aspects of personality. The results from a participative approach which Lewin (1951) adopted 

in the context of change confirmed his view that democracy and action research as a research 

methodology could advance science and provide practical solutions to societal issues within 

that community. That said, there is a dearth of information to describe the early work of Lewin 

according to Argyris et al. (1987) “Lewin never wrote a systematic statement on his views of 

action research” (p.8). This is also noted by Dickens and Watkins (1999) who state that “due 

to the failure of Lewin to furnish a systematic statement of his views pertaining to action 

research provides an opportunity for researchers to elaborate and re interpret his definition” 

(p.128). In the following discussion the definitions and purpose of action research are outlined. 

3.1.1 Definition of Action Research 

According to Cohen et al. (2018) “action research is a powerful tool for change and 

improvement at local level. Action research can be used in almost any setting where a problem 

involving people, tasks and processes needs a solution, or where some change in feature results 

in a more desirable outcome” (p.440). 

From the view of Waterman et al. (2001) “action research is a period of enquiry, which 

describes, interprets and explains social situations while executing a change intervention aimed 

at improvement and involvement. It is problem focused, context-specific and future-oriented” 

(p.11). Another definition of action research is offered by Winter and Munn-Giddings (2001) 

“ as the study of a social situation carried out by those involved in that situation in order to 

improve both their practice and the quality of their understanding” (p.8). Action research is 

defined by Koshy et al. (2011) as “an approach employed by practitioners for improving 

practice as a process of change, the research is context bound and participative. It is a 

continuous learning process in which the researcher learns and also shares the newly generated 

knowledge with those who may benefit from it” (p. 9).  
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The definitions provided by Koshy et al. (2011), Waterman et al, (2001), and Winter and 

Munn-Giddings (2001) highlight the participative nature of knowledge generation. That said, 

the definition provided by Koshy et al. (2011) was particularly relevant in this study which was 

context bound, participative (amongst healthcare professional and patients) in which the aim 

was to potentially enact change which may improve practice and care received. These 

definitions share common themes relating change, action, knowledge generation and 

participation. It was also necessary to outline the purpose, process, typologies and 

characteristics of action research. 

3.1.2 Purpose of Action Research 

The purpose of action research is an approach “which aims at both taking action and creating 

knowledge or theory about action. The outcomes are, an action and a researcher outcome which 

is a collaborative process in that, the members of the system being studied actively participate 

in the process” (Coghlan and Brannick, 2010, p xii). Action research has two main purposes 

“to solve a problem and to contribute to science” (Coghlan and Brannick, 2014, p.81). 

According to Williamson et al. (2012) the purpose of action research is to enable “a process by 

which change is achieved and new knowledge about a situation is generated” (p.7). It is a 

method which partners the researcher and participants in a collaborative effort in order to 

address issues in those specific systems (Leykum et al., 2009). Action research is a method of 

choice which has the express purpose of providing improvement in clinical practice (Eather et 

al., 2013). Another purpose of action research is to provide a counter balance to what Rapaport 

and Rapaport (1976) describe as the smash and grab tendency of traditional research 

approaches in which evidence is gathered and researchers leave the practice setting with no 

discernible practical effect. The outlined purposes include the co-generation of new knowledge 

to enable action in those systems which is informed by individuals who experience the situation 

undertaken in the following cyclical process.  
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3.2 The Cyclical Nature of Action Research 

Action research is characterised by a continuous cyclical process with, deepening surveillance 

of the problem within persons, the organisation and the system in a series of research informed 

action experiments (Lewin, 1946). The cyclical nature was designed by Lewin to enable 

alteration of plans or actions as information was gained from experiences in the cycle. Lewin’s 

(1946) original formulation of the process was characterised by the following cyclical 

elements; analysis, fact-finding, conceptualisation, planning, execution, more fact-finding or 

evaluation and repetition of such cycles (Figure 2). 

Figure 2: Action Research Cyclical Process 

 

According to Argyris et al. (1985) action research “involves change on real problems in the 

social system. It involves iterative cycles of identifying a problem, planning, acting, evaluating 

and repetition of cycles” (p.8-9). The strength of Lewin’s (1946) cycle may lie in the fact that 

the process is situational and places responsibility for change within teams and their workplaces 

instead of centralised policy makers whom are usually far removed from the situation where 

change is required (Hall, 2001). 

The first step of the cycle (Figure 2) is a collaborative dialogic activity in which stakeholders 

begin “constructing” what the issues are, this may be in a provisional capacity and the means 

to plan and take action. According to Coghlan and Brannick (2014) constructing may “change 



  

81 
 

in later iterations of the cycle”, any changes and the rationale for these changes or new 

meanings must be recorded (p.10).This information is then fed into the planning stage which 

provides the basis by which to plan the next step (Figure 3) leading to the first or series of 

actions (Coghlan and Brannick, 2014). 

Figure 3: Action Research Process 

 

From Coghlan, D. and Brannick, T. (2014, p.9) Doing Action Research in Your Own 

Organisation. London: Sage.  4th Edition (permission granted. Appendix 5a) 

 

The final step is to examine the outcomes, highlighting the need to include both intended and 

unintended outcomes and to identify if the original constructing fitted, if the actions taken were 

as per stakeholder agreement and what will be brought forward into the next cycle (Figure 4) 

Coghlan and Brannick, (2014, p.11).  

Figure 4: Multiple Cycles of Action Research 
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From: Coghlan, D. and Brannick, T. (2014, p.11) Doing Action Research in Your Own 

Organisation. London: Sage.  4th Edition. (Permission granted: Appendix 5a) 

 

The cyclical processes have been identified as analysis, fact-finding, conceptualisation, 

planning, execution, more fact-finding, reflection or evaluation. This cyclical process was 

utilised to undertake the three Participatory Action Research cycles within this study. For the 

purposes of clarity the characteristics of action research were identified. 

3.2.1 Typologies and Characteristics of Action Research 

The multiple action research methodologies and approaches have led to confusion with 

reference to defining such characteristics which may prove confounding for the novice action 

researcher (Mendenhall et al., 2010). The seminal work of Hart and Bond (1995) and Holter 

and Schwartz-Barcott (1993) recognised an emergence of a variety of action research 

approaches referred to as “typologies” across a spectrum of disciplines. These include 

healthcare, organisational structure and education evolving from differing philosophical 

viewpoints and knowledge bases (Cohen et al., 2018). 

The content of the seminal typologies presented by Hart and Bond (1995, p.152) and Holter 

and Schwartz-Barcott (1993, p.299-300) identify the following four key characteristics of 

action research; collaboration between researcher and participants, finding solutions to 

practical problems, change in practice and development of theory. Vallenga et al. (2009) share 

this view noting that “fundamental to action research is the participation and collaboration 

between practitioners” (p.84). 

A central characteristic of action research is that research is undertaken by practitioners or 

participants “not” on them. This view is shared by Grundy (1988), indicating that 

“collaborative participation in theoretical, practical and political discourse is a hallmark of 

action research and the action researcher” (p.87). In their commentary Koshy et al, (2011, p.10) 

concur with the seminal work by Carr and Kemmis (1986) which outlined the characteristics 
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of action research as having “a participatory character, utilises a democratic impulse with a 

simultaneous contribution to social science (knowledge) and social change (practice)” (Carr 

and Kemmis , 1986, p.164). 

Thus the key characteristics of action research are the co-generation of knowledge, 

participation and action. Early work by Habermas (1974) contends that knowledge production 

is never neutral, but is produced with an agenda or purpose. As participation is a key 

characteristic of the cycle, this infers that communication amongst agents in the cycle is 

essential. According to Habermas (1974) communication in the public domain is open to 

distortion from power relations that are in situ, which raises issues in relation to quality of the 

data produced and potential ethical implications, which may develop when utilising an action 

research approach which required further exploration in the context of this discussion. 

3.3 Quality in Action Research 

The use of terms such as rigour and validity in action research are challenged on the basis that, 

they are associated with the criteria applied within the positivist paradigm and thus are 

inappropriate for use in paradigms which have alternative philosophical influences (Denzin 

and Lincoln, 2005). However Reason (1998) contends that validity is an important concept 

when undertaking research and thus a discussion of validity, reliability, reflexivity, 

generalizability and credibility will be presented as pertaining to action research. Participatory 

Action Research is one of the methods which falls under the umbrella of action research 

methodologies (Mendenhall et al., 2010). Thus the following principles have been utilised to 

inform this study. 

3.3.1 Action Research and Validity 

A definition of validity is provided by Polit and Beck (2012) as “a quality criterion referring to 

the degree to which inferences made in a study are accurate and well-founded. According to 

Williamson et al., (2012) “in action research, validity means whether the truth is truthful or 
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not” (p.242). The flexible nature of this methodology indicates that the methods employed are 

dictated by the research problem and situational influences, rather than methodological 

requirements, which preclude sampling or utilising certain methodological strategies, and thus 

is contended that this prevents the critique to be applied when utilising other methodologies 

(Badger, 2000). 

In early discourse pertaining to validity, Waterman et al. (1995) is critical of applying the 

concepts of scientific research suggesting that validity should be applied in terms of dialectical, 

critical and reflexive validity. Dialectical validity is concerned with changing practice and the 

movement between different steps in the cyclical framework. Critical validity refers to the 

moral responsibilities required when undertaking the action process and reflexive validity 

refers to the recognition and valuing of their (the researchers) influence in the research process 

(Waterman, 1996). This reflects the view by Clarke, (1998) that an analysis of decisions made 

during any study or enquiry are necessary to facilitate an assessment of validity as this enables 

an evaluation of the influence of the researcher on those decisions to occur. It is noted by 

Williamson et al. (2012) that traditional research approaches “consider a narrow range of 

quantitative indicators rather than a broader approach which combines qualitative and 

quantitative research, the expertise of frontline practitioners and the lived experience of people 

who use those services and in which collaboration is seen as an end in itself rather than a means 

to an end” (p.121). Furthermore, Williamson et al. (2012) contend that it is “inappropriate to 

apply quality measures associated with traditional research paradigms’ as these do not 

acknowledge alternative sets of knowledge constituents and thus cannot be employed to judge 

the validity of such methodologies (p.37). Bradbury and Reason (2005) highlight that discourse 

pertaining to validity is inextricably linked to the “ideals of positivism” and should switch from 

a “concern with idealist questions in search of truth, to concerns associated with engagement, 

dialogue, pragmatic outcomes and an emergent, reflexive sense of what is important” (p.447). 
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Meanwhile, Cassell and Johnson (2006) argue that the assessment of validity should include; 

how consensus was achieved amongst stakeholders, and the extent to which the interventions 

have been implemented and their transformative ability. Reason (1998) highlights the cyclical 

process should be informed by a plurality of knowing which is inclusive of practical, 

propositional, presentational and experiential knowing, and has the ability to generate 

knowledge and theory. The final criteria for judging validity is to determine if it engages in 

significant work which facilitates sustainable change (Reason, 1998). 

The following practical points for enacting procedures which assist in ensuring validity are 

offered by Coghlan and Brannick (2014), Heron and Reason (2006) and McNiff and Whitehead 

(2006),  the tacit knowledge of participants should be demonstrated and if the process was to 

enable a change in practice the researcher should be able to outline their accountability in 

enabling that change. The core of the process should be governed by constant and iterative 

reflection with the purpose of bringing about change (Bradbury and Reason, 2005). Finally the 

“cooperation of the researcher and the members of the organisation should be demonstrated” 

(Coghlan and Brannick, 2014, p.42-43). Rigour can also be demonstrated via feeding back 

information to participants and a discussion as to how this process was undertaken and the 

outcomes are a means by which the relationship between the researcher and participant can be 

demonstrated (Waterman et al., 2001).  

As well as the means by which to establish validity, the means by which quality of the data can 

be demonstrated require consideration. Triangulation of methods is a means by which the 

quality of the research data may be demonstrated (Waterman et al., 2001, p.47). There appears 

to be a consensus amongst action research theorists and practitioners due to the flexible 

iterative process that utilises multiple information sources, it is not possible to apply traditional 

validity measures. This view is supported by Meyer (2000) noting that traditional research 

approaches such as “randomised controlled trials” often do not seem to fit the uniqueness of 

the situation (p.179).  
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In the proposed study, validity was demonstrated through the cyclical Participatory Action 

Research process, group participation and provision of an account which demonstrated how 

consensus was achieved as outlined in the final research (Appendix 6a) and Participatory 

Action Research reports (Appendix 6b). In the final discussion and conclusions, the new 

knowledge generated and the sustainable change which occurred as a result of undertaking this 

study are identified. In the context of undertaking any action research study, it is necessary to 

consider matters relating to reliability, reflexivity, credibility and how these were achieved 

within this study. 

3.3.2 Action Research and Reliability  

Reliability is defined as the degree of consistency or dependability an instrument measures an 

attribute (Polit and Beck, 2012). Action research enables information to be assimilated from 

multiple perspectives on the issue of enquiry, thus providing a more complete picture. This is 

referred to as methodological pluralism by Baum et al. (2006) who contend that 

methodological pluralism is required for effective healthcare research. However, according to 

Morton-Cooper (2000) in situations which are fluid and subject to change within the cyclical 

process, it may not be possible to implement the reliability criteria applied to other types of 

research methodology. According to Koch and Kralik (2006) the inclusiveness in the 

construction of knowledge generated throughout the collaborative cycle process promotes the 

reliability of information which has been gathered from multiple perspectives and information 

sources and was the strategy used to promote reliability in this research study.  

3.3.3 Self Reflexivity and Action Research 

Reflexivity is described by Williamson et al. (2012) as a continuous process undertaken by the 

researcher, reflecting on their actions and its impact on both process and participants. 

According to Polit and Beck (2008) the purpose of reflexivity is to engage in critical self-

reflection about personal biases, preferences and preconceptions. 
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Reflection is a vital component in the cycle, alongside reflexivity and an account of how it is 

employed in the project, particularly in reference to practice or service developments and the 

data gathered in the study process needs to be demonstrated (Waterman et al., 2001). Reflection 

and evaluation enables flexible reflexivity as the cycles are constantly in motion and the 

cyclical process promotes the search for alternative ways of behaving, frames of reference or 

monitoring of outcomes (Ungar et al., 2015). 

Issues pertaining to proximity of the participants and researchers requires engaging reflexivity 

to acknowledging or suppressing the impacts relating to the potential conflict between 

switching off personal biases and acknowledging them (Koch and Harrington, 1998). There is 

a requirement for action researchers to demonstrate both their position and influences they 

exert which is further enhanced by focusing on the individual contribution of group members 

in terms of exploring attitudes or prejudices thus fostering systematic reflection in the process 

(Arcidiacono et al., 2009). 

Action researchers should acknowledge their subjectivity and demonstrate credibility by 

acknowledging the role of reflexivity (Bradbury and Reason, 2005). According to Greenwood 

and Levin (1998) there are two types of credible knowledge; internal and external. Internal 

credibility refers to the ability of the project to be authentic to those who collaborated in the 

project, while the connection to the issues should be demonstrated and the change it enabled. 

External credibility refers to how uninformed others external to the process are convinced by 

its authenticity (Greenwood and Levin, 1998). 

Further, Greenwood and Levin (2007), suggested that three principles are required to promote 

credibility in action research. Firstly, the ability to solve a real world problem referred to as 

workability, secondly, demonstrate or offer an understanding and meaning to what has 

occurred (Greenwood and Levin, 2007). Thirdly, the account has a trans-contextual meaning, 

referring to the ability to have relevance when the contexts of the reader and writer are included 

(Greenwood and Levin, 2007). This can be achieved by producing accounts of events from all 
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involved viewpoints (Bradbury and Reason, 2005), and demonstrate the processes which led 

to the data (Coghlan and Brannick, 2014). The credibility of an enquiry is also enhanced by 

“managing the unexpected and weighing the limitations of the study” (Burgess and Purkis, 

2010, p.305). These principles were utilised and demonstrated within this study as outlined in 

the final discussion and research reports (Appendix 6a & 6b) Finally matters pertaining to 

generalizability of the data produced and how this was outlined within this study were also 

considered. 

3.3.4 Generalizability and Action Research 

Generalizability refers to the ability of outcomes from a study to be generalized beyond the 

context in which it was conducted also referred to as the external validity of the findings 

(Bryman, 2008). According to Waterman et al. (2001) action research cannot be generalized 

in the traditional positivist sense. However, it is likely that outcomes can be interpreted in 

similar situations or organisations and thus may be relevant elsewhere. This view is supported 

by Williams (2000), as the outcomes produced may be applied or utilised within similar 

situations or organisations to allow broad generalisations and that the knowledge generated is 

transferrable rather than generalisable to other contexts.  

This feasibility of transferring the knowledge or outcomes generated to other contexts is 

enhanced by providing “detailed descriptions of the contexts, activities, discussions, focus 

groups and how consensus development occurred” (Arcidiacono et al, 2009, p.104). Detailed 

accounts of the tools used such as questionnaires and surveys may also assist in the practical 

generalizability or transferability of project outcomes. 

Further discussion by Katz et al. (2011) in the context of diabetes management notes that the 

stringent techniques applied in traditional research paradigms such as the standard for 

generalizability required in randomised control trials have exerted little influence in real world 

conditions. In contrast, the knowledge obtained during the flexible iterative action research 
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process can be utilised and tailored to fit the dynamics of other contexts, thus fostering 

transferability and sustainability which offers the potential to translate what is learned within 

one context to other real world communities (Katz et al., 2011).  

 The traditional positivist norms for assessing validity, reliability, reflexivity, credibility and 

generalizability are difficult to apply within the context of action research methodologies. That 

said, alternative means can be employed such as, triangulation, critically acknowledging 

subjectivity and utilising reflexivity (Williamson et al., 2012). Besides, Coghlan and Brannick 

(2014) state that engaging techniques to promote rigour within action research requires 

attention to the development and utilisation of first, second and third person research skills. 

According to Bradbury and Reason (2005) the most enduring type of action research utilises 

all three strategies and will be outlined later in this discussion in reference to Participatory 

Action Research. The following rationale is presented for utilising an action research approach 

to undertake this study.  

3.4 Action Research Approach: A Rationale 

The goals of action research are diverse, encompassing education, empowerment, and theory 

generation and change (Waterman et al., 1996, p.62-63). In a seminal literary discourse 

Waterman et al. (2001) noted “action research is suited to developing innovative practices and 

services over a wide range of healthcare situations and assist in the establishment of an 

environment of creative ideas and implementation of changes in practice” (p.v).  

Action research methodologies are appropriate to foster innovation, such as the development 

and evaluation of new services (Waterman et al., 2001), which is in keeping with the setting of 

this study within chronic illness service provision. However, the delivery of a combined 

chronic illness management strategy demonstrates an innovative departure from traditional 

care delivery mechanisms. The flexibility provided by the cyclical nature of action research 
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provide a mechanism by which such innovative practices can be used to generate knowledge 

and catalyse change (Reed and Hocking, 2013).  

In the domain of healthcare provision, action research methodologies provide a viable option 

for undertaking clinically based research as they have produced “many benefits including, 

improved research quality, increased dissemination, the implementation of interventions and 

enhanced academic research capacity” (Frerichs et al., 2016, p.215). According to Winter and 

Munn Giddings (2001), action research is an ideal methodology for changing work place 

practice, enabling the generation of understanding and new knowledge. It provides a means by 

which to breach the theory-practice gap as it focuses on practice based and diverse knowledge 

(Hynes, 2013). 

The purpose of action research methodologies are to generate solutions to identified problems 

that have the ability to promote change, unlike conventional research methodologies that focus 

on the effectiveness of specific treatments (Hart and Bond, 2000). Less than 18.8% of patients 

with type 2 diabetes meet the recommended best practice targets for their diabetes management 

(Casagrande et al., 2013). The National Health Service National Diabetes Audit (2019j) 

findings revealed < 40% of patients achieved all three best practice targets for glucose, blood 

pressure and cholesterol control. 

The use of an action research methodology is appropriate within the context of improvement 

in healthcare, for example, monitoring of the effectiveness of untested policies or interventions 

and in situations where there is poor uptake of preventative services (Olsson and Lau, 2015). 

Utilising an action research methodology facilitates examination of proposed research 

questions, locate problems and identify solutions from the perspectives of those who 

experience them.  

Winter and Munn Giddings (2001) acknowledged that action research approaches may not 

necessarily be the optimum choice in all settings, however they should be considered 
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appropriate in situations where problem solving and improvement are on the agenda. 

Participation is a key characteristic of action research, and participatory forms of action 

research enable the recipients of the research to be included in the process (Breda, 2015).  

Participatory Action Research (PAR) is described by Park (2001) as an action orientated 

research activity in which ordinary people generate knowledge and address common needs 

arising from their daily lives in the process. Participatory Action Research is defined by 

Kemmis and McTaggart (2005) as a means by which to create conditions where people 

collectively work together to participate and understand the world.  

In a bid to afford clarity, the specific Participatory Action Research (PAR) approach utilised to 

undertake this study was examined in terms of origins, definition, purpose, characteristics, and 

knowledge and skills required to undertake the process. The potential challenges and rationale 

for using Participatory Action Research are presented. 

3.5 Participatory Action Research: Origins  

Participatory Action Research (PAR) has been utilised in a variety of disciplines such as, 

human, social and psychological services, business and community development, education 

and healthcare, informed in its origins by geographical location and philosophical traditions 

which are aligned to Southern and Northern strands (Breda, 2015). 

The Southern strand emerged from the work of Brazilian philosopher and educator Paulo Freire 

and sociologist Orlando Fals Bora. Freire’s (1970) seminal work ‘Pedagogy of the Oppressed’ 

provides a synopsis of the belief that, if men and women are to reach their full ontological 

vocation, education can either help or hinder this process (Breda, 2015). Falls Bora (1982) 

attributed the evolution of PAR in the early 1970s to the spread of capitalism and modernisation 

which negatively impacted on the rich and diverse social structures within communities. The 

Southern strand sought to bring about social change and traditionally the focus was on 

individuals who were exploited or oppressed “by political, economic or class circumstances” 
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(Breda, 2015, p.5). The clear role of PAR according to Falls Bora and Ramhan (1991) was to 

create meaningful change both culturally and socially.  

The Northern strand began with the work of Kurt Lewin in the context that research should 

have utility and lead to social action (Lewin, 1946). It was Lewin (1951) who contended that 

behaviour is influenced by its environment and the context in which it occurs, and by 

understanding these factors social change could be brought to fruition. According to Chevalier 

and Buckles (2013) Lewins “ground-breaking work in organisational studies, a contribution 

heralding a pragmatic and democratic shift in the social sciences. The approach to group 

dynamics, experiential learning and research directed to solving social problems is key to 

understanding the beginnings of PAR” (p.11). The Northern strand has been utilised in 

industry, healthcare and focuses on promoting human knowledge and welfare (Whyte, 1991). 

Thus, it is clearly visible that the origins of PAR have evolved from a variety of eclectic 

sources, therefore, the definitions for Participatory Action Research (PAR) presented in the 

literature were explored. 

3.5.1 Participatory Action Research: Definition 

 

Action research is comprised of many strands (Cohen et al., 2018), and branches into 

Participatory Action Research (PAR) when there are issues more suited to group or team 

exploration (James et al., 2012). In contrast to the action research methodology proposed by 

Lewin (1946), the participatory nature of PAR “makes explicit the researchers bias during an 

enquiry and juxtaposes expertise with multiple ways of understanding a situation through the 

participation of those affected by it” (Ungar et al., 2015, p.610).  

PAR defined by Greenwood et al. (1993) is a form of action research whereby professional 

and social researchers operate as full collaborators with members of organisations in studying 

and transforming those organisations. It is an ongoing organisational learning process, a 

research approach which emphasizes co-learning, and participation. According to Baum et al. 
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(2006), PAR is a “collective, self-reflective enquiry that researchers and participants undertake, 

so that they can understand and improve upon the practices in which they participate and 

situations in which they find themselves” (p.854). 

PAR has been utilised extensively within healthcare settings (MacDonald, 2012), and has been 

demonstrated to be particularly beneficial for the improvement of care delivery systems and 

coordination of care (Beringer and Fletcher, 2011). PAR is “responsive to problems at practice 

level and has the potential to address systemic issues related to healthcare delivery” (Ingram et 

al, 2015, p.49). According to Loewenson et al. (2010) “PAR promotes social empowerment, 

strengthens local levels of health systems, and promotes links between knowledge generation, 

translation and action” (p.15). 

As this study was undertaken within the healthcare setting and incorporates coordination of 

care for the associated chronic illnesses of type 2 diabetes and chronic kidney disease, there 

follows a discussion of purpose and characteristics of PAR and the rationale for employing this 

approach.  

3.5.2 Participatory Action Research: Purpose 

 

The purpose of PAR methodology is to provide “an alternative approach to traditional social 

or scientific approaches as it moves social enquiry from a linear cause and effect perspective 

to, a participatory framework that considers the contexts of people’s lives” (MacDonald, 2012, 

p. 36). 

Reason (1994) proposed that PAR had a twofold objective; the first of which was to produce 

knowledge and action directly useful to a group. The second was to utilise this knowledge to 

the benefit of those within the group, which Fals Bora and Rahman (1991) referred to as an 

“altruistic, cooperative and genuinely democratic process” (p.5). In addition, Lynch (1999) 

referred to this as reciprocity within the research relationship as participants are enabled to 

understand and change their situation.  
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A succinct overview of the purposes of PAR are provided by Baum et al. (2006). The primary 

purpose is to enable action through a reflective iterative cycle, actions are determined by 

participants which perpetuate further information and actions. The second objective of PAR is 

a genuine democratization of power which enables knowledge to be obtained from within its 

context, and potentially leads to the generation of new knowledge and understanding (Baum et 

al., 2006). As action research refers to a multitude of research approaches, the specific 

characteristics of PAR are explored further.  

3.5.3 Participatory Action Research: Characteristics  

According to Kemmis and McTaggart (2005) PAR has three defining characteristics, firstly 

engaging participation of members to determine the issues, secondly, co-opting potential 

solutions and finally, utilising a cyclical process. Traditional research approaches are bound by 

the limitations imposed by respective methodologies. However, PAR affords the inherent 

dynamics of the situation to be unearthed and included in the process (Kemmis and McTaggart, 

2005). Further, Heron (1996) argued that if research subjects do not exercise their right to self-

determination with reference to research decision making, they acquiesce to imposed values or 

norms and the research produced does not demonstrate any real insight as to the real human 

personhood of participants. PAR provides a means by which those immersed in the situation 

can collaboratively define problems and identify solutions (Pain et al., 2010). In PAR, 

“collaborative research and action are used to gather information for change, it concerns people 

who are concerned with or affected by an issue taking a lead role in producing and using 

knowledge about it” (Pain et al., 2010, p.8).  

PAR utilises the validity criteria applied within action research. However, a key component of 

PAR is reflection, whereby all participants are co researchers and equally represented, thus 

providing a mechanism by which reflexivity can be maintained (Langlois, et al., 2014). 

According to Pastor-Montero et al. (2012) reflexivity is also maintained throughout the action 

itself by constant reflection throughout the PAR process. PAR is an approach to undertake 



  

95 
 

research, formulate actions, evaluate and reflect on generated knowledge which may in turn 

inform social change (Wimpenny, 2010). It is noted by Gauld et al. (2011) when utilising PAR, 

that active participation and involvement of members is more likely to produce outcomes which 

are sustainable because what is needed within that community has been determined by them.  

The characteristics of PAR are active participation to determine issues and potential solutions 

for and within that community via a collaborative democratic means. PAR utilises the action 

research cycle of Plan, Act, Observe and Reflect. This provides the means by which PAR can 

be undertaken within clinical contexts and is “very useful to healthcare professionals due to its 

reflexive process throughout the action itself” (Pastor-Montero et al, 2012, p.2580). As a PAR 

approach was used to undertake this study, the type of knowledge required to inform this 

process were identified in the following discussion. 

3.5.4 Knowledge Required to Inform Participatory Action Research  

Early work by Park (1997, 2001) indicated that the knowledge necessary to inform PAR 

required a broadening of the epistemological horizons associated with objective knowing 

which, equates knowing with describing, explaining or understanding of a phenomena or 

objective, a view also shared by Raelin (1999). Moreover it was Park’s (1997; 2001) contention 

that by restricting PAR to this type of knowledge, that new or emancipatory knowledge could 

not be generated.  

Furthermore, Park (1997) postulated that the following three processes are required to meet the 

objectives of PAR. Gathering and analysing the necessary information, strengthening ties 

within the community and honing the ability to think and act critically (Park, 1997). The 

fulfilment of these objectives requires representational, relational and reflective knowledge 

which are associated with various human concerns (Park, 2001).  

Representational knowledge determines the antecedent events and context which lead to 

probable outcomes and this information can then be utilised in the future to produce or prevent 
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events (Park, 2001). Interpretative knowledge is incorporated into representational knowledge 

and generates an understanding of meaning in which the knower comes as close to the be-

known as possible and the knower and the known becoming merged in the process (Cassell 

and Johnson, 2006). Accordingly, the interaction between the knower and the known changes 

and the product of each interpretation will re-describe the object of knowing which in turn will 

then be open for re-interpretation. This interpretative knowledge becomes infused into the 

context of human interaction and creates a conduit for relational knowledge in which humans 

can come to know each other both as individuals and cognitively (Cassell and Johnson, 2006). 

According to Habermas (1974) relational knowledge does not describe anything or consist of 

facts, it is present in words, action and other forms of doing. Habermas (1974) supported the 

view that relational knowledge develops due to fact that individuals share a relationship within 

a community and thus via this relationship further connections are generated.  

Reflective knowledge is generated by critically analyzing and evaluating problematic situations 

and determining the actions required by all those involved in the process. Bradbury and Reason 

(2005) discussed the genesis of reflective knowledge and concluded that meaningful human 

knowledge must not merely understand the world via reflection but, utilise it in order to 

instigate change within the world through action. This view is shared by Pain et al. (2010), 

noting that knowledge generation and deciding how knowledge will be utilised within the 

community requires an ability to reflect and to respond. Reflective knowledge derived from 

the Critical Theory tradition challenges the production of human knowledge which not only 

helps to understand the world but to “change the world using that knowledge” thus acting as a 

catalyst for change within the PAR process (Pain et al., 2010, p.8).  

The aforementioned types of knowledge were adopted and demonstrated by examining the 

context of knowledge production, the understandings and interpretation of the situations and 

subsequent outcomes both intended and unintended as a consequence of this study. To facilitate 
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understanding and interpretation of knowledge requires the development of first, second and 

third person research skills that promote knowledge generation and change (Hynes, 2013).  

3.6 Skills Required to Undertake Participatory Action Research 

 

3.6.1 First Person Research Skills 

First person research pertains to research for oneself or “for me” (Bradbury and Reason, 2005). 

First person skills required to undertake PAR are the methods that the researcher adopts to 

foster an inquiring approach to their own lives, beliefs, values, assumptions, ways of thinking, 

strategies and behaviours (Coghlan and Brannick, 2014).This necessitates engagement of self-

reflective practice or knowing ourselves and our position within the research process and in 

more general terms in the world of the Participatory Action Researcher. According to Melchin 

and Picard (2008) a three step heuristic process involving experience, understanding and 

judgment is required. Coghlan and Brannick (2014) indicated that experience is the empirical 

level of consciousness involving the interaction between inner and outer events. “Simply put 

one can see, hear, taste and touch, imagine, remember, feel and think and also experience 

seeing, hearing, thinking, feeling, remembering and imagining” (Coghlan and Brannick, 2014 

p. 22). Some experiences are cognitively developed by thinking and understanding and, or 

emotions or physical experiences such as pain, pleasure and learning can occur by attending to 

these experiences (Coghlan and Brannick, 2014).  

Understanding comes from developing insights which link questions posed by your experience. 

Following this, judgment comes into play, posing such questions as, are the insights which 

were formulated supported by evidence, thus returning to reflection. In situations where there 

are conflicting judgments, additional evidence may be required in a bid to determine if your 

insights fit the evidence (Coghlan and Brannick, 2014). These techniques assist the individual 

to understand how one comes to know. A practical means that fosters this ability is to keep a 

reflective journal which, according to Raelin (2008) can assist the integration of information 
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and experiences that provide insight into the processes of your reasoning and subsequent 

actions. This view is shared by Brydon-Miller et al. (2003) who notes that in order to conduct 

research, it is necessary to critically examine ourselves. This guidance was adopted and a 

reflective journal was maintained documenting this researcher’s experiences and 

methodological decision making rationale throughout the Participatory Action Research study 

process (Appendix 2). As Participatory Action Research is based in real-time in real-world 

situations with other individuals who do not operate in isolation, the development of second 

person research skills are required. 

3.6.2 Second Person Research Skills  

Second person research refers to work for and with partners or “for us” (Bradbury and Reason, 

2005). According to Koshy et al. (2011) this requires the ability to examine issues with others 

who experience them and have similar concerns that emerge in the context of improving 

personal or professional practice as individuals or in groups. Second person skills requires 

engaging with others in the enquiry process as an essential component to enable second person 

practice (Coghlan and Brannick, 2005). There is also a requirement to engage first person 

research skills by being aware of one’s self and actions and the ability to not only dialogue with 

others, but to listen with others as a prerequisite second person skill (Heron, 1996). 

However, Torbett (2005) contends that “language itself cannot finally be understood as purely 

cognitive content, it is influenced by the context and associated actions. Simply put, one may 

say one thing and do another or fail to do what we say, thus there may be disconnection between 

dialogue and actions or a deliberate attempt to manipulate or conceal the situation (p.253). In 

such cases “language ceases to mean anything if its relation to intent, performance and outcome 

become random, and people loose trust in us if they interpret us, as generating systematic 

incongruities that we are not willing to explore” (Torbett, 2005, p.253). This point is well made 

as in addition to the interpersonal skills required in terms of dialogic interaction, there is also 

the need to foster trust.  
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The development and implementation of second person skills requires engagement of first 

person skills in conjunction with dialogue, listening and trust operating in conjunction with 

each other. First and second person skills and research practice produce knowledge for “me” 

and “us”. However, as the purpose of Participatory Action Research is also to facilitate change 

and generate knowledge that can be utilised by the wider audience for “them” the enactment 

of third person skills is also relevant (Coghlan and Brannick, 2014). 

3.6.3 Third Person: Research Skills 

Third person skills aim to create a wider community of enquiry in which members are 

unfamiliar with each other (Bradbury and Reason, 2005). Moreover, Torbett (2005) refers to 

third person research practice as a practice of distributed leadership which encourages 

conditions where members can engage their first and second person skills. Engaging 

organisations in this type of third party research infers that all in the group engage their first, 

and second person skills and all are vulnerable to transformation including those in 

organisational leadership when undertaking third person skills and practice (Torbett, 2005). 

According to Chandler and Torbett (2003) engaging first, second and third person skills 

provide strategies that engender self-awareness, dialogue, listening, trust and democracy, 

facilitating transformation in the individual, group and the wider population.  

In this study the following strategies were used to develop, demonstrate and maintain first, 

second and third person research skills. First person action research skills were demonstrated 

by fostering an inquiring approach regarding one’s own personal beliefs, values, assumptions 

and behaviours through the medium of a reflective journal throughout the research process 

(Appendix 2). A further strategy adopted was the consideration and articulation of the situation 

of self-regarding one’s personal story and epistemological perspectives as outlined previously. 

As second person research refers “for us” (Bradbury and Reason, 2005), these skills were 

demonstrated by participation in the Participatory Action Research group through the medium 
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of examining the issues with others who experience them within the context of improving 

practice (Koshy et al., 2011). Second person skills were also demonstrated through collective 

endeavour by working with others through the cycles of enquiry which is a crucial component 

of second person practice (Coghlan and Brannick, 2005). Second person practice also required 

the engagement of first person research skills through awareness of one’s self and actions, and 

demonstrating the ability to both dialogue and listen to others (Heron, 1996). Trust was also 

required to ensure that a separation between what is agreed and required actions does not occur. 

Fostering trust is an essential requirement for undertaking PAR successfully. Failure to foster 

trust may negatively impact PAR as highlighted by Torbett (2005) that trust will be the victim 

if there is a disconnection between dialogue and actions, or a deliberate attempt to conceal or 

manipulate the situation. 

Finally, third person practice refers to distributed leadership and required engagement of first 

and second person skills in a bid to create a wider community of enquiry in which members 

are unfamiliar with each other (Bradbury and Reason, 2005).Within this study a final research 

(Appendix 6a) and Participatory Action Research report (Appendix 6b) were formulated and 

disseminated to all relevant stakeholders. It is contended that this research report may provide 

a starting point for other researchers or clinicians who wish to explore or develop combined 

service provision. The dissemination of this research report demonstrated third person research 

skills by creating a wider community of enquiry in which members are unfamiliar with each 

other, thus enhancing the potential for future research and knowledge generation. 

The maintenance of a personal reflective research journal, and the development of a record of 

all PAR group meetings and group consensus planned actions, subsequent outcomes, 

evaluative processes and a dissemination plan addressed how first, second, and third person 

research skills were utilised. The reflective journal model adopted in this study is described in 

greater detail.  
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3.6.4 Reflective Journaling  

For the purpose of this PAR research study, a research journal (Appendix 2) was maintained 

utilising the Observation (O), Emotional Reaction (R), Judgement (J) and Intervention model 

(ORJI). The ORJI model (Appendix 7) by Schein (1999) enabled a means by which to 

understand one’s personal thought processes referred to as intra-physic processes. This informs 

the rationale for employing this reflective journal model developed by Schein (1999) within 

the context of action research methodologies. In addition, it promoted first and second person 

action research skills by creating an awareness of why and how we react in situations, which 

are prerequisites for demonstrating third person research skills (Raelin, 2008).  

According to Coghlan and Brannick (2014), the ORJI model “adds sophistication to Kolb’s 

experiential learning cycle in two ways” (p.35). Firstly, it focuses on the typically neglected 

area of spontaneous reaction to an incident, allowing recognition of feelings, and secondly 

separating them from cognitive processes. This model “inserts a structured reflection process 

that works back from action to judgement to reaction to observation” (Coghlan and Brannick, 

2014, p.35). The following questions have been recommended by Coghlan and Brannick (2010, 

p.34), to guide the use of the ORJI (Schein, 1999) model: 

1. What did I actually observe? Can I describe it? (Observation) 

2. How did I react? What feelings were aroused in me? (Emotional Reaction) 

3. What was my judgment about what happened? What thoughts or evaluations did the 

event trigger? (Judgement)  

4. What did I do about it? How did I intervene? (Intervention) (Doing nothing or 

remaining silent is also an intervention).  

 

The model by Schein (1999) in conjunction with the guidance questions proposed by Coghlan 

and Brannick (2010, p.10) were used to maintain the reflective journal during the period of this 

study. The aim was to understand what was being learned and thus promoted both reflective 

practice and meta- learning within the context of undertaking the study (Appendix 2). 
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The advantages of journaling have been outlined by McNiff et al. (2009) as a means by which 

a record of events and dates are maintained, while acting as an interpretative account of the 

researcher’s thoughts and feelings. This process may assist in the interpretation of events and 

provide a way by which to deal with difficult or painful experiences. Journaling can be utilised 

as an analytical tool to record and analyse information (McNiff et al., 2009). Thus so far within 

this discussion the origins, definition, purpose, characteristics and skills required to undertake 

Participatory Action Research have been identified. For the purposes of operationalising this 

study, the Participatory Action Research processes are outlined. 

3.7 The Participatory Action Research Process 

Participatory Action Research (PAR) utilises the action research process in the identification 

of a problem, subsequent planning, acting, evaluating and repetition of these cycles (Delman, 

2012). According to James et al. (2012) action research “branches into PAR when there are 

issues that are suited to group or team exploration or where the voice of all stakeholders is 

needed” (p.7). There is also “the added dimension of active participation in the research process 

by those involved and purposeful exploration of the extensive knowledge of participants in the 

process” (Beringer and Fletcher, 2011, p.60). PAR has been applied in a range of settings to 

develop clinical practice (Day et al. 2009). The stages of PAR (Figure 3) are flexible and fluid 

utilising a variety of information sources thus enabling the redirection or revision of plans 

within the designated community by members (Bongiorno, 2015).  

The PAR process described by Beringer and Fletcher (2011) is a flexible cyclical process; 

moving from reflection, planning, action, observation, back to reflection and repeating the 

process with the ultimate goal of enacting change. According to Kemmis and McTaggart 

(2005), Waterman et al. (2001) and Meyer (2000) each cycle of PAR comprises a planning 

phase in which participants collectively determine the options for addressing the issue or 

phenomenon of interest and plan for action. The action and observation phase follows and in 

the reflection phase these actions and observations produced are analysed (Langlois et al., 
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2014). The PAR process requires at least three cycles (Kemmis and McTaggart, 2005), and 

ends when the co-participants perceptions of their personal, professional and emancipatory 

development have been achieved (Cassel and Johnson, 2006). 

While the steps of the PAR process may follow a similar format as the action research model 

proposed originally by Lewin (1946), they differ in focus on contextual influences and 

participation of members throughout the process which provides the opportunity for democratic 

knowledge generation (Canadian Institutes of Health Research, 2012). This according to the 

Canadian Institute of Health Research (CIHR, 2012) promotes the implementation of research 

outcomes, sustainability, and impact on the target population and demonstrates the uniqueness 

of PAR. The following schema is presented outlining the Participatory Action Process and 

components informed by the literature (Figure 5). 

Figure 5: Participatory Action Research Process 

 

The context in which the participatory action research process is undertaken is also examined 

by Shani and Pasmore (2010) and Coghlan and Brannick (2014). By developing an 

understanding of the external economic, political and social forces in addition to the internal 

cultural and structural influences which form the impetus for change this facilitates the desired 

future state to be defined (Coghlan and Brannick, 2014). The process of defining a desired 



  

104 
 

future state is critical as “it sets the boundaries of the project and helps provide focus and energy 

for later stages” (Coghlan and Brannick, 2014, p.36). As this PAR study was conducted by 

individuals directly linked to the setting where they work, it is referred to as insider action 

researcher (Robson, 2002), which will be explored in detail.  

3.8 Insider Action Research and Positionality 

An insider is defined by Galea (2009) “as a member of the organisation, who has previously 

been immersed in the organisational minutiae and has developed an awareness and 

understanding of the organisation” (p.7). In the view of Alvesson (2003), the insider action 

researcher (IAR) is an interventionist with a change focus agenda, in contrast to a traditional 

insider researcher whose focus is on observation and analysis. The position of insider action 

researcher is described by Herr and Anderson (2005) “as research undertaken by insiders in an 

organisation or groups researching their own practice or practice setting” (p. 32).  

This requires consideration by the researcher or participant to determine if there is an intention 

for deliberate self-study and reflection in action and the system where the actions are initiated. 

Herr and Anderson (2005) suggested that whilst the researchers’ practice and where it takes 

place cannot be separated, it is necessary to separate one’s practice from the actions initiated. 

Coghlan and Brannick (2005, 2014) and Argyris (2003) proposed that, in any action research 

cycle there are two research cycles operating in tandem. The core research and a second cycle 

about the research cycle in which reflection is paramount and pertains to what one is learning 

referred to as reflection upon reflection and incorporates learning into the project or “meta- 

learning” (Coghlan and Brannick, 2014, p.13) (Figure 6 ).  

Mezirow (1991) suggested that reflection is informed by content, process and premise 

reflection.  “Content reflection refers to what is diagnosed, planned, acted upon and evaluated. 

The process of how the diagnosis is undertaken. Premise reflection, refers to an enquiry into 

the unstated and often non conscious, underlying assumptions which govern attitudes and 
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behaviour” (Coghlan and Brannick, 2005, p.25-26). These form the basis of the meta-cycle of 

learning when utilising action research approaches (Figure 6). 

Figure 6: Meta- Cycle of Learning 

 

From: Coghlan, D. and Brannick, T. (2014, p.13) Doing Action Research in Your Own 

Organisation. London: Sage.  4th Edition. (Permission granted: Appendix 5a) 

 

According to Fitzgerald et al. (2015) utilising an insider action research (IAR) approach 

contributes to improved reflective practices in practitioner research, healthcare provision and 

healthcare graduate education and practitioners focusing on researching their own practice or 

their practice settings. Insider action researchers may also collaborate with other insiders to 

engage members in a process of learning and change in which the focus is on organisational 

change and improved practice known as insider collaborating with other insiders. Insiders in 

collaboration with other insider’s research is associated with professional and organisational 

transformation in a team working dynamic. These approaches according to Herr and Anderson 

(2005, p.35) present advantages and disadvantages.  

Logistically there is no doubt that the availability of the tacit knowledge in situ is advantageous 

and requires the situation to be reproduced elsewhere which is time consuming and may prove 

unfeasible (Herr and Anderson, 2005). Furthermore, it generates epistemological concerns 

such as, the tacit knowledge produced has the potential to be “impressionistic, full of bias, 
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prejudices and unexamined impressions and assumptions” (Herr and Anderson, 2005, p.35). 

There may also be a tendency for insider with other insider collaborations to become elitist and 

undemocratic resulting in the views of the marginalised to be unrepresented or misrepresented 

(Weaver and Olsen, 2006). According to Weaver and Olsen, (2006), to reduce potential sources 

for bias, it is necessary to determine a criteria for evaluating disciplinary enquiry and such a 

criteria is met in the effectiveness of an enquiry to solve the identified problems and the 

usefulness of the process to participants.  

Coghlan and Casey (2001) and Coghlan and Brannick (2005, 2014) highlight that insider action 

research is associated with numerous challenges posed by pre-understanding, role duality, 

managing organisational politics and potential ethical implications. These challenges were 

considered for the purposes of this Participatory Action Research study from an insider action 

researcher approach (McNiff et al., 2009). 

3.9 Potential Challenges: Conducting Insider Participatory Action Research 

3.9.1 Insider Action Research and Pre Understanding 

Pre understanding defined by Gummersson (2000) is “people’s knowledge, insights and 

experience before they engage in a research programme” (p.57). In the context of healthcare 

provision, Coghlan and Casey (2001) discuss pre understanding as knowledge of “their 

hospitals everyday life, the legitimate and taboo phenomena, the informal organisational works 

and whom to turn to for information and gossip which are derived from the position of being a 

pre-existing member of the organisation involved in any proposed process” (p.675). A key 

advantage for the insider action researcher is the knowledge of the contextual influences of the 

environment in which the process is undertaken (Burns et al., 2012). 

However, pre-understanding may confer the potential to make assumptions and fail to critically 

analyse the situation in comparison to the viewpoint offered by an outside researcher (Coghlan 

and Brannick, 2014). The enactment of first person research skills in this study promoted 
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authenticity within the insider action researcher approach which counterbalanced the potential 

negative influences conferred by pre-understanding. Coghlan and Brannick (2014) suggested 

that authenticity is characterised by the following processes which were applied to undertake 

this study. 

Firstly, attentiveness to the data was promoted in this study by being intelligent in the enquiry, 

fostering a spirit of enquiry and understanding what was negated by uncritical or selective 

questioning, censoring and or failing to include or distort data. Secondly, applying reasonable 

judgment which was not based on the path of least resistance but informed by judgments based 

on the issues the questioning unearthed. This also countered the potential influences exerted by 

pre-understanding, organisational or external influences. Finally, through using group minute 

consensus, the researchers took responsibility for decisions taken and subsequent actions, 

placing an onus on insider action researchers “to consider what is right and what ought to be” 

(Coghlan and Brannick, 2014, p.57-58).  

Failure to engage in these reflective processes diminishes authenticity which requires rigorous 

introspection and reflection (Argyris et al., 1985). Developing and utilising second person 

research skills proved beneficial when resolving challenges associated with pre-understanding 

collaborative enquiry in the context of the PAR group processes (Coghlan and Brannick, 2014)  

within this study. 

In the process of conducting this PAR study from an insider action researcher perspective, it 

must be acknowledged that this researcher had to assume more than one role which raised 

issues pertaining to the challenge posed by role duality. 

3.9.2 Insider Action Research and Role Duality  

In the process of conducting PAR from an insider action researcher (IAR) position, I had 

assumed two roles; as a nursing clinician in the context of my usual organisational activities 
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and researcher within the context of this study, thus consideration was afforded to the adoption 

of dual roles and strategies to manage both roles.  

Trondsen and Sandaunet (2009) used PAR from an insider action researcher position to 

establish a new service, noting that dual roles were assumed by participants; as both 

implementators and researchers within the study. The benefits of using this approach were that 

it “provides a unique possibility to explore the social and cultural context in which such new 

services are introduced” (Trondsen and Sandaunet, 2009, p.17). According to Trondsen and 

Sandaunet, (2009) PAR from an IAR perspective is particularly useful for facilitating the 

introduction of new methods of healthcare provision as it “enables the researcher to get 

particularly close to the socio-cultural processes that frame the introduction of new services” 

(p.19). This dimension is valuable in contemporary health care, in which new services are 

introduced into a complex changing environment and an IAR perspective provides “deep 

access which would have been difficult to acquire in a more distant role” (Trondsen and 

Sandaunet, 2009, p.19), which is particularly relevant in this study. 

Ingram et al. (2015) proposed healthcare delivery change is more successful when “the 

research process is internal to the organisation” (p.51). Utilising this approach to examine the 

research question and problem provided an opportunity to gain potential insights into new and 

innovative means of health care delivery in the context of type 2 diabetes and chronic kidney 

disease. However, undertaking PAR from an IAR perspective was also associated with notable 

challenges such as, difficulty in assuming dual roles potentially leading to internal self-

conflicts. Therefore, the identification of dilemmas and external conflicts that may arise due to 

role change in turn “sets them apart from ordinary members” (Coghlan, 2007, p.298). As the 

practitioner’s position in an organisation becomes “enmeshed into a network of membership 

affiliations” may well exert influence on the ability to gather information and impact on the 

quality of collected data (Coghlan and Brannick, 2005, p.64). This view is supported by Burns 

et al. (2012) noting that “professional insider knowledge and status offers many advantages, 
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however that may translate into role ambiguity and role expectations which are entrenched” 

(p.52). That said, the inside action researcher can counteract these issues by drawing upon skills 

such as self-awareness and self-consciousness to negotiate respectful relationships whilst also 

providing space to develop a degree of “analytical distancing” thus promoting epistemic 

reflexivity (Burns et al., 2012, p.52). 

To combat the implications associated with role duality, Coghlan and Brannick, (2014) present 

the first, second and third person research practice skills required to address these challenges 

which were applied within this PAR study. As I had assumed a dual role as clinician and 

researcher, first person research skills were enacted by consideration of and valuing of both 

roles by simultaneously identifying inner responses to conflicting demands and developing 

strategies to deal with such issues (Coghlan and Brannick, 2014).  

The following strategies were developed to deal with competing demands in this study. Firstly, 

current clinical commitments were reviewed in consultation with the Consultant 

Endocrinologist as clinical lead. Through communication and negotiation, I was excused from 

my weekly commitment at the medically led diabetes clinic for the duration of role as 

researcher. Secondly, my weekly five days a week, eight hours per day roster was realigned in 

consultation with the Director of Nursing to a commitment of four days of 10 hours per week. 

This countered the potential issues which could have arisen due to conflicting and competing 

demands.  

Development of these strategies required second person research practice as an insider action 

researcher managing the competing demands of both roles through negotiation with other 

members and stakeholders (Coghlan and Brannick 2014). Finally, third person research 

practice was incorporated by developing practical knowledge to prevent the potentially 

negative effects of assuming a dual role and how that may impact on this research. Such 
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experiences potentially contribute to theory regarding managing dual roles for future insider 

action researchers (Coghlan and Brannick, 2014, p.188).  

As insider action research is undertaken in the context of an organisation of which individuals 

are members “the most important issue for nurses undertaking IAR, particularly when they 

want to remain and progress in the hospital, is managing organisational politics” (Coghlan and 

Casey, 2001, p.677). 

3.9.3 Insider Action Research Managing Organisational Politics 

A key component of PAR is understanding why change is needed, none the less implementing 

and disseminating change is influenced by issues pertaining to power and politics (Hughes, 

2010). Within the domain of healthcare provision, concepts of power and politics may appear 

somewhat out-of-context. However, “any form of research in any organisation has its political 

dynamics. Political forces can undermine research endeavors and block planned change” 

(Coghlan and Brannick, 2014, p.202). Thus, when undertaking PAR utilising an IAR approach, 

the potential implications associated with organisational power and politics were considered. 

Buchanan and Badham (2008) defined power and politics as “power is the ability to get other 

people to do what you want them to do. Politics is power in action, using a range of techniques 

and tactics” (p.11). PAR utilises a stance of equitable participation amongst stakeholders in 

which power is disseminated equally between all group members. However, it must be 

acknowledged that whist “constructing” the information by adopting an insider action 

researcher PAR approach might be a collaborative venture researchers must develop an 

awareness of the potential implications of “constructing”.  Coghlan and Brannick, (2014) make 

a salient point “constructing is never a neutral act, it rarely affects stakeholders in the same 

way. Some may benefit and some may feel threatened as they may be harmed because it 

exposes weaknesses in performance” (p.202). 
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Therefore, a collaborative venture may have political implications for stakeholders and the 

organisation, requiring the development of skills to become a “political entrepreneur”   

(Buchanan and Badham, 2008, p.11). These skills include clear, unambiguous and flexible 

goals, identification of stakeholder roles, communication and politically aware negotiation 

skills (Buchanan and Boddy, 1992). In this study,  these skills were adopted as the ground rules 

for formation of the PAR group that included outlining goals and actions, demonstrating how 

these were or were not achieved, evaluating outcomes and the provision of a detailed report 

generated from transcripts of PAR meetings representing how organisational politics were 

experienced and managed (Appendix 6b). Galea (2009) suggested that in addition to the 

political dynamics, there was also a requirement to consider the potential ethical implications 

associated when utilising PAR methodology from an IAR perspective. 

3.9.4 Insider Action Research Ethical Considerations 

The following principles should apply to researchers within professional contexts utilising any 

form of action research methodology “the duty of care to participants must be maintained with 

respect for the individual, irrespective of race, gender, disability or age. Respect for cultural 

diversity, dignity and protection from harm” (Winter and Munn-Giddings, 2001, p. 220).  

The following guidance provided by Waterman et al, (2001) regarding the detection and 

management of potential ethical issues informed the application for ethical approval within this 

study. Any potential negative sequela to participants was identified and monitored during the 

project, conflicts of interest and funding sources were declared, and consideration given to the 

funds, staff and materials required to complete this study. The research protocol included an 

approximate time-frame and milestones to demonstrate that the timescale was realistic and 

research methods were appropriate to address the research issue (Waterman et al, 2001). 

The positioning of the insider action researcher as a member of the organisation in which the 

research was conducted raises issues relating to gathering and analysing data and reporting 
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findings (Coghlan and Brannick, 2014, p.200). Ethical issues may arise in terms of the research 

agenda or if the expected impacts and outcomes of the research are driven by the researchers 

and the organisation, rather than participants or relevant stakeholders or where alternative 

options are not considered (Holian and Coghlan, 2013). This view is shared by Rowe et al, 

(2013) who noted that positionality is an important consideration as it determines who will be 

represented and to what degree which, in turn may ultimately influence reported outcomes and 

results. As an insider conducting research one must acknowledge insider status and consider 

the potential implications. Failure to declare or recognise insider status “is deceptive and allows 

the researcher to avoid the kind of intense self-reflection that is the hallmark of good insider 

research” (Herr and Anderson, 2005, p.47). According to Habermas (1974) the co–generation 

of knowledge and relationship of those embedded in the research process has the potential to 

be distorted due to prevailing power relations or influences. This, according to Holian and 

Brooks (2004) may raise issues pertaining to ownership of the data and to whom it will be 

released, the nature of the relationship between the researcher and the researched, informed 

consent and confidentiality.  

From my own perspective, identification and management of such ethical issues in PAR is 

poorly represented in current healthcare discourse. The University of Sheffield (2016) have 

developed specific guidance to address these ethical issues which were applied within this 

study through the Participatory Action Research group meetings and development of group 

minute consensus. This necessitated an outline of the consensus or an interactive ethical 

framework that “involves encouraging full and frank discussion, negotiation, and consent with 

the research group” (University of Sheffield, 2016, p.1). From the start “the aims of the 

research, the potential benefits and risks to all research partners, the commitments required by 

research partners, outputs, consent, anonymity, confidentiality, and data access and storage” 

needs to be articulated (University of Sheffield, 2016, p.1).  According to Brabeck et al. (2015) 
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“one ethical demand of PAR is to recognise how the research affects the lives of participants 

and others similar to them” (p.26). 

Earlier work undertaken by Holian and Brooks, (2004) noted that within the cyclical process, 

informed consent may become redundant following each cycle of action and may need to be 

re-addressed as the process progresses. The issue in reference to informed consent arises due 

to the flexible unfolding nature of PAR in which there may be a potential difficultly to 

determine in advance what will happen during the process. In a bid to overcome these 

difficulties group minute consensus provide a more viable option than individual informed 

consent within the context of this study (University of Sheffield, 2016).  

It may also be difficult to ensure anonymity or confidentiality due to the group nature of PAR, 

which may present difficulties to data ownership and storage, as the information is owned by 

all participants during and at conclusion of the study, and requires consensus on how this will 

be managed in a transparent format (University of Sheffield, 2016). Due to the flexible and 

evolving nature of PAR and potential issues surrounding informed consent, this may lead to 

difficulties when applying ethical approval to undertake PAR research (Brabeck et al., 2015). 

Conversely, within the PAR process “participants recognise commonalities and differences of 

values and define a collaborative means of responding to these throughout the research process 

and the basis for such dialogue is collaboration and a reciprocal relationship in which everyone 

involved benefits and has voice, agency and ownership” (Brabeck et al., 2015, p.34). 

In addition to the presented ethical challenges, PAR is “demanding and requires time, people 

and patience, outcomes are not predictable which can lead to ethical approval and funding 

difficulties” (Loewenson et al., 2010, p.16). When using PAR these matters need to be 

considered in the context of preplanning and during the cycles of the PAR process by all 

participants (Loewenson et al., 2010).  
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PAR enables the use of qualitative, quantitative, mixed methods, ethnography and needs 

assessments, which can be incorporated into a flexible cyclical process and can be mixed and 

matched (De Chesnay, 2015). The construction of knowledge from a variety of sources 

highlights the inclusiveness of utilising this approach in which the democratic relationships 

that exist amongst participants and researchers have an explicitly transformative agenda (Koch 

and Kralik, 2006). A full account of the challenges encountered and how these were identified 

and strategies adopted to manage these challenges are provided in the research report 

formulated and disseminated upon completion of this research study by the PAR group 

(Appendix, 6b).  

For the purposes of this discussion it was also necessary to explore the theoretical and 

methodological underpinnings which informed the thematic analysis approach adopted to 

analyse transcript data within the context of this study. 
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Chapter Four: Thematic Analysis Exploration and Study Context 

 

4.0 Introduction 

 

The purpose of this discussion was to explore and develop an understanding of thematic 

analysis and the approach adopted within the context of this study to analyse Participatory 

Action Research, Focus Group and Discovery Interview transcript data. 

4.1 Thematic Analysis Origins 

 

According to Joffe (2012), the founder of thematic analysis was the philosopher of science 

Gerard Horton on themata in scientific thought throughout the 1970’s. However, Clarke (2018) 

contends that the term thematic analysis has its historical origins in the 1930’s and has been 

utilised in a variety of contexts. This disparity relating to the origins of thematic analysis may 

be attributable to the absence of digitisation of earlier literary discourse which may have 

contributed to misrepresentation that thematic analysis is historically situated in the 1970s. 

Evidence in the literature supports the fact that the term thematic analysis was used by 

musicologists to analyse musical scores in the 1930’s, by sociologists in the 1940’s to analyse 

mass propaganda, and psychotherapists in the 1940’s,1950’s and 1960’s to analyse the results 

of objective tests (Clarke 2018). 

According to Clarke (2018), although thematic analysis has been utilised by a plethora of 

contexts and disciplines, an enduring feature is finding patterns of meaning in the data (Clarke, 

2018). Whilst Joffe (2012) and Clarke (2018) debate the historical origins of thematic analysis 

in their literary discussions, they achieved consensus that thematic analysis evolved from 

qualitative content analysis.  

Content analysis has its origins based in the analysis of mass media and public speeches and 

has been widely used to analyse “communicative material, both structured and unstructured” 

(Cohen et al., 2018, p.674). Content analysis has been used extensively as a means by which 
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to extract numerical data from text, and according to Anderson and Arsenault (1998) can also 

describe the frequency and importance of topics. Silverman (1993) stated that content analysis 

may produce superficial results as codes are removed from their context, thus removing 

meaning from the data. Thematic analysis was developed to move beyond what is observable 

in data to foster interpretation with deeper themes rooted in meaning and linked to an overall 

thematic structure (Merton, 1975).The definition and purposes of thematic analysis are also 

considered relevant. 

4.2 Thematic Analysis: Definition and Purpose  

  

Thematic analysis is defined by Boyatzis (1998) as “a process to be used with qualitative 

information. It is not another qualitative method, but a process that can be used with most, if 

not all qualitative methods and allows the translation of qualitative information into 

quantitative data, if this is desired by the researcher”(p.4). Bryman (2008) defined thematic 

analysis as “…the analysis of qualitative data which refers to the extraction of key themes in 

one’s data” (p.717), while Braun and Clarke (2006) referred to it “….as a method for 

identifying, analysis and reporting patterns (themes) within data” (p.6). 

The purpose of thematic analysis outlined by Braun and Clarke (2006) is a way to “identify, 

analyse and report themes within data. It minimally organises and describes your data set in 

(rich) detail. However it also often goes further than this and interprets various aspects of the 

research topic” (p.6).This perspective is shared by Boyatzis (1998), who proposed that thematic 

analysis has several “overlapping or alternative purposes” which move beyond identification 

of themes alone to develop interpretation and understanding of the data (p.4).  

There are multiple purposes of thematic analysis outlined by Boyatzis (1998); firstly, providing 

a way of seeing, secondly, it aids interpretation of the material which appear, and thirdly, it 

enables analysis of qualitative information. It also facilitates observation of a person, 

interaction, group, situation, organisation or culture. Finally, it can aid researchers to “convert 
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qualitative information into quantitative data” (p.5), and can “be a beneficial bridge between 

researchers of varying orientations and fields” (Boyatzis, 1998, p.5-6). Meanwhile, Nowell et 

al. (2017) noted that thematic analysis acts as a translator mechanism for quantitative and 

qualitative analysis “enabling communication between research communities” (p.2). 

According to Alhojailan (2012), the specific purpose of thematic analysis “is to discover using 

interpretations, it provides a systematic element to data analysis” (p.40). Thematic analysis 

“can tap the manifest and latent drivers concerning an issue” (Joffe, 2012, p.209). Further, the 

purposes of thematic analysis share common features such as the development of a deeper 

understanding of qualitative data which enables researchers to see the “big picture”, “to link 

categories” and “look beyond what people convey and address what is not being said and why” 

(Connelly and Peltzer 2016, p.53).  

The first iteration of Braun and Clarke’s (2006) seminal thematic analysis framework was 

developed in response to the identified gap relating to the “absence of a paper which adequately 

outlines the theory, application and evaluation of thematic analysis” (p.4). In subsequent 

publications, online resources and teaching toolkits, Braun et al (2019a) identified a typology 

of thematic analysis in a bid to ameliorate confusion relating to the theory, application and 

evaluation of thematic analysis. 

4.3 Typology of Thematic Analysis 

 

Up to 30 thematic analysis approaches are evident in the literature and confusion abounds when 

thematic analysis is viewed as a singular approach (Braun et al, 2019a). The term thematic 

analysis should be viewed as an umbrella term to describe a variety of approaches which differ 

in terms of procedure and underlying philosophy (Clarke, 2018).  

There are three main schools of thematic analysis; coding reliability, reflexive/organic and 

codebook (Clarke, 2018). The distinctions between these schools pertain to the 

conceptualisations of qualitative research outlined by Kidder and Fine (1987) as Small q and 
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Big Q qualitative research. “Small q qualitative research is the use of qualitative methods of 

data collection within a positivist or essentialist paradigm; the use of qualitative questions 

within a primarily quantitative method of data collection” (Braun and Clarke, 2013, p.336). 

Big Q qualitative research is the “application of qualitative methods of data collection within 

a qualitative paradigm, rather than a positivist one” (Braun and Clarke, 2013, p.328). Coding 

reliability, reflexive/organic and codebook thematic analysis are outlined and compared in the 

following discussion.  

4.3.1 Coding Reliability Thematic Analysis 

 

Coding reliability thematic analysis presented by Boyatzis (1998) represents small q qualitative 

research in which the techniques utilised are qualitative but the underlying philosophy is 

positivist. Coding reliability is the closest to content analysis and has been used extensively in 

the United States where there has been a greater emphasis on positivism and less focus on 

qualitative research in comparison to the United Kingdom, Europe, Australia and New Zealand 

(Clarke, 2018). According to Boyatzis (1998), “thematic analysis is a translator for those 

speaking the language of qualitative analysis and those speaking the language of quantitative 

analysis” (p.vii). Coding reliability shares the values of positivism in which there is an 

emphasis on reliability, replicability and accurate coding which is structured from a codebook 

or coding frame developed at the start of data analysis, or before the analytic process and 

application to the data (Clarke, 2018). 

The code book or coding frame traditionally comprised of lists and definitions of all pre-

defined codes, and information on how to identify codes including exclusions and exemptions. 

The researchers are not usually involved in the data collection and have no prior knowledge of 

the data. Researchers are trained in the application of the codebook or coding frame which, 

each researcher working alone applies independently to the data. Upon completion of the 

coding process, a coding agreement between researchers is usually correlated with a Cohen’s 
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Kappa. A Kappa of 0.8 and above indicates coding reliability (Clarke, 2018). Coding frames 

facilitate calculation of inter-rater reliability underpinned by a positivist perspective in that 

there is a reality in the data that can be captured accurately by coding if appropriate techniques 

are utilised (Braun et al, 2019b).  

4.3.2 Reflexive/Organic Thematic Analysis 

 

Reflexive/organic thematic analysis includes the seminal framework originally proposed by 

Braun and Clarke (2006) and falls within Big Q qualitative research as per Kidder and Fine 

(1987). Big Q research refers to the application of qualitative methods of data collection and 

analysis within a qualitative paradigm in which key features relate to meaning being situated 

and contextual, with the acknowledgement of multiple realities, and emphasis on researcher 

subjectivity  (Clarke, 2018).  

In the original iteration of Braun and Clarkes (2006), a seminal reflexive framework indicates 

that “thematic analysis should be seen as a foundational method for qualitative analysis” (p.4). 

Despite its widespread use in a multitude of contexts and disciplines, thematic analysis has 

only recently started to “achieve the brand recognition held by other methodologies such as 

grounded theory and interpretative phenomenological analysis (Braun and Clarke, 2013, 

p.120).  

Braun and Clarke’s (2006) approach is an organic and iterative approach to undertaking 

thematic analysis. In recent online tutorials, Clarke (2018) highlighted that coding may be 

undertaken during several sweeps of the data and should be flexible and fluid so that codes can 

evolve and change. This process demonstrates how the researcher is conceptualising the data 

and how that conceptualisation reflects deepening interpretive engagement. This is referred to 

by Clarke (2018) as researcher as a storyteller actively engaged in interpreting the data through 

the lens of their own cultural membership and social positioning. 
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4.3.3 Codebook Thematic Analysis 

 

Codebook approaches include; template codebook (Brooks et al., 2015), codebook framework 

(Gale et al., 2013), and Matrix analysis (Nadin and Cassell, 2004; Miles and Huberman, 1994). 

These are positioned between coding reliability and reflexive thematic analysis viewed as a 

medium q as they have elements of quantitative and qualitative research (Clarke, 2018). 

Codebook thematic analysis share a structured approach to coding similar to coding reliability 

approaches i.e., putting the data into codes reflecting a quantitative influence. This approach is 

more flexible as codes and themes can continue to be developed and the overarching 

philosophy tends to be qualitative. 

Codebook approaches have been used extensively in the context of applied research as they 

have pragmatic advantages for research teams seeking answers to predefined questions in a 

short period of time without the requirement for coding consensus (Richie and Spencer, 1994).  

This typology as outlined facilitates an understanding of the variety of thematic analysis 

approaches and the underlying philosophical influences which, in turn informs the researcher’s 

choice inclusive of the research question, methodology, sampling, data collection and analysis 

methods.  

4.3.4 Thematic Analysis Approaches Compared and Contrasted  

 

As previously outlined, thematic analysis falls mainly within three main schools including 

coding reliability, reflexive (organic) and codebook thematic analysis. Braun et al. (2019b) 

developed extensive thematic analysis resources in the University of the West of England 

Bristol (UWE) research repository, including comparing and contrasting their seminal 

reflexive thematic analysis framework against codebook and coding reliability approaches.  

The main proponents of coding reliability thematic analysis are Guest et al. (2012), Joffe 

(2012) and Boyatzis (1998).The emphasis in this approach is placed on measurement of the 
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accuracy or reliability of coding through the use of a structured codebook and a multitude 

independent coders. In coding reliability approaches, themes are viewed as analytic inputs or 

pre-existing themes developed early in the analysis process commonly based on data collection 

questions before the analytic process or following data familiarisation. Therefore, utilising this 

approach when undertaking thematic analysis coding is represented as searching for evidence 

of themes, frequently represented as domain summaries (Clarke, 2018). According to Braun et 

al. (2019a) codebook reliability methods may result in the development of superficial codes as 

multiple researchers apply the codes in the same way without in-depth engagement or 

knowledge of the data, and themes are viewed as pre-existing in the data and the role of 

researchers is to find them.  

However, coding reliability and codebook thematic analysis approaches such as Template 

Analysis (Kings and Brooks, 2017), Framework Analysis (Richie and Spencer, 1994) and 

Matrix Analysis (Miles and Huberman, 1994) share some common features. Codebook 

thematic analysis is placed on a continuum between a positivist coding reliability stance at one 

end of the continuum and reflexive thematic analysis at the other. They share commonalities 

with codebook reliability regarding how themes are viewed as analytic inputs and domain 

summaries. However, they do not share positivist concerns regarding coding reliability (Braun 

et al, 2019b). Codebook thematic analysis shares commonalities with reflexive thematic 

analysis by adopting a broadly qualitative philosophy or paradigm. 

In comparison, Braun and Clarke’s (2006) reflexive approach to coding is flexible and organic 

in which coding continues to evolve throughout the process, sharing features with grounded 

theory (Charmaz, 2006). Coding is described by Braun et al. (2019a) as a flexible and organic 

process in which codes are viewed as the building blocks from which themes are developed. 

In contrast to coding reliability and codebook thematic analysis approaches in which themes 

are viewed as analytic inputs, using a reflexive thematic analysis approach, themes are seen as 

analytic outputs created from codes through the active engagement of the researcher. In 
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reflexive thematic analysis, coding is iterative and subjective in which the researchers’ 

interpretative lens with the data was actively engaged and acknowledged. This is in direct 

contrast to coding reliability and codebook thematic analysis approaches in which the 

researcher is separate from the development of codes and not actively engaged in interpretation 

of the data. The flexibility of the approach by Braun and Clarke’s (2006) could be viewed as a 

Dionysian approach outlined by Heron (1996). A Dionysian approach is described by Coghlan 

and Brannick (2014) as “an approach where there is an imaginative, expressive and tacit 

approach to integrating reflection and action” (p.12). The Dionysian approach is in sharp 

contrast to the Apollonian approach in which “the cycles are enacted in a rational, linear and 

systematic manner” (Coghlan and Brannick, 2014 p.12). Although there are many different 

thematic analysis approaches, a common feature is the development of codes and themes. 

4.3.5 Codes 

 

Codes are “labels which have been assigned to whole documents or segments of documents 

i.e., (paragraphs, sentences or words) to help catalogue key concepts whilst preserving the 

contexts in which they occur” (Bradley et al., 2007 p.1761). A code is defined by Boyatzis 

(1998) as the “most basic element of the raw data which can be assessed in a meaningful way 

regarding the phenomenon” (p.63).  

Boyatzis (1998) used the terms code to refer to “a list of themes, a complex model with these, 

indicators and qualifications that are causally related or something in between these two forms” 

(p.vii). A good thematic code should have a label and definition, and a description of when the 

code occurs (Boyatzis, 1998). Codes are defined as “a word or short phrase that symbolically 

assigns a summative, salient, essence capturing, and/or evocative attribute for a portion of 

language based or visual data. The data can consist of interview transcripts, participant 

observation field notes, journals, documents, drawing, artefacts, photographs, video, internet 

sites, email correspondence and literature” (Saldana, 2015, p.4) . Miles et al. (2014) referred 
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to codes as “labels that assign meaning to the descriptive or inferential information complied 

during a study” (p.71). Currently, a code is defined by Braun and Clarke (2013) as capturing a 

single idea associated with a segment of data and consist of a label identifying what is of 

interest in the data in relation to the research question. 

Coding is a process by which a category or label is applied to data which has been collected, 

the code may be decided in advance or when the data has been collected, the purpose of which 

is to enable researchers to identify similar information (Cohen et al., 2018). It is argued by 

(Miles et al., 2014) that coding facilitates more than collation of similar types of data as “coding 

is deep reflection about and thus deep analysis and interpretation of the data’s meaning” (p.71).  

Matters which required consideration when coding have been highlighted by Braun and Clarke 

(2006), such as the type of thematic analysis used can influence the coding process “you can 

code for a specific research question” associated with a theoretical thematic analysis or “the 

specific research question can evolve through the coding process” linked to an inductive 

thematic analysis (p.12).  

Coding assists in the organisation of “data into meaningful groups, however coded data differs 

from the units of analysis or themes which are broader”, themes are also utilised for 

interpretative analysis (Braun and Clarke, 2006, p.18). According to Braun et al., (2019b) 

“codes are conceptualised as the building blocks that combine to create themes, so multiple 

codes typically are combined to create themes” (p.844). The presented definitions commonly 

view codes as the components which assist in the development of themes which are further 

outlined. 

4.3.6 Themes 

 

Many definitions of a theme are presented in the literature. A theme has been described as a 

unit of data which is structurally meaningful for the findings of qualitative research (Streubert 

and Carpenter, 2011). According to Joffe (2012), a theme refers to a specific pattern of meaning 
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found in the data. It may be argued that the descriptions of a theme by Joffe (2012) and 

(Streubert and Carpenter, 2011) relate to measurement and patterns with little emphasis on 

interpretation of the data.  

In comparison, Boyatzis (1998) defines themes at a minimum level as a means by which to 

identify a pattern in the data that can be described and organised. At a maximum level, Boyatzis 

(1998) themes can be used to interpret aspects of the data “a pattern which is found in the 

information that at a minimum describes and organises the possible observations and at a 

maximum interprets aspects of the phenomenon” (p.4). 

However, the definitions provided by Joffe (2012), Streubert and Carpenter (2011) and 

Boyatzis (1998) relate to the interpretations and measurement of themes at an individual level. 

That said, the following definitions view themes in relation to the data set rather than standalone 

entities per se. According to DeSantis and Ugarriza (2000) “a theme is an abstract entity that 

brings meaning and identity to a recurrent experience and its variant manifestations. As such a 

theme captures and unifies the nature or basis of the experience into a meaningful whole” 

(p.362). The definition provided by Bradley et al. (2007) also considers themes as  recurrent 

and unifying regarding the subject of enquiry,  “general suppositions that emerge from diverse 

and detail rich experiences of participants and provide recurrent and unifying ideas regarding 

the subject of enquiry” (p.1766). These definitions share commonalties with the initial 

articulation of a theme by Braun and Clarke (2006) as something important that is captured or 

a pattern“…within the data in relation to the research question and represents some level of 

patterned response or meaning within the data set” (p.10).  

In a recent definition by Braun et al (2019b), a theme is described “as capturing a common, 

recurrent pattern across a dataset, clustered around a central organising concept. A theme tends 

to describe the different facets of a singular idea, demonstrating the themes patterning across 

the dataset” (p.844). It is argued that the recent definition adds to the original definition of a 
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theme (Braun and Clarke, 2006) by incorporating the relationship of the theme to the research 

question, interpretation of the theme across the data set in relation to a central organising 

concept and individual unique aspects of that theme.  

Braun et al. (2019b) highlight that there is much confusion in the published thematic analysis 

literature, in which domain summaries are represented as themes. A domain summary “is a 

summary of an area (domain) of the data, for example, everything the participants said in 

relation to a particular topic or interview question” (Braun et al., 2019b, p.844). Unlike themes, 

there is no unifying or underlying concept to organise analytical observations and thus these 

are referred to as domain summaries or bucket themes, which simply summarises participant 

responses relating to a particular topic or question (Braun et al., 2019, p.844). However, some 

approaches to undertaking thematic analysis such as coding reliability or codebook approaches 

such as template, framework and matrix analysis may have a tendency to conceptualise themes 

as domain summaries (Braun et al, 2019a).  

In comparison, Braun et al. (2019a) indicate if researchers are utilising the thematic analysis 

framework developed in 2006, they must consider that themes are built from codes and 

conceptualised as patterns of data underpinned by a central concept which facilitates the 

development of analytical observation. In essence, themes should identify an area of data and 

tell the reader something about it summarised in Clarke’s (2018) previously outlined analogy 

of storyteller and storybook.  This refers to researchers as storytellers in their development of 

themes that tell the story about the data. Within the context of this discussion consideration is 

also needed to be afforded to the means by which themes are developed. 

4.3.7 Deductive and Inductive Thematic Analysis  

 

A common feature in published research is that the processes utilised to undertake thematic 

analysis processes are poorly defined (Braun and Clarke, 2013). Poor quality thematic analysis 

processes frequently state themes emerged from the data, with insufficient or little detail of the 
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process or means by which themes were developed. Clarke (2018) described this type of 

thematic analysis as a mysterious process, in which themes emanate from the data, resembling 

hidden gems lying undiscovered in the sand. It is argued by Clarke and Braun (2013) and 

Clarke (2018) and that themes do not emerge from the data. Themes are developed through the 

interpretive lens of the researcher from the data on a continuum from theoretical (theory driven) 

to inductive (data driven) approaches (Boyatzis, 1998).  As theoretical thematic analysis is also 

referred to as deductive thematic analysis (Gray, 2014), to ensure clarity within this discussion 

the term theoretical thematic analysis was utilised.  

Theoretical thematic analysis approaches move the researcher towards theory development. 

However, these approaches differ “in the degree to which the thematic analysis starts with a 

theory or the raw information” (Boyatzis, 1998, p.29).Theoretical thematic analysis is 

explicitly led by the researcher’s interest in the area and in which, the modus operandi is to 

provide a detailed analysis of some aspect of the data (Gray, 2014) in respect to a specific 

theory defined by the researcher (Javadi and Zarea, 2016). When using theoretical thematic 

analysis, the emphasis is not placed on extracting themes or the richness of the data, but on 

extracting data pertinent to the theory utilised by the researcher. Researchers may “use their 

research questions, interview questions or theory driven categories as a start list for a priori 

themes for coding data documents” (Lapadat, 2010, p.2). A theory driven approach is 

“comfortable” for many researchers as they are familiar with the theory being utilised which 

assists code and theme development consistent with their methodological or research 

perspective (Boyatzis, 1998, p.29). Cognisance should be afforded to the fact that this method 

of analysis “presents a description of the data with less richness and the details are presented 

based on the initial theory” (Javadi and Zarea, 2016, p.35). 

In contrast, inductive thematic analysis has been referred to as a “bottom up approach that is 

driven by the data itself” (Maguire and Delahunt, 2017, p.3354). Inductive analysis is a 

“process of coding without trying to fit it into a pre-existing coding frame or the researcher’s 
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analytical preconceptions (Braun and Clarke, 2006, p.12). An inductive thematic analysis 

approach identifies themes which are embedded and directly linked to the data (Javadi and 

Zarea, 2016; Gray, 2014; and Patton, 1999). An inductive approach to coding is useful for 

researchers using thematic analysis as it avoids the potential pitfalls associated with “the 

rigidity and premature closure that are risks” of a theoretical approach (Lapadat, 2010, p.2). 

A cautionary note is provided by Boyatzis (1998) who advises that researchers must have faith 

“that they will arrive at a desirable destination” as the research path is driven by the data and 

the journey is uncertain (p.29). Researchers should also be cognizant that that there may be a 

disparity between the emerging themes and the specific questions to which participants 

responded (Connelly and Peltzer, 2016). Whilst data are often collected for a specific purpose 

(Javadi and Zarea, 2016), it can move from precise to broader generalisations (Braun and 

Clarke, 2006).  

Utilising an inductive approach facilitates flexibility, thereby allowing broader generalisations 

to be explored and themes to be linked to and within the data (Patton, 1999). According to 

Alhojailan (2012), this “flexibility would enable any researcher to deal with the observational 

data that was collected in the study” (p.41). By using an inductive approach to “identify 

patterns, attending to how participants label events, defining emergent themes, constantly 

comparing data against codes and categories, recording interpretative insights, the researcher 

builds a complex exploratory descriptive analysis grounded in the particulars of the case or 

multiple cases” (Lapadat, 2010, p.2). This can enhance the consistency of the data as to whether 

enough information was provided to address the research question (Jugder, 2016).  

This study examined the views and experiences of participants and was not defined by the 

researcher or defined theory, adopting an inductive analysis approach was deemed appropriate 

to identify themes and codes. The rationale for adopting an inductive approach lies in the fact 

that it provides data which is not linked to researcher or imposed methodological or 
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epistemological constraints (Thomas, 2003). This can facilitate “the previously silenced voices 

or perspectives in the information to be brought forward and recognised” (Boyatzis, 1998, 

p.30). To ensure clarity, a definition for the terms codes and theme are provided. 

It is highlighted by Braun and Clarke (2006), Clarke and Braun (2013) that when using 

thematic analysis, questions quantifying the prevalence and depth of themes within the text or 

the proportion of the data in which the theme is present, frequently arise and require 

consideration. 

4.4 Theme Prevalence 

 

A theme may be present or repeated a finite number of times in the data, and may be significant 

in terms of providing information or answers to the research question (Javadi and Zarea, 2016). 

Themes can be developed from raw data, theory and prior research (Boyatzis, 1998 p.161). 

Further, Nowell et al, (2017) proposed that themes are not dependent on quantifiable measures 

but their importance lies in capturing information relating to the research question. Clarke and 

Braun (2013) suggested that distinguishing between themes and features of the data are 

important, whilst both capture recurrences in aspects of the data, the difference lies in the fact 

that themes have a central organising concept. 

According to Braun and Clarke (2006),  it is not a question of how often the theme is present 

or the proportion of data in which it represented, but the “keyness” of the theme which is not 

dependent on quantifiable measures but on its significance in terms of the research question. 

“It’s about meanings, rather than numbers” referred to as saliency (Braun and Clarke, 2013, 

p.223) that represents something important in the data rather than the frequency in which it 

presents.  

The following strategies were identified by Braun and Clarke (2006) as appropriate to assist 

theme identification and keyness such as; utilising descriptors, provision of a rich description 

of the data set or a more detailed and nuanced account of the data set. Utilising descriptors such 
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as “many participants” or “a number of participants” enable researchers to demonstrate that a 

theme actually existed in the data without attaching a numerical or quantifiable measure. 

Another means by which to assist in the identification of themes and keyness is to provide a 

more detailed or nuanced account of one particular theme or group of themes. Finally, 

researchers can identify themes and keyness by providing a rich description of the entire data 

set or particular themes within the data, allowing readers to develop a sense of “predominant 

or important themes”. This may be particularly useful to investigate under-researched areas or 

where participant’s views on the topic or phenomenon of interest are unknown (Braun and 

Clarke, 2006). That said, further debate is required as “to why we might represent the 

prevalence of themes in the data, and indeed, whether, if and why prevalence is particularly 

important” (Braun and Clarke, 2006, p.11).  

In instances where research is related to a substantive topic, there is a requirement to place an 

emphasis on what the data are saying in reference to the research topic rather than an analysis 

of some aspect of the data collection (Bazeley, 2009). The prevalence of a theme is not the 

central focus of the research or researcher when identifying themes but the keyness or 

information the theme delivered regarding providing answers to the research question (Braun 

and Clarke, 2006). Consideration was also given to theme levels and sub themes within themes 

which are derived from the data, referred to as latent or semantic levels.  

4.4.1 Theme Depth 

 

Semantic and latent themes refer to the level of depth at which themes are identified (Boyatzis, 

1998). According to Braun and Clarke (2006) themes that relate to a specific area of interest or 

research question within the data are referred to as a semantic theme in comparison to a specific 

theme throughout the data which is referred to as a latent theme. 

When utilising a semantic approach to identify themes, the researcher relates only what the 

participant has said or has been recorded in the text (Javadi and Zarea, 2016). This has been 
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referred to as manifest level by Boyatzis (1998) which is “directly observable in the 

information” (p.4). When using a semantic approach, themes are identified “within the explicit 

or surface meanings of the data, and the analyst is not looking for anything beyond what the 

participant has said or what has been written” (Braun and Clarke, 2006, p.13). However, using 

a semantic approach does not indicate that data should simply be organised into themes or 

description, the significance of themes and their broader meanings can also be explored and 

interrelated in particular reference to previous commentary and research on the given topic 

(Braun and Clarke, 2006).  

Identifying themes at latent level goes beyond what is obtained in the semantic level (Javadi 

and Zarea, 2016). At latent level, efforts begin “for detecting and testing beliefs, for forming 

semantic content of the data with a level of researcher’s interpretation” (Javadi and Zarea, 2016 

p.36). This goes beyond the semantic content of the data and “starts to identify or examine the 

underlying ideas, assumptions and conceptualisations and ideologies that are theorised as 

shaping or informing the semantic content of the data” (Braun and Clarke 2006, p.13). Afulani 

et al., (2017) recommended  that when using Braun and Clarke’s (2006) approach to thematic 

analysis of coded data consideration needs to be afforded to “considering both semantic 

(surface) and latent (underlying) meaning of the text, and focusing on salience rather than 

frequency” (p3). 

Within this study there was a specific interest in examining the views and experiences of 

participants in essence to “hear their story in their own words” (Bridges et al, 2011). Therefore, 

identifying themes at latent level required the researcher’s interpretation of the information in 

comparison to identifying themes at semantic level in which the researcher relates only what 

the participant has said or what had been recorded in the text. 

It should be noted that when undertaking analysis of qualitative data, themes may be presented 

at semantic and latent levels relevant to answering the research questions (Braun and Clarke, 
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2013). This approach was considered in this study informed by the fact that the study purpose 

was to utilise Discovery Interview, Participatory Action Research and Focus Group data to 

identify the views and experiences of participants told through the researcher’s articulation and 

interpretation of them. However, cognisance is also afforded to linking information embedded 

in the data if relevant to the research question(s) which necessitate utilising themes at both 

semantic and latent levels.  

Prior to utilising any thematic analysis framework the potential advantages and disadvantages 

of utilising thematic analysis were identified. 

4.5 Thematic Analysis: Benefits and Limitations 

 

The freedom of some thematic analysis approaches from the imposition of methodological and 

epistemological constraints could be viewed as a double-edged sword as this freedom has 

resulted in a tendency for these methods to be viewed as unsophisticated, particularly within 

academia (Braun and Clarke, 2014). According to Vaismoradi et al. (2013) there is a 

stereotypical response amongst qualitative researchers to portray thematic analysis as a 

simplistic approach, this does not mean that it produces “simple and low quality findings as 

data analysis requires reflection from varying perspectives” (p.404). 

The flexibility of thematic analysis as a data analysis method used across a variety of theoretical 

and methodological perspectives may lead to inconsistencies in the way it is used as themes 

are developed (Nowell et al., 2017). If themes overlap or are not clearly defined, this may 

produce an analysis which is weak or unconvincing (Braun and Clarke, 2006). If “themes are 

underdeveloped, they limit what they are meant to convey” (Connelly and Peltzer, 2016, p.52). 

The potential may also arise for a disconnection between analytical/theoretical claims which 

are not supported in the data (Braun and Clarke, 2006).  

Current literary discourse highlights several inconsistencies regarding undertaking thematic 

analysis, and include a dearth of information on how themes are defined or how thematic 
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analysis was conducted (Connelly and Peltzer 2016; Javadi and Zarea, 2016; Attride-Stirling, 

2001). In addition, Maguire and Delahunt (2017) and Vaismoradi et al., (2013) emphasised a 

lack of clarity regarding how to undertake thematic analysis. Further, there is confusion 

regarding definition and procedure when undertaking thematic analysis of qualitative data 

(Connelly and Peltzer, 2016; Gray, 2014). Thematic analysis is time consuming and if data are 

incorrectly or inconsistently coded this may result in a “paucity of findings”, (Boyatzis 1998. 

p.161). However, Boyatzis (1998) countered this with the argument that errors can occur with 

any research or data analysis method.  

Thematic analysis has many benefits, and is particularly useful for research teams with mixed 

analysis experience, partly due to freedom from theoretical affiliations (Clarke and Braun, 

2013). This view is shared by Maguire and Delahunt (2017) who noted that through its freedom 

from imposed theoretical or methodological constraints, thematic analysis is a very flexible 

and useful data analysis method which can be readily adopted by researchers.  

Braun and Clarke (2006) proposed that thematic analysis is a foundational method for 

qualitative analysis and a means by which researchers can hone core research analytical skills 

which may be utilised to conduct other forms of qualitative data analysis. According to Thomas 

and Harden (2008), thematic analysis technique may be extended beyond data analysis at 

individual study level to undertake a systematic review of qualitative research. This can be 

attained through “line by line coding, the organisation of these codes into descriptive themes, 

and the generation of analytic themes through the application of a higher level theoretical 

framework” (Thomas & Harden, 2008 p.12). Moreover, Clarke and Braun (2013) highlighted 

how thematic analysis offers “a chance to learn basic data-handling and coding skills without 

having to delve deep into theoretical constructs” (p.178). 

As thematic analysis is not linked to any particular pre-existing or imposed theoretical or 

methodological constraints, Braun and Clarke (2006) and Boyatzis (1998) highlight its 
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flexibility which may be used to analyse research from varying research perspectives. The 

flexibility of thematic analysis is demonstrated by Braun and Clarke (2006),  “thematic analysis 

can be an essentialist or realist method which reports experiences, meanings and the reality of 

participants or can be a constructivist method which examines the ways in which events, 

realities, meanings and experiences and so are effects of a range of discourses operating within 

society” (p.9). It can also be a contextualist method placed between essentialism and 

constructivism “which acknowledges the ways individuals make meaning of their experience 

and in turn, the ways the broader social context impinges on those meanings, while retaining 

focus on the material and other limits of reality” (Braun and Clarke, 2006, p.9).  

Thematic analysis facilitates reality to be reflected and clarified through its non-linear iterative 

process in which codes and themes can be reviewed or changed (Javadi and Zarena, 2016). 

Furthermore, there is no pre-defined requirement for sample size, as sample size is dependent 

on the nature of the research and associated questions, sampling can be continued until no new 

codes are determined (Javadi and Zarena, 2016). This view is shared by Joffe (2012) noting 

that it is not the size of the sample but rather “what the accounts provided by a sample 

represent” (p.9). Purposeful sampling “in accordance with the research questions enhance how 

potential group differences and similarities, as well as intra group variation can be illuminated” 

(Joffe, 2012, p.9) 

Thematic analysis is multifunctional as it “enables scholars, observers, or practitioners to use 

a wide variety of types of information in a systematic manner that increases their accuracy or 

sensitivity in understanding and interpreting observations about people, events, situations and 

organisations” (Boyatzis, 1998, p.5). It can help researchers build “a complex exploratory 

descriptive analysis grounded in the particulars of the case or multiple cases” (Lapadat, 2010, 

p.2). Thematic analysis is relatively unique in the context of qualitative data analysis as it “only 

provides a method for data analysis, it does not prescribe methods of data collection, theoretical 
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positions, epistemological or ontological frameworks. It really is just a method” (Braun and 

Clarke, 2013, p.178).  

Thus, whilst thematic analysis is not wedded to any particular methodology or theoretical 

paradigm it can be utilised in the context of a theoretical framework. That said, it is vital that 

the theoretical framework is identified and articulated, including its underlying theoretical, 

ontological and methodological perspectives. There has been a tendency for this step to be 

omitted, however “a good thematic analysis will make this clear” (Braun and Clarke, 2006, 

p.9). For the purposes of this study the following rationale informed the use of the reflexive 

thematic analysis framework by Braun and Clarke (2006).  

4.6 Reflexive Thematic Analysis: A Rationale 

 

The thematic analysis framework presented by Braun and Clarke (2006) is relatively 

straightforward and has been highlighted as particularly beneficial for novice qualitative 

researchers (Maguire and Delahunt, 2017). This may be partly due to the fact that it does not 

require the same in-depth technical and theoretical knowledge of analysis procedures 

associated with other methodologies e.g., discourse analysis (Braun and Clarke, 2006).  

As previously outlined there appears to be a lack of detail regarding how to undertake thematic 

analysis (Maguire and Delahunt, 2017; Vaismoradi et al., 2013). Braun et al. (2019a) 

developed extensive thematic analysis resources (available on the University of the West of 

England Bristol (UWE) research repository). These resources include; reflexive thematic 

analysis in context and contrast to other thematic analysis approaches, recommended readings, 

and worked examples of a variety of thematic analysis approaches. This repository also 

includes practical guidance on Braun and Clarke’s (2006) reflexive framework and direction 

for researchers regarding undertaking a good quality reflexive thematic analysis. Unlike the 

other thematic analysis frameworks which were considered, the potential problems or issues 

arising from Braun and Clarke’s (2006) framework e.g., a failure to provide an analytical 
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narrative are identified and solutions offered, which was particularly beneficial for this 

researcher who was previously unfamiliar with using thematic analysis.  

This view is supported by Flick (2014), noting that the guidance and advice given by Braun 

and Clarke (2006) when undertaking thematic analysis is “helpful and can be applied to 

approaches beyond their own” (p.422). The results of reflexive thematic analysis is accessible 

to wider audiences and is an appropriate method for Participatory Action Research methods 

(Braun and Clarke, 2013). In contrast to other thematic analysis frameworks, Braun and 

Clarke’s (2006) approach clearly provides a definition of thematic analysis, codes, themes and 

the practical steps or “how to” use the framework. This view has been informed by evidence 

provided from contemporary literary discourse including Maguire and Delahunt (2017), 

Nowell et al. (2017), Connelly and Peltzer, (2016), Javadi and Zarea (2016) and Flick, (2014). 

Bazeley (2009) noted a tendency among researchers to report themes that emanated from the 

data. However, frequently there is a lack of a coherent model or theory to demonstrate how 

these themes actually emerged from the data. Accordingly, there is a requirement for an in-

depth analysis strategy which departs from presentation of key themes supported by “quotes 

from participant’s texts as the primary form of analysis and reporting the data” (Bazeley, 2009, 

p.6). It is contended by Bazeley that “the reliance on the identification of themes as the goal of 

analysis is endemic in qualitative research” (p.6). Furthermore, Bazeley (2009) emphasised 

that whilst description and identification of themes are the point at which to start to report 

findings from qualitative research, effective reporting “requires you having used data and the 

ideas generated from the data to build an argument that establishes the point or points you wish 

to make” (p.7). 

This view is shared by Connelly and Peltzer (2016) who identified that a common feature in 

the analysis of qualitative data undertaken by nurses is “frequently limited in what is conveyed 

and often appeared to be underdeveloped” (p.52). The meaningful analysis of themes in the 
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data enable the research question to be addressed and assist in the interpretive description of 

the phenomenon of interest and where themes and codes are inadequately developed or 

analysed “they limit what they are meant to convey” (Connelly and Peltzer, 2016, p.52). 

Utilising the thematic analysis framework by Braun and Clarke (2006, p.16) “is not a linear 

process, where you simply move from one phase to the next. Instead it is a more recursive 

process, where you move backwards and forth as needed, through the phases”. This process 

facilitates researchers to develop a deep understanding and interpretation of the collected data 

as a whole and relationships between themes. In this study, this researcher was involved in data 

collection and analysis which was advantageous to foster a deeper understanding of the 

collected data, associations and context of the data when using Braun and Clarke’s (2006) 

reflexive thematic analysis framework 

The purpose of reflexive thematic analysis is to move beyond shallow reporting of themes 

supported by quotes, it does not convey how widely the theme was present or “to whom it 

applied or how it relates to other themes” (Bazeley, 2009 p.9). Evidence which evolves from 

this type of analysis is unlikely to be convincing or credible for consumers of research. When 

undertaking qualitative data analysis “data must be challenged, extended, supported and linked 

to reveal their true value” (Bazeley, 2009, p.8).  

There is an assumption that thematic analysis can only be applied in a realist or descriptive way 

and may lack nuance and interpretative depth, which according to Braun and Clarke (2014) is 

incorrect. Braun and Clarke (2014) defend their framework stating it may be used in a realist 

or descriptive way, but it provides a “robust, systematic framework for analysing qualitative 

data and then using that coding to identify patterns across the data set in relation to the research 

question” (p.2). However, questions regarding the level at which patterns are identified and 

their interpretation are “left to the researcher” (Braun and Clarke 2014, p.2).  
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The rationale informing employing Braun and Clarke’s (2006) reflexive thematic analysis 

approach in this study included its flexibility to analyse data from varying perspectives, 

flexibility of data collection tools, its ability to develop and hone research skills and finally it 

provided a means by which engagement with reality i.e., real world situation could be reflected. 

Also Braun and Clarke’s (2006) framework has been used to demonstrate how a trustworthy 

thematic analysis may be conducted (Nowell et al., 2017), and has been used extensively within 

the context of healthcare research (Vaismoradi et al., 2013).  

In relation to this study the means by which the thematic analysis framework devised by Braun 

and Clarke (2006) was used to demonstrate trustworthiness is outlined in the following 

discussion. 

4.7 Reflexive Thematic Analysis: Demonstrating Trustworthiness  

 

Maxwell (1992) argued that when analysing qualitative data, researchers should not go down 

the route of applying quantitative validity criterion to qualitative research. That said, if 

researchers are unable to show how the research was undertaken and why methodological and 

analytical decisions were made, this may negatively impact on the research consumers ability 

to trust what the researchers have proposed, the research and its findings (Vaismoradi et al., 

2013). According to Nowell et al. (2017), trustworthiness is a means by which researchers can 

demonstrate that their research findings are valid and truthful.  

The trustworthiness of the thematic analysis of Discovery Interviews, Participatory Action 

Research and Focus Group data was demonstrated through detailed and prolonged engagement 

with the data, engagement with an experienced senior supervisor regarding code and 

assumptions development derived from the data, development of a thematic map, 

documentation of the decision making processes, and maintenance of reflexive journaling and 

are outlined in the following discussion. 
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The researcher in this study assisted in both data collection and analysis and proximity of a 

researcher to the raw data enhanced the ability to link and interpret data as a whole rather than 

a sum of its parts (Braun and Clarke, 2006; Boyatzis, 1998;). This facilitated the examination 

and exploration of links or patterns between categories (Connelly and Peltzer 2016). According 

to Lapadat (2010), utilising an inductive approach helps patterns to be identified with specific 

attention to how participants label events and constantly comparing emergent codes and themes 

with the data which facilitates the researcher to build a detailed account embedded in the 

research. This also identified and promoted consistency of the data and elucidates if sufficient 

information is provided to answer the research question(s) (Jugder, 2016).  

Utilising an inductive thematic analysis approach enabled observational and interpretative 

insights grounded in the data to be linked rather than viewed in isolation (Alhojailan, 2012). 

This assisted the researcher to gain a deeper understanding and demonstrated prolonged 

engagement with the data derived from Focus Group and Discovery Interviews in this study. 

Coding was data driven when familiarity had been achieved and when the entire data set had 

been collated and coded, a particular name and brief description of each code was assigned. 

These were then considered at a broader level to identify potential themes and collation of 

relevant data abstracts into themes. Clarke (2018) highlighted that coding is reflective of the 

subjectivity of the researcher and thus one researcher’s subjectivity cannot be correct and 

another’s incorrect.  

When coding was completed and a final code structure of Discovery Interview, Participatory 

Action Research and Focus Group data had been devised, a sample of the original transcripts, 

coded transcripts developed codes and themes were shared with a senior academic supervisor 

for review and feedback. This provided the opportunity to reflect how the data was coded and 

the assumptions which had been made regarding the coded data as recommended by Clarke 

(2018).  



  

139 
 

Rigid guidance or recommendations are not provided by Braun and Clarke (2014; 2006) 

regarding how to identify themes or keyness using their thematic analysis method. However, 

it is essential to maintain consistency in the identification of themes within any particular 

qualitative analysis. Researchers’ must employ their own judgement, this reflects the flexibility 

of thematic analysis, enabling themes to be determined using a variety of strategies. This 

flexibility enhanced the ability of the researcher to manage observational data collected in the 

course of the study (Alhojailan, 2012).   

In this study the researcher reviewed themes in relation to both the coded abstracts and across 

the entire data set, enabling the development of a thematic map which is also recommended by 

Braun and Clarke, (2006). This approach assisted the researcher to “develop the ability to 

identify and articulate the linkages between categories and ideas” (Connelly and Peltzer 2016, 

p.53). A thematic map of each data set including Discovery Interviews, Focus and Participatory 

Action Research group transcripts was devised to examine and explore linkages between codes 

and themes in the overall data set. Furthermore, based on Braun and Clarke’s (2006) 

recommendations, when themes were fully developed they were reviewed again and all 

thematic maps were reviewed by a senior academic supervisor. 

Finally, for the purpose of this study a research journal was maintained utilising the 

Observation (O), Emotional Reaction (R), Judgement (J) and Intervention model (ORJI) by 

Schein (1999) to document decision making processes and demonstrate research reflexivity. 

The rationale for employing this reflective journal model was to enhance first and second 

person action research skills by creating an awareness of why and how we react in situations 

(Raelin, 2008). 

For the purposes of this discussion it was necessary to outline the methodological, theoretical 

and epistemological stance of Braun and Clarkes (2006) reflective thematic analysis 

framework.  
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4.8 Thematic Analysis: Methodological, Theoretical and Epistemological Stance 

 

The freedom from imposed epistemological or methodological constraints has the potential to 

prevent any restrictions from developing a deep understanding from the perspectives of 

research participants which is particularly relevant within this study. The application of this 

framework is not a linear but recursive process, thus enabling a deep engagement and 

understanding of the collected data as a whole and interrelationships between themes. Thus, 

utilising Braun and Clarke’s (2006) framework was deemed compatible with the purposes of 

Critical Theory in which the specific purpose is to counter the rigid limitations imposed by 

adherence to a specific research paradigm. 

Thematic analysis was a useful to adopt within this study as it provided the means by which 

the study questions relating to patient experience of care and healthcare professionals views 

regarding combined care provided in the context of advanced practice nursing could be 

identified. This statement is supported by Clarke and Braun (2013) who highlighted how 

thematic analysis can be used in a variety of ways for example to determine “peoples 

experiences and understandings to those about the representation and construction of particular 

phenomena in particular contexts” (p.123). 

Consideration was also given to the assumptions, theoretical and epistemological perspectives 

in view of the research methodology in this study when using the reflexive thematic approach 

by Braun and Clarke (2006). As previously indicated, this study was undertaken under the 

auspices of Critical Theory utilising a Participatory Action Research (PAR) approach. 

Therefore, adopting a data analysis framework affiliated to a particular research methodology 

may have restricted the ability to study complex phenomena such as that presented within 

healthcare delivery (Plano-Clarke et al., 2008).  

The specific purpose of using the Critical Theory paradigm is to work towards change (Winter 

and Munn-Giddings, 2001), and counter the limitations imposed by adherence to rigid research 
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paradigms to facilitate exploration of complex, unstable, non-linear change (Bunniss and Kelly, 

2010). These limitations may present potential implications for transferability, critique, 

replication and adaption of the research, its outcomes and potential future research if aligned 

to a particular methodology (Vaismoradi et al., 2013; Braun and Clarke, 2006). Meanwhile, 

thematic analysis is “a flexible and useful tool which can potentially provide a rich and detailed, 

yet complex account of the data” and can be used independently of theory and epistemology 

across a broad range of theoretical approaches (Braun and Clarke, 2006, p.5).  

Critical Theory is associated with praxis, transformative practice and emancipation (Weaver 

and Olsen, 2006) and provides a mechanism by which to change aspects of social life in 

conjunction with those experiencing it (Williamson et al., 2012). According to Clarke (2018) 

reflexive thematic analysis has been utilised extensively in the context of facilitating a social 

change agenda, thus sharing similarities compatible with the purposes of Critical Theory. 

Clarke and Braun (2013) and Braun and Clarke (2006), developed the following guidance to 

assist researchers undertake a robust thematic analysis and its application in relation to this 

study is outlined. 

4.8.1 Undertaking a Robust Reflexive Thematic Analysis  

 

The seminal guidance by Clarke and Braun (2013) and Braun and Clarke (2006), for 

undertaking a robust thematic analysis began in this study by checking transcripts against tapes 

to ensure transcription accuracy. Each data item was coded at the same level of detail and 

themes were not generated from a few examples, thus ensuring the coding process was 

thorough, inclusive and comprehensive. The relevant extracts for the development of themes 

were collated and compared to other themes and the original data set in which themes were 

required to be consistent, coherent and distinctive. This is consistent with Clarke and Braun’s 

(2013) view “good themes are distinctive and need to make sense on their own; at the same 

time, good themes need to fit together to form the overall analysis” (p.231). Clarke and Braun 
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(2013) present this as similar to the craft of generating a patchwork quilt. The “patchwork quilt 

only works if lots of different pieces of fabric (codes) contribute towards creating coherent 

patterns (themes) and are distinct from other patterns, and which work together to make an 

overall pattern (analysis) (Braun and Clarke, 2013, p.231).When identifying patterns, it was 

necessary for the researcher to move away from the organising structure of questions to 

identifying patterns across the entire data set in this study.  

Since development and implementation of their seminal and widely utilised thematic analysis 

framework, Clarke and Braun (2013) and Braun and Clarke (2006), have highlighted that a 

persistent feature of a poor quality thematic analysis is the assertion that themes emerged from 

the data, without any detail regarding the processes which informed theme development. A 

robust thematic analysis should demonstrated that the data has been analysed and interpreted 

and not paraphrased from the text. This ensures that analysis and data support analytic claims 

in which the analysis strikes a balance between analytic narrative and illustrative extracts. 

In addition, Clarke and Braun (2013) and Braun and Clarke (2006) recommended that an 

adequate time frame should be adopted to undertake analysis ensuring all phases of the 

framework are undertaken. 

This concludes the discussion regarding developing an understanding of thematic analysis and 

approach adopted within this study. It was also necessary to explore the individual methods in 

detail and present a rationale for their utilisation within this study.  
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Chapter Five: Methods  

 

5.0 Introduction 

 

The purpose of this discussion is to examine the individual data collection and analysis 

methods, compatibility with PAR and capacity to achieve the stated aims, objectives and 

research questions.  This study was undertaken in a series of three cycles of enquiry over a 20 

month period (July 2018-Feburary 2020).  

In the first cycle six Discovery Interviews and four Focus Groups with healthcare professionals 

were undertaken from July-October (2018). During the data collection and analysis, the 

learning derived from Focus Groups and sense making of patient Discovery Interviews were 

reflected upon by the researcher. The outcomes from Discovery and Focus Group interviews 

provided information which was utilised by the Participatory Action Research group to inform 

the group regarding the landscape of the current real world of care delivery (Waterman et al., 

2001). 

Data collection and analysis for the second cycle of enquiry began in January (2019) and was 

completed in September (2019). The three PAR meetings were undertaken from January-June 

(2019). Each PAR meeting (1, 2, 3) was followed by a PAR action research cycle (January-

April 2019), (April-June 2019), and (June-August 2019). The second cycle of enquiry began 

with the initiation of the three meetings of the Participatory Action Research group consisting 

of 17 healthcare professionals with expertise in the management of type 2 diabetes and/or 

chronic kidney disease.  

In the second cycle of enquiry a Retrospective Chart Review (RCR) of 42 patient charts 

attending the new combined care service was undertaken to determine the outcomes of the new 

combined type 2 diabetes and chronic kidney disease service. The Retrospective Chart Review 

provided a valuable contribution for reflection of routine, real world healthcare (Bauman et al., 
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2019). Data was extracted from first visit (Visit 1) and the subsequent consultation 6-9 months 

later (Visit 2). Clinical target recommendations and frequency of review was guided by best 

practice routine care informed by NICE (2015) and KDIGO (2012) guidance and provided the 

means to determine if participants attending the new combined service achieved recommended 

clinical targets.  

The final cycle of enquiry was undertaken from September 2019-April 2020. This cycle 

involved developing reflections on the learning derived from patients and the development and 

implementation of the outcomes from the combined care service through Focus and PAR 

groups. The key outputs and development of the final research report including dissemination 

to relevant key stakeholders was undertaken during this final cycle (Appendix 6a). 

The data collection tools utilised in this study included Focus Groups, Discovery Interviews, 

PAR group minute consensus, nurse practitioner impact frameworks, retrospective chart 

review and participating site default statistics.   

5.1 Focus Group Interview 

 

Focus Group interviews can be defined as collective conversations or group interviews 

(Kamberelis and Dimitriadis, 2008). Focus Group interviews have been widely utilised in 

healthcare research to collect data through group interaction on topics preordained by the 

researcher (Krueger and Casey, 2009).The purpose of Focus Groups are to create an 

understanding of the social dynamic and interaction between participants through verbal and 

observational data (Doody et al., 2013).  

Focus Groups are a type of group interview in which the subject matter is provided by the 

researcher, usually in the form of an interview guide leading to interactions within the group 

and where the views of members, not the researcher emerge (Cohen et al., 2018). An interview 

guide assists the interviewer to pose questions regarding the subject of interest (Brinkman and 

Kvale, 2014). Using an interview guide provides a mechanism by which interview consistency 
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can be achieved and maintained, and links relevant literature to the research question and 

problem. 

Focus Groups comprise of a homogenous group of individuals explicitly chosen for a 

discussion on specific topics in which the interactions yield outcomes and data (Bernard, 2000). 

Focus Groups consist of participants who are guided via a facilitated discussion and concentrate 

on clearly defined research questions or topics, the aim of which is to gather information and 

opinions from participants (Mansell et al., 2004).  

Focus Groups do not usually lead to outcomes which are generalisable or numerical and when 

planning to use this form of interview the following issues require consideration (Cohen et al., 

2018). It is necessary to (1) undertake more than one Focus Group as outcomes may be 

particular to that group of individuals, (2) if the group that is too small may result in 

disproportionate outcomes or (3) if the group is too large it may become unwieldy and difficult 

to manage (Cohen et al. 2018). 

Failure of participants to attend for the Focus Group may also be an issue. Morgan (1998) 

suggested it may be prudent to over recruit participants by 20%, to ensure sufficient numbers 

are present for interview participation. Caution needs to be exercised when selecting 

participants to ensure homogeneity in the group (not homogeneity of opinions) as it is likely 

that the discussion may lose its emphasis and focus (Cohen et al., 2018). The potential for the 

deference or acquiescence effect to occur should be considered, particularly in reference to race 

and gender issues, where the race and gender of the interviewers impacts the outcomes of the 

Focus Group as “people tell you what they think you want to know, not to offend you” 

(Bernard, 2000, p.212).  A skilled moderator can counter these issues and those pertaining to 

dominance of individuals or opinions in the group that may lead to an inability of other 

participants to express their opinion particularly regarding controversial issues and conflict 

may ensue within the group.  
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Focus Groups are compatible with PAR methodology (Vaughan et al., 2015) and within this 

study provided the means by which to examine healthcare professional’s perceptions of a 

combined type 2 diabetes and chronic kidney disease care, views regarding advanced practice 

nursing and factors which attribute to failure to attend by patients. Focus Group participants 

were comprised of homogenous healthcare teams albeit with varying roles.  

Using Focus Groups facilitated information to be obtained from varying perspectives in a short 

period of time which may have been less accessible without group interaction (Hanbury et al., 

2015). Focus Groups enabled discussions between participants by sharing experiences, 

knowledge, and opinions. According to Pedersen et al. (2016), Focus Groups provide a forum 

to “negotiate and contest the meanings of personal experiences” in common language which 

may not be possible without the group interaction (p.632). Focus Groups also have potential to 

yield information which may be difficult to identify on other types of interview (Walter et al., 

2017). 

Focus Groups “capitalize on the fact that members react to what is being said by others” which 

may potentially lead to a greater depth in the discussion and opinions (Polit & Beck, 2008, 

p.395).  This view is shared by Kamberelis and Dimitriadis (2008) “because of their synergistic 

potentials, Focus Groups often produce data that are seldom created through individual 

interviewing and observation that result in especially powerful interpretive insights, Focus 

Groups capitalize on the richness and complexity of group dynamics” (p.397)   

Focus Groups are “nearly always complex and multivariate articulations of instructional, 

political, and empirical practices and effects” (Kamberelis and Dimitriadis 2008, p.375-375), 

and thus within this study provided the means by which to gain real life insights into the views 

of healthcare participants, organizational policies and practices.   

Using Focus Groups provided a route by which to link the Participatory Action Research 

approach with the tools used to gather information to address the research questions, study aims 
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and objectives. Focus Groups information informed the Participatory Action Research group 

by identifying views based in the real world of care delivery (Waterman et al., 2001). This 

discussion informs the rationale for employing Focus Groups in this study to examine the views 

of healthcare professionals and the specific guidance by Krueger and Casey, (2009) which was 

used to develop the Focus Group interview guide (Appendix 9). It was also necessary to 

identify the preparatory steps or “scene setting” required for undertaking Focus Group 

interviews successfully. 

5.1.2 Scene Setting for Focus Group Interviews 

 

Within this study, four Focus Groups were undertaken, comprised of homogenous medical and 

nursing healthcare teams albeit, with varying roles from specialist nephrology and diabetes 

services.  

Interview guides assist the Focus Group moderator to pose questions regarding the subject of 

interest (Brinkman and Kvale, 2014). An interview guide provided a mechanism by which 

consistency amongst the four Focus Groups was achieved and can also be utilised to link 

relevant literature to the research question and problem (Pedersen et al., 2016). 

The following seminal guidance regarding conducting Focus Group interview (Krueger and 

Casey, 2009) informed the development of the interview guide which was employed in the 

context of this study (Appendix 9). 

Participants should be selectively recruited, with 5-10 per group (6-8 preferred) with similar 

types of people enhancing consistency amongst Focus Groups. Focus Groups are usually 

undertaken by a skilled moderator and assistant moderator. Moderator skills include the ability 

to exercise mild unobtrusive control, knowledge of the subject matter, active listening, focussed 

and alert from distractions, familiarity with the questioning route and ability to generate 

purposeful small talk to create a friendly environment (Krueger and Casey, 2009).  
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The moderator should begin the Focus Group with a standard introduction including a welcome 

to participants, overview of the topic, ground rules and lead in with the first question (Krueger 

and Casey, 2000). The role of the assistant moderator is to organise logistics such as, 

welcoming participants upon arrival, managing circular seating arrangements, recording 

equipment, note taking, outlining housekeeping (refreshments, bathroom location). The 

assistant moderator does not participate in the discussion and only asks questions when invited, 

and may also provide an oral summary and debriefs with the moderator following the Focus 

Group (Krueger and Casey, 2000). 

The guidance provided by Krueger and Casey (2000) includes an introduction by the moderator 

and it is recommended to include the following statements. “There are no right or wrong 

answers, only differing points of view. We're tape recording, one person speaking at a time. 

We're on a first name basis. You don't need to agree with others, but you must listen respectfully 

as others share their views. Include rules for cellular phones and pagers if applicable. My role 

as moderator will be to guide the discussion. Talk to each other” (Krueger and Casey, 2000, 

p.3). The moderator should conclude the Focus Group by providing a summary of the 

discussion, recap on the overall Focus Group purpose and identify any missed opportunities 

for further discussion and finishes with thanks to the group for their participation (Krueger and 

Casey, 2000). 

This guidance was utilised to operationalise the Focus Groups in this study and informed the 

development of the Focus Group guide (Appendix 9). Note taking by an assistant moderator 

and audio taping captured Focus Group discussions undertaken over 60-70 minutes as 

recommended (Krueger and Casey, 2000).  

In this study, the purpose of undertaking four Focus Groups was to examine healthcare 

professional’s perceptions of the facilitators and barriers to combined type 2 diabetes and 

chronic kidney disease care, views on advanced practice nursing care delivery for this patient 
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cohort, and to explore their views on why patients fail to attend for their scheduled out-patient 

review. The Focus Group interviews provided information which was utilised by the 

Participatory Action Research group to inform the group regarding the landscape of the current 

real world of care delivery (Waterman et al., 2001). 

All six Discovery Interviews were undertaken in the first cycle of inquiry there follows a 

discussion regarding discovery technique interview and process in practice. 

5.2 Discovery Interviewing Technique 

 

Discovery Interviews are one to one, face to face semi structured interviews which focus on 

patients recounting personal stories of care, in their own words and the resulting narratives are 

used to plan service improvements (Bridges et al., 2011).  

Discovery Interviewing is a small scale narrative methodology which was introduced by the 

Coronary Heart Disease Collaborative in the United Kingdom in 2000 (NHS Modernisation 

Agency 2003a). According to the National Health Service (2005b) the underlying impetus 

which led to the development of Discovery Interviewing technique was provided by placing 

patients at the centre of care, to understand their experiences, priorities and individual needs 

(NHS, 2005b). Evidence has emerged that utilising Discovery Interviewing produces 

knowledge which may have a significant impact on recovery and well-being (NHS 2003a, 

2009c). Additional benefits associated with this technique have included small changes in 

direct patient care at individual unit level which have led to hospital wide policy changes and 

patient Centred Quality Improvement (CQ1) initiatives (Contugno et al., 2015). 

Discovery Interviews allow a representative subset of patients to narrate their experience of 

care which confers significant benefit in terms of relating a wide breath of patient experiences 

and reduce the potential for reporting bias in which a disparate selection of good or bad 

comments are collected from patients who self-select to participate. The relative bonus of 
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utilising patient narratives to relay their experience of care is that it promotes inclusivity and 

openness enabling any patient’s voice to be heard.  

It is also noted that “Patients are often satisfied with the outcomes of treatment but not 

necessarily with their experience” (NHS, 2011d, p.5). The “Discovery Interview provides real-

life context in which teams can explore together and generate knowledge regarding meeting 

and sustaining the needs of patients and carers (NHS 2011d, p.5). This can assist “Healthcare 

professionals gain a better understanding of what happens to the patient across their care 

journey experience from patient, carers and staff perspective” (NHS 2011d, p.5). 

Considerations were also afforded to potential negative implications associated when utilising 

Discovery Interviewing technique and are addressed with reference to this study.  

Healthcare provider culture may negatively impact the success of the process which requires 

“a culture that enables changes and development and thrives on patient feedback” without 

which the process is likely to be unsuccessful to foster real changes in service delivery informed 

by patient experience (Bridges et al., 2011, p.9).Within this study the adoption of a 

Participatory Action Research approach which is based on action and change was, informed by 

Discovery Interview data to counter this outlined potential negative implication.  

Another challenge associated with Discovery Interviews related to the potential for the changes 

which had been developed and implemented to be viewed as a project and not sustained 

(Bridges et al., 2011). This required consideration by the PAR group to plan for the 

sustainability of the new combined care service. The following discussion outlines the rationale 

for employing Discovery Interviewing technique in this study.  

Discovery Interviews have specifically been formulated to capture patient experience of care 

in clinical practice which is consistent with the aims and objectives of this study (National 

Health Service, 2009c). Discovery Interviewing facilitates a process by which to gain insights 

into aspects of care which patient’s value or need to be changed. This is in contrast to standard 
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patient experience questionnaires which do not identify the experiences which informed survey 

choices (Bridges et al., 2008). According to Howarth et al. (2017), standard patient experience 

questionnaires “provide a rating but little elucidation of the experiences that lie behind patient 

responses. They do not always measure aspects of care valued by patients or identify areas for 

improvement” (p.7). Discovery Interviews involve patients to improve care and are particularly 

useful when clinical teams want to directly learn from patients about the impact of their illness 

on their lives (NHS 2009c). Discovery Interviews “value the principles of patient perspectives 

and priorities, considering patients as the experts on how health conditions impact their day to 

day life, rather than asking for a judgment or assessment of the health care service” (Contugno 

et al., 2015, p.1648). Thus, it is contended that using Discovery Interviews allows the 

experience of patients living with type 2 diabetes and chronic kidney disease to be explored 

through the patient lens.  

It is also argued that improving patient’s experiences depends on the engagement and 

understanding by those who deliver care” (Dawood and Gallini, 2010, p.27). This view is 

shared by Hodson and Andrew (2014) noting that patient priorities may differ from those of 

the healthcare organisation. This study utilised Discovery Interviewing technique as a suitable 

means by which to specifically identify the patient experience of care to inform understanding 

amongst healthcare professionals participating in this study. The flexibility of utilising this 

technique allowed the conversation and its direction to be fluid, for topics to be explored in 

greater detail and provided an exploratory device by which to explain relationships and identify 

variables (Alshenqeeti, 2014). The outcomes can be linked to individual perspectives and 

circumstances. This is particularly pertinent in this study as patients may have differing 

experiences of care dependent on their stage of chronic kidney disease. 

An extensive review regarding the utility of employing Discovery Interview technique in 

clinical practice was undertaken in the United Kingdom by the National Health Service 

Improvement Division (National Health Service, 2011d).The following statement highlights 
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how Discovery Interview technique can elucidate the patient experience. “Patients and carers 

know what doctors and professionals cannot know about their personal experiences. Patients 

and carers are the experts on their journey, healthcare professionals are the experts in delivering 

the service” (NHS, 2011d, p.5).  

Discovery Interviews have become widely used as a service improvement tool and patient 

involvement mechanism (Bridges et al., 2008). The following exemplars provided an insight 

into how Discovery Interviewing technique was utilised to inform practice, culture and policy 

change which are consistent with the research questions, aims and objectives of this study.  

Discovery Interview technique was used by Bridges et al., (2011) in a project to improve 

dignity in care for older persons (n=12) in hospital. The project was undertaken on two wards 

in National Health Service University teaching hospitals in the United Kingdom. Twelve 

Discovery Interviews were undertaken with patients over 75 years old who had been admitted 

at least 48 hours prior to the interview. The outcomes indicated that each participant had their 

own personally unique meaning of dignity and their own experience of dignity in the care 

encounter was increasingly valued by patients. Staff found the process helpful noting “things 

came up that I hadn’t even thought of, it really broadened my horizons” (Bridges et al., 2011, 

p.7). These outcomes led to practice changes which included how patients received their meals, 

enhanced privacy during intimate procedures and improved care communication with 

patients/families. 

Research undertaken by Farrimond et al. (2010) in the United Kingdom utilised Discovery 

Interviews (n=38) to explore how patients who were classified as high risk of cardiovascular 

disease (CVD) adapted to their “high risk” status. Participants included 14 males and 24 

females with a mean age 58.3 years. High risk cardiovascular disease (CVD) status was 

determined by the Joint British (JBS2) calculator (British Cardiac Society, 2005). Outcomes 

indicated that the experience of participants can be used to design CVD intervention 
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programmes sensitive to the social context and position of participants which had the potential 

to improve primary prevention for this population cohort (Farrimond et al., 2010). 

An evaluation of Discovery Interview technique was undertaken by Slater and Philpot (2016) 

in a paediatriac cancer centre in Australia. The purpose was to examine the process and impact 

of Discovery Interviews (n=17) undertaken with consenting carers of children (<18 years) 

admitted to the unit with a diagnosis related to cancer treatment and management. The 

outcomes from the Discovery Interviews informed staff insights into patient’s frustrations, their 

emotional and physical journey. Hearing the outcomes from the Discovery Interviews helped 

staff to identify the very personal experiences of parents of children with a life threatening 

illness and the impact of the child’s illness on both their child and family life. This promoted 

staff awareness of their own roles and how their roles impacted on the patient experience and 

journey. Service improvements were identified and implemented which included, changes in 

individual clinical practice, staff attitudes and service processes and supports. Parents felt 

empowered as their primary motivation for participating in a Discovery Interview was to 

provide feedback to the service or improve services for future families and patients. Many 

parents found the process cathartic as it was the first time they had discussed their feelings, the 

impact of the illness on their child, family and future (Slater and Philpot, 2016). 

Discovery Interviews (n=9) were used by Contugno et al. (2015) to explore patient experience 

within a tertiary diabetes and endocrine unit in Australia. All participants had type 2 diabetes 

(males n=2), (females n=7) with a mean age of 56 years. Thematic analysis of interview 

transcripts identified three major themes which impacted the patient experience of care: 

understanding diabetes and its management, relationships with healthcare professionals and 

impact of healthcare systems on service delivery. These insights provided by patients 

highlighted the importance of consumer participation which informed the delivery of care 

which was patient centric. The outcomes from this study recommended “future changes in 
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healthcare delivery would benefit from including patients as key stakeholders in service 

evaluation and improvement” (Contugno et al., 2015, p.1653). 

The specific aim of undertaking Discovery Interviews in this study was to examine patient 

experiences across the disease trajectory of type 2 diabetes and chronic kidney disease. 

Discovery Interviewing was an optimal technique to gain this information and inform care 

delivery systems across the pathway of patient care. Discovery Interviews provided the means 

by which healthcare professionals participating in this study could learn from patients by 

valuing patient perspectives and priorities, considering patients as the experts about the impact 

of their illness on their everyday lives and values.  

The information gathered was used by the Participatory Action Research (PAR) group to 

inform the development and implementation of the new combined care service. Discovery 

Interviews are drawn from action research and provided the means by which to link the data 

collection tools with the study research methodology to meet the outlined aim’s and objectives 

of the study.  

Within this study six Discovery Interviews were conducted. Evidence indicates it is not the 

number of interviews conducted that is important (Bridges et al., 2008), but the opportunity to 

hear detailed stories over the continuum of the disease, one story may provide rich information 

to inform improvements (NHS, 2009c). Discovery Interviews provided a feasible and 

inexpensive means by which to obtain this information thus representing an economical use of 

finite resources and a means by which the research questions could be explored. 

As recommended by Bridges et al. (2011), the National Health Service (2009c) and Matrix 

(2005), the outcomes from Discovery Interviews are combined with other aspects of data 

collection to enact change. In this study the information gained from Discovery Interviews in 

isolation would be insufficient to inform changes, thus the information they provided in 

conjunction with Healthcare Professional Focus Groups and Participatory Action Research 
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(PAR) group outcomes informed the development and implementation of combined type 2 

diabetes and chronic kidney disease care provided in the context of advanced practice nursing.  

5.2.1 Discovery Interview Framework and Process in Practice 

 

Specific recommendations have been issued by the National Health Service (NHS, 2009c, 

2003a) regarding the use of Discovery Interviews. This was in response to an evaluation 

commissioned by the National Health Service undertaken by Matrix (2005) which identified a 

recurring theme of “differences that exist between practices set out in the guidance and what 

was actually implemented” (p.9). The main reason why healthcare teams were not 

implementing National Health Service (NHS, 2003a) best practice Discovery Interview 

technique was pragmatism by teams (Matrix, 2005, p.9). Sub-sequentially recommendations 

were issued against the use of Discovery Interviews in situations where the endorsed National 

Health Service guidance for their use could not be implemented (NHS 2009c, 2003a). This 

guidance will be outlined in relation to its application within this study 

This study implemented the best practice recommendations for undertaking Discovery 

Interviews established by the National Health Service in 2003 (NHS, 2003a) and updated in 

2009 (NHS, 2009c) The necessary requirements for undertaking Discovery Interviews (NHS, 

2009c) were embedded in the application for Research Ethics Committee approval for this 

study  (Appendix 8a), which ensured appropriate use of this data collection method. Discovery 

Interview technique is based on the underlying features of Continuous Quality Improvement 

(CQI) derived from the Nolan Framework of Plan, Do, Study, Act (PSDA) cycles (Langley et 

al., 1996) (Figure 7). 
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Figure 7: Plan, Do, Study, Act Cycle 

 

From Quality, Service Improvement and Redesign Tools: Plan, Do, Study, Act (PDSA) cycles 

and the model for improvement (National Health Service, 2018i). (Permission to use granted 

26.3.2018, Appendix 5b). 

 

The PDSA cycle focuses on small steps with continuous feedback to enable smaller 

improvements to be put into action which achieve larger improvements via a cumulative effect. 

The four steps of the PDSA cycle include:  

1) Plan: the change to be tested or implemented. 

2) Do: carry out the change. 

3) Study: the data before and after the change and reflect on what was learnt. 

4) Act: plan the next change or plan implementation. 

The PDSA approach draws from Action Research and “presents a systematic way for building 

changes into improvement widely used across the National Health Service” (NHS, 2009c, p.7). 

The influence of the original action research process as outlined by Lewin (1946) is evident in 

the planning, acting, observing, evaluating, reflection and repetition of these cycles, which is 

fundamental to CQI processes and the use of Discovery Interviews (NHS, 2009c).The 
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generation and utilisation of knowledge by those situated within the practice has the potential 

to identify the issues and find solutions which are contextually relevant (Vallenga et al., 2009).  

Successful Discovery Interviewing is dependent on a number of factors which include: full and 

early engagement of key stakeholders (patients and healthcare professionals), administrative 

support, managerial and clinician support which can facilitate change to be established and 

sustained post the initiative (Matrix, 2005).  A recommended framework has been developed 

by the NHS (2009c) outlining the required steps to support successful Discovery Interviewing 

ultimately leading to sustainable change (Figure 8). It is also recommended that to successfully 

initiate and maintain change using Discovery Interview technique implementation of the 

specific Discovery Interview framework (Figure 8) and process are required (Figure 9) (NHS, 

2009c).  
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Figure 8: Discovery Interview Framework 

 

(National Health Service, 2009c, p.5) Permission to Use Granted: (Permission to use granted 

26.3.2018, Appendix 5b). 
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Figure 9: Discovery Interview Process 

 

(National Health Service, 2009c, p.18) (Permission to use granted 26.3.2018, Appendix 5b). 
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In this study the steps in the Discovery Interview framework (Figure 8) and process (Figure 9) 

were weaved into the study protocol. This study received full Ethical Approval (Appendix 8a) 

at each study site prior to undertaking Discovery Interviews thus ensuring the recommended 

supports were in situ. Discovery Interviews are led by a series of prompts or “spine” which 

assist/guide the patient to relay their story (NHS, 2009c, NHS 2003a). The development of the 

Discovery Interview spine used in this study is presented. 

5.2.2 Discovery Interview: Spine Development 

 

Prior to undertaking Discovery Interviews, prompts are formulated to develop the interview 

“spine” reflecting the pathway of patient care from diagnosis to living with the condition on a 

daily basis (Way, 2008). It is referred to as a spine “because it provides the barest minimum of 

prompts around which the patient or carer can build their story” (NHS, 2009c, p.20). The 

“skilled use of the spine by the interviewer is intended to encourage natural discussion about 

the patient experience and is intended to trigger significant memories and thoughts” (Bridges 

et al., 2008, p.208).  

Discovery Interview spines are illness/condition specific and are usually generated by 

healthcare teams who are experienced in the care of these conditions and patients with the 

condition where possible (Contugno et al., 2015; National Health Service 2009c, 2003a). The 

spine used in this study was formulated by the following means. The National Health Service 

(2009c, 2003a) recommendations for utilising Discovery Interviews including guidance on 

development of the interview spine was combined with the following major themes from 

previous studies using Discovery Interview technique in patients with type 2 diabetes 

(Contugno et al., 2015; Greaves et al., 2014).  

 Theme 1: Understanding your condition: type 2 diabetes and chronic kidney disease 

 Theme 2: Receiving treatment. 

 Theme 3: Living with your condition, being followed up.  

 Theme 4: Relationships with healthcare professionals. 

 Theme 5: Impact of healthcare systems on service delivery. 

 



  

161 
 

This information informed the development of a tentative Discovery Interview spine in 

consultation with the Principal Investigator. This was then forwarded to all local Principal 

Investigators and co-investigators which included specialist nephrologist and endocrinology 

medical and nursing staff at each participating site (1-5) for feedback, and resulted in the 

development of the final Discovery Interview spine outlined below (Figure 10). 

Figure 10: Discovery Interview Spine 

 

It is recommended that Discovery Interviews are undertaken over a period of 45 minutes (Way, 

2008). The Discovery Interview is audio taped and transcribed (NHS, 2009c) and each 

participant receive a copy of the transcript for their review and approval as an accurate account 

of the interview. These recommendations were included into the ethical approval application 

(Appendix 8a) and study protocol. In this study the recommendation for undertaking a 45 

Understanding your conditions (Type 2 diabetes and chronic  
kidney disease)

Living with your condition 

Treatments

Being followed up

Access to services and healthcare teams

Relationships with your healthcare team

Things that are important for you when you attend for your 
outpatient visit?
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minute Discovery Interview was adopted, however the period could be extended at the 

discretion of participants (Way, 2008). 

The thematic analysis framework by Braun and Clarke (2006) was used  to develop codes and 

themes from Discovery Interviews transcripts and were reflected on by the local care team to 

“inform service improvements through a process of identification of issues and/or processes of 

concern” (Bridges et al., 2008, p.206). The Participatory Action Research group formed the 

local care team in this study. It is also recommended that interviewers meet specific criteria 

ensuring safeguarding of patient participants and that the information which is obtained is used 

to inform improvement. 

5.2.3 Criteria: Discovery Interviewer 

 

It is recommended that the interviewer should have a role involving first line contact with 

patients including ability to demonstrate experience of dealing with patients on a one to one 

basis and have a clinical background (NHS, 2009c). It is also imperative that discovery 

interviewers are familiar with the Discovery Interview framework and process to include 

setting up and undertaking the interviews and using patient stories to improve care (NHS, 

2009c; NHS, 2003a). However, interviewers must not in the past or future be involved in the 

clinical care of the patient who is participating in the interview (NHS, 2009c; NHS, 2003a). 

For the purposes of this study the Lead Co-Investigator who undertook the Discovery 

Interviews met the criteria as outlined by the (NHS, 2009c; NHS, 2003a). Specifically the 

interviewer was familiar with the Discovery Interview framework and process, had not 

provided care for interview participants, was currently employed with first line contact and was 

highly experienced in the provision of care for patients with type 2 diabetes and chronic kidney 

disease. 
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For the purposes of this discussion it was also necessary to identify the preparatory steps or 

“scene setting” required for undertaking Discovery Interview and Focus Group interviews 

successfully. 

5.2.4 Setting the Scene for Discovery Interviews  

 

The following guidance is provided by Braun and Clarke (2013) when undertaking participant 

interviews. Experienced interviewers recommend selecting an environment that is comfortable 

and quiet with due consideration given to practical issues such as transport, access and safety 

(Braun and Clarke, 2013). Comfort measures were also considered and bathroom facilities, 

refreshments, water and tissues were provided as a means by which participants were made to 

feel welcome. In consultation with the local Principal Investigator and clinical staff, an 

interview room with refreshments and bathroom facilities were provided ensuring a private and 

undisturbed space to conduct the interviews and data collection and subsequent analysis 

commenced. 

All participants had read the Participant Information Leaflet (PIL) and provided consent to 

participate prior to undertaking the interview. The process of the interview was outlined 

including an introduction to the interviewer, their role and the purpose of the interview. 

Participants were advised that they may stop or terminate the interview at any stage without 

fear of recrimination. A breakout private space was provided should the participant become 

distressed or require privacy. 

Considerations were afforded regarding the position of furniture including the height and 

comfort of seating. Audio recording equipment was positioned within close proximity to 

participants without being intrusive of their personal space and participants were not rushed or 

interrupted by the interviewer. Finally, upon completion of the interview, the researcher 

thanked participants for their participation in this research. All six interview participants had 
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type 2 diabetes and chronic kidney disease and were attending the specialist nephrology clinic 

based at Site 3 in this study.  

In the context of this discussion regarding methods, Participatory Action Research Group 

Minute consensus were used in the three Participatory Action Research Cycles.  

5.3 Participatory Action Research Group  

 

The second cycle of enquiry began with data collection from three meetings of the Participatory 

Action Research group consisting of 17 healthcare professionals with expertise in the 

management of type 2 diabetes and/or chronic kidney disease based at Site 1, with 

representation from each participating study site. PAR meetings were undertaken at Site 1 with 

teleconferencing facilities provided for PAR members from sites 2, 3, 4, 5 whom were unable 

to attend in person. A secure email link was established by the PAR group to facilitate 

communication and development of group minute consensus for matters that required further 

deliberation following PAR meetings 1-3.  

The purpose of the PAR group was to utilise the information obtained through Discovery and 

Focus Group interviews to develop and implement the new combined type 2 diabetes and 

chronic kidney disease service provided in the context of advanced practice nursing informed 

by best practice KDIGO (2012) and NICE (2015) guidance. The purpose of which was to 

ensure prompt detection and implementation of preventative care strategies in the early stages 

of chronic kidney disease informed by best practice recommendations.  

5.3.1 Achieving Participatory Action Research Group Minute Consensus 

 

Participatory Action Research is a fluid cycle in which the modus operandi is to enact change 

informed by those central to the issue, which is consistent with the stated aims and objectives 

of this study (Beringer and Fletcher, 2011). Participation is a key feature of PAR and “draws 

attention to the interplay and power differential amongst different disciplines in health care, 



  

165 
 

thus participation seeks to address the different and competing narratives inherent in the acute 

care environment” (Hynes, 2015).  

PAR group research is “demanding and requires time, people and patience, outcomes are not 

predictable which can lead to ethical approval and funding difficulties” (Loewenson et al., 

2010, p.16). PAR group minute consensus allowed these components to be considered and the 

development of corresponding strategies to address these issues during preplanning and cycles 

of the PAR process by all participants (Loewenson et al., 2010). This promoted group equity, 

ethical integrity and ability to meet competing timelines and resource commitments. 

In the context of this study the activities of the Participatory Action Research (PAR) group 

were conducted equitably in which group minute consensus were reviewed and signed off by 

all members of the PAR group prior to undertaking agreed actions within the action research 

cycles. This negates the potential for power imbalances to develop where service change may 

be dependent on clinical support and legitimacy in the healthcare community or by other 

members of the healthcare team (Proctor et al., 2013). According to Delman (2012) PAR 

actions which evolve from group minute consensus provide a way by which the quality of 

research and its impact can be improved. The following rationale is provided for using this 

approach. 

An argument is presented that collaboration and participation can counterbalance issues 

pertaining to power imbalances within group dynamics. As group minute consensus was 

reviewed and signed off by all members of the PAR group prior to any actions being undertaken 

this prevented the potential for power balances to occur within this study (Proctor et al. 2013). 

Therefore PAR group actions developed through group minute consensus presented an 

opportunity for participants and researchers to be active members which may also “…improve 

the quality of research and its impact on relevant policies and practices” (Delman, 2012, p.233). 
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Group minute consensus provided the mechanism by which the PAR group could identify and 

address issues that may have arisen relating to, data ownership, relationships between the 

researcher and the researched, informed consent and confidentiality at the inception stage of 

this study (University of Sheffield, 2016). The PAR process and group minute consensus 

facilitated “commonalities and differences of values and define a collaborative means of 

responding to these throughout the research process and the basis for such dialogue is 

collaboration and a reciprocal relationship in which everyone involved, benefits and has voice, 

agency and ownership” (Brabeck et al, 2015, p.34). 

A requirement of undertaking PAR research and group minute consensus is the development 

and dissemination of a research report upon completion of the research to all PAR members 

(University of Sheffield, 2016). This promoted transparency regarding the research processes, 

challenges and outcomes as outlined in the participatory action research report which was 

developed and disseminated to PAR group members upon completion of this study (Appendix 

6b). As the PAR group minute consensus was informed by multiple perspectives and sources 

with an explicitly transformative agenda (Koch and Kralik, 2006), it is consistent with the aims 

and objectives of this study and provided the rationale for its inclusion as a data collection tool. 

PAR group minute consensus informed the development and implementation of combined type 

2 diabetes and chronic kidney disease care in the context of advanced practice nursing. The 

means by which the outcomes from combined care in the context of advanced practice nursing 

are identified and outlined in the following discussion. 

5.4 Combined Care Outcomes in the Context of Advanced Practice Nursing  

 

A new combined type 2 diabetes and chronic kidney disease service provided in the context of 

advanced practice nursing was developed in this research study. In a bid to address the 

identified gaps in current knowledge in accordance with ethical approval and General Data 

Protection Regulation (GDPR)  procedures, data was extracted from 42 medical charts of 
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patients whom had consented to attend the combined care service on the patients first visit 

(Visit 1) and subsequent consultation 6-9 months later (Visit 2). The frequency of visits to the 

new combined service was guided by best practice routine care informed by KDIGO (2012) 

and NICE (2015) recommendations.  

Patient participants for the new combined type 2 diabetes and chronic kidney disease service 

were selected from a specialist diabetes secondary care service when attending for their 

scheduled routine outpatient review at Site 1. At the new service participants attended for 2 

scheduled outpatient reviews over a 9 month period.  However, clinical need increased the 

frequency of patient visits in line with best practice NICE (2015) recommendations for patients 

with type 2 diabetes and chronic kidney disease. Within the new combined service all 

consultations and blood/urine test investigations were undertaken as a component of routine 

diabetes care. The new combined service operated in the outpatient suite at site 1 and the 

Retrospective Chart Review was undertaken to determine the outcomes from the new service. 

The new combined service operated in the outpatient suite at site 1 and the Retrospective chart 

review was used to determine patient outcomes from this care delivery strategy after a nine 

month period.  

The following data was extracted retrospectively from medical charts: age, gender, BMI, blood 

pressure, HbA1C, total cholesterol, Albumin Creatinine Ratio, Renal Function (GFR), daily 

exercise, presence of neuropathy and retinopathy, smoking history, alcohol intake and patient 

attendance at the combined type 2 diabetes and chronic kidney disease service. As identified 

in the literature review, the contribution to care provided in the context of advanced practice 

nursing has been difficult to elucidate for this patient cohort (Peeters et al., 2012). Outcome’s 

from the Retrospective Chart Review facilitated the specific contribution of advanced practice 

nursing to combined type 2 diabetes and chronic kidney disease care. 
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5.4.1 Advanced Practice Nursing Contribution to Care 

Initially, consideration was afforded to utilising the current means by which monthly candidate 

advanced nurse practitioner outcome data are collected by the Department of Health in Ireland 

(2019) to identify contribution to care. However this outcome data pertains solely to waiting 

times for review, direct and indirect contact, location of the review, referral sources, onward 

referral and cumulative monthly time spent on active caseload. The data collection is submitted 

by candidate advanced nurse practitioners undertaking the new pathways for advanced nurse 

practitioner credentialing developed by the Nursing Midwifery Board of Ireland (2017). This 

means of data collection does not include data collection from Registered Advanced Nurse 

Practitioner roles or services. It does not allow the contribution of advanced practice nursing 

to patient care outcomes or patient experience or expectations of care to be identified and thus 

was deemed unsuitable to use within this study 

For the purposes of this study the Nurse Practitioner Patient Outcomes Toolkit (FAANP, 2014) 

was used. This framework was developed in the United States by the working group of the 

American Association of Nurse Practitioners Fellows and the AANP Practice Committee 

(FAANP, 2014). The rationale which informed the use of the Nurse Practitioner Patient 

Outcomes Toolkit (FAANP, 2014) was that it had been developed to identify the contribution 

of advanced practice nursing to care. This toolkit focuses on patient and service centred 

outcomes and specific measurement strategies which were consistent with the research 

question, stated aims and objectives of this study.  

The framework also focuses on patient and service centred outcomes, including specific 

measurement strategies. These measurement strategies relate to patient/family (experience and 

expectation of care), quality of care (best practice care delivery and guideline utility), 

healthcare utilisation (clinic wait times, access, failure to attend), care-related (rate of drug 

prescription, laboratory investigation, number of consultations) and performance (clinical 

competence) (FAANP, 2014).  
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The Nurse Practitioner Patient Outcomes Toolkit (FAANP, 2014) identifies the following five 

specific areas to ascertain the contribution of advanced practice nursing.  

1. Patient/Family: regarding health status, symptoms, quality of life, functional status, 

self-care, knowledge, satisfaction.  

2. Quality of Care: patient falls, infection rates, uptake of evidence based practice, 

guideline use, satisfaction with quality of care.  

3. Healthcare Utilisation: clinic wait times, hospital readmissions, length of stay, costs, 

no show rates, reminder systems evaluation.  

4. Care-Related: use/ordering of lab tests, rate of drug prescription, and number of 

consultations.  

5. Performance: revenue generation, performance ratings, clinical competence, 

consultation pattern. 

The following rationale is presented for using the Practitioner Patient Outcomes Toolkit 

(FAANP, 2014) within this study. Patient needs and opportunities which demonstrate the 

contribution of advanced practice nursing to care are key considerations when attempting to 

identify contribution to outcomes (Kleinpell and Alexandrov, 2014). According to Kleinpell 

(2017) it is essential to develop strategies to identify patient care outcomes and the contribution 

of advanced practice nursing. Utilising this framework within this study facilitated the direct 

contribution of advanced practice nursing to care to be identified at both patient and service 

levels which is consistent with the aims and objectives of this study.  

Within this study the Nurse Practitioner Patient Outcomes Toolkit (FAANP, 2014) framework 

was used to identify the contribution of advanced practice nursing in terms of capturing the 

features of care valued by patients, best practice informed care delivery, guideline utilisation, 

prescriptions and consultation numbers, attendance rate and outcomes from combined care 

(Figure 11). 
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Figure 11: Advanced Practice Nursing Contribution to Care: Study Context 

Note 

 

5.5 Participating Site Default Statistics 

 

Failure to attend remains a significant issue within the domain of health care provision and is 

influenced by a confluence of factors including the knowledge level of the practitioner, patient-

provider relationship, communication and engagement with their treatment regimens (McLean 

et al., 2014). International evidence suggests that other factors which influence patient intention 

to attend include; conflicting engagements, work commitments, sufficient diabetes self-

management knowledge, forgetfulness, logistics to care centre, low perceived seriousness of 

type 2 diabetes and  associated complications by patients, and care provision in primary care 

Patient/

Family

•Identifying Patient Experience & Expectations of Care. Measurement Tool: 
Discovery Interview

•Health status and symptoms, quality of life, functional status, self-care knowledge. 
Measurement Tool: Scheduled review at combined care service 

Quality of 
Care

•Care delivery informed by utilisation of recommended care guidelines to inform best 
practice care delivery. Measurement Tool: Utilisation of best practice guidance to 
inform care delivery at the combined care service.

Healthcare 
Utilisation

•Non attendance Rate: Measurement Tool: Default Stastistics at  the 5 mediacally 
participating sites vs. combined care service provided in the context of advanced 
practice nursing & potential eccomic impact of combined care service.

Care-
Related

•Number of drug prescription and consultations. Measurement Tool: Number of 
prescriptions issued and consultations at the combined care service

Performance

•Clinical Competence and Outcomes. Measurement Tools: Retrospective Chart 
Review (RCR) to identify cinical outcomes at the combined care service provided in 
the context of advanced practice nursing.
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(Gucciardi et al., 2008). The following outlines the rationale for inclusion of default statistics 

within this study. 

It has been established that discourse pertaining to default for scheduled outpatient review is 

poorly represented within contemporary national healthcare literature with no discussion 

pertaining to cohorts with combined type 2 diabetes and chronic kidney disease. Exploring 

default statistics at each participating site had the potential to address these identified deficits. 

Within the national context, there is no information relating to the specific level of default for 

patients attending diabetes and nephrology services. This study provided an opportunity by 

which information to explore failure to attend for scheduled review could be examined within 

the context of diabetes and nephrology services in Ireland. Identifying default rates at 

participating diabetes and nephrology services also allowed comparison between standard 

medically led care and the alternative combined care delivery strategy provided in the context 

of advanced practice nursing and the potential to inform development of future services.  

For the purposes of this study consent to access failure to attend statistics for physician led 

diabetes and nephrology specialist services was granted by the Consultant with responsibility 

for the participating specialist service at each study site (1-5) over a 12 month period within 

this study (2019). These were sub sequentially compared to attendance levels at the Registered 

Advanced Nurse Practitioner combined type 2 diabetes and chronic kidney disease service 

based at site 1. 

5.6 Summary Data Collection Methods 

 

The commonly used data collection tools which are compatible with PAR methodology are 

Focus Groups, interviews, questionnaires, reflective journals, field diaries, personal journals, 

systematic observation, video/DVD recording, documentary evidence and recording of critical 

incidents (Koshy et al., 2011). Furthermore Vaughan et al. (2015) noted that methods such as 

“survey, in-depth interviews, Focus Group discussions, pre and post-intervention 
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questionnaires, and collection of stories of change” (p.3) are compatible with PAR 

methodology  

Opportunities to collect information from patients regarding their health care experiences and 

expectations are not traditionally embedded in health care systems (Greaves et al., 2014). 

Factors such as poor clinical outcomes and reduced public confidence (Kennedy, 2001) have 

provided an impetus for healthcare planners to redesign services around patient need in contrast 

to organisational need (Bridges et al., 2008). This is particularly relevant in the context of 

diabetes care provision which is usually checklist driven with little focus on individual patient 

need or their experience of care (Adolfsson et al., 2009).  

Awareness of patient perspectives regarding healthcare experience and expectations are vital 

components for planning and implementing patient centred care (National Health Service, 

2013g). Patients become key stakeholders partnering with healthcare professionals in the 

development of quality care which is appropriate to their needs (McWilliams, 2009). The 

Health Service Executive (2014g) have highlighted that patient experience is a major 

component of care quality.  According to the World Health Organisation (WHO, 2019), 

patients must be included to develop an understanding of their experience of care if reform and 

improvement in health care processes are to be achieved.  

The Department of Health (DoH, 2011-2012) in the United Kingdom developed a national 

strategy document which recommends that the measurement of clinical outcomes and patient 

experience are essential requirements to inform the development of quality care provision 

(DoH, 2011-2012). These measures are condition specific as, utilising generic measures of 

patient satisfaction or experience may result in losing valuable elements of the patient 

experience (DoH, 2011-2012). This represents a shift in the priorities of healthcare providers 

and policy makers. Previously patient experience was not prioritised and currently the focus of 

care delivery has changed to capture patient experience of their condition, interactions with 
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healthcare professionals and the healthcare system (Walker et al., 2017). This change in 

perspective has required healthcare providers to place the same emphasis of importance on 

patient experience which is attributed to clinical outcomes when designing and implementing 

services (Walker et al., 2017). 

Whilst mechanisms such as consumer feedback and public consultation in service planning 

have been introduced, the processes by which this happens is less clear, which may partly be 

due to the disparate views relating to user involvement and healthcare provider control (Fudge 

et al., 2008). Approaches which may be adopted to examine experience and views include 

Focus Group and interviews (Gray, 2014). Survey, Focus Group discussions, pre and post-

intervention questionnaires, and collection of stories of change and in-depth interviews are 

compatible with Participatory Action Research” (Vaughan et al., 2015, p.3). 

Thus it is contended that the data collection tools in this study were compatible with the 

Participatory Action Research (PAR) approach and provided the means by which the stated 

aims, objectives and research question could be addressed. 

5.7 Data Analysis Methods 

 

For the purposes of this study both quantitative and qualitative data analysis approaches were 

adopted and it was necessary to outline how data analysis methods were utilised. 

5.7.1 Quantitative Data Analysis 

 

The aim of quantitative data analysis is to “count occurrences, establish statistical links 

amongst variables and generalise findings to the population from which the sample was drawn” 

(Bradley et al., 2007, p.1759). Quantitative data analysis is frequently associated with large 

research studies, however it is also suitable for smaller studies such as “case studies, action 

research, correlational research and experiments” (Cohen et al., 2018, p.725). Within this study 

a Retrospective Chart Review (RCR) was used to evaluate the outcomes from the new 

combined type 2 diabetes and chronic kidney disease service.  
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Retrospective Chart Review involves using pre-recorded patient centered data such as 

diagnostic tests and medical notes to answer one or more research question (Vassar and 

Holzman, 2013). It provides a valuable contribution as a reflection of routine, real world 

healthcare (Bauman et al., 2019). The Retrospective Chart Review in this study extracted the 

following data which is collected in the context of routine care from the 42 participant’s 

attending the new combined care service. Age, gender, Body Mass Index (BMI), blood 

pressure, HbA1C, Total Cholesterol, Albumin Creatinine Ratio, Renal Function (GFR), 

exercise, presence of neuropathy and retinopathy, smoking history, alcohol intake and patient 

attendance. The outcomes from the review were entered into Microsoft Word Excel 

Spreadsheets for statistical analysis using descriptive statistics.  

Descriptive statistics can be used to describe or characterise data into “more understandable 

terms without losing or distorting much of the information” (Murno, 2005, p.4). Descriptive 

statistics are frequently used to determine basic sample characteristics from sources which 

include summary tables, frequencies, percentages, charts and measures of central tendency 

(Cohen et al., 2018). 

In comparison, qualitative enquiry can be used to describe and explain complex real world 

phenomena pertinent to healthcare research, quality improvement and innovative patient care 

strategies (Bradley et al., 2007). According to Vaismoradi et al. (2013) qualitative research 

analysis approaches share a similar focus in that the main aim is to “arrive at an understanding 

of a particular phenomenon from the perspective of those experiencing it” (p.398). 

5.7.2 Qualitative Data Analysis 

 

Within qualitative data analysis there has been a tendency to focus on the underlying 

epistemological and theoretical assumptions, design and data collection features “rather than 

on the analysis per se” (Maguire and Delahunt, 2017, p.3352). The dearth of information 

regarding qualitative data analysis may, in part be due to an emphasis in providing detail 



  

175 
 

regarding the research methodology or theoretical perspectives utilised, rather than the 

practical means by which to conduct qualitative data analysis (Braun and Clarke, 2014; 2006). 

In order to extrapolate meaning and understanding from qualitative data, it is necessary to begin 

by “organising, describing, understanding, accounting for and explaining data, making sense 

of data, noting patterns, themes and categories” (Cohen et al., 2018 p.643). The analysis of 

qualitative data is a complicated process in which there are no right or wrong approaches or 

precise formulae (Patton, 1999). This view was shared by Holloway and Todres (2003) who 

noted that qualitative approaches to data analysis are diverse, complex and nuanced. 

Nonetheless, despite the fact that qualitative data are diverse and nuanced, appropriate analysis 

of data are “central to credible qualitative research” (Maguire and Delahunt, 2017, p.3351).  

Qualitative data collection is frequently associated with gathering copious volumes of material 

which in turn require analysis, so, according to Miles et al. (2014) the best defence against 

material overload is an appropriate research question and data analysis framework. A flexible 

data analysis framework “which can be utilised across a range of theoretical and 

epistemological approaches” is recommended by Braun and Clarke (2006, p.5). Thematic 

analysis one of the most commonly used approaches to analyse qualitative data (Bryman, 

2008). 

Seminal discourse by Boyatzis (1998) outlined thematic analysis as a means by which “those 

who want to explore or learn how to expand the variety of processes and methods in their 

research. It is for the curious” (p.viii). Thematic analysis has been referred to as a “method well 

suited to the varying needs and requirements of a wide variety of research methods” (Braun 

and Clarke, 2014, p.1).  

Thematic analysis offers a valuable approach within applied research such as health systems 

research and provides “a toolkit” to undertake robust and sophisticated analysis of qualitative 

research (Braun and Clarke, 2013). A key feature of thematic analysis is the ability to analyse 
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data and present it in a format which is accessible to a readership outside of academia (Braun 

and Clarke, 2013). Utilising qualitative interviews enables rich information to be gathered from 

“a purposeful sample of individuals who have experienced the phenomenon of interest, to reach 

an understanding of the phenomenon, what it is, how it is perceived, explained and experienced 

(Connelly and Peltzer, 2016, p.53). 

Thematic analysis is an appropriate analysis method for researchers who are “using 

interpretations” (Alhojailan, 2012, p.40). This is particularly relevant in regards to the research 

questions in this study as “thematic analysis enables the researcher(s) to link data and 

understand the potential of any issue at a deeper level thus enhancing the meaning and richness 

of the data as a whole” (Alhojailan, 2012, p.40).  

It is also by recommended that the specific approach to thematic analysis is clearly outlined 

and articulated, including alignment of methods and epistemological position in which the 

researcher is acknowledged as actively positioned in the research process (Clarke and Braun, 

2013). This approach was adopted within this study as the guidance provided by Clarke and 

Braun (2013) and Braun and Clarke (2006), was formulated to help researchers avoid common 

issues that result in poor quality thematic analysis. 

5.8 Analysing and Synthesising: PAR, Focus Group & Discovery Interview Data 

 

It was necessary to provide an overview of how the reflexive thematic analysis framework 

developed by Braun and Clarke (2006) was used to analyse and synthesise Participatory Action 

Research, Focus Group and Discovery Interview transcript data in the flowing six non-linear 

phases (Figure 12). 
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Figure 12: Thematic Analysis Study Context 

Phase 1: Study Context 

Phase 1: 

Becoming 

familiar with 

the data 

 Preparation of Focus Group, PAR, Discovery Interview transcripts. 

 Check accuracy of transcripts against tapes. 

 Immersion in the data through repeated reading of transcribed texts. 

 Note taking, highlight potential codes. 

 Initiate researcher reflective and decision making journal. 

Phase 2: 

Generate 

initial codes 

 Familiarity with transcript and audio data. 

 Coding data driven. 

 Generation of initial codes linked to data. 

 Name codes, develop a description. 

 Codes named, described, and linked to data. 

 Experienced supervisor review code and assumption reflection. 

 Final code structure completed. 

 Maintain researcher reflective and decision making journal. 

Phase 3: 

Search for 

themes 

 Commence when all data collated and coded across the entire data set. 

 Consider codes at broader level, identify potential themes, and collate 

relevant coded data extracts into themes. 

 Consider codes relevant to individual themes to develop initial thematic 

map. 

 Consider different levels/sub themes within themes. 

 Researcher reflective and decision making journal maintained. 

Phase 4: 

Review 

themes 

 Temporarily store themes which do not appear to fit in one folder, for review 

at a later stage or review/discard themes. 

 Review themes at level of coded extracts and across entire data set. 

 Review thematic map, identifying all themes and relationship to each other. 

 Researcher reflective and decision making journal maintained. 

Phase 5: 

Define and 

name themes 

 Define, refine, name, themes and sub themes within themes. 

 Develop a detailed account and analysis of each theme, provide a coherent 

and consistent account with accompanying narrative. 

 Experienced supervisor review final thematic maps.  

 Relate themes to underlying research questions. 

 Relate themes to each other. 

 Researcher reflective and decision making journal maintained. 

Phase 6: 

Produce the 

report: write 

up. 

 Consider themes in relation to the research questions. 

 Consider how analytical claims and outcomes are supported by the data.  

 Consider new information in relevance to current literary discourse.  

 Develop report and write up. 

 Researcher reflective and decision making journal maintained. 

 

5.8.1 Phase 1: Familiarity with the Data  

 

The researcher assisted in both data collection and analysis as proximity of the researcher to 

the raw data promoted the ability to link and interpret data as a whole rather than a sum of its 
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parts (Braun and Clarke, 2006; Boyatzis, 1998). This facilitated the researcher to examine and 

explore links or patterns between categories (Connelly and Peltzer, 2016), achieved through 

involvement of the researcher in data collection, preparation of Discovery Interview, Focus 

Group and Participatory Action Research transcripts. This step was followed by researcher 

immersion in the data through repeated reading of transcribed texts and listening to transcript 

tapes, note taking, which facilitated identification of potential codes and themes. 

5.8.2 Phase 2: Generate Initial Codes 

 

When undertaking coding the researcher was cognisant of the fact that codes may operate at 

varying levels of specificity and may subsume or take precedence of other codes, which may 

require a code hierarchy or development of other codes (Cohen et al., 2018). This was an 

iterative and lengthy process which began in the data collection phase as described by Miles et 

al. (2014). 

Codes were constructed to be concise, capturing the essence of the data whilst also operating 

when separated from the data. For example, Clarke and Braun (2013) highlight that if one 

should lose data, good codes should provide enough information to capture what was in the 

data and “your analytic take on it” (p.211). This process continued for each data item coded 

across the entire dataset. Codes were distinct and where there was considerable overlap 

between codes, a broader code was considered to reflect the general issue. 

According to Braun and Clarke (2012) “some people code on hard-copy data, clearly 

identifying the code name, and highlighting the portion of text associated with it. Other 

techniques include using computer software to manage coding, or cutting and pasting text into 

a new word-processing file. An advantage of the latter methods is that you collate your coded 

text as you code, but there is no right or wrong way to manage the physical process of coding. 

Work out what suits you best. What is important is that coding is inclusive, thorough, and 

systematic” (p.62). 
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In this study coding was undertaken manually from computer generated Discovery Interview, 

Focus Group and Participatory Action Research group transcripts. Coding commenced with 

generation of initial codes to development of completed codes. This process is described by 

Saldana (2015) as “just like a title captures a book, film or even a poem’s primary content and 

essence, so does a code represent and capture a datum’s primary content and essence” (p.4). 

Upon completion of the initial code generation, codes were reviewed by the researcher as 

“completion of the first coding of the dataset is worth revisiting the whole thing as your codes 

will probably have developed during coding” (Braun and Clarke, 2013, p.211). Code names 

were assigned and linked to the associated text portion. This step was followed by the 

generation of a computerised table which linked associated text with the designated code which 

was reviewed by a senior academic supervisor. Following this review, coding was completed 

and the final code structure for each data set was developed, how codes contributed to the 

development of themes within and across the data set was considered.  

5.8.3 Phase 3: Search for Themes  

 

When using Braun and Clarke’s (2006) framework, themes tend to describe “different facets 

across the dataset. Relationships between themes can be hierarchical or non-hierarchical. 

Hierarchical relationships between themes occur at three levels, overarching themes, themes 

and subthemes (Braun and Clarke, 2013). Overarching themes provide “structure and organise 

the data; they tend not to contain codes or data, but instead simply capture an idea encapsulated 

within a number of themes” (Braun and Clarke, 2013, p.231). Themes do not need to be the 

same size, as some will be less complex with a core aspect in comparison to complex themes, 

which may also contain sub-themes (Braun and Clarke, 2013). In contrast, subthemes are 

positioned underneath the umbrella of a theme, sharing the same central organising concept 

but focussing on a specific element and should be used minimally and specifically when there 

is a specific component pertinent to the theme. 
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Consistency is recommended by Clarke and Braun (2013) and Braun and Clarke (2006), in the 

identification of themes within a particular analysis. Within this study all of the data was coded 

and themes developed and analysed at the same level of specificity using the same technique 

for thematic analysis of Participatory Action Research, Focus Group and Discovery Interview 

transcripts thus ensuring consistency in the development of themes across the data set.  

The analytical perspectives utilised by the researcher to support the thematic analysis and 

specific content should be transparent and documented (Javadi and Zarena, 2016). To combat 

these potential issues, an analytical narrative was provided for each theme developed from 

thematic analysis of Participatory Action Research, Focus Group and Discovery Interview 

transcripts in this study. In the context of this study codes and coded abstracts were assigned a 

particular name and brief description considered at a broader level to identify potential themes.  

The initial search for themes commenced when the entire data set had been collated and coded. 

As recommended by Braun and Clarke (2006) an initial thematic map was developed to collate 

codes into potential themes, thus gathering all data relevant to each potential theme. A thematic 

map facilitates researchers to identify, explore and articulate the “linkages between categories 

and ideas” (Connelly and Peltzer 2016, p.53).  

This phase was completed when the researcher had collated all coded data relevant to each 

theme and an initial thematic map was constructed and shared with a senior academic 

supervisor for review and feedback. These measures ensured that the means by which the 

thematic analysis framework by Braun and Clarke (2006) was applied in this study was 

transparent and documented. An exemplar of an initial thematic map is presented (Figure 13).  
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Figure 13: Initial Thematic Map Exemplar 

 

5.8.4 Phase 4: Review Themes 

 

When all themes were developed they were reviewed as recommended by Braun and Clarke 

(2006). According to Braun and Clarke (2006), themes and subthemes should be reviewed at 

the level of coded extract and across the entire data set. The purpose of which is to consider if 

themes tell a compelling story regarding the data and reflect researcher’s ability to articulate 

the nature of the theme including a relationship to other themes (Clarke and Braun, 2013). At 

this stage themes were collapsed, discarded or joined to other themes in relation to both the 

coded abstracts and across the entire data set, thus enabling identification of the main themes, 

which is presented in the following diagrammatic example (Figure 14). Subsequently, a total 

of 20 final non-hierarchical themes were identified from Focus Group (Figure 20) Participatory 

Action Research Group (Figure 23) and Discovery Interview transcripts (Figure 25). 
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Figure 14: Reviewing Themes Exemplar Map 

 

 

5.8.5 Define and Name Themes 

 

It is advised by Braun and Clarke (2013), and Clarke and Braun (2006) that themes should be 

named, and the specifics of each theme identified including their contribution to the overall 

analysis when developing the final thematic map. An example of a final thematic map is 

provided (Figure 15). 

A final definition and name were developed for each theme as advised by Braun and Clarke 

(2013; 2006), and consideration was given to the development of a final thematic map. This 

approach was undertaken when both the initial thematic map was constructed in Phase 3 and 

themes were reviewed in Phase 4 (Braun and Clarke, 2013; 2006). A sample of the final themes 

and contributing codes were plotted on the thematic map and shared with an experienced 

academic supervisor for feedback. Upon completion of this study, a detailed account of how 

each theme was developed identifying the essence of each theme is outlined later in this 

findings discussion and final research report (Appendix 6a) as recommended by Clarke and 

Braun (2013). 
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Figure 15: Final Thematic Map Exemplar 

 

 

 

5.8.6 Phase 6: Produce the Research Report 

This final phase pertains to how the themes were developed in relation to the research questions 

and existing literature. Outcomes and analytical claims were identified and considered in the 

context of how these were supported by the data and the new information which emerged are 

outlined fully in the study findings, conclusions and recommendations.  

Thematic Analysis is associated with the collection of copious volumes of material and the use 

of computer assisted qualitative data analysis software and the rationale for not employing such 

programmes are identified. 

5.9 Computer Assisted Qualitative Data Analysis Software (CAQDAS) 

 

Criticisms have emerged regarding utilising software programmes. Flick (2009) proposed that 

emphasis on data entry may distract from distilling and understanding the meaning from data. 

The context of data may be lost according to Gibbs (2012), however, codes are only as useful 

as the time and effort that was invested in their development (Connelly and Peltzer, 2016).  
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Many software packages including NVivo now have an advanced function enabling memoing 

or key words in text to be included, thus enabling themes and the context in which they 

appeared to be linked (Cohen et al., 2018; Miles et al., 2014). Many computer programmes can 

contain embedded methodological and theoretical assumptions often affiliated to grounded 

theory (MacMillian and Koenig, 2004). 

Ishak and Baker (2012) stated that any form of data analysis has limitations and software 

programmes such as NVivo assist researchers to undertake thematic data analysis. However, 

there remains a requirement for the researcher to have an in-depth knowledge and 

understanding of the data as software cannot “replace the wisdom the researcher brings to the 

research” (Ishak and Baker, 2012, p.102). 

Thematic analysis was used in this study to analyse Discovery Interview, Focus and PAR group 

transcripts which consisted of a large amount of transcribed data. Whilst Computer Assisted 

Qualitative Data Analysis software (CAQDAS) are commonly used to assist in the analysis 

process,  the following rationale has informed the decision not to use CAQDAS software within 

this study. 

The volume of material for coding should be considered by researchers as the sheer size of data 

may prove overwhelming and may result in a tendency for researchers to skim over the detail 

resulting in inappropriately or insufficiently developed themes (Connelly and Peltzer, 2016). 

Computer Assisted Qualitative Data Analysis software (CAQDAS) can be useful to overcome 

issues pertaining to data overload and retrieval that commonly occurs in the context of 

qualitative data analysis (Cohen et al., 2018). NVivo software is useful for managing data and 

ideas and provides the means by which to search and visualise data (Jackson and Bazeley, 

2013). Prior to collecting the research data, it had been stated that the CAQDAS (NVivo) would 

be utilised to code the data from this study. However, the following discussion outlines the 

rationale for not utilising CAQDAS (NVivo) software to undertake thematic analysis within 



  

185 
 

this study. Braun (2018) and Clarke (2018) indicate in their online tutorials that the use of 

CAQDAS is not a prerequisite and advise that using a computerised programme with their 

framework may prove unnecessarily time consuming and distracting, leading to incomplete 

engagement or distancing from the data. In addition, many of the computer programmes can 

contain embedded methodological and theoretical assumptions which are often affiliated to 

Grounded theory (MacMillian and Koenig, 2004), which is inconsistent with the 

epistemological and methodological stance within this study. Besides, Braun and Clark's 

(2006) reflexive method is free from imposed epistemological and methodological constraints 

(albeit, qualitative at paradigm level).  

There is the potential when using CADQAS to focus on quantity-with frequency being 

mistaken for meaningfulness. There is also the potential to over code the data or utilise 

programme features which are not necessary for the data analysis (Mangaberia, et al. 2004). 

According to Macmillan (2005), utilising CAQDAS is expensive, time consuming and may 

take longer than required to analyse the data. It may offer exciting but modest possibilities if 

used in a critical, creative and flexible way (Silver and Fielding, 2008). However, the use of 

CAQDAS “does not replace knowledge of an analytical approach” (Clarke and Braun, 2013, 

p. 220). Guidance was sought via email correspondence from the authors of this framework; 

namely Associate Professor Virginia Braun and Victoria Clarke highlighting my decision and 

the above rationale for not utilising a CADQAS programme and they advised that this was an 

appropriate and “wise decision” (Appendix 13).  

For the purpose of this study orthographic or verbatim transcription was utilised to transcribe 

all audiotaped data collected for the purposes of this study.  

5.9.1 Orthographic Transcription 

 

An orthographic transcript “records spoken words and other linguistic utterances in audio or 

audio-visual data” (Braun and Clarke, 2013, p.333). It is recommended that a transcript 
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accurately records what was said, by whom, including non-semantic sounds and utterances, 

which should not be corrected or changed. Transcription is a lengthy and laborious task 

requiring sufficient time, and may take an hour to transcribe 10 minutes of data from an 

interview and an hour to transcribe 4-5 minutes of Focus Group data (Braun and Clarke, 2013). 

The following four main transcription errors may occur; 1) sentence structure errors; spoken 

words are constructed into a sentence formation, 2) quotation mark errors: failing to capture 

reported speech, 3) omission errors; language is omitted, or 4) mistaken words; incorrect 

words/phrases (Braun and Clarke, 2013). These matters were considered prior to developing 

selection, recruitment and consent procedures and collection of audio recorded data within this 

study. The reflexive thematic analysis framework by Braun and Clarke (2006) was utilised to 

undertake data analysis of all PAR, Discovery and Focus Group Interview audio-taped and 

transcribed transcripts. 

There follows the rationale which informed the data analysis approach and methods adopted in 

this study. 

5.10 Data Analysis Approach Rationale  

 

Consideration was afforded to the consistency of the data analysis methods with the 

epistemological and methodological stances of Critical Theory and Participatory Action 

Research. However. It could be contended that this study utilised data analysis methods which 

may be viewed as affiliated to quantitative and qualitative data analysis methods.  

Namely, Retrospective Chart Review (RCR) involved utilising descriptive statistics to analyse 

pre-recorded patient-centered data such as, diagnostic tests and medical notes to answer one or 

more research question (Vassar and Holzman, 2013). The rationale for using Retrospective 

Chart Review (RCR) lies within the fact that this approach provides a valuable contribution 

and reflection of routine, real world healthcare (Bauman et al., 2019). It was particularly 

pertinent within the context of this study, as clinical outcomes elucidated through the RCR 
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provided an insight into the outcomes from this unique approach to combined type 2 diabetes 

and chronic kidney disease care provided in the context of advanced practice nursing. 

As highlighted in the literature review, there is a dearth of information with specific reference 

to outcomes of care provided by nurse practitioners for patients with type 2 diabetes and 

chronic kidney disease. Using a Retrospective Chart Review provided the way by which 

information relating to clinical outcomes could be determined and compared to best practice 

target recommendations. In addition research undertaken through collective endeavour may 

prove more fruitful in the provision of services which achieve best practice target 

recommendations, and meet the expectations of participants in care, in comparison to a 

discipline specific care and services which evolve without patient involvement. 

This study could be perceived as moving into the arena of qualitative research and analysis in 

its bid to describe and explain complex real world phenomena pertinent to healthcare research, 

quality improvement and innovative patient care strategies (Bradley et al., 2007). According 

to Maguire and Delahunt (2017), there has been a tendency to focus on the underlying 

epistemological and theoretical assumptions, design and data collection features rather than the 

data analysis. There is much debate in the literature regarding the fact that qualitative data are 

diverse and nuanced (Holloway and Todres, 2003).  However, appropriate and articulated data 

analysis procedures and methods are necessary for credible qualitative research (Maguire and 

Delahunt, 2017). As outlined by Miles et al. (2014) the best means by which to combat 

potential problems formed by material overload is to have an appropriate research question and 

data analysis framework.  

In keeping with the Critical Theory and Participatory Action Research approach adopted in this 

study, it was necessary to choose a flexible data analysis framework “which can be utilised 

across a range of theoretical and epistemological approaches” not wedded to a particular data 

analysis or theoretical perspective is recommended (Braun and Clarke, 2006, p.5). Thematic 
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analysis defined by Boyatzis (1998) was presented as “a process to be used with qualitative 

information. It is not another qualitative method, but a process that can be used with most, if 

not all qualitative methods, and allows the translation of qualitative information into 

quantitative data, if this is desired by the researcher”(p.4). 

A thematic analysis approach was chosen for this study because it provided a way for “those 

who want to explore or learn how to expand the variety of processes and methods in their 

research. It is for the curious” (Boyatzis 1998, p.viii). It offers a means by which applied 

research such as health research can be undertaken by providing “a toolkit” to undertake robust 

and sophisticated analysis of qualitative research (Braun and Clarke, 2013).  

A key feature of thematic analysis is the ability to analyse data and present it in a format 

accessible to a readership outside of academia (Braun and Clarke, 2013). Further, thematic 

analysis is a suitable method for researchers who wish to use interpretations by enabling the 

researcher to link data, and develop an understanding of the information at a deeper level, thus 

enhancing the richness of the data. 

A rationale for using the seminal thematic analysis framework originally developed by Braun 

and Clarke (2006) was based on its wide application in the arena of healthcare provision, social 

sciences and by nurse researchers which was particularly relevant in this study (Vaismoradi et 

al., 2013).  

In comparison to other thematic analysis frameworks, Braun and Clarke (2006) provided a 

toolkit to undertake thematic analysis including potential problems and how these may be 

addressed. As a novice thematic analysis researcher, Braun and Clarke were available to 

discuss any problems or queries in relation to the utilisation of this framework which is clearly 

defined with practical and concise information. This thematic analysis framework provided a 

means to move beyond the shallow reporting of themes and could be used to demonstrate how 

a trustworthy thematic analysis could be undertaken. 



  

189 
 

While undertaking thematic analysis consideration was given to the quality and trustworthiness 

of the research process and evidence was produced on how this could be demonstrated. The 

seminal guidance by Braun and Clarke (2006), and Clarke and Braun (2013) informed the 

strategy adopted to undertake a robust thematic analysis in this study which commenced by 

checking all transcripts against audio-tapes to ensure transcription accuracy. Each data item 

was coded with the same level of detail and themes were not generated from a few examples 

ensuring that the coding process was thorough, inclusive and comprehensive. Definitions for 

each code were developed and organised according to a key defining concept which facilitated 

development of themes. The relevant extracts for the development of themes were collated and 

compared to other themes and the original data set ensuring themes were consistent, coherent 

and distinctive, and definitions were also developed for each theme. Whilst themes are 

distinctive they  “need to make sense on their own; at the same time, good themes need to fit 

together to form the overall analysis” (Clarke and Braun 2013, p.231). Clarke and Braun (2013) 

present the analogy of crafting to generating a patchwork quilt. In identifying patterns the 

researcher was required to move away from the organising structure of questions to identifying 

patterns across the entire data set (Braun and Clarke, 2013). To this end final themes and 

thematic map were developed for Focus Group (Figures 20, 21 & 22), PAR (Figures 23 & 24), 

and Discovery Interview data (Figures 25 & 26). These thematic maps linked codes to codes 

and sub codes, codes to themes and themes to themes.  

In this study strategies to promote and demonstrate trustworthiness included methodological 

triangulation, continuous member checking by the Participatory Action Research group, 

documentation of decision making processes by reflexive journaling (Appendix 2). Peer 

reviewed publication written in conjunction with my primary PhD supervisor outlining the 

methods used within this study (Appendix 14).  

For the purposes of this discussion it is necessary to outline the research design utilised to 

undertake this study. 
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Chapter Six: Research Design 

6.0 Introduction 

This chapter will identify the research aims, questions, objectives and framework of enquiry 

which informed the research design used to undertake this study. The methodological issues I 

have experienced from the perspective of a novice action researcher beginning this journey five 

years ago are outlined in a reflective journal (Appendix 2).  

6.1 Research Aims 

 

The main aim of this study was to utilise knowledge co-created between health care 

professionals and patients with type 2 diabetes and chronic kidney disease to inform the 

development and implementation of combined type 2 diabetes and chronic kidney disease care 

provided in the context of advanced practice nursing.  

6.2 Research Questions 

 

How can the development and implementation of a combined type 2 diabetes and chronic 

kidney disease care service informed by knowledge co created between patients and healthcare 

professionals: 

1. Achieve best practice clinical guidance recommendations? 

2. Identify the contribution of advanced practice nursing to combined type 2 diabetes 

and chronic kidney disease care? 

3. Identify factors which influence attendance? 

4. Capture the features of care patient’s value when attending for their routine 

scheduled type 2 diabetes and chronic kidney disease outpatient consultation? 

6.3 Research Objectives 

The objectives of this study were: 
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1. To utilise knowledge co-created between patients and healthcare professionals, to 

inform the development and implementation of an alternative combined care delivery 

strategy. 

2. To utilise information provided by patients regarding factors which influence intention 

to attend and features of care valued by patients when attending for their scheduled type 

2 diabetes and chronic kidney disease outpatient consultation and use this information 

to inform the development of future services.  

3. To examine if the development and implementation of a combined type 2 diabetes and 

chronic kidney disease care delivery provided in the context of advanced practice 

nursing can achieve best practice clinical target recommendations for this patient 

cohort. 

4. To explore the views of healthcare teams regarding combined type 2 diabetes and 

chronic kidney disease care delivery provided in the context of advanced practice 

nursing. 

6.4 Study Focus 

The focus of this study was to utilise an action research approach: Participatory Action 

Research (PAR) from an insider action researcher perspective to inform the development and 

implementation of combined type 2 diabetes and chronic kidney disease care provided in the 

context of advanced practice nursing. A core component of the study involved engaging in 

collaborative participation and knowledge which was co-generated between participants. The 

purpose of which was to engender change and potentially find solutions to identified gaps in 

knowledge and deficits in healthcare provision for patients with type 2 diabetes and chronic 

kidney disease.  

Engaging an action research approach facilitated the means by which to examine the research 

questions. According to Greenwood and Levin (2007) “action research is neither a method nor 

technique, it is an approach to living in the world that includes the creation of ideas for 
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collaborative learning. It combines action and research, reflection and action in an ongoing 

cycle of co generative knowledge” (p.131). It is a method that partners researchers and 

participants in a collaborative effort in order to address issues in those specific systems 

(Leykum et al., 2009). Further, Eather et al. (2013) proposed that action research has long been 

a method of choice with the express purpose of providing improvement in clinical practice.  

6.5 Formulating a Framework of Enquiry- 

 

The outcomes from the literature review demonstrated that current care delivery strategies are 

failing to achieve best practice target recommendations or meet the expectations of participants 

in care (Lo et al., 2016). The development and implementation of a combined type 2 diabetes 

and chronic disease care pathway provided in the context of advanced practice nursing 

represents a departure from traditional care delivery mechanisms in which care is medically 

led and provided separately. Operationalising this alternative combined care delivery pathway 

required stakeholder participation to achieve the aim and objectives of this research study. The 

study was undertaken at five sites specialising in diabetes and or nephrology care and 

involvedboth healthcare professionals and patient participants. 

This study used a prospective observational design as this approach enabled events which have 

yet to occur be measured and observed over a period of time. A core component of Participatory 

Action Research (PAR) is engaging in collaborative participation to engender change and 

finding solutions to identified gaps in knowledge and deficits in healthcare provision. PAR is 

responsive to problems at practice level and has the potential to address systemic issues related 

to healthcare provision (Ingram et al., 2015). Thus, it was contended that PAR was compatible 

with the aims and objectives of this study and as the basis to formulate the framework of 

enquiry. Thus it was also necessary to outline where and how the study was operationalised, 

study population, inclusion and exclusion criteria, selection, recruitment, consent, and data 

collection procedures  
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6.5.1 Site Descriptor and Location  

 

The study was conducted in five geographically diverse sites (Figure 16) which currently 

provide specialist diabetes and or nephrology care. 

1. Site 1 Ireland East Hospital Group: 270 beds. Provision of emergency, medical, 

surgical, maternity, radiology, peadiatriac and unplanned specialist care services. 

Specialist diabetes/endocrinology services and regional hepatology unit.  

2. Site 2 Dublin North East Hospital Group: 820 beds. Academic teaching hospital 

providing emergency and acute care services across 54 medical specialties. Designated 

cancer centre, regional treatment centre for ear nose and throat (ENT), and 

gastroenterology. National referral centre for neurosurgery and neurology, renal 

transplantation and dialysis units, specialist radiology, cochlear implantation, specialist 

nephrology, endocrinology and diabetes units. 

3. Site 3 South/Southwest Hospital Group: 431 inpatient and 85 day procedure beds 

which provides general medical, surgical, peadiatriac, maternity, and cardiology 

(including interventional cardiac procedures). Trauma orthopaedics, ophthalmology, 

neurology, nephrology, specialist radiology, rheumatology, urology, vascular surgery, 

ears nose and throat (ENT), neonatology, specialist diabetes and renal services formed 

part of organisational activities. In addition this hospital is a designated cancer centre 

providing rapid access assessment for breast, prostate, lung and skin cancers, 

haematology, medical oncology and palliative care inpatient and day care facilities. 

4. Site 4: South/Southwest Hospital Group 192 beds. Regional centre for ear nose and 

throat (ENT), dermatology, elective orthopaedic, ophthalmology (in patient and day 

case), chronic pain services, oncology, general surgery, rheumatology, radiology, 

diabetes and endocrinology, plastic surgery, oral and maxillofacial surgery, elective 

gynaecology, radiology and anaesthesiology services. 
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5. Site 5: Ireland East Hospital Group 210 inpatient and 27 outpatient beds. The 

provision of emergency, medical, surgical, maternity, peadiatriac, radiology, unplanned 

specialist care services, specialist diabetes and endocrinology clinical services. 

Figure 16: Study Site Location 

 

Health Service Executive (2019) (available at: www.hse.ie).  

 

 

 

 

http://www.hse.ie/
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6.5.2 Study Population, Inclusion and Exclusion Criteria 

 

The study population comprised of patients with type 2 diabetes and chronic kidney disease 

and healthcare professionals who provided their care. The inclusion and exclusion criteria 

specific to study participants outlined as below (Figure 17).  

Figure 17: Study Population, Inclusion and Exclusion Criteria 

Study Populations Participant Inclusion Criteria Participant Exclusion Criteria 

Patients with type 2 

diabetes and chronic 

kidney disease 

attending for routine 

outpatient consultation. 

Patient Participant Inclusion 

Criteria 

Type 2 diabetes and chronic  

kidney disease defined as: 

Glomerular Filtration Rate < 60 

mls/min/ 1.72m2 

 

Aged 18 years or more 

 

Informed of their diagnosis and 

have confirmed an understanding 

of their diagnosis 

 

Agreed to participate in the study 

 

The ability to speak and 

understand English 

Patient Participants Exclusion 

Criteria:  

Type 1 Diabetes 

 

Participant declines participation 

 

Cognitive impairment resulting 

in incapacity to provide informed 

consent in the opinion of the 

attending clinician. 

 

Inability to communicate 

verbally or comprehend their 

diagnosis. 

 

Included in another research 

study simultaneously. 

 

To distressed or unwell to 

participate in the opinion of the 

attending clinician. 

Healthcare 

professionals providing 

care. 

Healthcare Participant 

Inclusion Criteria 

 

Clinical and or professional 

knowledge caring for patients 

with type 2 diabetes and/or 

chronic kidney disease. 

 

Permanent member of staff of the 

specialist Diabetes or Nephrology 

unit at participating sites. 

 

Agreed to participate in the study. 

Healthcare Participant 

Inclusion Criteria 

 

Declines participation. 

Agency staff. 
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6.6 Selection, Recruitment and Consent Procedures 

6.6.1 Selection 

The Principal Investigator communicated via letters of invitation with consultant 

endocrinologists, nephrologists and directors of nursing across each of the 5 participating sites 

which formally sought an agreement to access patients and staff within their services and to 

support this study. The Principal Investigator informed the Lead Co-Investigator that this 

agreement has been reached. Subsequent to this agreement, a local Principal Investigator 

(consultant endocrinologist or nephrologist) and co-investigators (diabetes and nephrology 

nursing staff) were established as link personnel at each participating site.  

The Lead Co-Investigator liaised with the local Principal Investigator (consultant 

endocrinologist or nephrologist), director of nursing/line managers and senior nursing staff at 

each participating site to provide information with reference to the study. Following ethical 

approval from the research ethics committee at each participating site (Appendix 8a), the study 

was promoted publically utilising study promotional material approved by each ethics 

committee. The Lead Co-Investigator maintained a presence at each participating site at 

suitable days and times which were determined by senior nursing management, the purpose 

which was to address any questions regarding the study.  

6.6.2 Recruitment and Consent 

 

Healthcare Professional Participatory Action Research Group (Site 1) 

The Participatory Action Research Group included 17 healthcare professionals with 

representation from each participating site including: consultant nephrologists and 

endocrinologists, general practitioners, specialist diabetes and nephrology nursing staff, 

primary care specialist diabetes nursing staff, specialist diabetes dieticians, specialist diabetes 

podiatry, nursing line management, and administrative support personnel for outpatient 

services (Table 1). 
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Eligible participants were provided with an outline of the study and invited to consider 

participation in the study by the Principal Investigator and Lead Co-Investigator. Potential 

participants were provided with a participant information pack containing a letter of invitation, 

expression of interest returnable by self-addressed envelope and participant information leaflet. 

Participants were only contacted upon receipt of a completed expression of interest and 

arrangements were then made to undertake informed consent by the Lead Co-Investigator. 

Participants were required to consent to the following:  

1) Dissemination of Participatory Action Research group communications by the Lead Co-

Investigator 2) Participation in three meetings over a period of 9 months 3) Audio taping of the 

meetings 4) Development of group minute consensus 5) Sign off group minute consensus. 

Table 1: Participatory Action Research Group Membership 

Consultant Endocrinologist N=3 

Consultant Nephrologist N=1 

Consultant Physician N=1 

Specialist Diabetes Registrar N=1 

Clinical Nurse Specialist Integrated Care N=1 

RANP Diabetes & CKD N=1 

RANP Diabetes  N=1 

Dietician Manager N=1 

Senior Diabetes Dietician N=1 

Specialist Diabetes Podiatrist N=1 

Outpatient Nurse Manager N=1 

Senior Administrative Officer N=1 

General Practitioner N=3 
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New Combined Type 2 Diabetes and Chronic Kidney Disease Out-Patient Clinic (Site 1) 

The Principal Investigator and Lead Co-Investigator at Site 1 utilising the inclusion/exclusion 

criteria identified 73 eligible patients who were attending their scheduled routine outpatient 

consultation as potential study participants. Potential participants were provided with an outline 

of the study accompanied by a participant information leaflet and asked to consider their 

participation. A cooling off period of 30 minutes was given to ensure any potential for the 

patient to feel coerced into participation was removed. The Principal Investigator and Lead Co-

Investigator were available to provide any additional information as required. When the cooling 

off period had passed and the patient had read the patient information leaflet and wished to 

participate they were taken to a private area by the Principal Investigator who obtained 

informed consent. In total 42 patients from a potential 73 participants consented to participate 

in this study. Participants were required to consent to the following:  

1) Access to their medical records 2) Routine type 2 diabetes and chronic kidney disease 

outpatient care provided by advanced nurse practitioners. 

Healthcare Professional Focus Groups (Sites 2, 3, 4, 5) 

A local Principal Investigator and co-investigators were established at each of the 4 sites where 

Focus Groups were conducted. The local Principal Investigator (consultant endocrinologist or 

nephrologist) and Lead Co-Investigator utilised purposeful sampling to identify healthcare 

professionals for Focus Group participation. Focus Groups consisted of 6-10 members which 

were undertaken at Sites 2,3,4,5 with a total of 28 participants (Table 2). Eligible participants 

were provided with an outline of the study and were asked to consider participation in the study 

by the Lead Co-Investigator.  

Each potential participant received a participant information pack containing a letter of 

invitation, expression of interest returnable by self-addressed envelope and participant 

information leaflet. Participants were only contacted upon receipt of the completed expression 
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of interest and arrangements were made by the Lead Co-Investigator to undertake informed 

consent at a time/venue of their choice. Participants were required to consent to the following: 

1) Contact by the Lead Co-Investigator regarding Focus Group date/time/venue 2) Participation 

in Focus Group 3) Audio taping of Focus Group and transcript development. 

Table 2: Focus Group Membership 

Consultant Endocrinologist N=1 

Consultant Nephrologist N=4 

Consultant Physician N=1 

Specialist Nephrology Registrar N=3  

Specialist Diabetes Registrar (SPR) N=2 

Specialist Endocrine Registrar (SPR) N=1 

Medical Registrar N=1 

Senior House Officer Renal N=1 

Clinical Nurse Specialist Diabetes (CNS, Integrated Care) N=1 

Specialist Renal Nurse: (CNM2) N=2  

Specialist Renal Clinical Nurse Specialist (CNS) N=1 

RANP Diabetes  N=1 

Specialist Diabetes Nurse: (CNM2) N=2 

Specialist Diabetes Clinical Nurse Specialist (CNS) N=6 

Staff Nurse Diabetes N=1 

 

Patient Discovery Interviews (Site 3) 

Utilising the inclusion/exclusion criteria, eligible participants were identified by the local 

Principal Investigator (consultant nephrologist) with responsibility for the patients care and 

senior nephrology nursing staff at the nephrology outpatient unit (Site 3).  
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Prior to approaching eligible patients to undertake informed consent, permission was sought 

and obtained from the local Principal Investigator (consultant nephrologist) which enabled the 

Lead Co-Investigator to obtain informed consent. 

Potential participants were provided with an outline of the study accompanied by a participant 

information leaflet and asked to consider their participation. Patients were given a cooling off 

period of 30 minutes to ensure any potential for the patient to feel coerced into participation 

was removed. The Lead Co-Investigator was on site to provide additional information as 

required. Those who wished to participate in the study were taken to a private area by the Lead 

Co-Investigator to discuss the study in further detail and if willing informed consent was taken 

by the Lead Co-Investigator. Discovery Interviews were undertaken on the day of the patients 

outpatient visit. In total 6 patients from a potential 14 participants consented to participate in 

this study. Participants were required to consent to the following: 

1) Participation in a Discovery Interview 2) Audio taping of the interview 3) Access to their 

medical records. 

Health Service Executive Business Information Unit Out-Patient Failure to attend 

Statistics (2019j): (Sites 1, 2, 3, 4, 5) 

Following ethical approval the co–lead investigator sought and obtained informed consent 

from the Principal Investigator and each local Principal Investigator (consultant 

endocrinologists/nephrologists) with chief responsibility at each participating site to access 

default statistics as outlined in the study protocol. Consent was undertaken by the Lead Co-

Investigator. The participating consultant endocrinologist or nephrologist at each specialist unit 

(Sites 1, 2, 3, 4, 5), was required to consent to: 

1) Access to outpatient default statistics for adult patients within their specialist service. 

6.6.3 Sampling Method Rationale 
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Purposeful sampling was utilised to recruit healthcare professionals to participate in the 

Participatory Action Research and Focus Group interviews by the Principal Investigator and 

Lead Co-Investigator. This approach facilitated the selection of key individuals with expert 

knowledge and skills in caring for patients with type 2 diabetes and chronic kidney disease in 

the outpatient setting.  

The study inclusion/exclusion criteria (Figure 17) informed the sampling strategy for 

Discovery Interview and new combined type 2 diabetes and chronic kidney care participants. 

The rationale for this approach was informed by the research aims and objectives in which 

patients were required to have an established diagnosis of type 2 diabetes and chronic kidney 

disease.   

6.7 Data Collection Process and Timeframe  

 

Prior to commencement of the study ethical approval was sought and obtained from each 

participating site (Appendix 8a). An exemption was sought and secured from University 

College Dublin ethics committee (Appendix 8b). The ethical approval process was undertaken 

over a 9 month period (October 2017- June 2018). Data collection and analysis was undertaken 

in three cycles of enquiry over an eighteen month period (July 2018-Feburary 2020) (Figure 

18). 

Figure 18: Three Cycles of Enquiry 
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The research aims, question, objectives, focus and study framework including study setting, 

population, inclusion/exclusion criteria, selection, recruitment, and consent process, data 

collection time and phases have been outlined. It is necessary to identify the data collection 

tools which were used within this study. 

6.8 Data Collection Tools 

The data collection tools utilised in this study included Focus Groups, Discovery Interviews, 

PAR group minute consensus, nurse practitioner impact frameworks, retrospective chart 

review and participating site default statistics.  For the purposes of clarity each data collection 

method and rationale for their use in this study have been previously outlined (Chapter 5). 

6.9 Obtaining Ethical Approval and Getting Started  

 

The ethical approval process was undertaken over a 9 month period (October 2017- June 2018), 

in order to meet the individual requirements of three different Research Ethics Committees 

(REC). Ethical Approval was obtained in June 2018 from all participating sites (Appendix 8a). 

An exemption was also sought and secured from University College Dublin Research Ethics 

Committee (Appendix 8b).  

The study was promoted publically at each participating site utilising study promotional 

material, as approved by the relevant REC and was provided to each site by the Lead Co-

investigator and Principal Investigator. The Lead Co-investigator was onsite at each 

participating site on suitable days and times as determined by Senior Nursing Management.  

6.10 Cycles of Enquiry: Data Collection and Analysis Procedures  

 

Data collection and analysis was undertaken in a series of three cycles of enquiry (Figure 18) 

over a 20 month period (July 2018-Feburary 2020).  
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6.11 Three Cycles of Enquiry 

 

The first cycle of enquiry began with data collection and analysis from the six Discovery 

Interviews conducted with patients and four Focus Groups with healthcare professionals. The 

second cycle of enquiry commenced with the initiation of Participatory Action Research group 

meeting which culminated in data collection and analysis of PAR group data. The final cycle 

of enquiry represented the completion of data collection and analysis procedures. This cycle 

terminated when the reflections regarding the development, implementation and outcomes 

from combined type 2 diabetes and chronic disease care provided in the context of advanced 

practice nursing were articulated. Upon completion of the final cycle of enquiry a completed 

research report was developed and disseminated to all key stakeholders (Appendix 6a). A 

detailed description of the three cycles of enquiry and subsequent learning is provided.  

6.12 First Cycle of Enquiry  

 

6.12.1 First Cycle of Enquiry Time Frame 

 

Data collection and analysis for the first cycle of enquiry was undertaken from July-October 

(2018). During the data collection and analysis, the learning derived from Focus Groups and 

sense making of patient Discovery Interviews were reflected upon by the researcher. 

6.12.2 Data Collection Methods  

 

The data collection methods utilised in the first cycle of enquiry were Discovery and Focus 

Group Interviews which were audio taped and transcribed verbatim. For the purposes of this 

discussion also necessary to examine how the Focus Groups informed learning about a 

combined type 2 diabetes and chronic kidney disease service. 
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6.12.3 Focus Group as a Process of Learning about a Combined Service 

 

The Focus Groups were undertaken utilising an interview guide (Appendix 9) which enabled 

the moderator to pose questions regarding the subject of interest (Brinkman and Kvale, 2014). 

The interview guide provided a mechanism by which interview consistency was achieved and 

maintained and provided a means by which relevant literature to the research question and 

problem was linked (Pedersen et al., 2016). The seminal guidance by Krueger and Casey 

(2009) informed the development of the Focus Group interview guide ensuring structure and 

consistency (Appendix 9) and received full Research Ethics Committee approval at each 

participating study site (Appendix 8a). 

Within this study, using Focus Group interview facilitated new learning regarding the views of 

specialist diabetes and nephrology healthcare teams in reference to the following; provision of 

combined care, potential barriers and facilitators to combined care, views on providing 

combined care in the context of advanced practice nursing, and why healthcare professionals 

think patients fail to attend for scheduled review. This represents new learning nationally and 

internationally. However, this information in isolation is merely information and could be 

viewed as “pure research and the creation of knowledge unencumbered by practical questions” 

(Bradbury and Reason, 2005, p.2). As outlined previously in seminal work Reason (1994) 

indicated that Participatory Action Research has a twofold objective; firstly, to produce 

knowledge and action directly useful to a group. Secondly, to utilise this knowledge to the 

benefit of those within the group which Fals Bora and Rahman (1991) refer to as an “altruistic, 

cooperative and genuinely democratic process” (p.5). In addition, Lynch (1999) referred to this 

as reciprocity within the research relationship as participants are enabled to understand and 

change their situation.  

To achieve the outlined objectives of PAR, the new learning achieved through discourse 

amongst Focus Group participants was linked to the Participatory Action Research group 
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meetings and provided the basis to inform the actions for the development and implementation 

of combined care provided in the context of advanced practice nursing. Focus Groups provided 

information which was utilised by the Participatory Action Research group to illuminate issues, 

perspectives and the current clinical landscape to inform potential changes based in the real 

world of care delivery (Waterman et al., 2001). Linking the information from Focus Group 

interviews to Participatory Action Research Group meetings also provided a way to 

demonstrate how knowledge co-created between healthcare professionals could be used to 

inform subsequent cycles of enquiry within the study. This is in keeping with the specified 

aims of this research study which were to utilise knowledge co-created between health care 

professionals and patients with type 2 diabetes and chronic kidney disease to inform the 

development and implementation of combined type 2 diabetes and chronic kidney disease care. 

To this end it was also necessary to reflect and make sense of patient contributions through 

Discovery Interviews which were also linked to inform the actions of the Participatory Action 

Research Group.   

6.12.4 Making Sense of Patient Contributions through Discovery Interviews 

 

Patient participation occurs within three modes; informing, consulting, partnership at 

individual or group level in the context of strategic policy making, service development and 

treatment processes (NHS, 2009c). Within this study all three participation modes were used 

by employing Discovery Interview outcomes to potentially inform future healthcare delivery 

policy change nationally (strategic policy making), using patient stories to develop and 

implement services informed by best practice recommendations (service development and 

treatment processes) in the development and implementation of the new combined type 2 

diabetes and chronic kidney disease service based at Site 1. 

When choosing a patient group, the aim is to identify a sub group of patients to inform the 

specific area for improvement. This approach is based on qualitative enquiry the aim of which, 
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is to identify patients who are the emphasis of the enquiry (NHS, 2009c). The focus of this 

study was to develop and implement combined type 2 diabetes and chronic kidney disease care, 

thus it was necessary to enrol participants with both of these conditions. Therefore, Discovery 

Interviews were used to identify what patients with type 2 diabetes and chronic kidney disease 

value from their healthcare services. Information provided by Discovery Interview participants 

was then utilised by the Participatory Action Research (PAR) group to initiate actions in the 

development and implementation of the new combined type 2 diabetes and chronic kidney 

disease service informed through the lens of service users. Discovery Interviews used patient 

stories of care to inform a healthcare delivery change in line with expressed patient preferences 

in which the focus was to meet the expectations of service users. In the future, this information 

has the potential to inform service development and delivery in line with the objectives of 

national planned Slaintecare reform in Ireland. 

The collection and analysis of Discovery Interview data provided the basis to commence the 

second cycle of enquiry using first cycle data to inform PAR group discussion. 

6.13 Second Cycle of Enquiry  

 

6.13.1 Second Cycle of Enquiry Timeframe 

 

Data collection and analysis for the second cycle of enquiry began in January (2019) and was 

completed in September (2019). The three PAR meetings were undertaken from January-June 

(2019). Each PAR meeting (1, 2, 3) was followed by a PAR action research cycle (January-

April 2019), (April-June 2019), and (June-August 2019). 

6.13.2 Second Cycle of Enquiry Data Collection Methods  

 

As the PAR group was comprised of a large group of healthcare professionals (N=17) from 

varying backgrounds, perspectives and potentially competing agendas, it was necessary to 

examine how authentic collaboration in the course of using Participatory Action Research in 

this study was achieved. 
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6.13.3 Facilitating Authentic Collaboration using Participatory Action Research 

 

Restricting PAR by imposing epistemological boundaries associated with objective knowing 

may stymie the generation of new or emancipatory knowledge (Park, 1997). It is contended 

that the dialogic activity such as those utilised in PAR facilitates authentic collaboration. This 

view is supported by the fact that when using PAR, collaborative research and action are used 

to gather information to enact change by those who are concerned with or affected by the issues 

and take a primary role in producing and using knowledge to enact change (Pain et al., 2010).  

A key component of PAR action research cycle is reflection throughout the entire action 

process in which all participants are co-researchers and equally represented, thus providing a 

reflexivity mechanism (Langlois, et al., 2014). Reflexivity can also be maintained through the 

constant refection required during the action research process (Pastor-Montero et al., 2012). 

Authentic collaboration through active participation of PAR members is more likely to produce 

sustainable outcomes as there has been self-determination within that community regarding 

developing solutions to problems affecting that community (Gauld et al., 2011). Authentic 

collaboration is also enhanced by a purposeful sampling methodology, which enhances active 

participation in the research process enabling purposeful exploration of the extensive 

knowledge of participants in the process (Beringer and Fletcher, 2011). 

When utilising PAR, authentic collaboration may be impacted by issues such as ownership and 

release of the data, the relationship between the researcher and the researched, informed 

consent and confidentiality. These aforementioned issues within this study context were 

addressed by utilising group minute consensus (University of Sheffield, 2016). Therefore, 

group minute consensus were formulated at each PAR meeting to “involve encouraging full 

and frank discussion, negotiation, and consent with the research group from the start with 

regard to the aims of the research, the potential benefits and risks to all research partners, the 
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commitments required by research partners, outputs, consent, anonymity, confidentiality, and 

data access and storage” (University of Sheffield, 2016, p.1). 

In addition, PAR requires participation of members throughout the process which provides the 

opportunity for democratic knowledge generation (Canadian Institute of Health Research, 

2012). Following each PAR group meeting all members were provided with a transcript of the 

meeting for review and sign off as an accurate reflection of the meeting and actions co-

operatively designed. Potential actions to inform the next research cycle could not be 

implemented without group minute consensus from the entire PAR group. Thus demonstrating 

a key objective of PAR is the generation of new knowledge and understanding, utilising 

genuine democratization of power to enact change (Baum et al., 2006). 

Authentic collaboration was also considered within the context of the trustworthiness of the 

study processes and data produced. In this study it was proposed that using authentic 

collaboration demonstrated and promoted credibility, dependability confirmability and 

transferability through detailed and prolonged engagement with the data, triangulation, 

continuous member checking throughout the PAR cycles with group minute consensus, 

documentation of decision making processes and reflexive journaling outlined fully in 

Trustworthiness Study Context (5.9) 

The involvement of key stakeholders affected by the issues, using their experience and 

knowledge to instigate change, alongside constant reflection and reflexivity, active 

participation, group minute consensus and employing a trustworthiness criteria demonstrated 

the means by which authentic collaboration was achieved by the Participatory Action Research 

group.  

As combined type 2 diabetes and chronic kidney disease care provided in the context of 

advanced practice nursing is a departure from traditional medically-led-care delivery strategies, 
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it is relevant to establish what learning was achieved about a combined care service by the 

Participatory Action Research group. 

6.13.4 PAR as a Process of Learning about a Combined Service 

From a practitioner viewpoint, Young et al. (2006), suggested that the objective of PAR was 

“to change, generate, or evaluate practices or policy” (p.500). PAR provided the vehicle by 

which to undertake research incorporating the contextual influences found in clinical practice 

which ultimately impact the ability to undertake research and the outcomes from that research 

(MacDonald, 2012). Outcomes from both Discovery Interviews and Focus Groups were 

utilised to inform PAR planned actions and provided a basis from which the contextual 

influences found in clinical practice from the perspectives of healthcare professionals and 

patients could be used to inform PAR actions. 

The main focus of the PAR group was to plan the development and implementation of a 

combined type 2 diabetes and chronic kidney disease care delivery strategy provided in the 

context of advanced practice nursing as outlined in the stated study aims and objectives. 

Therefore, utilising data from the Discovery and Focus Group interviews facilitated insights 

into the current landscape of care provision by specialist teams and patients and their views of 

combined care delivery. This information informed PAR cycles in which the previously 

collected and analysed data assisted in the identification of a problem followed by planning, 

acting, evaluating and repetition of these cycles (Delman, 2012).  

Following each action research cycle, the PAR group considered if the initial “construction” 

fitted, and the potential intended and unintended consequences, thus establishing what was 

learned and agreement as to what was brought forward to inform the next cycle of enquiry. The 

Focus Groups were undertaken with healthcare professionals based in secondary care and 

Discovery Interview participants also attended secondary care services. The extensive PAR 

group membership facilitated insights from allied healthcare professionals and primary care 
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based nurses and physicians, providing the potential to inform new learning from alternative 

perspectives which extended beyond secondary care. 

New learning was achieved during thematic analysis of PAR, Discovery and Focus Group 

interview audio-taped and transcribed data.  

6.14 Final Cycle of Enquiry  

 

6.14.1 Final Cycle of Enquiry Time Frame  

 

The final cycle of enquiry was undertaken from September 2019-April 2020. This cycle 

involved developing reflections on the learning derived from patients and the development and 

implementation of the outcomes from the combined care service through Focus and PAR 

groups. The key outputs and development of the final research report including dissemination 

to relevant key stakeholders was undertaken during this final cycle (Appendix 6a). 

6.14.2 Final Cycle: Reflections on Developing and Implementing Combined Care 

 

The development and implementation of combined type 2 diabetes and chronic kidney disease 

care required investment of considerable time and effort by members of the Participatory 

Action Research group informed by data from Discovery and Focus Group interviews. 

Data from Discovery and Focus Group interviews provided the forum from where the 

collaborative working of the PAR group explored the feasibility of the development and 

implementation of a combined care service informed by real world services and experiences 

from the perspectives of patients and healthcare professionals. This reflected collaborative 

exploration, co-learning and participation which are central to Participatory Action Research 

(James et al, 2012). The formulation of group minute consensus requiring consensus from all 

PAR members fostered equitable contribution and negated the effects that status and position 

can potentially confer within the workings of any organisation (Coghlan and Brannick, 2014). 
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The diverse membership of the PAR group highlighted how the perspectives of healthcare 

professionals, could be explored and the means by which members could explore the viewpoint 

of others. It should be noted that prior to the development of the PAR group, members would 

not routinely interact in this cohesive and structured manner to collectively enact change as, 

they all usually operated in separate discipline silos and locations. The PAR group was 

informed by the trajectory of the patient journey from where they received their confirmatory 

appointment letter to their attendance for their outpatient consultation.  

Placing the patient journey at the centre of the PAR group actions provided the focus for group 

actions rather than serving the agenda of healthcare providers or individuals. The PAR group 

adopted an inquiring approach to the issues presented, removing personalities and 

organisational politics, in order to acknowledge deficits in current care delivery structures 

tempered with an enthusiastic “can do approach”. PAR promoted a democratic forum in which 

those immersed in the situation could collaboratively define problems and identify solutions 

(Pain et al., 2010).  

Whilst PAR was a collective endeavor to develop and implement the new combined clinic 

provided in the context of advanced nursing practice, it also provided a way by which to 

identify the contribution to care from advanced practice nursing. This directly addressed 

current national and international deficits in contemporaneous literature regarding the dearth 

of evidence in reference to the contribution of advanced nursing practice to combined care 

delivery for this patient cohort. 

All PAR participants were equally represented in the research process. Therefore, the 

continuous reflection on planned and future actions and associated outcomes of those actions 

with each cycle, informed subsequent actions of the PAR groups promoting reflexivity at 

individual and group levels. 
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Outlining how the PAR approach was operationalised may provide a “road map” for other 

researchers and clinicians who are considering the development of combined type 2 diabetes 

and chronic kidney disease services. Each step of the process and cycles were outlined through 

the development of transcripts, group minute consensus, defined actions and evaluation of 

outcomes prior to the next PAR cycle. Utilising a PAR approach may potentially facilitate 

transferability of this research as other researchers may use this information to develop and 

implement other combined type 2 diabetes and chronic kidney disease and build upon this 

research. 

From the initial meeting, members assumed assigned roles with associated responsibilities 

which facilitated progress within the development and implementation of the new combined 

care service. Provision of remote off-site access to PAR meetings via a secured telephone link 

and group minute consensus sign off was beneficial in terms of ensuring that actions were 

collectively agreed, implemented and maintained forward momentum during the planning and 

implementation phases. 

PAR group actions aided planning for the development of the combined type 2 diabetes and 

chronic kidney disease service, to see beyond direct patient care to identify additional supports  

referred to as “scaffolding” outlined in the PAR report of group minute consensus and actions 

(Appendix 6b). 

However, it should also be noted that the PAR membership was formulated using a purposeful 

sampling strategy. This was a strategic decision on behalf of the researchers to identify 

members who had the skills, expertise and decision making influence to develop and 

implement the new combined service or simply put “make it happen”. This decision was 

informed by reference to previous literature which highlights that what may begin as a 

collaborative venture may have political implications for stakeholders and the organisation, 

requiring the development of skills to become a “political entrepreneur” (Buchanan and 
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Badham, 2008, p.11). The skills required included clear unambiguous flexible goal setting, 

defined stakeholder roles, establishment of communication pathways and politically aware 

negotiation skills (Buchanan and Boddy, 1992). The “scaffolding” required for development 

and implementation of this new service included actions relating to securing additional funding 

resources and expertise for the service, healthcare provider education, decision making 

supports in line with best practice and information to support patient education and advice. 

These are outlined in detail in the actions and outputs from the Participatory Action Research 

process. 

6.15 Final Cycle Identifying Actions and Outcomes of the PAR Process  

 

Each cycle of Participatory Action Research was informed by actions and outcomes as 

outlined. 

6.15.1 Final Cycle: Actions Developed through the PAR Process  

 

Each cycle of Participatory Action Research was informed by proposed actions (Figure 19) 

resulting in defined outputs and completed with group consensus. Each cycle of action 

informed subsequent cycles, in total the following thirteen actions were proposed and 

completed with group consensus in PAR Cycles 1-3. 

Figure 19: PAR Cycles 1-3 Proposed & Completed Actions 

Proposed 

Action 

PAR Group Proposed Actions:  Status 

Proposed 

Action 1: 

Ratify proposed standing agenda.  

 

Seek alternative teleconferencing 

facilities 

Completed with consensus 

PAR Cycle 1 

Completed with consensus 

PAR Cycle 2 

Proposed 

Action 2: 

 

Utilise KDIGO (2012) & NICE (2015) 

best practice guidance to inform 

combined type 2 diabetes (T2D) and 

chronic kidney disease (CKD) care 

delivery provided in the context of 

advanced practice nursing by Registered 

Advanced Nurse Practitioner (RANP). 

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 3: 

Utilise established administrative 

supports, diabetes nurse, podiatry, 

Completed with consensus 

PAR Cycle 1 
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dietetic, nephrology referral pathways at 

Site 1. 

Proposed 

Action 4: 

Liaise with primary care for general 

practitioner representation in PAR 

group.  

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 5: 

Consider succession planning for RANP 

combined service commence 

preparation of business case. 

Completed with consensus 

PAR Cycle 2 

Proposed 

Action 6: 

Identify views of Nephrology & 

Diabetology healthcare professions 

regarding combined type 2 diabetes and 

CKD care in the context of advanced 

practice nursing (Focus Group 

feedback). 

Completed with consensus 

PAR Cycle 2 & 3 

Proposed 

Action 7: 

Develop T2D and CKD education 

programme. 

Completed with consensus 

PAR Cycle 2 & 3 

Proposed 

Action 8: 

Pre-emptive GFR & ACR screening for 

all patients with T2D attending 

consultant led diabetes care. All T2D 

with GFR < 60mls/min potential 

participants for combined T2D & CKD 

service. Consent procedures as per study 

protocol & ethical approval. 

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 9: 

Utilise RANP diabetes and renal 

impairment expertise at Site 1 to 

establish combined T2D & CKD care. 

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 

10: 

Explore and identify features of care 

valued by patients with T2D & CKD. 

Utilise to inform development and 

implementation of combined T2D & 

CKD care at site 1 (informed by 

Discovery Interview data). Provide a 

Patient feedback loop with outcomes 

from investigations 

Completed with consensus 

PAR Cycle 2 & 3 

Proposed 

Action 

11: 

Liaise with CNM2 outpatient manager 

re availability in OPD department 

regarding clinical space to operate 

combined T2D & CKD clinic.  

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 

12: 

Liaise with administrative support 

department regarding allocation of 

specific clinic code for combined T2D 

& CKD clinic (facilitates audit and 

outcome data to be determined). 

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 

13: 

Transcript development. Group minute 

development disseminated to all 

members for review 

amendment/approval.  

Completed with consensus 

PAR Cycle 1, 2, 3. 
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6.16 Final Cycle Outputs and Learning Developed through the PAR Process  

 

The following thirteen actions were developed through PAR group process resulted in the 

following outputs and learning from the development and delivery of the combined type 2 

diabetes and chronic kidney disease service. 

6.16.1 Establishment of the New Combined Care Service  

 

Through the actions of the PAR group, the new combined type 2 diabetes and chronic kidney 

disease service provided in the context of advanced practice nursing was established in the 

diabetes service based at Site 1 (January 2019). 73 potentially eligible patients who attended 

the specialist diabetes service at Site 1 were approached and were invited to participate for 

review and follow up of their diabetes and chronic kidney disease over a period of 9 months. 

In total 42 eligible patients consented to participate and attended the new combined from 

January-September (2019). Data collection using a Retrospective Chart Review (RCR) was 

undertaken over a nine month period, and to date this service has been maintained and remains 

fully operational. 

6.16.2 Securing Required Expertise and Referral Pathways 

 

Site 1 had an existing Registered Advanced Nurse Practitioner with expertise in both diabetes 

and renal management and a Consultant Endocrinologist service whom were members of the 

PAR group. Consensus was achieved by the PAR group to utilise the on-site expertise and 

established referral pathways to the regional specialist nephrology unit, access to allied health 

services to include diabetes nurse follow-up, podiatry, dietetic, eye screening, laboratory and 

radiology services. The Registered Advanced Nurse Practitioner and Consultant 

Endocrinologist at this site consented to provide their expertise for the duration of the study 

period. However, it should be noted that other researchers or services considering a combined 
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type 2 diabetes and chronic kidney disease management strategy should plan to secure such 

expertise from existing healthcare professionals or within a succession planning strategy. 

6.16.3 Succession Planning for Combined Care 

The PAR group informed by data from Focus Group interviews recognised the precarious 

nature of services operated by lone practitioners. As the new service would be operated by a 

lone practitioner, a business case was prepared by the PAR group to the Ireland East Hospital 

Group (IEHG) to secure funding for an additional Registered Advanced Nurse Practitioner in 

Diabetes and Renal Impairment x 1 WTE post to include accommodation and administrative 

supports required to support the post and planned service (Appendix 10). This business case 

has been approved at local hospital level and awaits review at the Ireland East Group Hospital 

Group level.  

6.16.4 Securing Clinic Accommodation and Administrative Support 

 

Members of the PAR group included the outpatient manager and senior administrative support 

officer for the diabetes department based at Site 1. Through PAR group actions,  administrative 

support which was in situ as a component of the established diabetes service at Site 1 were 

extended to the new combined type 2 diabetes and chronic kidney disease service by the 

Consultant Endocrinologist with responsibility for Site 1 who was a member of the PAR group.  

In this study, the outpatient manager was a member of the PAR group, through deliberation 

and group consensus sanctioned clinical accommodation from where the new combined service 

operated. A specific clinic code (DBRES) was established to facilitate automated appointment 

letters and patient attendance audit report generation in consultation with the senior 

administration member of the PAR group. 

6.16.5 Consensus on Best Practice Guidelines to Support Combined Care  
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The new combined type 2 diabetes and chronic kidney disease service operated at Site 1 in this 

study had established links to the regional specialist nephrology unit based at Site 3. PAR 

consensus was achieved to utilise the same guidelines as the regional specialist nephrology unit 

based at Site 3, namely the National Institute Clinical Excellence (NICE, 2015), Kidney 

Disease Improving Global Outcomes (KDIGO, 2012) guidance to inform care delivery. This 

decision by the PAR group was made to ensure continuity of care and clarity with reference to 

the recommended referral criteria for patients requiring specialist nephrology care as 

recommended by NICE (2015). Adopting specific guidance also provided the means by which 

to identify if outcomes from combined care in the context of advanced practice nursing 

achieved clinical target recommendations in line with best practice. 

6.16.6 Defined Screening Criteria for Combined Care 

 

Through PAR group actions and consensus all patients with type 2 diabetes attending 

consultant led diabetes care at Site 1 were pre-emptively screened for chronic kidney disease 

using GFR as per NICE (2015) recommendations. All patients with type 2 diabetes and GFR  

< 60mls/min whom met the eligibility criteria were identified as potential participants for the 

new combined type 2 diabetes and chronic kidney disease service. 

The rationale for employing screening criteria was informed by consensus from the PAR group 

and ensured appropriate standardised referrals to the new service and prevented the service 

becoming overburdened. It also ensured that the Registered Advanced Nurse Practitioner 

operated within their defined scope of practice. 

6.16.7 Patient Feedback Loop 

 

Following consideration of the information obtained through Focus Group and Discovery 

Interview data, discussion and deliberation was undertaken by the PAR group regarding the 

features of care which patients valued. The data established patients valued information 

regarding their condition and health status. The PAR group considered and gained consensus 
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from members in reference to building a feedback loop to inform all patients regarding the 

outcome of their laboratory investigations and health status following consultation at the new 

combined care service.  

Consensus was also achieved on the information which would inform the feedback loop both 

on the physical examination day and associated results of cardiac, blood, urine or radiology 

tests when available. Point of care HbA1C and ACR, weight, blood pressure and BMI 

outcomes were available and were provided in real time on the day of the patient’s clinic 

attendance. Outcomes from blood or urine tests requiring laboratory analysis were furnished 

within 1 week of the consultation via telephone to all patients attending the service (all patients 

provided verbal consent on their visit). Deferred cardiac and radiology investigation results 

were provided within a 0-6 month period pending level of urgency. The responsibility for 

maintenance of the feedback loop lay with the Registered Advanced Nurse Practitioner who 

performed the consultation. 

6.16.8 Development of an Education Programme and Decision Making Algorithm 

During PAR group cycles, issues surrounding clinical decision making and management of 

patients who have combined type 2 diabetes and chronic kidney disease amongst specialist care 

teams and care delivery interfaces were identified. In collaboration with the specialist medical 

and nursing expertise in the PAR group, a dedicated type 2 diabetes and chronic kidney disease 

education programme was developed. The purpose of this programme was to enhance 

theoretical knowledge and clinical skills required for the provision of combined type 2 diabetes 

and chronic kidney disease care by healthcare professionals. This education programme has 

been accredited by the Nursing and Midwifery Board of Ireland (Appendix 11). 

The programme has also been forwarded to the Irish College of General Practitioners (ICGP) 

and National Clinical Programme for Diabetes in the second quarter (2020) for consideration 

for roll out to health care professionals. Additionally a decision making algorithm was also 
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developed, the purpose of which was to guide appropriate referral to specialist nephrology and 

radiology services informed by best practice NICE (2015) and KDIGO (2012) 

recommendations. This decision making algorithm was formulated through consensus by the 

PAR group and approved by all participating Nephrologists and specialist renal nurses in this 

study (Appendix 12). 

6.16.9 Retrospective Chart Review of Outcomes from Combined Care  

Clinical outcomes from the new combined type 2 diabetes and chronic kidney disease service 

were determined through Retrospective Chart Review of medical records from 42 participants 

whom had undertaken the selection, recruitment, and consent procedures and attended this 

service.  

The following data was extracted: age, gender, BMI, blood pressure, HbA1C, total cholesterol, 

Albumin Creatinine Ratio, Renal Function (GFR), daily exercise, presence of neuropathy and 

retinopathy, smoking history, alcohol intake and patient attendance at the combined type 2 

diabetes and chronic kidney disease service. Forty two patients consented to attend the new 

combined service, attendance rate at the new combined service was also compared to the 

standard default rate of all medically led diabetes and nephrology physician services 

participating in this study. 

6.17 Research Design: A Summary 

 

The study design formulated in this study sought to address the deficits in both evidence-based 

models of health-care for people with combined diabetes and CKD and research by co-

designing the development and implementation of this new service with key stakeholders 

including patients, primary and secondary based healthcare professionals. These deficits have 

been highlighted by Lo et al., (2018) noting a lack of evidence-based models of health-care for 

people with both diabetes and CKD derived inductively through formative research and co-

designed with key stakeholders.  
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A central component of this study was to engage collaborative participation and co-generated 

knowledge between healthcare professionals and patients to address identified healthcare 

provision deficits for patients with type 2 diabetes and chronic kidney disease. However, as 

previously identified, opportunities to collect information from patients regarding their 

healthcare experiences is not usually embedded within healthcare systems (Greaves et al., 

2014). 

The National Health Service (2013g) and World Health Organisation (2019) indicated that 

patients must be included to develop an understanding of their experience for planning quality 

care appropriate to their specific needs.  

Discovery Interviews have specifically been formulated to capture patient experience of care 

in clinical practice (National Health Service, 2009c). Within this study, Discovery Interviews 

provided a mechanism by which to utilise patient experiences and perspectives to inform the 

development of services for patients with these combined conditions. It was recommended that 

Discovery Interviews are not undertaken as a stand-alone process or project as there is a 

potential for potential changes not to be implemented or sustained (Bridges et al, 2011). Thus, 

it was necessary to interweave the outcomes from Discovery Interviews into the Participatory 

Action Research process to inform the development and implementation of the new combined 

care service. Cognisance was afforded to the fact that engagement of key stakeholders 

including healthcare professionals, patients, administrative, managerial and clinician support 

is a prerequisite when undertaking Discovery Interviews (NHS, 2009c). This also informed the 

purposeful sampling method which was used to select Participatory Action Research Group 

Participants. 

During the PAR group process, participants were equally represented and there was continuous 

reflection on planned and future actions and the outcomes of such actions within each cycle 

informing the next PAR promoting reflexivity at both individual and group levels.  
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For the purposes of this doctoral dissertation it was also necessary to enact deliberate self-study 

and reflection in action and the system where the actions were initiated. According to Argyris 

(2003), and Coghlan and Brannick (2014, 2005) in any action research cycle there are two 

research cycles operating in tandem. The core research and a second cycle about the research 

cycle, where reflection is paramount and pertains to what one is learning via  reflection upon 

reflection and incorporates learning into the project or “meta-learning” (Coghlan and Brannick, 

2014, p.13) (Figure 6). This required reflecting upon Focus Group and Discovery Interview 

data and the PAR process to identify the learning achieved about combined care, representing 

learning from the learning or “meta-learning” achieved through enactment of first, second and 

third person researcher skills and maintenance of a reflective journal (Appendix 2). 

Participatory Action Research required enactment of first, second and third person action 

research skills. First person action research skills were demonstrated regarding personal beliefs, 

values, assumptions and behaviours by maintaining a reflective journal throughout the research 

process (Appendix 2), and outlining the situation of self, my own personal story and 

epistemological perspective (1.6-1.6.2). 

Second person research refers to work for and with partners or “for us” (Bradbury and Reason, 

2005). This skill was demonstrated during participation in the Participatory Action Research 

group by examining the issues with others who experience them in the context of improving 

personal or professional practice (Koshy et al., 2011). Second person skills were also 

demonstrated by working with others through the cycles of enquiry which, according to 

Coghlan and Brannick, (2005) is an essential component of second person practice. Second 

person practice also required engagement of first person research skills through self-awareness 

of  one’s self and actions, demonstrating the ability to not only conduct dialogue with others 

but to listen with others as a prerequisite for second person skill (Heron, 1996). Trust was also 

required to ensure that there was not a separation between what is agreed and the actions which 

were required.  Accordingly, Torbett (2005) highlighted “simply put, one may say one thing 
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and do another or fail to do what we say, thus there may be disconnection between dialogue 

and actions or a deliberate attempt to manipulate or conceal the situation” (p.253). Trust was 

fostered through equitable democratic discussion, active listening, development of group 

minute consensus which informed all initiated actions in the development and implementation 

of combined care.  

Third person practice refers to distributed leadership practice and requires engagement of first 

and second person skills to create a wider community of enquiry in which members are 

unfamiliar with each other (Bradbury and Reason, 2005). Within this study, a final research 

report was formulated and disseminated to relevant stakeholders (Appendix 6a) and a specific 

PAR group report was shared with all PAR group members (Appendix 6b). It is contended that 

these research reports may provide the starting point for other researchers or clinicians who 

wish to explore or develop combined service provision thus, demonstrating third person 

research skills. 

Finally, it was necessary to identify the key actions and outputs from the Participatory Action 

Research process which are outlined in the final PAR research report (Appendix 6b). This 

report facilitated transparency in how group discussion were linked to proposed actions and 

outputs, whilst reflecting the supports required for developing and implementing combined 

chronic illness care from the perspectives of patients and healthcare professionals. 

This chapter has outlined the research design utilised to undertake this study, it was also 

necessary to identify the means by which trustworthiness of data collection and analysis 

procedures was demonstrated and achieved. 
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Chapter Seven: Ensuring Study Trustworthiness 

7.0 Introduction  

The means by which trustworthiness was achieved and demonstrated are outlined in the 

following discussion. The criteria by which to establish the trustworthiness of qualitative data 

are outlined by Lincoln and Guba (1985) as; Credibility, Dependability, Confirmability and 

Transferability. Credibility refers to confidence in the truth of the data, and how the data are 

interpreted, which involves undertaking research by methods which promotes and 

demonstrates credibility (Lincoln and Guba, 1985).  

Credibility can be established via detailed and prolonged engagement with the data, 

triangulation, member checking and reflexive journaling (Lincoln and Guba, 1985). 

Dependability refers to the stability of the data over time and conditions if replicated elsewhere 

and that “dependability cannot be established in the absence of credibility” (Polit and Beck 

2008 p.539), 

Confirmability is related to the capability of the data to represent the information provided by 

participants and that there was equivalence in interpretation by two or more researchers (Polit 

and Beck, 2008 p.539). Confirmability is established when credibility, dependability and 

transferability are demonstrated and achieved.  

Finally the transferability criterion is associated with the ability of the research to be applicable 

in other settings (Lincoln and Guba, 1985), and researchers “provide sufficient descriptive data 

in the research report so consumers can evaluate the applicability of the data in other contexts” 

(Polit and Beck, 2008, p.539). 

These four criterion were utilised by Nowell et al. (2017) to establish trustworthiness in direct 

response to the fact that whilst qualitative research is “increasingly recognised and valued” that 

“few sophisticated tools are available to researchers for conducting a rigorous and relevant 

thematic analysis” (p.1). The research undertaken by Nowell et al. (2017) mapped Lincoln and 
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Guba’s (1985) trustworthiness criteria into the six phases of Braun and Clarke’s (2006) 

thematic analysis framework. 

The rationale which Nowell et al. (2017) provided for utilising the trustworthiness criteria 

established by Lincoln and Guba (1985) lay in the fact that it is “widely accepted and easily 

recognised” (p.3) It was argued by Nowell et al. (2017), that this criteria for establishing 

trustworthiness offers “pragmatic choices for researchers concerned with the acceptability and 

usefulness of their work for a variety of stakeholders” (p.3).  

The approach was applied by Nowell et al. (2017) to a 5-year mixed method study in Canada 

that involved patients and healthcare professionals/providers to “identify health and system 

needs and to develop plans to address those needs using quality improvement initiatives with 

best practice” (p.3). As the aims and objectives of this study are similar, it is anticipated that it 

is appropriate to utilise Lincoln and Guba’s (1985) criterion for establishing trustworthiness 

when using Braun and Clarke (2006) thematic analysis approach.  

It is proposed that trustworthiness in this study was achieved by demonstrating credibility, 

dependability, confirmability, and transferability through detailed and prolonged engagement 

with the data as previously outlined. Other methods used in this study to demonstrate 

trustworthiness included triangulation, continuous member checking by the Participatory 

Action Research group, documentation of decision-making processes and reflexive journaling 

which are outlined in the following discussion. 

7.1 Triangulation 

 

Triangulation is a navigational term used to “describe a technique of plotting a position using 

three separate reference points” (Streubert and Carpenter, 2011, p.349), originally applied in 

the context of social research methods (Campbell and Fiske, 1959). The purpose of the original 

work by Campbell and Fiske (1959) was “to link varying methodologies in the study of the 

same phenomenon” (Durif-Bruckert et al., 2015, p.462).  
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There has been much literary debate advocating against the use of a rigid two-dimensional 

triangle to represent triangulation, which may fail to identify or expose nuances within the data. 

This is represented in earlier discourse by Patton (1999), Richardson and Adams St. Pierre 

(2005) and later discourse by Denzin (2012), highlighting that triangulation would be better 

represented as a crystal rather than a rigid two-dimensional triangle. According to Halcomb 

and Andrew (2005) a crystal “reflects internal and external features, casting light in different 

directions and providing symbolic imagery for richness, complexity and variation” (p.74). 

Treacy (2010) also advocated the replacement of the two dimensional and rigid triangle with 

the multifaceted crystal and referred to a crystallisation which originated from poststructuralist 

theory and involves multiple theoretical lenses. This later articulation of triangulation by 

Denzin (2012) as a crystal builds on the earlier commentary by Denzin and Lincoln (2005) in 

which the purpose of triangulation was to “secure an in-depth understanding of the phenomena 

in question” (p.5).  

The articulation of triangulation has shifted from a structured rigid perspective to a more 

flexible nuanced approach facilitating individual aspects of the data to be illuminated. Earlier 

Patton (1999) broadened the discussion regarding triangulation to the use of multiple methods 

to develop an understanding of a phenomenon. 

Latter commentary by Weyers et al. (2008) argued that triangulation may also apply to the 

flexibility of using varying methods, tools, data sources and theories to obtain information 

about a phenomenon. Polit and Beck (2008) concur with is perspective in that triangulation is 

“the use of multiple sources or referents to draw conclusions about what constitutes the truth” 

(p.196). Streubert and Carpenter (2011) also indicate that triangulation is an “approach to 

research that uses a combination of more than one research strategy in a single investigation” 

(p.349). This view was shared by Bekhet and Zauszniewski (2012) in that triangulation is 

represented by “research which uses more than one kind of method to study a phenomenon” 

(p.40).  
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Thus so far, discourse pertaining to triangulation shifted from a rigid perspective of 

measurement of data to the use of triangulation to identify individual and unique aspects within 

the data through multiple methods and techniques. It is also necessary to explore if this change 

in perspective regarding the definition of triangulation has also resulted in changes in the 

purposes of triangulation. 

Earlier Streubert and Carpenter (1999) identified two purposes of triangulation namely, to 

confirm and promote the completeness of data. Bekhet and Zauszniewski (2012) expanded on 

the purposes of triangulation to include features relating to validity and quality of the data 

noting that triangulation can enhance the analysis and the interpretation of findings. It also 

promotes the “confirmation of findings producing more comprehensive data, increased validity 

and enhanced understanding of studied phenomena” (Bekhet and Zauszniewski, 2012, p.40). 

When “data is drawn from multiple sources, it broadens the researcher's insight into the 

different issues underlying the phenomena being studied” (Bekhet and Zauszniewski, 2012, p. 

41).  

Triangulation may be viewed from a variety of perspectives, from individual aspects of the 

data, to the tools and methods used. These variety of perspectives has led to consideration of 

the need to identify what is being observed in a research study or as Denzin (1978) describes 

as units of observation. Denzin (1978) indicated there is a requirement for some degree of 

agreement of the common units of observation in any study, which he defined as the “social 

objects in the environment of the scientist” (p.292). In addition, Denzin (1978) advocated the 

use of triangulation to assist in establishing lines of agreement or common ground when 

undertaking research because “scientists demand a certain degree of agreement as consensus 

may never be reached” (p.292). Consensus may not be achieved for a variety of reasons, firstly, 

each research method implies a different “line of action towards reality and hence each will 

reveal different aspects of it, much as a kaleidoscope depending on the angle at which it is 

held” (Denzin, 1978 p.292). Secondly, each researcher has a unique interpretation of research 
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methods resulting in an “endless variety of subtle differences in interpretation” (Denzin, 1978, 

p.293). Thirdly, each researcher has their own unique interpretation or definition of the matters 

being explored which in turn is influenced by “their past experiences, personal idiosyncrasies 

and current mood” (Denzin, 1978, p.293). Finally, the “world of observations is in a state of 

continuous change which may result in alternative observations if studied at different points in 

time” (Denzin, 1978, p.293).  

Patton (1999) focused on data collection methods and sources noting that, in order to gain in-

depth knowledge of a phenomenon and facilitate problem solving strategies, multiple methods 

or data sources are required. The “logic of triangulation is based on the premise that no single 

method ever solves the problem of rival explanations. Because each method reveals different 

aspects of empirical reality, multiple methods of data collection and analysis provide more grist 

for the research mill” (Patton, 1999, p.1192).  

Furthermore, research studies using only one method are “more vulnerable to errors linked to 

that particular methodology (e.g., loaded interview questions, biased or untrue responses) than 

studies which use multiple methods” (Patton, 1999, p.1192). Jick (1979) noted that “the 

effectiveness of triangulation rests on the premise that the weaknesses in each method will be 

counter-balanced by strengths of another” (p.602). Triangulation provides a means by which 

to strengthen analytic claims, enhancing the richness of the story the data tells, rather than an 

accurate one (Smith, 1996). Ussher (1999) likens the use of multiple methods to a jigsaw in 

which the various pieces enable a broader picture and enable deeper insights to be developed 

from research.  

Triangulation can also be used to test the validity of qualitative research through the 

“convergence of information from different sources” (Carter et al., 2014, p.545). However, an 

admonitory note was provided by Morse (1991), triangulation is not a means by which to 

maximise the strengths or minimise weakness of methods, but rather “is a method of obtaining 
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complementary findings which strengthen research results and contribute to theory and 

knowledge development” (p.122). However, Flick (2007) postulated that triangulation should 

not be viewed merely as a tool for validation, but as an alternative strategy to validation, which 

enhances the breadth and depth of the enquiry.  

In this study it was necessary to identify if triangulation was appropriate to employ in the course 

of undertaking this research.  Originally, Denzin (1978) related the use of triangulation within 

the sphere of qualitative research and “not the combination of quantitative and qualitative 

methods (Denzin, 2012, p.82). That said, Denzin (2012) countered this by highlighting that the 

term triangulation had “been used, abused and misinterpreted” and there has been a tendency 

when using mixed methods to “confuse pragmatism for triangulation and triangulation for 

mixed methods research (p.85).  

Denzin (2012) acknowledged that there has been a move from his original position posited 

(1978), which adhered to the methodological boundaries imposed by affiliation to 

quantitative/qualitative research when using triangulation. According to Denzin (2012) the 

impetus which informed this change lay in the fact that there is a requirement to move away 

from a discourse based within methods, tools, typologies, designs and “get back to the task in 

hand which is changing the world” (p.85). The “goal of which is to provoke change and create 

texts which play across gender and race, utopian texts that involve readers and audiences in 

this passion, moving them into action” (Denzin, 2012, p.85). Comparisons are drawn regarding 

the purposes of action research used in this study which is associated with praxis, 

transformative praxis and emancipation (Weaver and Olsen, 2006). 

This view is similar to those expressed earlier by Patton (1999) advocating that researchers 

should focus on “what is learned by the degree of convergence rather than forcing a 

dichotomous choice” between qualitative or quantitative data will result in research data which 

is more balanced and informative (p.1194). Patton (1999) argued that “it is worth noting that 
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qualitative and quantitative data can be fruitfully combined when they elucidate 

complementary aspects of the same phenomenon” (p.1194).As indicated by Weyers et al. 

(2008) the application of triangulation when undertaking research is diverse and can be used 

on “all levels of research and can cover from micro to macro issues” (p.207). For the purpose 

of this discussion it was necessary to outline triangulation approaches and how they were used 

in this study. 

7.1.1 Triangulation Approaches 

 

Early work by Denzin (1978) identified four basic types of triangulation; Data, Investigator, 

Theory and Methodological Triangulation. Denzin (1978), Patton (1999) and Carter et al., 

(2014) found consensus on the fact that four types of triangulation are evident in the literature; 

data source, method, investigator (analyst) and theory triangulation which are outlined in the 

following discussion.  

7.1.2 Data Source Triangulation 

 

According to Patton (1999) triangulation of data sources pertains to “comparing and cross 

checking the consistency of information at different times by different means” (p.1195). This 

may include comparing observational data with interview data, consistency in what is said 

about the same subject over time, linking what may be said publically and privately and 

comparing views from varying perspectives (Patton, 1999).  

Data triangulation is separated into methods of data generation and data sources (Denzin 1978). 

Methods of generating data refer to the means by which the data was identified, and data 

sources are related to the actual source of the data. Data sources are broken down into the three 

following sub groups; time, space and person. Denzin (1978) suggested that all observations 

relate to activities of “socially situated persons” and by identifying time and space “recognises 

their relationship to the observations of persons” (p.295).  
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7.1.3 Methodological Triangulation 

 

Denzin (1978) identified the following two types of methodological triangulation; within-

method and between-methods. Within-method triangulation is most frequently used when the 

phenomenon of interest is “viewed as multidimensional” and measured using a single method, 

however, “multiple strategies within that method” are used to analyse the data (Denzin, 1978, 

p.302). Within-method triangulation can also include “two or more research approaches from 

the same tradition i.e., using triangulation at the level of method or design” (Begley, 1996b, 

p.125). This opinion was shared by Kimchi et al. (1991) who stated that methodological 

triangulation was the application of more than one method at design or data collection stages 

of a study. 

According to Denzin (1978) between-methods triangulation refers to combining “dissimilar 

measures to measure the same unit” (p.302). Between-methods triangulation is more robust 

than within-methods triangulation as the strengths of one measure offset the limitations of 

another (Denzin 1989; 1979).  

7.1.4 Investigator Triangulation 

 

Investigator triangulation is defined by Denzin (1978) as using more than one observer, in 

which data are discovered independently by more than one observer (Silverman, 2006). The 

United Nations (2010) suggested that investigator triangulation is the “use of more than one 

investigator, interviewer, observer, researcher or data analyst in a study” (p.15). According to 

Weyers et al (2008) “a team of researchers can be mobilised to study the same phenomenon” 

(p.209). From a practical perspective, Halcomb and Andrew (2005) reported that investigator 

triangulation can be identified when, each investigator has played a prominent role in the study, 

there is a variety of investigator expertise and there is an ability to identify disciplinary bias 

which can serve as a mechanism for “contributing to the internal validity of the study” (p.77).  

7.1.5 Theory Triangulation 
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Theoretical triangulation according to Denzin (1978) is a component which few research 

studies achieve, as “typically a small set of hypotheses guide any study, and data are gathered 

that bear on only those dimensions “(p.297). However, in the opinion of Denzin (1978), studies 

benefit from approaching data from multiple perspectives and hypothesis. Theoretical 

triangulation is delineated by Weyers et al. (2008) as a decision by the researcher(s) to utilise 

a variety of theories and perspectives rather than a single means by which to interpret the data. 

Denzin (1989; 1978) noted utilising a singular approach to interpret the data presents the 

potential for empirical data to become unorganised as, each researcher searches only for the 

information pertinent to their chosen theory. Against this backdrop if theoretical theories are 

ill defined, the outcomes from the research is likely to be “confusing and unproductive” (United 

Nations, 2010, p. 24). 

7.1.6 Triangulation: Benefits and Limitations  

 

Benefits associated with employing triangulation include preventing an over reliance on data 

gleaned from one perspective or methodology thus, reducing the potential for bias and 

overcoming “method boundness” (Cohen et al., 2018, p.265). Utilising triangulation promotes 

the visibility of qualitative research as there has been a tendency particularly “within many 

doctoral theses to highlight only the quantitative measures” (Jick, 1979, p.605).  

Utilising triangulation can help to determine if data agree, complement or contradict each other 

leading to enhanced understanding of the data (Tonkin-Crine et al., 2016). Triangulation is a 

means by which the credibility of qualitative research can be established (Lincoln and Guba, 

1985). Credibility is required to demonstrate the trustworthiness of the research data and 

findings and a failure to establish trustworthiness may negatively impact on the ability of 

research consumers to trust the research outcomes (Vaismoradi et al., 2013).  

Furthermore, triangulation facilitates transparency in the research process which may 

sequentially enhance the potential for the future transferability of the research. According to 
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Turner and Turner (2018), although there is a recognition that triangulation cannot “bridge 

paradigms or establish truth or facts we argue that a careful application of the approach remains 

valuable in the verification of conclusions and in compensating for the lacunae and partiality 

of single technique’s, data sources or researcher analyses” (p.2). 

By triangulating data sources, Denzin (1978) contends that “analysts can efficiently employ 

the same methods to maximum theoretical advantage” (p.295). The rationale for this statement 

lies in the fact that by determining the time, space and person of data sources, allows settings 

which are not similar to be examined which, potentially offers the means to identify similarities 

in a systematic way or reveal unique features that are contextually embedded to be determined. 

Other benefits associated with investigator triangulation include the ability to confirm findings 

and promote credibility of the research through “decreasing bias in gathering, reporting and/or 

analysing study data” (United Nations, 2010 p.15). Conversely a reduction in bias must be 

considered as some investigators may undermine the objectivity of their own findings or 

display behaviours of resistance to the perspectives of others (United Nations, 2010).  

Whilst the benefits of utilising triangulation have been outlined, Turner and Turner (2018) 

emphasised that triangulation may be useful to provide information pertaining to the 

phenomena of interest, it does “not present any form of objective truth and its results must be 

interpreted in this way” (p.2). Limitations associated with using triangulation include that it 

requires investigator skill, considerable time and funding (Cohen et al., 2018).  

There has been a tendency within literary discourse towards the failure to provide clarity and 

or detail regarding why triangulation was utilised or how coherence was demonstrated within 

the research questions/purpose (Halcomb and Andrew, 2005). This according to Begley 

(1996b), may lead methods being implemented in their most basic form and reduced bias 

checking procedures. To counter these potential limitations, it is recommended to keep a 

documented account of the research choices, and acknowledgement of the potential difficulties 
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encountered (Halcomb and Andrew, 2005). Methodological triangulation was used in this 

study to elucidate more information from varying perspectives on the phenomena of interest 

and provided a means by which to establish trustworthiness of the research data.  

7.2 Triangulation: Study Context 

 

This study adopted methodological triangulation utilising a between-methods approach. 

Between-methods triangulation was demonstrated through qualitative Focus Groups, PAR 

consensus/actions and Discovery Interviews. 

Focus Groups and Discovery Interviews collected data relating to the features of the care 

experience which patient’s value, from the varying perspectives of healthcare professionals and 

patients. The value of using these qualitative methods lie in the fact that these data collection 

methods yield different information and perspectives and as noted by Carter et al. (2014), 

“…one method is not better than the other, but rather that the two approaches were 

complementary” (p.545). Adopting this approach facilitated data to be constantly compared 

and linkages identified (Lapadat, 2010), which enhanced the consistency of the data and its 

ability to address the research question (Jugder, 2016). 

Between-methods triangulation was also used to quantitatively identify patient default rates at 

each participating study site. In contrast, Discovery Interviews and healthcare professional 

Focus Groups explored the reasons of patient non-attendance for clinical review in the 

outpatient setting. Thus, utilising a quantitative measure of patient failure to attend and 

qualitative Focus Group and Discovery Interview information provided a platform to develop 

a greater understanding of the reasons which lie behind failure to attend statistics, which was 

one of the defined purposes within this study.  

According to Field and Morse (1985), methodological triangulation may occur simultaneously 

or sequentially. Simultaneous triangulation is the use of quantitative and qualitative methods 

with limited contact between the data during collection. However, the “findings complement 
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one another at the end of the study” (Morse, 1991, p.120). Sequential triangulation occurs when 

the information or results from one method are required to plan the next phase of research 

(Morse, 1991). Within this study, sequential triangulation was chosen based on the stated 

objectives of the study, i.e., to use information obtained from Retrospective Chart Review, non-

attendance statistics, Focus Groups, Discovery Interviews and Participatory Action Research 

group transcript data to inform the development and implementation of combined type 2 

diabetes and chronic kidney disease care.  

The strengths associated with methodological triangulation in nursing research include 

confirmation of findings, and the ability to produce more authentic and insightful data (Casey 

and Murphy, 2009). However, difficulties occur when the methods chosen are incompatible, 

or do not address the research question or objectives or fail to reduce bias or indicate how 

triangulation was employed (Casey and Murphy, 2009). Strategies to supersede these 

difficulties which were used in this study included the use of a well-defined research question 

(Begley, 1996b) and by demonstrating how triangulation was utilised (Casey and Murphy, 

2009). Furthermore, the rationale for using methodological triangulation in this study was that 

this method facilitates “a more complete, holistic and contextual portrayal of the units under 

study” (Jick, 1979, p.603). 

To overcome the potential limitation of investigator bias where investigators undermine the 

objectivity of their own findings, or there exists a resistance to the perspectives or views of 

others, the following strategies were employed in this study. Methodological triangulation 

adopting a between-methods approach was utilised to develop themes, codes, patterns within 

the data from Discovery Interview, PAR and Focus Group transcripts. Between-methods 

triangulation was used to quantitatively identify patient default rates at outpatient services at 

each participating study site and this information was correlated with Discovery Interviews and 

Focus Groups data to provide information as to why patients do not attend for scheduled 
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outpatient review, and healthcare professional’s perceptions and broaden understanding of 

non-attendance. 

7.3 Member Checking 

 

Member checking has been defined by Polit and Beck (2008 p.758) as “a method of validating 

the credibility of qualitative data through debriefing and discussions with informants”. Member 

checking “refers to the practice of checking your analysis with your participants. Researcher’s 

choose this approach in a bid to avoid misrepresenting the views of participants” (Clarke and 

Braun 2013, p.282). According to Clarke and Braun (2013) member checking could be 

regarded as the qualitative version of reliability” (p.282). Member checking was described by 

Lincoln and Guba (1985) as a credibility check and has its origins in phenomenological 

research (Smith, 1996). When utilising member checking, there is an assumption that 

participants are the ultimate authority and have complete insight into their own experiences.  

However, giving voice to participant experiences requires interpretative activity which in turn 

is influenced by the researchers own values and assumptions (Smith et al., 2009). Ontologically 

“member checking is situated within a realist framework and so is underpinned by an 

assumption that seeking to depict the truth of participant’s experiences is worthwhile” (Clarke 

and Braun 2013, p.285). 

Thomas (2017) proposed that “the literature on member checks has diverse and conflicting 

views. The most common types of member checks include, interview participants’ being sent 

a copy of their own transcript for “review, comment and/or correction or a draft copy of the 

research report” (p.23). That said, there is a considerable disparity of views amongst 

researchers regarding the benefits of member checking (Thomas, 2017). Much of the literature 

extolled the view that member checks enhance quality, however, this was a taken for granted 

assumption without any justification (Thomas, 2017). This view represents a sharp contrast to 

other researchers who advise against uncritical appraisal of member checks (Thomas, 2017). 
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In a bid to investigate the disparity of views, Thomas (2017) undertook a literature review to 

address the following question “under what circumstances might member checks be justified 

and for what types of qualitative research?” (p.24). In total, 44 literature sources including 

books, book chapters from qualitative research reports, journal reviews and commentaries 

addressing member checking between the years 2000-2015 were included. Outcomes from the 

review noted a lack of detail regarding member checking in many research reports which may 

have been attributable to a limited journal word allowance, low response rates and a dearth of 

information relating to any changes which occurred as a result of member checking (Thomas, 

2017). Issues also emerged regarding the assumption that participants were willing to engage 

in member checking, withdrawal of transcript information, alteration of transcripts by 

participants to the point where they no longer reflected the verbal exchange. Member checking 

may also result in participants removing information which they perceive may reflect poorly 

on them. 

Accordingly, Thomas (2017) proposed that “to achieve transformational validity, participation 

of respondents and a collaborative relationship during the research process are needed. Member 

check procedures are part of this collaboration” (p.34). In participatory research strategies, 

member checks are a component of the “ongoing interactions between researchers and 

participants” (Thomas, 2017, p.33). Collaborative approaches to undertaking research 

emphasise stakeholder involvement in the research process, and evaluation of the research 

outcomes (Rodriquez-Campos, 2012).  

A cautionary account regarding using member checking is provided by Thomas (2017), noting 

a dearth of evidence in the literature reviewed regarding the benefit of member checking. That 

said, where the main aim of the research is to provide an accurate representation of “participants 

perspectives or experiences or in participatory of collaborative research strategies, selective 

use of member checks may be justified” (Thomas, 2017, p.39). In situations where change is 

anticipated and there is ongoing collaboration between researchers and participants in data 
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collection, analysis and drafting of reports, it is likely that “individual checks will often recede 

into the background” as they become part of the ongoing evolving collaboration (Thomas, 

2017, p.38).  

According to Clarke and Braun (2013) member checking is not theoretically neutral, it is 

informed by the goals and assumptions of the research. In conclusion, Thomas (2017) 

suggested that member checks are suitable in certain instances particularly in the context of 

participatory research, and researchers are advised to consider the potential benefits and 

limitations and provide details of how they were utilised, inclusive of consent procedures. 

7.3.1 Member Checking Study Context 

 

In the case of participatory or collaborative work, member checking could be viewed as less of 

a singular act and regarded as one which the group undertakes in the context of their workings. 

In this study, member checking was viewed as the work of the PAR group in the collaborative 

discussions, and actions. Member checking was undertaken by the following means. The three 

Participatory Action Research group meetings were audio taped, transcribed and transcripts 

were disseminated to all members of the PAR group. A PAR group report regarding group 

transcripts, proposed actions, group minute consensus and outputs was developed and sent via 

secure email to all PAR group members for review and approval (Appendix 6b). Thus within 

this study, member checking was viewed as a continuous group orientated process in contrast 

to a singular act. Appling member checking by this means was supported by continuous 

documentation of group activity and decision making processes. 

7.4 Documentation of Decision making Processes 

 

Adopting a theoretical perspective informed by Critical theory enabled data to be co-generated 

from multiple perspectives and provided the potential to offset issues pertaining to researchers 

gathering information linked to their own theoretical viewpoint or investigator bias. The 

Participatory Action Research group (PAR) and Focus Groups membership was comprised of 
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healthcare professionals from a variety of disciplines including administrative, medical and 

nursing staff from primary and secondary care, which promoted inter-disciplinary perspectives 

and biases to be elucidated through respective group activity.  

The activities of the Participatory Action Research (PAR) group was conducted equitably in 

which group minute consensus was reviewed, and signed off by all members of the PAR group 

prior to any actions being undertaken. Furthermore, a pre-requisite for continued ethical 

approval at all participating sites was a full account of the research findings and outcomes and 

how these were achieved, and was disseminated to all participating sites and stakeholders 

(Appendix 6a). A PAR Group report was also developed and sent via secure email to all PAR 

group members for review and approval (Appendix 6b). An additional means by which 

documentation of decision making processes was demonstrated was the maintainence of a 

reflective research journal. 

7.5 Reflexive Journaling  

 

Braun and Clarke (2006) recommended a practical step to promote rigour and to illuminate the 

analysis procedure and decisions is the maintenance of a reflective journal by researchers. As 

outlined previously, a research journal was maintained utilising the Observation (O), 

Emotional Reaction (R), Judgement (J) and Intervention model (ORJI) by Schein (1999) for 

the purposes of this study (Appendix 2). The expressed purpose of maintaining this journal was 

to reflect the methodological decisions and alterations with a supporting rationale during the 

course of this study. 

7.6 Data Confidentiality, Security and Storage 

Participants were informed that their privacy would be maintained at all times and that all data 

collected would be treated with confidentiality throughout the study and during dissemination 

of results. With the exception of the private correspondence required to undertake the study, 

the identity of participants and the participating sites from where they are recruited was not 
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revealed on any documents for publication within the public domain. All data collection was 

fully compliant with General Data Protection Regulation (EU 2016/679) and Research Ethical 

Committee Approval (2018). All data security and storage was fully compliant with General 

Data Protection Regulation (EU 2016/679) and Research Ethical Committee Approval (2018). 
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Chapter Eight Findings 

8.0 Introduction 

Following analysis of Focus Group, Participatory Action Research group and Discovery 

Interviews utilising Braun’s and Clarke (2006) thematic analysis framework, the following 

findings in the form of themes were identified. Quotes are provided to provide an insight into 

the transcript data which informed theme development. 

8.1 Focus Group Themes 

 

Thematic analysis was used to develop themes from all four Focus Groups undertaken with 28 

participants whom had specific expertise in the management of diabetes or nephrology care. In 

total 61 codes and nine sub codes were developed from transcript data and contributed to the 

development of the following eight themes across the focus group data set (Figure 20) and the 

final focus group thematic map (Figure 21 & 22). 

8.1.1 Theme 1: “Operating in silos”  

 

Definition: Care delivery for patients with combined type 2 diabetes and chronic kidney 

disease is condition specific and provided separately. 

In the following discussion the eight codes which contributed to the development of Theme 1 

are outlined (Figure 21). Focus Group discussion indicated that specialist nephrology and 

diabetes care teams provide care separately and do not share the same clinical management 

priorities. 

“We are all off doing “our own thing” …the patient is stuck in the middle and none of us 

are talking to each other about the patient” (008CNM2 Chronic Kidney Disease) 

“The renal team concentrate on giving renal advice, the feet and eye exam aren’t the priority 

of the renal team who may not even take off their shoes to examine their feet” 

(012Consultant Endocrinologist) 

 

Diabetes specialist teams viewed diabetes as the primary diagnosis in patients with both 

conditions and prioritised blood glucose management. 
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“I suppose the real focus is their diabetes we do kinda monitor their kidney function and 

ACR but the real focus would be on the diabetes” (027RANP Diabetes). 

“And I can say that we forget about the others…like looking at the creatinine or eGFR…” 

(024Medical Registrar) 

 

Nephrology specialist teams primarily focussed on providing renal management advice and 

highlighted the fact that specific information was needed to inform clinical decisions without 

which appropriate decision making regarding renal disease management could be difficult. 

“We largely advise around the patient’s renal management, but we cannot see or sort 

patients in the absence of the information to make these decisions” (004Consultant 

Nephrologist). 

 “Without the necessary information we cannot make decisions” (001Consultant 

Nephrologist). 

 

Both specialist diabetes and nephrology care teams expressed difficulty in the clinical  

management of patients with combined type 2 diabetes and chronic kidney disease care, albeit 

from varying perspectives. The extracts below identify that specialist diabetes care team’s 

experienced difficulty clinically managing kidney disease in patients with diabetes.  

“Having the expertise to manage this caseload would be a problem because it tends to be 

expertise in either of the conditions not usually the two conditions together” (012Consultant 

Endocrinologist) 

“The diabetes team don’t have the renal expertise” (008CNM2 Chronic Kidney Disease). 

Nephrology care teams expressed a lack of any experiential knowledge in the management of 

diabetes in patients with both conditions. 

“We don’t know enough about diabetes to manage these patients” (010CNM2 Home 

Dialysis) 

“We do not have the clinical experience of managing diabetes ….or a working knowledge of 

new and emerging diabetes therapies”.(002Consultant Nephrologist) 

“We really need support in managing diabetes” (008CNM2 Chronic Kidney Disease) 

Both specialist teams emphasised that there was a lack of professional expertise, experience 

and knowledge of combined type 2 diabetes and chronic kidney disease care. In the course of 

the Focus Group deliberations the increased prevalence of diabetes and by proxy diabetes 
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associated complications were identified as a significant issue for healthcare planners and 

providers, which led to the development of Theme 2 “Stemming the Tide” 

8.1.2 Theme 2: “Stemming the tide”  

 

Definition: Connecting the dots in a fragmented healthcare environment for an increasing 

population with type 2 diabetes and chronic kidney disease. 

Seven codes contributed to the development of Theme 2 (Figure 21). In the course of Focus 

Group discussion specialist diabetes and nephrology care teams acknowledged that whilst 

healthcare reform to meet increasing chronic illness care provision demands are planned, this 

may be negatively impacted by external factors such as availability of professional expertise 

and resources. 

“We haven’t got the resources to deal with the multifactorial interventions required for these 

patients” (004Consultant Nephrologist). 

“There’s an assumption that all of their multifactorial interventions are being put in place 

by us….and they aren’t” (001Consultant Nephrologist). 

 

Across disciplines and specialities it was acknowledged that the prevalence of type 2 diabetes 

and chronic kidney disease poses a significant care delivery challenge and planning is required 

to provide required services. 

 “Specialist services will become overrun with potentially inappropriate referrals and if it’s 

overrun it will not be effective” (003Consultant Nephrologist) 

“Staff would need to be freed up from other work, we would need staff, space, IT systems 

which could communicate between nephrology and diabetes/endocrinology teams” 

(012Consultant Endocrinologist). 

 

However current combined type 2 diabetes and chronic kidney services had evolved from 

clinical need without adequate planning or resources which may in turn lead to missed early 

chronic kidney disease management strategies.  

“Well the service sprung up or just kind of evolved but now it’s getting bigger and bigger 

and the infrastructure isn’t there to support it because it sprung out of need to find a solution 

to managing CKD in this population cohort” (012Consultant Endocrinologist). 
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Throughout each Focus Group, across disciplines and specialties there was a consensus that 

the development, implementation and sustainability of new services requires adequate planning 

and resources. According to participants the provision of combined care for these associated 

conditions has the potential to confer additional benefits and led to the development of Theme 

3: “Combined Service, so say all of us”. 

8.1.3 Theme 3: “Combined service, so say all of us”  

 

Definition: Specialist diabetes and nephrology teams indicate combined management 

improves care outcomes and experience whilst enhancing skills and relationships between 

specialist teams. 

Seven codes contributed to the development of Theme 3 (Figure 21). Both specialist diabetes 

and nephrology teams acknowledge the increasing prevalence of chronic kidney disease in 

patients with type 2 diabetes presented a significant healthcare delivery challenge.  

“With the increased level of T2D there will be more patients with CKD, because every year 

more and more patients will be referred” (008CNM2 Chronic Kidney Disease). 

 

Active glucose management strategies were perceived to prevent renal function decline and 

may improve care experience and outcomes for patients with these combined conditions.  

“We see less CKD and progressive CKD where diabetes is well managed…so if we want to 

see less CKD their diabetes must be well managed” (001Consultant Nephrologist). 

 

“By combining the management of their diabetes and kidneys at the same clinic we have 

managed to improve their overall glucose control and by default slow down the rate of their 

kidney function decline” (012Consultant Endocrinologist). 

 

Specialist diabetes and nephrology teams highlighted that additional benefits associated with 

the provision of combined type 2 diabetes and chronic kidney disease care which included; 

interdisciplinary enhanced working relationships, skills and knowledge between specialist care 

teams, whom usually provide care separately.  

“We could all give advice together which would be more streamlined for the patient” 

(010CNM2 Home Dialysis). 
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 “For myself through the combined clinic I have developed my own skills and expertise 

through liaising with my nephrology colleagues from medicine and nursing in managing 

patient’s with T2D and CKD and this has transferred into better working relationships with 

the renal team which has transferred to the inpatient service and at ward management level 

as well” (012Consultant Endocrinologist) 

 

Amongst specialist care teams there was a consensus that both diabetes and nephrology care 

teams need to prioritise information sharing and giving with patients regarding how to care for 

their kidneys and potential negative health impacts associated with progressive renal function 

decline.  

 “Well I suppose because they aren’t really aware about their kidneys, not like testing your 

bloods. I suppose it’s really about us getting the message about minding the kidneys to across 

to patients” (028CNS Diabetes). 

 

“I think that lots of patients’ don’t realise how serious their diabetes is or the impact it can 

have on their kidneys” (016Clinical Nurse Specialist Diabetes) 

 

There was an acknowledgement amongst specialist care teams that failure to attend for 

scheduled review can be a significant issue in the provision of both type 2 diabetes and chronic 

kidney disease care. Focus Group discussions considered the potential reasons why patients 

may fail to attend which informed development of Theme 4 “Why we did not attend”. 

8.1.4 Theme 4: “Why we did not attend” 

 

Definition: Perceptions of specialist diabetes and nephrology healthcare professionals as to 

why patients fail to attend. 

Eleven codes contributed to the development of Theme 4 (Figure 21). There was a recognition 

by diabetes and nephrology specialist healthcare professionals that in their view balancing life 

and kidney disease management was difficult for patients. Contributing factors to perceived 

difficulties included the management of other co-morbidities and associated treatment burden.  

“I think at the combined diabetes and nephrology service we have the worse patients in terms 

of complications, because if they have the kidney disease, eye disease, a few toes have fallen 

off and all of the metabolic and circulation issues poorly controlled diabetes over a period of 

time brings” (012Consultant Endocrinologist) 
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From the perspective of Focus Group participants the covert nature of symptoms experienced 

by patients with type 2 diabetes and chronic kidney disease may contribute to a lack of 

understanding by patients that diabetes may cause additional deterious health problems.  

 “It’s on the back burner and it’s too late by the time something catastrophic happens” 

(028CNS Diabetes). 

 “Patients with type 2 diabetes especially, just don’t view it as a condition with really serious 

complications” (027RANP Diabetes). 

“But because of the silent nature of kidney disease they assume because the feel ok that they 

don’t need to come and there is a lot of that”. (008CNM2 Chronic Kidney Disease) 

 

Many Focus Group participants indicated that patients are more likely to attend if their 

healthcare professional is known to them and that such relationships were valued by patients.  

“I think that patients need a named contact, a person who routinely provides their care and 

they have an established relationship, that’s what matters to them and makes them come in”. 

(018CNS Diabetes). 

 

However participants recognised that patients frequently have to navigate relationships with a 

variety of healthcare professionals and may have to travel long distances for specialist 

healthcare and that the service delivery mechanism may impact on their ability to attend.  

“They see a different person every time and are none the wiser going home” (010CNM2 

Home Dialysis). 

“If you were trying to get time off work to be going to appointments especially if you say had 

to go to XXXX for the diabetes and XXXX for the renal….it’s not easy” (027RANP Diabetes). 

 

“Well at this clinic people come from all over the country because we are a national 

transplant centre, so there’s a lot of travel involved” (018Clinical Nurse Specialist Diabetes). 

 

Focus Group participants across medical and nursing disciplines identified that there are no 

sanctions imposed on patients who fail to attend and from their perspectives consultations could 

be challenging particularly when patient behaviours required lifestyle modification and 

adjustment.  

 “I think that they find it too easy to get another appointment, so not turning up doesn’t 

really affect them” (027RANP Diabetes). 

“They don’t attend because they (patients) don’t want to have the difficult conversations” 

(003Consultant Nephrologist). 
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Diabetes and nephrology specialist nursing participants highlighted that patients fail to attend 

for scheduled review because they fear bad news regarding their condition.  

“There is also psychology, a lot of them know that they are badly controlled but they don’t 

want to know and don’t want to be told so they just don’t turn up” (012Consultant 

Endocrinologist). 

“I think that sometimes they are afraid of what might be said” (026 Integrated Care CNS 

Diabetes).  

“I think patients are nervous about their results, and they don’t want to hear if they are bad” 

(023Staff Nurse Diabetes). 

 

In summary Focus Group participants had broad consensus on the reasons why patients fail to 

attend for scheduled review and contributing factors for failure to attend included the silent 

nature of type 2 diabetes and chronic kidney disease symptoms and lack of understanding by 

patients that diabetes can cause additional health problems. Patients may also view that medical 

consultations are challenging and patients fear bad news regarding their health status. Other 

factors which contribute to failure to attend for review include patient management of 

competing co-morbidities and treatments, travelling long distances for specialist healthcare and 

navigating their healthcare management with a variety of healthcare professionals. 

Focus Group participants discussed potential difficulties in the provision of combined type 2 

diabetes and chronic kidney disease care informed through the lens of their specific area of 

expertise which contributed to the development of Theme 5 and 6. 

8.1.5 Theme 5: “Difficulties experienced by diabetes specialist teams in the provision of 

combined type 2 diabetes and chronic kidney care”  

Definition: Difficulties of providing combined management through the lens of specialist 

Diabetes care teams. 

Nine codes contributed to the development of Theme 5 in which diabetes healthcare 

professionals identified potential difficulties in the provision of combined type 2 diabetes and 

chronic kidney disease care (Figure 22). Diabetes healthcare professionals identified that 
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patients with kidney disease are diverse and as healthcare professionals they experienced 

difficulty managing kidney disease in cohorts with diabetes.  

“The patients need to be referred to renal services when their renal function is declining we 

are confused about the eGFR and the ACR…and which one do we follow now and what’s 

all this about? What does it mean?”  (026Integrated Care CNS Diabetes). 

Contributing factors to this difficulty amongst specialist diabetes care professionals included 

lack of professional expertise in combined management, an unstructured approach to both 

kidney disease screening and utilisation of specific guidelines to direct care.  

“We don’t use any specific guidelines” (012Consultant Endocrinologist). 

 

(Moderator) “Are there specific Chronic Kidney Disease guidelines you utilise to inform 

care delivery?  “Common sense” (025Consultant Physician Diabetes). 

 

Diabetes healthcare professionals identified diabetes as the primary condition in patients with 

both conditions. It was highlighted by specialist diabetes Focus Group members that whilst 

diabetes and renal teams needed to work together, diabetes care providers experience difficulty 

accessing treatment interventions such as intravenous iron for patients with renal disease. 

Consultant Endocrinologists highlighted that renal specialist teams had direct access to such 

interventions resulting in power imbalances between teams.  

“There’s a long waiting list to be seen in renal we don’t know when they are referred how 

long are they likely to be waiting” (028CNS Diabetes). 

“Nephrology would need to start giving us access to booking IV iron because at the moment 

we don’t have that access”, (012Consultant Endocrinologist). 

 

As Focus Groups were also undertaken with specialist nephrology care teams their views 

regarding the difficulties they experience relating to the provision of combined care were also 

elucidated and informed development of Theme 6. 
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8.1.6 Theme 6 “Difficulties experienced by nephrology specialist teams in the provision 

of combined type 2 diabetes and chronic kidney care” 

Definition: “Difficulty of providing combined care through the lens of specialist Nephrology 

care teams” 

Theme 6 was informed by eight codes developed from Focus Group transcript data with 

specialist nephrology healthcare professionals from the disciplines of nursing and medicine 

(Figure 22). Nephrology healthcare professionals identified that people with kidney disease are 

diverse and as healthcare professionals they experienced difficulty managing diabetes in 

patients with kidney disease. A contributing factor to this difficulty amongst specialist 

nephrology care professionals was the expressed view that diabetes management was complex 

and they lacked professional expertise in combined management and diabetes care 

professionals were better placed to provide combined care. This may also contribute to power 

imbalances between specialist teams.  

“Experience and expertise managing both of these conditions, that’s where one of the real 

challenges is” (004Consultant Nephrologist). 

“We do not have the clinical experience of managing diabetes ….or a working knowledge 

of new and emerging diabetes therapies” (002Consultant Nephrologist). 

 

The primary focus of nephrology care teams was to provide renal management advice, however 

this specialist renal management advice may not implemented by other healthcare 

professionals. It was acknowledged by nephrology Focus Group members that combined care 

was a good idea and that specialist renal and diabetes teams needed to work together.  

As both specialist diabetes and nephrology care teams highlighted that combined management 

is a good idea and need to work together which led to the development of Theme 7, “More in 

common than we think”. 

8.1.7 Theme 7: “More in common than we think”  
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Definition: Specialist Diabetes and Nephrology Care Teams share common views on the 

need for combined Type 2 Diabetes and Chronic Kidney Disease care. 

The development of Theme 7 was informed by seven codes with nine related sub-codes (Figure 

22). Theme 7 is comprised of the common codes from themes 1-6 from nephrology and 

diabetes specialist Focus Groups which have been previously outlined and supported with 

quotes. The purpose of this component of the discussion was to highlight that both specialist 

teams highlight the lack of professional expertise in combined type 2 diabetes and chronic 

kidney disease management. Specialist healthcare teams need to work together which enhances 

their relationships, skills and knowledge and may improve care experiences and outcomes for 

patients. Specialist teams agreed that progressive renal disease management requires specialist 

nephrology referral and active glucose management prevents renal function decline without 

which early chronic kidney disease management opportunities may be missed.  

The increased prevalence of type 2 diabetes and chronic kidney disease represents a significant 

healthcare delivery challenge and the adoption, implementation and sustainment of combined 

care requires planning and resources and failure to attend may impact negatively on service 

provision. Care teams are cognisant that changes in healthcare delivery mechanisms may be 

influenced by external forces related to availability of professional expertise and resources. 

Specialist nephrology and diabetes care teams acknowledge that from a patient’s perspective 

balancing life with kidney disease is difficult and sharing the importance of kidney disease 

management with patients is a priority.  

Focus Groups were comprised of healthcare professionals from the disciplines of nursing and 

medicine and also focussed on identifying the nursing contribution to care in line with the 

research aims and objectives and informed Theme 8, “Identifying the nursing contribution to 

care”. 

8.1.8 Theme 8: “Identifying the nursing contribution to care” 
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Definition: Views of specialist Diabetes and Nephrology care teams to nurse led combined 

Type 2 Diabetes and Chronic Kidney Disease care. 

Theme 8 was informed by four codes. Specialist Diabetes nursing healthcare professionals held 

the view that combined type 2 diabetes and chronic kidney disease care could be provided by 

nurses with renal or diabetes expertise (Figure 22).  

“Now that we have been discussing it I can see that diabetes or renal nurses can do this and 

do it well” (027RANP Diabetes). 

However Consultant Nephrologists and Endocrinologists considered that Diabetes specialist 

nurses and diabetes healthcare professionals were best placed to provide combined care in view 

of their level of diabetes knowledge which was considered to be more complex and that chronic 

kidney disease expertise could be achieved. 

“Combined T2D & CKD management would work much better from the perspective of a 

diabetes professional who could learn to manage CKD” (002Consultant Nephrologist). 

“Seriously, I do think that from setting up a combined service point of view that you need 

diabetes experience and expertise which is vital and then learn the renal management of 

straightforward and stable CKD (012Consultant Endocrinologist). 

 

Specialist Nephrology Consultants also held the view that Registered Advanced Nurse 

Practitioner (RANP) role and services provided a potential healthcare solution to current 

delivery deficits. 

“We are in a vicious cycle of repetition and we need to change and RANP are definitely a 

means by which to meet the need for change” (004Consultant Nephrologist). 

“When patients are managed by an RANP with expertise in both conditions their general 

health status is managed much better so they tend to have better renal outcomes” 

(001Consultant Nephrologist). 

Diabetes and Renal care professionals held positive views in terms of existing Registered 

Advanced Nurse Practitioner (RANP) services. Both Consultant Nephrologists and 

Endocrinologists highlighted that nursing care incorporates the multifactorial case 

management supports required by patients with both conditions, however this may not be a 

feature of medically led care. 



  

251 
 

“RANP nursing expertise tends to follow up the additional multifactorial management 

supports and seem to be better than us at “getting through” to patients to make these 

changes” (003 Consultant Nephrologist). 

“The advice that they are given by the diabetes nurses is based management of more than 

one issue, its multimorbidity management” (025Consultant Physician). 

 

The final eight Focus Group themes are outlined (Figures 20, 21 & 22). For the purposes of 

this research study Braun’s and Clarke (2006) thematic analysis framework was also utilised 

to develop six themes from Participatory Action Research Group transcripts.  
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Figure 20: Focus Group Final Themes (1-8) 

 

 

 

 

 



  

253 
 

Figure 21: Focus Groups Final Thematic Map (Themes 1-4) 
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Figure 22: Focus Group Final Thematic Map (Themes 5-8) 
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8.2 Participatory Action Research Group Themes 

 

Thematic analysis was used to develop themes from the three Participatory Action Research 

group meetings in which the 17 participants had specific expertise in the management of 

diabetes or nephrology care and services. In total 27 codes and 18 sub codes were developed 

from transcript data, and contributed to the development of six themes across the Participatory 

Action Research group data set (Figure 23) and led to the development of the final thematic 

map (Figure 24). 

8.2.1 Theme 1: “Not in the know”  

 

Definition: Non nephrology specialist healthcare professionals experience knowledge and skill 

deficits in combined chronic kidney disease and type 2 diabetes management” 

Theme 1 was informed by six codes and four related subthemes (Figure 24). Specialist diabetes 

healthcare professionals and General Practitioners held the view that diabetes was the primary 

diagnosis in patients with both conditions.  

“I think that the diabetes management is the core and then the CKD would be the sub 

speciality from that” (017General Practitioner). 

Specialist diabetes teams and General Practitioners acknowledged that care for these conditions 

was provided separately and diabetes and renal teams need to work together.  

“However in larger level 4 hospitals, specialists often work in isolation and don’t cross 

pollinate” (003Consultant Endocrinologist).  

“And when I refer to the diabetes dept. in xxxxx they don’t seem to have any link to 

nephrology, it seems to be up to the GPs to refer to nephrology” (017Gerneral Practitioner). 

 

Diabetes healthcare professionals from the disciplines of nursing and medicine indicated that 

they experience difficulty managing kidney disease in patients with diabetes and this lack of 

expertise in managing chronic kidney disease complicated diabetes management.  
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“However if you don’t know the basics providing CKD care, it just puts another layer of 

complexity into providing diabetes care” (003Consultant Endocrinologist) 

“They are then referred to nephrology because there is a lack of expertise in how to manage 

chronic kidney disease in patients with diabetes” (007CNS Diabetes Integrated Care). 

 

PAR group members reached consensus that deficits in expertise and knowledge could be 

addressed through the development of a specific Type 2 Diabetes and Chronic Kidney Disease 

algorithm and education programme for healthcare professionals considering the establishment 

of a combined care service. 

“I think that something with the proper back up such as an algorithm would give primary 

care physicians and nurse’s confidence about the decisions we are making in managing 

these patients safely outside of the hospital setting” (017 General Practitioner). 

“I think if we had an algorithm and an education programme it would be good to have a 

clear pathway of care, decided locally where they go, so there isn’t duplication and we all 

know what services are available locally so the algorithm would fit the situation” (015 

General Practitioner). 

 

Consultant Endocrinologists held the view that combined type 2 diabetes and chronic kidney 

disease care could be delivered by nurses with expertise in diabetes or renal care.  

“As an Endocrinologist I don’t think it’s exclusive to one or the other discipline, it could be 

done by nurses from either a background in diabetes or CKD management, but it would 

probably be easier from a diabetes background” (003Consultant Endocrinologist). 

 

However, Specialist diabetes nurses and General Practitioners indicated that diabetes nurses 

may be better placed to provide combined care due to their level of expertise in diabetes 

management. 

“I think it would be better from a diabetes background, as that’s the mainstay of the patient’s 

condition and then they have gone on to develop CKD in the majority of cases” (017General 

Practitioner). 

“I think there are advantages in having a background in either diabetes or renal disciplines, 

but I think experience and a background in diabetes is advantageous” (008RANP Diabetes 

& Renal Impairment). 

 

The PAR group recognised that the prevalence of cohorts with both conditions was increasing 

which led to the development of Theme 2, “Stemming the tide”. 
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8.2.2 Theme 2: “Stemming the tide”  

 

Definition: Connecting the dots in fragmented healthcare environment for an increasing 

population with type 2 diabetes and chronic kidney disease. 

The development of Theme 2 was informed by six codes and four sub codes (Figure 24). 

Participatory Action Research group membership recognised that the increasing prevalence of 

type 2 diabetes and chronic kidney disease represented a significant challenge in terms of 

facilitating healthcare delivery.  

“A lot of out-patients with type 2 diabetes have chronic kidney disease” (003Consultant 

Endocrinologist). 

“This is going to be a massive issue in the future given the rise in diabetes and the aging 

population that really we have to have the skills to manage these conditions in primary care” 

(017General Practitioner). 

 

Participatory Action Research group members noted that active chronic kidney disease 

management strategies prevent renal function decline, without which early chronic kidney 

disease management opportunities may be missed.  

“The evidence says that when you do aggressively treat blood pressures to target that you 

preserve renal function, we have in the past just let it slip and then patients end up 

progressing to dialysis.” (003Consultant Endocrinologist). 

“Patients are only referred to specialist nephrology services at the very latter stages of 

chronic kidney disease when the opportunities for the early management to halt the decline 

in renal function have passed” (007CNSDiabetes Integrated Care). 

 

Whilst healthcare reform for chronic illness care delivery is planned nationally, existing type 2 

diabetes and chronic kidney disease services have evolved from clinical need without planning 

or resources. The PAR group achieved consensus regarding the requirement that in order to 

sustain new services, adequate planning and resources were required. This strategy included 

succession planning as services operated by lone practitioners were vulnerable to service 

disruption particularly in the context of illness of lone practitioners.  
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“Definitely any service needs more than one person providing the care as services go into 

free fall then if anything happens to that person” (007CNSDiabetes Integrated Care). 

“I’d go further than that you should not have a single person carrying a service on their 

own, if you are going to build a service and make it effective you need to have at least 2 

people” (003Consultant Endocrinologist).  

 

General Practitioners highlighted that provision of virtual clinics have proved successful in the 

context of primary care healthcare delivery, and may provide an option to address current 

healthcare delivery issues.  

“We have done it in heart failure here ….and the story has really been quite remarkable” 

(015 General Practitioner). 

 “The virtual clinic suggestion would be beneficial in terms of reducing unnecessary and 

inappropriate referrals so that finite resources could be used appropriately” (008RANP 

Diabetes & Renal Impairment). 

Specialist Endocrinology healthcare professionals highlighted that Registered Advanced Nurse 

Practitioner roles and services also provided a potential healthcare delivery solution.  

“If the hospital sets up an RANP service which takes this identified cohort out of the main 

clinic …this frees ups slots availability for other people”(003Consultant Endocrinologist). 

 

Discussions surrounding Registered Advanced Nurse Practitioner roles and services informed 

development of Theme 3: What about the RANPs? 

8.2.3 Theme 3: What about the RANPs 

 

Definition: Perceptions of healthcare professionals regarding Registered Advanced Nurse 

Practitioner (RANP) Led Services. 

Four codes contributed to the development of Theme 3 (Figure 24). PAR members held positive 

views regarding existing Registered Advanced Nurse Practitioner roles and services.  

“Taking that cohort out of the standard diabetes clinic and having their care provided by an 

RANP promotes a standardised approach to quality care delivery, the specialist care an 

RANP can provide is as good if not better than what can be provided in the main medically 

led clinic” (003Consultant Endocrinologist). 

 “We are lucky to have a good RANP service here in this area with no waiting list, the 

pathways here are free to refer in” (015General Practitioner). 
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Endocrinology Consultants viewed Registered Advanced Nurse Practitioner services and roles 

as potential solutions to healthcare delivery issues experienced by patients.  

“Clinic slots could be freed up for less complex cohorts if the CKD are removed into a 

specialist service thus assisting access and reducing waiting lists” (003Consultant 

Endocrinologist). 

 

General Practitioners without exposure to RANP roles indicated that clarity regarding the role 

and remit of Registered Advanced Nurse Practitioners was required in primary care.  

“How would it work if you were considering doing this? Does it run under the hospital, 

under the nephrology or diabetes consultant? Or under an advanced nurse practitioner? But 

who is overseeing the whole thing? Who would they be answerable to?” (017General 

Practitioner). 

 

Consultant Endocrinologists who had experience working with Registered Advanced Nurse 

Practitioners highlighted that existing cultural norms within organisations may impact the 

ability of RANP roles to function fully. This was a particular issue if these roles were new to 

the organisation or other healthcare professionals had limited experience of these roles or the 

proposed services were new.  

“Well the culture has to be ready to accept an RANP led care mechanism, because if it isn’t 

then it can’t work, you know if you work in a culture where these kind of services led by 

RANP are enabled it can happen” (003Consultant Endocrinologist). 

 

Establishment of new services also required the PAR group to consider potential 

recommendations to guide care delivery which led to the development of Theme 4, “Hit and 

Miss”. 

8.2.4 Theme 4 “Hit and miss”  

 

Definition: Disparate views of healthcare professionals on the utilisation of best practice renal 

care guidance. 

Five codes with seven sub codes informed the development of Theme 4 (Figure 24). PAR 

discussions focussed on the utilisation of best practice guidelines to inform care delivery. It 
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was highlighted by specialist diabetes staff that specialist renal teams regionally utilise specific 

guidance to inform care delivery.  

“We have picked the NICE and KDIGO guidelines because they were the ones that were 

used in the regional renal service and they worked well for us” (003Consultant 

Endocrinologist). 

 

Consultant Endocrinologists held the view that a flexible approach to guideline utilisation 

tailored to fit the unique situation informed by best practice standards could be adopted as 

guideline utilisation may be impacted by influences unique to individual sites.  

“In my view a more feasible approach would be to adopt a set of guidelines, which are in 

line with best practice rather than naming one set of guidelines that have to be adopted” 

(003Consultant Endocrinologist). 

 

However, consensus in the PAR group recognised adopting a flexible approach to guideline 

utilisation may also result in disparate care outcomes related to how guidelines were used.  PAR 

group participants considered the criteria of how patients would be screened to attend combined 

care. General Practitioners indicated that using a criteria of GFR< 60mls/min was likely to 

overwhelm current services.  

“If we were to screen and refer every patients with a GFR< 60mls/min, this would completely 

overrun hospital based services and the urgent renal patients wouldn’t get seen either” 

(017General Practitioner). 

 

In contrast, specialist diabetes nurses and Endocrinology PAR members highlighted that 

utilising a criteria of GFR < 60mls/min ensured nurses operating these services would remain 

within their scope of practice as only appropriate patients with CKD would be referred, whilst 

also enhancing access for those with CKD to timely specialist care. The PAR group concluded 

that whilst membership had alternative views on the utilisation of a screening criteria such as 

a GFR criteria < 60mls/min for combined care, it would be advantageous to ensure appropriate 

referrals within a structured format to the new advanced nurse practitioner led service.  

“A defined screening criteria when setting up services either in primary or secondary care 

is useful because if because if there isn’t one it will be “all comers” … a referral criteria of 

GFR < 60 mls/min needs to be place to ensure appropriate referral to the service” (008 RANP 

Diabetes & Renal Impairment). 
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General Practitioners indicated that specific guidelines to guide clinical practice are required 

albeit, basing clinical care on decision making algorithms was not likely to promote 

individualised patient care based on their specific requirements.  

“But you won’t be as incisive or instructive with these cases as someone who is focussing on 

their diabetes and renal impairment alone, because there’s a bigger picture that you are 

dealing with, the person as a whole” (015General Practitioner). 

 

The PAR group concluded that each patient has individual requirements which led to the 

development of Theme 5, “One size does not fit all”. 

8.2.5 Theme 5: “One size does not fit all” 

 

Definition: Healthcare professionals recognise cohorts with type 2 diabetes and chronic kidney 

disease kidney disease are diverse.  

Four codes and one sub code contributed to the development of Theme 5 (Figure 24). PAR 

group members concurred that patients with kidney disease are diverse and those with diabetes 

and chronic kidney disease require specialist renal care.  

“Rightly or wrongly I’m left with a cohort that I’m managing and looking at if their renal 

function is stable and age would probably be the biggest factor in determining if they need 

to be referred to specialist services” (015General Practitioner).  

 

It was acknowledged by PAR members that patients with type 2 diabetes and chronic kidney 

disease often have to manage life with other competing co-morbidities and treatments. General 

Practitioners highlighted that many patients with type 2 diabetes and chronic kidney disease 

only required monitoring of their condition and did not require active chronic kidney disease 

management.  

“In general practice we are just not focusing on the kidney …maybe they have an 

ulcer…maybe they have been depressed and you could have a hundred and one other things 

going on in that consultation” (015General Practitioner).  
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However, this was countered with discussions by specialist diabetes nursing and Consultant 

Endocrinologists that diabetes and chronic kidney disease frequently may exist silently, and 

active and early chronic kidney disease management was necessary to prevent renal function 

decline.  

“but to prevent progression of renal impairment you have to have tunnel vision regarding 

this cohort of patients and when you adopt this approach then it works, it stops progression 

to dialysis” (003Consultant Endocrinologist). 

The PAR group also considered the features of care valued by patients which lead to the 

development of Theme 6, “What we think patients value?” 

8.2.6 Theme 6: “What we think patients value?” 

 

Definition: Perceptions of specialist diabetes and nephrology healthcare professionals on the 

features of care valued by patients. 

PAR group members also achieved group minute consensus and agreed that patients value a 

relationship with their known care giver. However, within the domain of current healthcare 

delivery mechanisms, there was also a recognition that patients have to navigate relationship 

terrain with a variety of healthcare professionals. The development of Theme 6 was informed 

by two codes and two sub codes (Figure 24). PAR group members achieved consensus that 

patients value information regarding their condition and health status.  

“Personal continuous care is at the centre of is what people value” (015General 

Practitioner). 

“Patient’s value feedback on their results and progress” (008RANP Diabetes & Renal 

Impairment). 

 

“Having the same person who provides their care and calls them to let them know how they 

are doing is something that patients really value” (013Outpatient Manager). 

 

The accessibility and format of information regarding chronic kidney disease for patients 

needed to be considered when developing and implementing combined type 2 diabetes and 

chronic kidney disease care as patients have individual preferences and abilities. 
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“Well I don’t think it’s really about how the access the information…it’s about the 

information itself” (008RANP Diabetes & Renal Impairment). 

 

 “For elderly patients it’s their son or daughter accessing the information, because they get 

the son or daughter to do it” (015General Practitioner). 

 

The final themes and thematic map from the PAR group are presented (Figure 23 & 24) 

followed by themes and final thematic map from Discovery Interviews undertaken with 

patients whom had type 2 diabetes and chronic kidney disease.
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Figure 23: Participatory Action Research Group Final Themes (1-6) 
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Figure 24: Participatory Action Research Group Final Thematic Map (Themes 1-6)  

 

 



  

266 
 

 

8.3 Discovery Interviews Themes 

 

Six Discovery Interviews were undertaken in the Action Research Cycle 1. Discovery 

Interviews were formulated to capture patient experience of care in clinical practice (National 

Health Service, 2009c). Thematic analysis was used to develop themes from Discovery 

Interviews from where 22 codes with 18 sub codes were developed from transcript data, and 

contributed to the development of six themes across the Discovery Interview data set (Figure 

25), and development of the final thematic map (Figure 26). 

Discovery Interview participants were predominantly male (n=5) with mean age and female 

(n=1). Mean age of participants was 74 years. All patients had a known diagnosis of type 2 

diabetes which ranged from 1-30 years and chronic kidney disease 1-13 years.  

All patients had a diagnosis for the primary cause of their chronic kidney disease which fell 

into the three following categories, biopsy proven diabetic nephropathy (n=4), vascular issues 

related to malignant hypertension (n=1) and tubulointerstitial nephritis (n=1). Participants had 

progressive chronic kidney disease in stages 4 (67%), Stage 5 (33%) and progressive 

albuminuria ACR > 70mg/mmol (67%). All participants had elective fistula preparation 

(100%) and 33% were currently dialysed and 67% were managed conservatively. 

8.3.1 Theme 1: “Talking at me, the patient perspective”  

 

Definition: Care experiences during the clinical encounter recounted by patients. 

 

Theme 1 was informed by four codes (Figure 26). Patients highlighted they value consultation 

etiquette in terms of personal courtesy extended to them by healthcare professionals such as 

introductions, roles and remits.  

“When I was in with Dr XXXXX (Consultant) the last day I was here, a member of staff 

knocked and came into the room, Dr XXXXX (Consultant) introduced the member of staff 

and myself, they just don’t do that kind of thing anymore….they really don’t and they 

should” (DI01). 
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Patients reported in their experience that medical consultations could be challenging and the 

nature of the relationship with healthcare professionals may negatively impact patient 

experience of care.  

“I’m going to say it how it is…or else there is no point in me being here….Dr XXXXX the 

consultant in the diabetes clinic and I did not get on” (DI01). 

 “The way I was dealt with ….he wouldn’t even open my chart…he just didn’t even want to 

know, now he was an ignorant doctor, he wouldn’t give me an inch and upset me” (DI04) 

Patients indicated that in their experience information sharing regarding specifics related to 

their condition was at the behest of healthcare professionals.  

“At the diabetes clinic it depends on who you meet sometimes you don’t get any information 

about how I am which is important to me when I come to any clinic”(DI02). 

“After 9 months I went back into the clinic and I was given the results of these bloods by a 

junior doctor…. my cholesterol was 9!...that was the first time I had seen them or heard 

about them and I wasn’t very pleased with the junior doctor who saw me and I told him this” 

(DI01). 

 “But she (Diabetes Nurse) didn’t really say how I was getting on and I would like to know 

how the diabetes is doing” (DI05). 

One patient specified that in their experience the healthcare professional they were attending 

was a very busy person who actively limited the prospect of asking questions as this may have 

led to the generation of other questions. This patient stated in their view that the consultation 

was directed by the healthcare professional who intentionally limited the ability of the patient 

or their carer who attended the consultation to ask questions due to time constraints. Patients 

valued courtesy within the relationship with their care givers regarding time for them or their 

family to ask questions regarding their current condition and treatments. 

“I know he (Consultant) is a busy man, he was talking about me going to have a procedure 

done on my heart and I didn’t feel like I could ask questions…which wasn’t great…because 

there was loads of things I wanted to know, in my view is because he doesn’t want you to ask 

a “silly question”….. I get that because if someone asks you a “silly question” it may prolong 

the consultation for longer, isn’t that true?” (DI01). 

 “I come in here very regularly the team here always tell me how I am and how my kidneys 

are, the staff are approachable” (DI03). 
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In the context of undertaking Discovery Interviews an interview spine (Figure 10) was also 

utilised to probe the features of care valued by patients which sub sequentially led to the 

development of Theme 2, “What's important to us”. 

8.3.2 Theme 2: “What's important to us?”  

 

Definition: The features of care valued by patients with type 2 diabetes and chronic kidney 

disease. 

Three codes informed the development of Theme 2 (Figure 26). All patients indicated they 

valued information regarding their current health condition and treatments. All patients stated 

that it was important for them to determine their general progress which provided reassurance 

and reduced anxiety related to their kidney disease. Patients highlighted it was important for 

them to receive feedback regarding their condition, treatments and investigation results. 

Patients valued information regarding any treatment change and in particular if they were likely 

to require dialysis treatment in the future. 

 “I want to hear that things didn’t get any worse, but they always tell me when I come in 

here, I don’t have to ask they tell me how I am, I wouldn’t be happy if I didn’t come or I 

missed an appointment I would worry, I get peace of mind when I come to clinic” (DI02). 

 “When I come here for the kidneys I hope that is not gone below 15% ….because below 

10% is dialysis…isn’t it?, he told me today that they (kidneys) were similar to July, a little 

worse….but not a lot” (D104). 

“But dialysis is a constant worry and that’s why I really need to keep the diabetes on track 

or I could end up on the dialysis” (D105). 

 

Patient valued interactions with healthcare professionals’ who were knowledgeable, courteous, 

helpful and available for advice should it be required following the consultation. Patients 

valued a relationship with their known care giver and having remote access to nursing 

surveillance and advice via telephone provided self-management assistance and reassurance.  

“The atmosphere here is really good they know me at this stage and are always friendly and 

welcoming” (D102). 
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 “I can pick up the phone and they are more than happy to help me if I need to, they are 

really helpful, in my opinion …it’s terrific…because you can call someone and get the 

answers to whatever is the problem that you have…. before that…it was a matter of being a 

number, going in to clinic…having a chat with someone new every time and coming out 

none the wiser” (DI01). 

“The nurse is really good here, he is really helpful here and always looks after me, he has 

been a massive help and I know that I can call and get help if there is any problem” (DI06). 

 

In the course of undertaking Discovery Interviews to identify the aspects of care which 

patient’s value, they also identified the reasons why patients attend for scheduled review which 

informed development of Theme 3, “This is why we attend”. 

8.3.3 Theme 3:“This is why we attend” 

 

Definition: Patients with type 2 diabetes and chronic kidney disease indicate their views as to 

the reasons why they attend for scheduled appointments.   

Five codes and two sub codes led to the development of Theme 3 (Figure 26). Patients valued 

the relationship with their care giver and viewed attendance for their appointments as the right 

thing to do. Failure to attend for scheduled review or to cancel an appointment was perceived 

as a discourtesy to both healthcare providers and professionals. One patient indicated that there 

were no sanctions for failing to attend, but that it had an economic impact. 

“Its bad manners top of the list is one of the reasons why I turn up, I know that all of this 

stuff around here costs money, apart from good manners, I mean it’s for my benefit, how 

some people can just not turn up. I just can’t understand it” (DI01). 

 

Other patients feared that the healthcare providers would impose sanctions, such as loss of 

access to future service if they failed to attend, and this was one of the reasons why they 

continued to attend.  

“I’m afraid that if I don’t go they will cut me off from the clinic” (D105). 

As outlined earlier in this discussion all discovery interview patients highlighted receiving 

information regarding their condition as a major contributing factor to their attendance for 
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review. Attendance for their appointment provided peace of mind in terms of receiving 

information regarding their current health status. Many patients recognised that their kidney 

disease was a progressive condition which may require dialysis therapy in the future. Patients 

expressed concerns that they may have to initiate dialysis therapy in the near future, and hoped 

to hear at each consultation that they did not require dialysis therapy. Some patients were very 

fearful at the prospect of dialysis therapy but were resigned to the fact that if this was the only 

option open to them that, they would have to accept treatment with dialysis. 

It is well documented in contemporary healthcare literature that failure to attend for scheduled 

review remains an issue in people with chronic illnesses which was explored within these 

Discovery Interviews with patients and informed development of Theme 4, “Why we may not 

attend”. 

8.3.4 Theme 4: “Why we may not attend”  

 

Definition: Patients with type 2 diabetes and chronic kidney disease indicate their views as to 

the reasons why they may fail to attend for scheduled appointments.   

Three codes and four sub codes led to the development of Theme 4 (Figure 26). Many patients 

indicated that they experience other competing conditions and co-morbidities resulting in 

increased appointment and treatment burdens. From the perspectives of patients, the means by 

which care is delivered is fragmented as patients have to attend a variety of healthcare 

professionals and locations. This resulted in the need for patients to navigate relationships with 

a variety of healthcare professionals.  

“I go a few different places…I go to hospital A for my diabetes…I come here for the kidneys 

and then to hospital B for my heart problem” (D101) 

“I attend hospital A for my diabetes and to see the foot specialist I’m in and out of there a 

lot to see the podiatrist, I attend hospital B for my kidneys and my family doctor as well ” 

(DI02) 

 “My GP looks after my diabetes and I come here for my kidneys and then I have to go to 

Dublin to see the heart doctor once or twice a year, so between the lot of them I’m here there 

and everywhere” (D105). 
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Logistics also impacted the ability of patients to attend appointments as access to local services 

and transport was limited in rural areas, also many patients had to travel long distances for 

specialist renal care.  

“But I have to come here for a heart monitor and I have to come here to have it fitted and 

then come back the next day, it’s an hour and a half each way about 55 miles….but I have 

to come” (DI05). 

“I come in here about every 6 weeks I have to travel a fair distance its about 45 miles  from 

home to here and another 45miles back home” (D106). 

Lack of access to transport required a dependency for patients on support from family members 

in order to attend for their scheduled review due to no access to their own transport or long 

travel distances. This scenario had implications for other family members in terms of 

rearranging childcare and working arrangements when their family member was attending 

hospital appointments for specialist renal care.  

“There are no buses around my area, I don’t drive anymore, that means that xxxxxx (niece) 

has to take that time off work as well on the day we come down here to clinic, she has the 

school runs with the children as well” (D105). 

 

These reasons inform why patients may not attend for scheduled review. The use of Discovery 

Interviews and the interview spine also enabled patients with type 2 diabetes and chronic 

kidney disease to discuss other difficulties they experience living with these combined 

conditions. This informed the development of Theme 5, “It’s not easy”. 

8.3.5 Theme 5: “It’s not easy” 

 

Definition: Patients acknowledge that life balance with chronic illness is hard.  

Four themes and eleven subthemes assisted in the development of Theme 5 (Figure 26). Many 

patients indicated that they had co-existing conditions and a diagnosis of type 2 diabetes 

required new learning such as blood glucose monitoring and administering insulin to manage 

their condition on a day to day basis.  



  

272 
 

“I had to learn how to give the insulin, I adjust the insulin dose myself now….I have got to 

the stage that I reduce the insulin dose myself if I need to” (D101). 

“I have had to learn what to eat and not to eat” (D105). 

 

One patient experienced severe finger discomfort due to the frequency of blood glucose testing 

required by his treatment regime. 

 “I don’t bother testing it, I don’t LIKE IT…I HATE IT, the fingers get fierce sore, they get 

very sore” (D106). 

 

Balancing life with a chronic illness such as diabetes also required taking ownership in caring 

for one’s condition which, patients indicated improved their ability to self-manage their 

diabetes.  

“I just started looking after myself and my numbers for the blood sugar are very good now” 

(D101). 

 

One patient advised that they could rationalise or afford time for self-management due to 

retirement, however when this patient was working they did not have time to care or develop 

an understanding regarding diabetes and that this has led to the development of their cardiac 

and renal health issues.  

“ When I was working it would be different….I wouldn’t have the time and you’re eating on 

the go and not eating the right food, mea culpa, mea culpa…I have had 2 heart attacks…I 

know I didn’t look after the diabetes for a while… once you have had the first heart attack 

it…(pause) puts manners on you.. Doesn’t it?”(DI01). 

 

Many patients had developed kidney disease issues related to their diabetes which they felt was 

due to the covert nature of the development of diabetes related complications. Patients said in 

the past that they had not realised that diabetes could cause kidney disease as they had felt fine 

despite their elevated blood glucose levels.   

“I’m doing much better managing it now…. but I wasn’t in the past… didn’t really 

understand the harm that diabetes could do to me back then” (D101). 
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“I was diagnosed with diabetes about 12 years and my sugars weren’t great for a good while, 

I felt grand but now I have been coming here to the kidney clinic for about 5 years because 

diabetes damaged the kidneys but I didn’t really realise that before it happened” (D104). 

 

In the view of patients, engagement with care advice given by healthcare professionals 

improved their symptoms; however advice could be conflicting if patients had more than one 

condition particularly in the context of dietary advice for self-care. One patient who had both 

diabetes and chronic kidney disease noted that information and advice regarding their diabetes 

diet directly contradicted dietary recommendations required for renal management. This patient 

felt it was left to them to reconcile these differences and this information was provided at 

separate locations by a variety of healthcare professionals.  

“But I do feel that the diabetes diet and the renal diet kind of contradict each other, what 

you can have for the diabetes, you aren’t allowed in the kidney diet, it will be hard balance 

to get between that (the kidneys) and the diabetes, but not impossible, sure I will have to 

manage it” (D101). 

 

Patients reported restrictions in dietary intake particularly in the context of the renal diet 

severely reduced flexibility, spontaneity and enjoyment associated with eating on a daily basis. 

“Discovery Interview 6 (JCDI06): The diet is a bit of a struggle alright, that’s the same with 

the kidneys, it’s hard to stick to that all of the time “(D106). 

“I don’t have a drink any more like a pint because I don’t feel great after it, so I kind of miss 

that, the hardest thing for me is the kidney diet because it’s very restricting especially when 

you go out for a meal or anything, your kind of looking at the menu for what you can have” 

(D105). 

Patients recognised that kidney disease was a progressive condition which could cause 

additional health issues and all patients feared the prospect of declining renal function which 

may eventually require dialysis treatment.  

“Because the kidneys aren’t working right then the potassium can build up and that can 

make you very sick, I am prone to getting gout as well the doctors here in the kidney clinic 

tell me that happens when the kidneys aren’t working as well as they used to” (D105) 

“I hope that is not gone below 15%, because below 10% is dialysis” (D104). 

“well I suppose that I would like to hear that I wouldn’t have to go on dialysis, I dread that 

now, it’s a big worry every time I come up here” (D106). 
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Patients with type 2 diabetes and chronic kidney disease were also concerned about the 

prospect of low blood glucose episodes associated with medications and insulin therapy.  

“It’s a constant worry that I might get a low blood sugar, the lows worry me, and I would 

absolutely rather have a high blood sugar rather than a low blood sugar. I live on my own 

and it is a concern, I always have a bottle of Lucosade in case I go low” (D103). 

 

Many patients discussed managing their treatments for their diabetes and chronic kidney 

disease which assisted the development of the final Discovery Interview Theme 6, “Not as 

simple as just taking tablets”. 

8.3.6 Theme 6: “Not as simple as just taking tablets”  

 

Definition: Patient with type 2 diabetes and chronic kidney disease views regarding medication 

management. 

Three themes and one sub theme assisted in the development of Theme 6 (Figure 26). Many 

patients highlighted that they had to self-manage several medications including injectable and 

oral therapies for both their type 2 diabetes and chronic kidney disease with one participant 

taking over 20 medications and insulin therapy on a daily basis.  

“I’m on a load of other medications between the heart, the kidneys I’m on 20 tablets a day 

and the insulin for the diabetes” (D105). 

“I’m on insulin and tablets, I’m taking 30 units of insulin every night and about 12 tablets 

every day” (D104). 

 

Some patients advised that they required assistance from family members to administer their 

medications as they were unable to undertake these tasks independently.  

“At the moment I’m on the injection for the iron every three weeks, my daughter gives it to 

me, because I can’t manage to do it” (D106). 

 

Patients also indicated that they were unsure as to the purpose of their prescribed medications. 

Generic medication prescribing had made it difficult for them to maintain independence with 
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their medication management as generic medication names were dissimilar to trade names 

which they were familiar with.  

“I take tablets for my diabetes every morning, the names on the boxes keep changing and 

it’s hard to keep up, my daughter helps me out with them,  I get an injection once a month 

I’m not sure what it is for, I think it is for my iron levels but I’m not sure” (D102). 

 

Many patients had experienced negative consequences as a result of prescribed treatments. 

Some patients had experienced interactions between drugs to treat their individual conditions.  

“I got into fierce trouble, I was in XXXX and I got put onto tablets….I shouldn’t have been 

on at all because of the other tablets I was on and I got dizzy and everything and ended up 

in hospital being admitted” (D105). 

 

Other patients had been prescribed medications for one condition e.g. lithium for mood disorder 

which had resulted in a lifelong kidney injury which was progressive and necessitated 

additional treatments and continuous evaluation. 

“I was on lithium for my bipolar disorder and it damaged my kidneys” (D101). 

Some patients indicated that they had been prescribed medications which had errors in their 

dosage leading to acute low blood pressure symptoms which required hospital admission. 

“Lately I came into see the respiratory nurse and she said that I was on a tablet for the heart 

and that the dose was 200 when it should only have been 100 and I ended up having to come 

into the hospital for admission” (D105). 

 

Patients also reported attending multiple care givers in which medications initiated by one care 

provider were then discontinued by another healthcare professional.  

“One doctor puts you on a tablet for one yoke and then another stops it, I suppose that 

happens when you are going to a few different places for one yoke and another” (D105). 

The final Discovery Interview themes and thematic map are outlined (Figures 25 & 26).
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Figure 25: Discovery Interview Final Themes (1-6) 
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Figure 26: Discovery Interviews Final Thematic Map (Themes 1-6)  
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For the purposes of this study a Retrospective Chart Review (RCR) was used to identify the 

clinical outcomes from 42 participants attending the new combined type 2 diabetes and chronic 

kidney disease care provided in the context of advanced practice nursing. The purpose of using 

Retrospective Chart Review (RCR) for this study was that it provided the means by which to 

determine a reflection of routine, real world healthcare (Bauman et al., 2019). 

8.4 Retrospective Chart Review Outcomes  

 

The Retrospective Chart Review was used to extract the following data from the participant’s 

healthcare record: age, gender, Body Mass Index (BMI), blood pressure, HbA1C, Total 

Cholesterol, Albumin Creatinine Ratio, Renal Function (GFR), exercise, presence of 

neuropathy and retinopathy, smoking history, alcohol intake and patient attendance on two 

consultations over a 1-9 month period (January-September 2019). The outcomes from the 

Retrospective Chart Review (RCR) are outlined. 

8.4.1 Combined Clinic Participant Characteristics  

 

In total 73 potential patients with type 2 diabetes and chronic kidney disease met the eligibility 

criteria (Table 3), of which 42 participants consented to participate in the study. Participants at 

the combined clinic were male (55%) with a mean age 75.7 years and female (45%) with a 

mean age 76.6 years (Table 3). All participants were Caucasian (100%). 

Table 3: Combined Clinic Participant Features 

Females (N=19) Males (N=23) 

Mean Age 76.6 years (SD± 5 years) 

Median: 77 years 

Mean Age 76.4 years (SD± 4 years) 

Median: 77 years 

Study Population= 45% Study Population= 55% 

 

8.4.2 Combined Clinic Lifestyle Features of Participants  

 

The National Institute for Clinical Excellence (2015) recommended that all patients have 

assessment of lifestyle features such as exercise, smoking and alcohol intake. This informs 

tailored advice specific to their individual needs and enables a collaborative plan of care to be  
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developed between the patient and healthcare professional. 

Patients whom attended the combined clinic for both consultations were predominantly non-

smokers (83%) with the remaining 17% (7% males, 10% females) having smoked in the past 

but now no longer actively smoked (Table 4). At the initial consultation 21.4% consumed 

alcohol on a weekly basis of which 14.2% consumed < 7 units and 7.2% consumed 7-14 units 

weekly (Table 4). Alcohol intake reduced to 17% at Visit 2 with 12% drinking < 7 units and 

5% consuming 7-14 units on a weekly basis (Table 4).  

Current best evidence recommends at least 150 minutes (2.5 hours) of moderate intensity 

activity in bouts of 10 minutes or more (DiabetesUK, 2020). If microalbuminuria is 

present, it is considered that most activities are safe, but it is recommended to avoid 

vigorous exercise the day before urine protein tests or where overt nephropathy (and if 

on dialysis) is present (DiabetesUK, 2020).  

In this study no participants were treated with dialysis therapy which may have precluded 

ability to exercise regularly. Exercise levels remained unchanged between visits with 59.5% of 

participants undertaking less than 30 minutes of exercise daily and 40.5% exercising more than 

30 minutes per day (Table 4). 

Table 4: Lifestyle Features of Combined Clinic Participants 

Visit 1 Visit 2 Change Score 

Non Smokers: 83% Non Smokers: 83% 0% 

Previous Smokers: 17% Previous Smokers: 17% 0% 

Current Smokers: 0% Current Smokers: 0% 0% 

Weekly Alcohol Consumption 

< 7 Units: 14.2% 

Weekly Alcohol 

Consumption < 7 Units: 12% 

 

2.4% 

Weekly Alcohol Consumption 

< 14 Units: 7.2% 

Weekly Alcohol 

Consumption < 14 Units: 5% 

 

2.2% 

Exercise > 30 minutes Daily: 

40.5%  

Exercise > 30 minutes Daily: 

40.5% 

 

0% 

Exercise < 30 minutes Daily: 

59.5% 

Exercise < 30 minutes Daily: 

59.5% 

 

0% 
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8.4.3 Combined Service Clinical Outcomes 

 

Participants with type 2 diabetes and chronic kidney disease attended the combined RANP 

service for two consultations in 2019. Overall Body Mass Index (BMI) remained relatively 

unchanged in the study cohort over this nine month period with BMI 30.7 at the initial 

consultation and 30.6 at the second consultation (Table 5).The measurement of BMI is useful 

for identifying individuals whom may be at risk of developing diabetes, managing weight 

control in those with diagnosed diabetes and categorising overweight (BMI ≥ 25) or obese 

(BMI ≥ 30) individuals (Hsu et al., 2015). Participants were categorised as obese (BMI ≥ 30) 

with 0.1 reduction noted in BMI between consultations.  

The NICE (2015) recommendations for the management of type 2 diabetes with chronic kidney 

disease indicate a target HbA1C < 53 mmol/mol, systolic blood pressure <140 mmHg, diastolic 

blood pressure < 90 mmHg and total cholesterol < 4 mmol/L. Lower targets may be appropriate 

for certain individuals, such as younger or older patients, if they can be achieved without undue 

treatment burden (NICE, 2015).  

In this study over nine months, participants at the combined type 2 diabetes and chronic kidney 

disease service achieved an improvement in mean systolic blood pressure from 130.9 mmHg 

to 127.9 mmHg and diastolic blood pressure from 70.1mmHg to 68.1 mmhg. Mean HbA1C 

improved from 55.8 mmol/mol to 50.7 mmol/mol and total cholesterol increased from 3.7 to 

3.8 over the nine month period (Table 5). These outcomes are in line with best practice National 

Institute for Clinical Excellence (2015) recommendations for patients with type 2 diabetes and 

chronic kidney disease.  
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Table 5: Combined Type 2 Diabetes & Chronic Kidney Disease Clinical Outcomes of 

Care 

Visit 1 Visit 2 Change Score 

Mean Systolic Blood 

Pressure: 130.9 mmHg 

Median : 130 mmHg 

Mean Systolic Blood Pressure: 

127.9 mmHg 

Median : 129 mmHg 

 

-3 mmHg 

-1 mmHg 

Mean Diastolic Blood 

Pressure: 70.1 mmHg 

Median: 70.5 mmHg 

Mean Diastolic Blood 

Pressure: 68.1 mmHg 

Median : 70 mmHg 

 

-2 mmHg 

-.5 mmHg 

Mean Hba1c: 55.8 mmol/mol 

Median : 53.5 mmol/mol 

Mean Hba1c: 50.7 mmol/mol 

Median : 51.5 mmol/mol 

-5.1 mmol/mol 

- 2 mmol/mol 

Mean Total Cholesterol: 3.7 

Median: 3.65 

Mean Total Cholesterol: 3.8 

Median: 3.65 

+ .1 mmols/L 

    0 mmols/L 

Body Mass Index: 30.7 

Median: 30.3 

Body Mass Index: 30.6 

Median: 30.3 

-0.1 

    0 

 

8.4.4 Combined Clinic Participants: GFR and CKD Stage  

The literature suggested Glomerular Filtration Rate (GFR) is anticipated to decline by 1.2 ml-

4.6 ml annually (Tsai et al., 2017; Massey, 1999; Nielsen, 1997). At the initial consultation, 

participants had an average glomerular filtration rate of 44 mls/min which compared to 

43.7mls/min at their subsequent consultation, representing a .3mls reduction in GFR over the 

preceding 9 month period (Table 6).  

All combined clinic participants (n=42) had chronic kidney disease albeit at varying stages and 

for the purpose of this study all participants had their stage of chronic kidney disease evaluated 

at both consultations (Table 6). The purpose of determining GFR and kidney disease stage was 

in line with KDIGO (2012) goals for early identification and appropriate referral to specialist 

nephrology services which include “the provision of specific therapy based on diagnosis, 

arresting the progression of chronic kidney disease and the evaluation and management of co 

morbid conditions such as type 2 diabetes” (p.112).  

At the first visit to the combined clinic patients had varying stages of chronic kidney disease; 

Stage 3A (62%), Stage 3B (24%), and Stage 4 (14%). This compared to Stage 3A (60%), Stage 

3B (30%), and Stage 4 (10%) at the second consultation in which there was a 2% reduction in 

Stage 3A CKD, 6% increase in Stage 3B and 4% reduction in Stage 4 CKD (Table 6). 
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Abnormal albumin creatinine ratio was noted in 33% of participants at the first visit which 

increased to 38% at the second visit (Table 6). As previously highlighted the presence of 

microalbuminuria is an independent risk factor associated with increased mortality and 

morbidity (NICE, 2015; KDIGO, 2012).  

Table 6: Combined Clinic Participants Renal Status 

Visit 1 Visit 2 Change Score 

Mean GFR: 44 mls/min 

Median: 47.3 mls/min 

Mean GFR: 43.7 mls/min 

Median: 47.3 mls min 

-0.3 mls/min 

 0 mls/min 

Stage 3A CKD: 62% Stage 3A CKD: 60% -2% 

Stage 3B CKD: 24% Stage 3B CKD: 30% +6% 

Stage 4 CKD: 14% Stage 4 CKD: 10% -4% 

Stage 5 CKD: 0% Stage 5 CKD: 0% / 

Abnormal ACR: 33% Abnormal ACR: 38% +5% 

 

8.4.5 Aetiology of Chronic Kidney Disease of Participants attending Combined Care 

 

Preventative care strategies include pre-emptive ACR/GFR screening, early CKD 

management, implementation of clinical target recommendations and prompt specialist 

nephrology referral confer benefits in terms of improved clinical outcomes, patient survival, 

and reduced economic burden (NICE, 2015; KDIGO, 2012).  

The majority of patients (83%) who attended the combined service had no definitive diagnosis 

regarding the aetiology of their renal disease. In total 17% of patients had a definitive diagnosis 

which fell into the three following categories, Acute Kidney Injury secondary to sepsis (5%), 

Vascular cause (7%) and non-biopsy proven Nephropathy (5%) (Table 7). 

Table 7: Combined Clinic Participants Aetiology of CKD Diagnosis 

Cause Unknown: 83% 

Definitive Diagnosis: 17% in the following categories. 

Acute Kidney Injury due to Sepsis: 5%. 

Vascular Cause: 7% 

Non Biopsy Proven Nephropathy: 5% 
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8.4.6 Presence of Retinopathy, Neuropathy and Albuminuria Complications  

Type 2 diabetes confers a higher risk for the development of the microvascular complications 

of chronic kidney disease; retinopathy and neuropathy (Le Floch et al., 2014), ADVANCE 

(2008), (UKPDS, 2003). All participants (100%) in the combined clinic had both type 2 

diabetes and chronic kidney disease as per study eligibility criteria. In total 36% of participants 

had documented retinopathy, 19% experienced neuropathy and 38% had an elevated 

albuminuria (Table 8).  

Table 8: Combined Clinic Participants Concordance of Retinopathy, Neuropathy and 

Albuminuria 

Albuminuria: 38% 

Retinopathy: 36% 

Neuropathy: 19% 

 

The presence of albuminuria ranged from 4.5-250.9 mg/mmol in which 26% had an ACR 3-30 

mg/mmol, 5% had an ACR of between 30-70mg/mmol and 7% had high levels of ACR > 

70mg/mmol (Figure 27). 

Figure 27: Combined Clinic Albuminuria Levels  

 

8.4.7 Combined Service Participant Anaemia  

 

Chronic kidney disease is associated with the development of anaemia and depleted iron stores, 

primarily caused by decreased erythropoietin production from the diseased kidney and usually 

occurs when the glomerular filtration rate falls below 35 mls/min, anaemia is “universal in end 

stage kidney disease (Singh et al., 2013, p.47). KDIGO (2012) recommends that patients with 

26%

5%

7%

ACR 3-30mg/mmol

ACR 30-70mg/mmol

ACR > 70mg/mmol
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CKD are periodically evaluated for anaemia as there is frequently a gradual reduction in 

haemoglobin over time as glomerular filtration rate declines.  

Another aspect of the assessment of anaemia is presence or absence of storage iron reflected 

by serum ferritin and the availability of iron to support erythropoiesis determined through 

measurement of ferritin and transferrin saturation (Tsats) (KDIGO, 2012). However, serum 

ferritin “is affected by inflammation and is an ‘acute phase reactant  and, thus, ferritin values 

have to be interpreted with caution in CKD patients, especially those on dialysis in whom 

subclinical inflammation may be present” (KDIGO, 2012, p.290). Vitamin B12 and serum 

folate deficiency are uncommon but important causes of treatable anaemia, which should also 

be out ruled as a contributing feature to anaemia in patients with chronic kidney disease. 

To this end all participants attending the combined service had their vitamin B12, ferritin, 

folate, transferrin saturation and haemoglobin assessed at Visit 1 & 2. Whilst serum ferritin 

was assessed at both consultations cognisance was afforded to the fact that it is an acute phase 

reactant which may impact its reliability as a reflection of iron stores in the body and thus was 

not utilised as a determinant of iron store status. However ferritin was evaluated as high ferritin 

levels may impact on the ability to administer intravenous iron therapy. KDIGO (2012) 

indicated the diagnosis of anaemia is based on Hb < 13g/dl and Tsats < 30%. Frequency of 

anaemia assessment is determined by CKD stage with increased testing frequency with 

progressive GFR decline. KDIGO (2012) recommended annual testing for non- dialysed Stage 

3 on an annual basis and Stage 4-5 non-dialysed on a bi annual basis. As all patients attending 

the combined care service were not dialysed and had stage 3-4 CKD this recommendation for 

testing frequency was adopted. 

The Retrospective Chart Review identified the following outcomes in reference to anaemia 

status in the context of advanced practice nursing. At visit 1, Vitamin B12 deficiency was 

detected and treated in 2.3% of patients, serum folate deficiency (10%), low haemoglobin 

(33%) and low transferrin saturation (43%) (Table 9). 
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At the subsequent visit 2, no participants had vitamin B12 or serum folate deficiency, low 

haemoglobin levels was present in 9.5% and low transferrin saturation in 19% of combined 

clinic participants (Table 9). This represented a 23.5% reduction in participants experiencing a 

low haemoglobin level and a 24% reduction in low transferrin saturation between visit 1 and 

2. All participants had their low levels of B12, serum folate, haemoglobin and transferrin 

saturation actively monitored with initiation of supplemental B12, folate and iron therapy as 

required at both consultations informed by best practice NICE (2015) and KDIGO (2012) 

guidance. 

Table 9: Combined Clinic Participants Anaemia Prevalence 

Visit 1 Visit 2 Change Score 

B12 Deficiency: 2.3 % B12 Deficiency: 0% -2.3% 

Low Serum Folate: 10% Low Serum Folate: 0% -10% 

Low Haemoglobin:  33% Low Haemoglobin: 9.5%% -23.5% 

Low Transferrin Saturation: 

43% 

Low Transferrin Saturation:  

19% 

-24% 

 

8.4.8 Combined Clinic Clinical Outcomes 

Attainment of clinical target recommendations confer benefits in terms of improved clinical 

outcomes, patient survival and reduced economic burden. As highlighted by Cassagrande et 

al., (2013) less than 18.8% of patients with type 2 diabetes meet all three clinical target 

recommendations for blood pressure, blood glucose and low density lipoprotein (LDL). The 

(National Health Service National Diabetes Audit, 2019j) has also highlighted that less than 

40% of patients achieve all three blood glucose, blood pressure and cholesterol targets 

Preventative care strategies such as achieving recommended clinical targets for blood pressure, 

blood glucose and lipid profile have been identified as the most effective means by which to 

reduce development and progression of chronic  kidney disease in patients with type 2 diabetes 

(American Diabetes Association, 2019). 

All participants at the combined type 2 diabetes and chronic kidney disease service in the 

context of advanced practice nursing had their HbA1C, blood pressure and total cholesterol 
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assessed at both consultations. At the initial visit 40.5% participants met all three recommended 

targets, 31% met two markers, 26.1% achieved 1 marker and 2.3% met no markers (Table 10). 

At the second visit 64.3% of participants achieved all three best practice recommendations for 

HbA1C blood pressure and total cholesterol, representing a 23.8% improvement between 

consultations (Table 10). A total of 35.7% of patients met two best practice targets 

demonstrating a 4.7% improvement from the initial consultation (Table 10). 

Table 10: Visit 1 & 2: HbA1C, Blood Pressure & Total Cholesterol Targets Achieved 

Visit 1 Visit 2 Change Score 

3 Targets Achieved: 40.5% 3 Targets Achieved: 64.3% + 23.8% 

2 Targets Achieved: 31% 2 Targets Achieved: 35.7% + 4.7% 

1 Targets Achieved: 26.1% 1 Targets Achieved: 0% / 

0 Targets Achieved: 2.3% 0 Targets Achieved: 0% / 

 

8.4.9 Combined Clinic Participant: Blood Glucose Treatment Modalities  

 

Many treatment options are available for the management of blood glucose levels in patients 

with diabetes which include oral hypo glycaemic agents (OHGA) and injectable therapies 

which include Glucagon like Peptide receptor agonists (GLP1) and insulin. Participants at the 

combined clinic utilised a variety of pharmaceutical interventions to control blood glucose. 

Diet control (2.3%), oral hypo glycaemic agents (80.7%), oral hypo glycaemic agents + insulin 

+ GLP1 (7%) and intensive insulin therapy (10%). Self-recognised and treated hypoglycaemia 

(< 4mmols) was experienced by 3% of participants with no evidence of severe or unrecognised 

hypoglycaemic episodes (Table 11). 

Table 11: Combined Clinic Participants Blood Glucose Treatment Modalities 

Diet Control: 2.3% 

OHGA: 87% 

OHGA+Insulin+GLP1: 7% 

Intensive Insulin Therapy: 10% 

Hypos Glycaemic Episodes Experienced: 2.3% of Combined Clinic Population 

 

 

8.4.10 Default Statistics at Medically Led Diabetes/ Nephrology Care Site 1-5 
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Patients experience improved clinical outcomes when they attend for their scheduled review 

(Currie et al., 2012). However in standard care diabetes clinical provision, failure to attend for 

scheduled review remains a significant issue as national and international estimates indicate 

10-25.5% of patients do not attend for their scheduled appointment (Hussein et al., 2014; 

Salameh et al., 2012). Failure to attend for scheduled review is associated with increased 

emergency admissions and progression of the vascular, cardiovascular, ophthalmology and 

renal complications associated with type 2 diabetes (Rhee et al., 2005). Other negative 

consequences include increased waiting times for consultations, reduced access to services and 

negative relationships between healthcare professionals and patients (McLean et al., 2014).  

Failure of patients to attend for scheduled review varied amongst specialist physician led 

diabetes care services from 11-23.3% (Table 12). In comparison, specialist physician 

nephrology led services experienced a 7% failure to attend rate. The RANP combined service 

experienced a 0% failure to attend level for the duration of Visit 1 and 2 (Table 12) 

Table 12: Failure to Attend for Scheduled Review, Physician vs. RANP Led Care 

Site 1 Specialist Diabetes Clinic: 17% 

Site 2 Specialist Diabetes Clinic: 11% 

Site 3 Specialist Nephrology Clinic: 7% 

Site 4 Specialist Diabetes Clinic: 23.3% 

Site 5 Specialist Diabetes Clinic: 15.3% 

RANP Combined Care Clinic: 0% 

 

8.5 Identifying Advanced Practice Nursing Contribution to Combined Care  

According to Kleinpell (2017) strategies to identify patient care outcomes and the contribution 

of advanced practice nursing are essential. The Nurse Practitioner Patient Outcomes Toolkit 

(FAANP, 2014) was used as, it was specifically developed within the context of advanced 

practice nursing with a central focus on patient and service centred outcomes, the research 

question, stated aims and objectives of this study. The FAANP (2014) toolkit identified five 

specific areas and associated measures by which to identify the advanced practice nursing 
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contribution to care. The five areas explored and the measures employed within this study are 

outlined (Figure 28) and outlined in the following discussion. 

Figure 28: Nurse Practitioner Outcomes Toolkit (FAANP, 2014) Study Context 

 

Nurse Practitioner Patient Outcomes Toolkit (FAANP, 2014).  (Permission to use and 

adapt granted 9.7.2019, Appendix 5c 

Patient/

Family

•Identifying Patient Experience & Expectations of Care. Measurement Tool: 
Discovery Interview

•Health status and symptoms, quality of life, functional status, self-care knowledge. 
Measurement Tool: Scheduled review at combined care service 

Quality of 
Care

•Care delivery informed by utilisation of recommended care guidelines to inform best 
practice care delivery. Measurement Tool: Utilisation of best practice guidance to 
inform care delivery at the combined care service.

Healthcare 
Utilisation

•Non attendance Rate: Measurement Tool: Default Stastistics at  the 5 mediacally 
participating sites vs. combined care service provided in the context of advanced 
practice nursing & potential eccomic impact of combined care service.

Care-
Related

•Number of drug prescription and consultations. Measurement Tool: Number of 
prescriptions issued and consultations at the combined care service

Performance

•Clinical Competence and Outcomes. Measurement Tools: Retrospective Chart 
Review (RCR) to identify cinical outcomes at the combined care service provided in 
the context of advanced practice nursing.
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8.5.1 Patient Experience and Expectation of Care 

 

Experience and expectation of care was explored through the medium of Discovery Interviews 

and highlighted the patient perspective regarding experience of healthcare delivery and 

relationships with healthcare professionals. Patients undertaking Discovery Interviews 

identified that experience within the medical consultation could be challenging and the nature 

of the relationship with their healthcare professional may negatively impact their experience of 

care. Patients also indicated that they value information regarding their condition and progress, 

however this was at the discretion of the healthcare professional. Patients also reported that 

prior to developing complications such as heart or kidney disease that they were unaware that 

diabetes could cause additional complications.  

Patients highlighted that advice from healthcare professionals for specific conditions could 

contradict advice for the care of another one of their conditions. Some patients reported that 

they did not feel in a position to ask the healthcare professional questions regarding their health 

due to time constraints within the consultation.  

In regards to failure to attend, some patients perceived failing to attend as a discourtesy to 

healthcare providers and professionals and highlighted and that attending was “the right thing 

to do”. Other patients feared sanction by healthcare professionals if they failed to attend in 

comparison to others who indicated that there should be sanctions for those who don’t attend, 

but were unable to identify what exactly these sanctions would be.  

All patients in the Discovery Interview stated that receiving information regarding their 

condition was a major contributing factor to their attendance for review. Patients related that 

reduced anxiety levels regarding their kidney disease were experienced when they received 

information regarding their general progress. The prospect of renal dialysis therapy was a 

source of anxiety for all patients, however they recognised that kidney disease was a 

progressive condition and they may have to accept dialysis as their sole treatment option. 
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Patients also provided information regarding the factors which may contribute in their failure 

to attend for scheduled review. Many patients had competing co-morbidities and frequently 

have their care delivered by a plethora of healthcare professionals at various locations. 

Logistics also impacted on their ability to attend which was influenced by access to transport, 

support for family members to attend and long travel distances required for specialist care. 

In regard to quality of life, many patients reported that managing their co-existing conditions 

required new learning and that knowing how to care for their condition improved their ability 

to self-manage. Time and life pressures negatively impacted on their ability to manage their 

conditions.  

Some patients experienced difficulty in self-managing their condition and required assistance 

from family members or carers in the administration of their prescribed medications as they 

were unable to manage this task independently and some were unsure of the purpose of their 

prescribed medications. The advent of generic prescription writing had made medication 

management for some patients more difficult as they were unfamiliar with individual branding. 

Patients reported negative consequences associated with prescribed medications such as 

development of a life-long progressive kidney disorder and hypotension requiring hospital 

admission due to an error in the dosage of a medication to treat hypertension. 

Many patients reported the dietary restrictions required for the management of their renal 

disease in particular severely impacted their choice, flexibility and enjoyment of food on a 

daily basis. 

In conclusion, using the outcomes from Discovery Interviews enabled the experience and 

expectations of patients to be identified and inform care delivery. Features such as a 

relationship with their known care giver, information regarding their overall condition, remote 

access and advice, professional expertise and courtesy within the consultation were valued by 

patients. Thus the contribution of advanced practice nursing was to firstly identify the features 
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patient’s value and act as an advocate to ensure these features of care were incorporated to 

inform the development and implementation of combined care by the Participatory Action 

Research group.  

8.5.2 Quality of Care  

 

Best practice National Institute for Clinical Excellence (2015) and Kidney Disease Improving 

Global Outcomes (2012) were used to inform care delivery in line with best practice in the 

combined type 2 diabetes and chronic kidney disease service. The rationale which informed 

the decision to use this suite of guidelines was informed by the view that these were viewed by 

the regional nephrology unit and within contemporaneous healthcare discourse nationally and 

internationally as current best practice best practice recommendations.  

As previously highlighted, achieving of clinical target recommendations in line with best 

practice recommendations improves clinical outcomes, patient survival and reduced costs. Yet 

less than 40% of patients achieve best practice target recommendations for glucose, blood 

pressure and cholesterol (National Diabetes Audit, 2019j).  

In reference to the new combined service, every participant at the combined type 2 diabetes 

and chronic kidney disease service had their HbA1c, blood pressure and total cholesterol 

assessed at both consultations. The findings indicated 40.5% participants met all three best 

practice recommended targets, 31% met two markers, 26.1% achieved 1 marker, and 2.4% met 

no markers at their first visit (Table 10).  

However, at the second consultation those achieving all three best practice targets had 

improved by 23.8% to 64.3% of participants between consultations (Table 10). 35.7% of 

patients met two best practice targets which had also improved by 4.7% (Table 10). These 

outcomes demonstrated a considerable improvement in the attainment of the three 

recommended best practice recommendations for HbA1C, blood pressure and total cholesterol 

at combined care provided in the context of advanced practice nursing.  
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The Retrospective Chart Review identified the following outcomes in reference to anaemia 

status. Over the course of both consultations there was a 23.5% reduction in participants 

experiencing a low haemoglobin and 24% reduction in low transferrin saturation levels (Table 

9).  

These outcomes demonstrated that care provided in the context of advanced practice nursing 

has the potential to contribute to improved care quality by improving the numbers of patients 

meeting best practice target recommendations and early anaemia management strategies in line 

with best practice NICE (2015) and KDIGO (2012) guidance. 

8.5.3 Healthcare Utilisation 

 

Failure to attend for scheduled review remains an issue within the context of provision of 

chronic illness care. As outlined previously, failure of patients to attend for scheduled review 

was higher at specialist physician led diabetes care services which ranged from 11-23.3% 

(Table 12). This compared to a 7% failure to attend rate experienced at specialist physician 

nephrology led services. This highlighted that patients appear to be more likely to attend for 

their kidney disease consultation in comparison to their diabetes consultation. Failure to attend 

for scheduled review rates were also determined from the combined type 2 diabetes and chronic 

kidney disease service which experienced a 0% failure to attend level for their first and second 

consultations with the advanced nurse practitioner led service (Table 12). 

As the Health Service Executive estimates each missed outpatient appointment costs €130, the 

high attendance rates experienced at the combined care clinic has the potential to contribute to 

a lower failure to attend level and effective use of finite resources (HSE, 2019i). Reduced 

failure to attend levels may also counter the negative implications caused by failure to attend 

such as, increased waiting times for appointments and underutilisation of finite resources 

(NHS, Health and Social Care Information Centre, 2015). The low default rate experienced at 

combined clinic care provided in the context of advanced practice nursing may also contribute 
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to the development of knowledge which could be utilised by healthcare planners and providers 

considering establishing care for patients with these conditions or other associated conditions. 

8.5.4 Care Related 

 

In total, 38 unique prescriptions were issued over the course of both consultations at the 

combined clinic. Prescriptions issued fell into the following categories; hypertension, and 

glucose, lipid and anaemia management. Eighty four consultations were undertaken for 

participants attending the combined care service. The ability of the advanced nurse practitioner 

to prescribe medications contributed to timely management of identified issues and to provide 

a complete episode of care for these two associated conditions. 

8.5.5 Performance 

 

In conclusion, performance was measured by identifying the overall contribution of advanced 

practice nursing to care for patients with combined type 2 diabetes and chronic kidney disease. 

The Retrospective Chart Review (RCR) identified that care provided in the context of advanced 

practice nursing achieved blood pressure, HbA1C, total cholesterol and anaemia management 

in line with NICE (2015) and KDIGO (2012) best practice recommendations for patients with 

type 2 diabetes and chronic kidney disease.  

Outcomes also demonstrated an improvement in the number of patients achieving two and 

three best practice clinical markers at the combined clinic, thus contributing to improved 

clinical outcomes (Table 10). The renal function of all participants was monitored at both 

consultations and remained relatively stable for the duration of this study (Table 6). Improved 

clinical target outcomes has the potential to contribute to a stabilisation in renal function 

decline. The lower default levels experienced in combined care highlighted a lower default rate 

than in standard care physician led services participating in this study thus contributing to 

appropriate use of finite resources. 



  

294 
 

This concludes the discussion relating to findings from Discovery, Focus and Participatory 

Action Research Group Interviews. The Retrospective Chart Review (RCR) informs the 

outcomes from the development and implementation of combined type 2 diabetes and chronic 

kidney disease care provided in the context of advanced practice nursing.  

The Retrospective Chart Review (RCR) also aided the identification of the contribution of 

advanced nursing practice using the Nurse Practitioner Patient Outcomes Toolkit (FAANP, 

2014). It is contended that the outcomes from data analysis supported the research aims and 

objectives to be achieved, whilst also providing information to answer the research questions. 

That said it was necessary to discuss fully the implications of these research findings. 
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Chapter Nine: Implications of Study Findings: A Discussion 

 

9.0 Introduction 

 

The purpose of this discussion is to identify the contribution of advanced practice nursing to 

combined type 2 diabetes and chronic kidney disease care. It is  also necessary to explore how 

the findings from the Retrospective Chart Review, Discovery Interviews, Focus Group and 

Participatory Action Research, relate to existing knowledge and identify the generation of new 

knowledge, contribution to clinical practice, research, and education. The study findings are 

also considered in reference to the research question, aims and objectives.  

9.1 Identifying Advanced Practice Nursing Contribution to Care  

The Institute of Medicine (2001) highlighted the need for the discipline of nursing to expand 

practice and identify their contribution to patient care. According to Kleinpell (2017) the means 

by which the contribution of advanced practice nursing to patient outcomes can be identified 

is by posing following single question “What do you do that, impacts?” (p.6).  

The Retrospective Chart Review (RCR) was used to assess the clinical outcomes from 

combined type 2 diabetes and chronic kidney disease care provided in the context of advanced 

practice nursing. Preventative care strategies such as achieving best practice clinical target 

recommendations have been identified as an effective means by which to reduce the 

development and progression of chronic kidney disease in patients with type 2 diabetes (ADA 

2019; NICE 2015; ADVANCE, 2008). However, in clinical practice these clinical targets may 

remain unmet as evidenced in research by Cassagrande et al., (2013) and the National Health 

Service National Diabetes Audit, (2019j). 

The NICE (2015) recommendations for the management of type 2 diabetes with chronic kidney 

disease were utilised to inform the clinical targets for HbA1C, blood pressure and total 

cholesterol within the new combined care service. Over the period of nine months, participants 
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at the combined clinic demonstrated an improvement in mean systolic blood pressure from 

130.9 mmHg to 127.9 mmHg. Diastolic blood pressure reduced from 70.1mmHg to 68.1 

mmhg. Mean HbA1C improved from 55.8 mmol/mol to 50.7 mmol/mol and total cholesterol 

increased from 3.7 to 3.8 (Table 5). These outcomes indicated that participants attending the 

combined service achieved target recommendations which were in line with best practice 

National Institute for Clinical Excellence (2015) recommendations for patients with combined 

type 2 diabetes and chronic kidney disease. 

At the initial consultation, 40.5% of participants met all three recommended targets for blood 

pressure, glucose control and total cholesterol, 31% met two markers, 26.1% achieved 1 marker 

and 2.4% met no markers (Table 10). At the second consultation, 64.3% achieved all three best 

practice recommendations for HbA1C blood pressure and total cholesterol, representing a 

23.8% improvement between consultations (Table 10). A total of 35.7%, met two best practice 

targets demonstrating a 4.7% improvement from the initial consultation (Table 10).  

Achieving best practice clinical target recommendations have been identified as the most 

effective means by which to reduce the development and progression of chronic kidney disease 

in patients with type 2 diabetes (ADA 2019; NICE 2015; ADVANCE, 2008). Outcomes from 

the Retrospective Chart Review demonstrated improved clinical outcomes when a combined 

type 2 diabetes and chronic kidney disease approach was implemented which is consistent with 

previous research by Lo et al. (2016), Thabit et al. (2012) and Patel (2009).  However, none of 

the aforementioned studies reflect outcomes from care provided independently in the context 

of advanced practice nursing.  

New information was generated regarding specific clinical outcomes of participants using a 

combined type 2 diabetes and chronic kidney disease management strategy which is a unique 

contribution within the national healthcare literature. Within the afore mentioned studies none 

provided information which related to care provided independently in the context of advanced 
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practice nursing or the specifics of clinical care outcomes. The outcomes from the RCR also 

identified that a higher proportion of patients achieved all three best practice NICE (2015) 

recommendations for blood pressure, blood glucose and lipids at their second consultation 

when compared to the initial visit (64.3% vs. 40.5%). This also demonstrates a higher 

proportion of patients achieved best practice recommendations in comparison to 40% in 

standard medically led diabetes care (National Health Service National Diabetes Audit, 2019j). 

Improvements in blood glucose values have been demonstrated to reduce the requirement for 

renal replacement therapy and death from renal disease in patients with type 2 diabetes 

(ADVANCE, 2008). 

Furthermore, the outcomes from the RCR add an insight into the clinical outcomes of 

participants who received care for associated conditions in the context of advanced practice 

nursing which, is unique within national and international nursing and broader healthcare 

literature. This statement is supported by a lack of previous published literature regarding the 

clinical outcomes for patients with combined type 2 diabetes and chronic kidney disease in the 

context of advanced practice nursing. For example Peeters et al., (2012) identified clinical 

outcomes from combined type 2 diabetes and chronic kidney disease care by nurse 

practitioners, however, that care provided was in conjunction with support from physician 

colleagues. A literature review undertaken by National Council for Nursing and Midwifery 

(NCNM 2010), highlighted a dearth of information relating to the direct contribution of 

advanced nurse practitioners to patient care noting “a proliferation of studies where nurses in 

advanced practice roles are compared with doctors” (p.57). Within the national literature the 

outcomes from advanced nurse practitioner care have had a tendency to report on qualitative 

aspects of patient care such as patient satisfaction with little empirical evidence with reference 

to clinical outcomes in the management of chronic illnesses (NMBI, 2014). The outcomes from 
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this study aim to address this knowledge deficit in the context of current national nurse led 

research.  

It was also necessary to examine the outcomes from implementing the Kidney Disease 

Improving Global Outcomes (KDIGO, 2012) recommendations with regard to the early 

detection and management of anemia at the combined care service. The earlier review of the 

literature identified a dearth of published research regarding the application of KDIGO (2012) 

recommendations to detect and manage anaemia in patients with combined type 2 diabetes and 

chronic kidney disease.  

KDIGO (2012) recommended all patients with chronic kidney disease are periodically 

evaluated for anaemia as a gradual reduction in haemoglobin arises in conjunction with a 

declining GFR (Singh et al., 2013). Accordingly, the KDIGO (2012) recommendations were 

utilised to inform the anaemia detection and management strategy adopted at the new combined 

care service. 

Outcomes from the Retrospective Chart Review (RCR) identified at the first consultation 

vitamin B12 deficiency was present in 2.3% of participants, serum folate deficiency (10%), 

low haemoglobin (33%) and low transferrin saturation (43%) (Table 9). Participants had their 

anaemia status monitored and corrective measures such as vitamin B12 and folate and iron 

supplementation initiated as recommended by KDIGO (2012). Upon the subsequent 

consultation vitamin B12 and serum folate deficiency was present in 0% of participants, low 

haemoglobin levels 9.5% and low transferrin saturation 19% (Table 9). This represented a 

23.5% reduction in low haemoglobin level and a 24% reduction in low transferrin saturation 

between consultations at combined care.  

The active detection and management of anaemia strategy implemented at combined care was 

informed by best practice KDIGO (2012) guidance and provided new knowledge regarding 

anaemia detection and management when a combined care strategy was adopted. The outcomes 
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also provided new evidence nationally and internationally with regard to early detection and 

management of anaemia when care was provided in the context of advanced practice nursing. 

Only two studies Bailey et al. (2014) and Poncelas et al. (2013) were identified in the literature 

with reference to using KDIGO (2012) recommendations in patients with type 2 diabetes and 

chronic kidney disease. However, it is noted that the diagnosis of chronic kidney disease was 

based on a single measurement of an abnormal glomerular filtration rate or microalbuminuria 

which is inconsistent with best practice recommendations for the diagnosis of chronic kidney 

disease. It is contended that within this current study the measurement of GFR and ACR was 

undertaken on two separate occasions which were at least three months apart; participants 

received an appropriate diagnosis of chronic kidney disease in line with NICE (2015) 

recommendations, thus adding to the body of national and international knowledge. 

Additionally it provides information to bridge the gap regarding the absence of national 

literature relating to the use of KDIGO (2012) guidance for the recommended early detection 

of anaemia in patients with type 2 diabetes and chronic kidney disease.  

For the purposes of this discussion the concordance of other microvascular complications such 

as retinopathy and albuminuria was identified in participants attending combined care as there 

is a dearth of such evidence in the national healthcare literature. 

9.1.1 Concordance of Diabetes Microvascular Complications in Patients with Type 2 

Diabetes and Chronic Kidney Disease  

The existing literature was considered in reference to the prevalence of chronic kidney disease 

in relation to the other microvascular complications of retinopathy and albuminuria. Penno et 

al. (2012) examined the concordance between microvascular complications of advanced eye 

damage (retinopathy), and damage to the kidney (chronic kidney disease) in patients 

(n=15,773) with type 2 diabetes. Outcomes demonstrated retinopathy was present in 10.6% 

and 26% of participants had chronic kidney disease (Penno et al., 2012).  
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Le Floch et al. (2014) examined the prevalence of retinopathy and chronic kidney disease in 

ageing patients (n=987) with type 2 diabetes. Retinopathy was identified in 26% of patients, 

12.7% had micro/macroalbuminuria, 31.5% experienced impaired kidney function and 3.2% 

had significantly reduced kidney function (Le Floch et al., 2014). These outcomes highlight 

that chronic kidney disease and/or albuminuria were more prevalent in populations with type 

2 diabetes (47.4%) compared to retinopathy (26%). 

The outcomes from the RCR identified 100% of the patients had chronic kidney disease, albeit 

participation in the study was dependent on having chronic kidney disease as outlined in the 

eligibility criteria (Figure 17). However, 36% of participants had documented retinopathy and 

38% had an elevated albuminuria (Table 8). The measurement of two samples for albumin 

creatinine ratio was informed by NICE (2015) guidance which stated a repeat sample is 

required to ensure an appropriate diagnosis. Previous research by Maahs et al. (2009) reported 

the presence of microalbuminuria in youth with type 2 diabetes. However, this information is 

limited as the diagnosis of microalbuminuria was based on a single measurement. Due to the 

daily variability of microalbuminuria in line with best practice NICE (2015) recommendations, 

a repeat sample is required to appropriately diagnose the presence of microalbuminuria. To this 

end two samples were taken from study participants attending the combined service over the 

nine month period which serves as an accurate reflection of the presence of albuminuria in 

patients with type 2 diabetes and chronic kidney disease in comparison to previous research. 

The outcomes from the RCR highlighted that chronic kidney disease and elevated albuminuria 

are experienced more frequently in cohorts with type 2 diabetes than retinopathy which is 

consistent with evidence in the international literature.  

Chronic Kidney Disease is a progressive condition and it is estimated by the International 

Diabetes Federation (2019) that, in populations with combined diabetes and chronic kidney 

disease many patients will experience progressive renal function decline. The RCR undertaken 
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in this study indicated that at the first consultation, participants had varying stages of chronic 

kidney disease. These included Stage 3A (62%), Stage 3B (24%), and Stage 4 (14%). This 

compared to Stage 3A (60%), Stage 3B (30%), and Stage 4 (10%) at the second consultation 

(Table 6). Abnormal albumin creatinine ratio was noted in 33% of participants at the first 

consultation which had increased to 38% at their second consultation (Table 6).  

These outcomes demonstrate that participants at combined care had varying stages of chronic 

kidney disease in which the prevalence of abnormal microalbumin/macroalbuminuria had 

increased in the nine months between visits. This is consistent with outcomes from the seminal 

UKPDS64 (2003), which demonstrated that the prevalence of microalbuminuria and stages of 

CKD (1-5) increased with duration of type 2 diabetes. In the UKPDS64 (2003) on diagnosis of 

diabetes, 7.3% of participants had microalbuminuria which increased to 17.3% after 5 years, 

24.9% after 10 years and 28% after 15 years.  

The glomerular filtration rate of participants was also assessed on both consultations at the 

combined care service. Evidence in the literature indicates Glomerular Filtration Rate (GFR) 

is anticipated to decline by 1.2-4.6 ml annually (Tsai et al., 2017; Massey, 1999; Nielsen, 

1997). Outcomes from the RCR identified participants had an average GFR of 44 mls/min on 

their first consultation which compared to 43.7mls/min at their subsequent consultation, and 

thus there had been a .3mls reduction in GFR over the preceding 9 month period (Table 6).  

This provides new information with reference to the stability of renal function and levels of 

microalbuminuria of patients attending a combined care service in the context of advanced 

practice nursing informed by NICE (2015) and KDIGO (2012) guidance and represents a 

unique contribution to the national and international healthcare literature.  

The seminal ADVANCE (2008), UKPDS64 (2003) and United Kingdom Prospective Diabetes 

Study UKPDS (1998), randomised control trials highlighted that optimal blood glucose and 

blood pressure control are correlated with the preservation of renal function. KDIGO (2012) 
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highlighted the importance of early identification and appropriate management of chronic 

kidney disease in those with type 2 diabetes as, these patients may experience rapid renal 

function decline. The early identification and management of patients in this study attending 

combined care was informed by KDIGO (2012) early management guidance (Appendix 3), 

thus providing new information regarding outcomes from care which implemented both early 

screening and management recommendations in the context of advanced practice nursing. The 

clinical outcomes of care were used in conjunction with best practice NICE (2015) and KDIGO 

(2012) guidance to ensure early chronic kidney disease and anaemia strategies were 

implemented, and to identify patients who may need referral to special nephrology services. 

Patients referred early and appropriately informed by best practice recommendations 

experience fewer emergency admissions to hospital, shorter length of hospital stay, improved 

quality of life (WHOQoL Group, 2004) and reduced mortality risk (Smart et al., 2014). 

It should be noted that patients can only benefit from best practice informed care if they attend 

for scheduled review as within chronic illness care provision, failure to attend remains a 

significant issue (Salameh et al., 2012). Discovery Interviews were used to examine reasons 

why patients with type 2 diabetes and chronic kidney disease may not attend for their scheduled 

review and the features they value in respect of their experience and expectations of care as 

outlined in the stated research question. 

9.2 Hearing the Patient Story to Develop and Implement Combined Care  

A central component of quality diabetes care are regular recall and review structures 

(International Diabetes Federation, 2019). Internationally it is estimated that 25% of patients 

with type 2 diabetes fail to attend for scheduled review (Salameh et al., 2012).  

In Ireland it is estimated that 10% of patients fail to attend for their scheduled review (HSE, 

2019i). A 10% failure to attend rate may somewhat underestimate the default level as research 

by Hussein et al. (2014) undertaken in the Irish healthcare service estimated failure to attend 
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for scheduled appointments at 14.8%. However, this information refers to outpatient services 

in general and provides no specific information relating to service provision for patients with 

type 2 diabetes and chronic kidney disease or care provided in the context of advanced practice 

nursing. The Retrospective Chart Review (RCR) identified 11-23.3% of patients failed to 

attend for scheduled review within the medically led standard care specialist diabetes services 

participating in this study. In comparison, 7% of patients failed to attend for scheduled review 

at the specialist nephrology service participating in this study. The new combined care service 

provided in the context of advanced practice nursing experienced a 0% failure to attend rate 

over the nine month period of this study. This demonstrates a considerable reduction in failure 

to attend rates in comparison to standard care medically led diabetes and nephrology specialist 

services at the five participating sites in this study (Table 12).This represents new knowledge 

nationally and internationally regarding the level of failure to attend for scheduled review 

amongst patients with combined type 2 diabetes and chronic kidney disease versus standard 

medically led care which provides care for these conditions separately. It also provides new 

information from two additional perspectives, firstly it provided information regarding 

attendance when a combined management strategy was adopted and secondly when care was 

provided in the context of advanced practice nursing. 

Within the research questions posed in this study, it was stated that the factors which influence 

patient attendance and the features of care valued by patients would be identified through the 

medium of Discovery Interviews with patients who had type 2 diabetes and chronic kidney 

disease. The information provided by Discovery Interview participants was utilised to inform 

the development and implementation of combined type 2 diabetes and chronic kidney disease 

care. 

9.2.1 Listening to the Patients Story: Factors Which Influence Intention to Attend  
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The purpose of this endeavour was to use explore from the patients perspective the factors that 

influence intention to attend for scheduled review. This information was then used to inform 

the Participatory Action Research group actions in the development and implementation of the 

new combined care service. The literature identified that consumer feedback and public 

consultation should be incorporated into service planning, however the means by which this is 

undertaken is poorly defined (Fudge et al., 2008). Discovery Interviews were used as they have 

been designed capture patient perspectives to inform service development and implementation 

of care in clinical practice (National Health Service, 2009c) which is consistent with the stated 

aims and objectives of this study.  

Discovery Interviews identified that the reasons why patients fail to attend were multifaceted 

and complex. Some patients attended because they felt it was the right thing to do and that 

failure to attend would be perceived as discourteous to healthcare professionals and providers. 

Other patients attended because they feared sanction by the healthcare professional, for 

example loss of access to services, which is consistent with previous commentary by McLean 

et al., (2014). Discovery Interview participants indicated that they were more likely to attend a 

healthcare professional whom was known to them.  

All Discovery Interview participants indicated that information regarding their current health 

condition and treatments reduced anxiety related to their kidney disease and was a main factor 

that influenced their intention to attend. Participants recognised that kidney disease was a 

progressive condition with the somewhat inevitable prospect of dialysis as a future treatment 

option, which they had to accept. In comparison regarding their diabetes management many 

Discovery Interview participants highlighted that in the past they had placed less importance 

on engagement with their diabetes care. The reasons for this was primarily due to lack of 

hyperglycaemia symptoms, conflicting schedules, poor relationships with healthcare 

professionals and difficulties accessing transport to attend for review. These findings are 
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consistent with Gucciardi et al., (2008), noting that patients placed their diabetes at a low level 

of importance due to the lack of symptoms and microvascular changes caused by 

hyperglycaemia.  

Discovery Interview participants stated that the relationship with their care giver may 

positively or negatively impact on their intention to attend. Healthcare professionals were 

viewed by some Discovery Interview participants as the custodians of information regarding 

their health. Some participants highlighted that sharing this information was at the behest of 

the healthcare professionals and may be impacted by their existing relationship with the 

healthcare professionals, their role and time constraints. Knowing what to expect at their 

consultation and anticipated outcomes from care also influenced participants’ intention to 

attend, which is also evidenced in the literature by McLean et al. (2014). Supportive and 

respectful behaviour including navigational support about how the healthcare system operated, 

anticipated outcomes from treatment and care process positively influence intention to attend 

and has been identified in the literature as beneficial in the management of long term conditions 

(McLean et al. 2014). Discovery Interview participants also identified transportation 

difficulties impacted negatively on their ability of patients to attend appointments as access to 

local services and transport was limited in rural areas.  

All Discovery Interview participants had to travel considerable distances to access specialist 

renal care. Some participants reported that they had to depend on support for transport from 

family members to attend for their scheduled review as they had no access to their own 

transport with limited public transport, and long distances required to attend specialist renal 

care. Many patients also identified that they experienced other competing conditions and co-

morbidities resulting in an increased appointment and treatment burden, which was provided 

by a variety of healthcare professionals often at different locations that patients themselves had 

to coordinate or self-navigate.  
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In summary, Discovery Interview participants identified that they attend because “it is the right 

thing to do” or conversely feared sanction such as loss of access to care if they did not attend. 

Participants were more likely to attend if their care giver was known to them and information 

regarding their health particularly in reference to their kidney disease positively influenced 

their intention to attend. Supportive and respectful behaviour by healthcare professionals also 

influenced intention to attend for scheduled review. Patients indicated that they place a higher 

level of priority on caring for one condition rather than another, i.e. kidney disease was seen as 

more important due to the prospect of dialysis in comparison to progression of complications 

caused by diabetes which were perceived as covert. Participants acknowledged that this had 

resulted in the development of complications due to the low perceived impact of diabetes or 

importance of engaging with their diabetes management and care providers. Participants also 

highlighted that the treatment and appointment burden associated with managing competing 

co-morbidities coupled with transport and logistical difficulties also negatively impacted on 

ability to attend for scheduled review. 

The reasons identified by Discovery Interview participants for failure to attend are consistent 

with previous research by Salameh et al. (2012) and Gucciardi et al. (2008) regarding the most 

common reasons given by patients with diabetes for failing to attend. These  included, work 

commitments, perceived disrespect by care providers, poor relationship with care provider, 

sufficient diabetes self-management knowledge, forgetfulness, distance to centre, low 

perceived seriousness of type 2 diabetes or associated complications, and lack of familiarity 

with the secondary based centre and its services. For the purposes of this discussion Discovery 

Interviews were used to identify the features of care valued by patients to seek information to 

address the stated research questions. 

9.2.2 Listening to the Patients Story: What We Value  
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Discovery Interviewing enable aspects of care patients value or those which need to be changed 

to be identified, and place the patient at the centre of the enquiry by valuing the patient as the 

expert in their condition (Contugno et al., 2015). It is also contended by Dawood and Gallini, 

(2010) that patient experience of care can only be improved if healthcare professionals 

understand the patient’s perspective. Discovery Interviews facilitated the features of care 

valued by participants to be explored through the use of an interview spine which was 

specifically developed within this study for patients with type 2 diabetes and chronic kidney 

disease. 

Throughout Discovery Interviews, participants identified that they valued courtesy within the 

care relationship in particular with reference to time for them or their family to ask questions 

regarding their current condition and treatments. Participants valued interactions with 

healthcare professionals’ whom were knowledgeable, courteous, helpful and available for 

advice should it be required following the consultation. Discovery Interview participants also 

indicated that they particularly valued a relationship with their known care giver and remote 

access to healthcare advice and support regarding their conditions.  

All Discovery Interview participants indicated that they valued information regarding their 

health and treatments and such information reduced anxiety. Participants also valued advice 

and development of skills required to care for their condition independently on a day to day 

basis as this promoted their own self-management and improved engagement with their 

treatment regime. Participants related that caring for their diabetes required new learning and 

that they were particularly fearful about low blood glucose levels.  

Participants also highlighted that they valued feedback regarding their condition, treatments 

and investigation results and information regarding any treatment change and in particular if 

they were likely to require dialysis treatment in the future. Participants indicated that they 

attended multiple care givers for the management of their conditions often with conflicting care 
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plans with a lack of communication between care givers. According to participants, dietary 

advice given for their diabetes conflicted with renal dietary advice.  

Discovery Interview participants highlighted that their combined type 2 diabetes and chronic 

kidney disease often required polypharmacy and assistance from others to manage medication 

or treatment administration. Many indicated that they were unsure regarding the purpose of 

medications they took on a daily basis and generic prescribing had contributed to this issue. 

Participants related that errors in medication prescriptions and side effects caused by prescribed 

medications had resulted in unintended detrimental consequences for their health which led to 

a hospital admission for some participants. 

In summary, participants indicated that they value consultation etiquette and time within the 

consultation to discuss their individual concerns. They also valued the relationship with their 

care giver and remote access for advice and support between consultations. Developing the 

skills to self-manage their conditions and associated treatments was also important. Participants 

highlighted that they receive conflicting advice and care plans for individual conditions from 

multiple care givers which can negatively impact their self-management ability and result in 

deterious consequences. 

These outcomes correlate with outcomes from the Prevention Enabling self-care and care in 

Long-term conditions Evaluation (PEARLE) by Proctor et al. (2013) in the United Kingdom, 

who examined the impact of managing multiple co-morbidities or chronic illnesses. Study 

participants reported that their multiple conditions or symptoms were treated separately by a 

variety of care providers and clinic attendances and service users frequently had to co-ordinate 

services themselves as there was no co-ordinated approach. The outcome data from this study 

found that patients experience a limited approach to personalised care with more than one long 

term condition or with multiple co-morbidities associated with type 2 diabetes. Patients 

indicated that a personalised integrated care system was necessary to meet their requirements, 
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based on their needs and not the requirements of the healthcare provider (Proctor et al., 2013). 

Furthermore, specialist nurses were proactive in patient management and access to specialist 

nursing services was highly valued by patients (Proctor et al, 2013).  

In the context of this study, it was necessary to identify any new learning and how these patient 

stories of care were used to inform combined care delivery provided in the context of advanced 

practice nursing. 

9.2.3 Using New Learning from Discovery Interview Stories to Inform Combined Care  

The new learning identified from Discovery Interviews firstly, relates to the recognition by 

healthcare professionals that hearing from patient’s stories was necessary to develop an 

understanding of why they may fail to attend and the features of care valued by patients. 

Secondly, it provided healthcare professionals with the information which could inform care 

development and implementation specific to the needs of patients with type 2 diabetes and 

chronic kidney disease. Additionally, hearing patient stories through Discovery Interviews 

provided insights regarding participant perceptions of their negative experiences of prescriptive 

practice and the unintended consequences which may occur as a result of prescriber actions. 

Discovery Interviews also provided an insight into the different priorities between healthcare 

professionals and patients. Healthcare professionals prioritised optimisation of blood glucose, 

however patients were fearful regarding hypoglycaemia and using Discovery Interview 

technique facilitated these insights to be identified. This information was used to inform the 

governance and risk arrangements required for planning and implementing combined care and 

may also be used to inform future healthcare planners considering new service delivery or 

innovations.  

Discovery Interviews highlighted the need for healthcare professionals to identify patient 

priorities on the consultation and avoid a checklist driven consultation with little focus on the 

individual needs of the patient which is a common feature in the delivery of diabetes care 



  

310 
 

(Adolfsson et al., 2009). Discovery Interviews also provided a forum for patient advocacy in 

the provision of care in the context of advanced practice nursing as the elements of care which 

were valued by patients to meet their expectations of care were identified and utilised to inform 

PAR group actions. Discovery Interviews enabled the opportunity to generate new knowledge 

regarding the specific care experiences of patients with type 2 diabetes and chronic kidney 

disease. As previously identified, opportunities to seek information from patients regarding 

their healthcare experiences and expectations are not traditionally embedded in healthcare 

systems (Greaves et al., 2014). Using Discovery Interviews placed patients as key stakeholders 

partnering with healthcare professionals in the development of care in line with their needs 

(McWilliams, 2009). This also provided the means by which the stated aims and objectives of 

this Participatory Action Research study could be met, by embedding this co-generated 

knowledge to inform the development and implementation of combined care. This is consistent 

with the purposes of PAR research methodology as proposed by Reason (1994). PAR had a 

double objective, to produce knowledge and action directly useful to a group and secondly, to 

use this knowledge for the benefit of those within the group. This is described by Fals Bora 

and Rahman (1991) as an “altruistic, cooperative and genuinely democratic process” (p.5). 

Lynch (1999) refers to this as reciprocity within the research relationship as participants are 

enabled to understand and change their situation. The means by which Discovery Interviews 

informed the implementation and development of type 2 diabetes and chronic kidney disease 

care are further outlined.  

The following approach adopted in the recall and review structures within the new combined 

type 2 diabetes and chronic kidney disease service was informed by previous literary 

commentary and factors which Discovery Interview participants indicated influence their 

intention to attend and valued features of care experience and expectations.  
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Prior to the appointment, all patients were contacted by telephone by an advanced nurse 

practitioner conducting their consultation, the purpose of which was to determine a time and 

day which was suitable to the patients schedule and access to transport. Patients received both 

a verbal confirmation and a written appointment letter, to counter any potential literacy issues. 

All appointments were timed and offered from 8am to accommodate patients who were 

working and minimise the need to request time off work to attend for their consultation. Each 

consultation was timed and undertaken over a 30 minute period.  

Prior to each consultation the advanced nurse practitioner reviewed the patient’s medical 

history, treatments and correspondence from their medical record with additional information 

sought from family physicians as required. At each consultation the advanced nurse practitioner 

provided an outline of their role and purpose of the consultation including anticipated outcomes 

and follow up plan. A face to face medical history and review of medications was also 

undertaken at the consultation. All patients were provided with written and verbal information 

regarding type 2 diabetes and chronic kidney disease. An open forum for questions, discussion, 

worries or issues the patient may have was provided at each consultation. The purpose, action, 

timing and potential side effects of any changes in medications was provided to each patient 

and contact telephone numbers to contact the prescribing healthcare professional for additional 

support or advice as required. Refreshments were made available if patients experienced a 

delay of more than 60 minutes in their transportation and transport arrangements were made 

on behalf of patients at their request by the advanced nurse practitioner. Within one week of 

the consultation all participants received a telephone call or letter as per their stated preference 

on their consultation with the results of their investigations in plain language and the next 

appointment was booked in accordance with their stated individual requirements.  
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Communication structures including telephone and written communication links relating to the 

consultation, outcomes from clinical investigations and changes in therapy with supporting 

rationale were established through the actions agreed through PAR group minute consensus 

(Figure 19). These communication links included allied health, nephrology and primary care 

providers, the purpose of which was to enhance communication and foster relationships 

between care givers. Developing and implementing this strategy whilst labour intensive had a 

positive impact on the intention of patients to attend for their scheduled review. The combined 

care service experienced a 0% default rate compared to 7% at nephrology specialist and 11-

23.3% at diabetes specialist services which were medically led (Table 12). However, the 

following caveat is provided, as all patients had consented to participate in the study, this may 

have resulted in self-selecting patients who were engaged with management of their conditions 

and appointments.  

That said, it is contended that embedding information gleaned through the medium of 

Discovery Interviews enabled patient stories to identify the factors which influence attendance 

and features of care experience and expectations which patient’s value. This information was 

used by the Participatory Action Research group to inform the development and 

implementation of combined care. This demonstrated how information from participants was 

used to inform a reflective iterative cycle that in turn informed actions which perpetuated 

further actions. This also demonstrated a primary objective of Participatory Action Research 

(PAR) in the democratization of power between healthcare providers and care consumers 

which enabled knowledge situated within its context to generate new knowledge and 

understanding (Baum et al., 2006).  

Using this approach demonstrated how PAR methodology used individual patient stories to 

develop and implement a new approach to combined type 2 diabetes and chronic kidney disease 
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care specific to the needs of this patient cohort. Using this approach informed by patient stories 

provided an alternative care delivery mechanism and demonstrated one of the following key 

purposes of PAR. Participatory Action Research is “an alternative approach to traditional social 

or scientific approaches as it moves social enquiry from a linear cause and effect perspective 

to a participatory framework that considers the contexts of people’s lives” (MacDonald, 2012, 

p. 36). 

It is contended that new knowledge was generated with reference to developing and 

implementing a combined care delivery strategy in the context of advanced practice nursing 

informed by patient stories. The outcomes from this alternative care delivery strategy 

demonstrated a considerably lower failure to attend level than that experienced in the standard 

medical care diabetes and nephrology services participating in this study and within the 

international healthcare literature. The provision of an appointment which provided care for 

two associated conditions also reduced appointment burden and improved co-ordination of care 

which have been identified as issues when care for these conditions is provided separately (Lo 

et al., 2016). 

Patient attendance is associated with improved clinical outcomes and appropriate utilisation of 

resources as evidenced in the literature (NHS Health and Social Care Information Centre, 

2015h; McLean et al., 2014; Currie et al., 2012). The provision of care for two conditions at 

one consultation also promoted appropriate use of finite resources. Nationally, it is estimated 

that the annual cost of providing care to each patient with type 2 diabetes with microvascular 

complications is €4,934, of which 49% (hospitalisation), 42% (medication) and 9% ambulatory 

care (Health Service Executive National Diabetes Programme, 2011-2015c). In Ireland, the 

most current available data estimates the current cost for centre based hemodialysis is €60,000 

and peritoneal dialysis €29,000 per annum (Health Service Executive National Renal Office, 
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2013d). It is estimated that each missed outpatient appointment costs the Health Service 

Executive €130 (HSE, 2019i), thus it is contended that the combined care service has potential 

to result in cost savings. These savings relate to appropriate use of outpatient resources, timely 

care in line with best practice recall and review recommendations, which may impact on 

reduced potential for development of microvascular complications, the provision of care for 

two associated conditions in one consultation and prevention of clinical and investigation 

duplication. 

It is argued that the development and implementation of the alternative care and recall strategy 

employed in the study positively contributed to patient attendance, which in turn had the 

potential to contribute to improved clinical outcomes. Patients who fail to attend for scheduled 

review experience exerbations in their conditions, increased emergency admissions and length 

of stay (Currie et al., 2012). As identified, patients attending the combined service had a high 

rate of attendance and improvements were noted in HbA1C and blood pressure with a minimal 

(.3mls) decline in glomerular filtration rate over the nine month study period. This information 

provided “a road map” detailing how factors which influence intention to attend and features 

of care valued by patients were used to inform combined care delivery in practice. This 

information may be used healthcare planners and providers considering the development and 

implementation of combined chronic illness management services or care provided in the 

context of advanced practice nursing. 

Within this discussion it was also necessary to identify how the outcomes from Focus Groups 

relate to existing knowledge and identify the generation of new knowledge. Outcomes were 

also considered in regard to their contribution to clinical practice, research, and education and 

in reference to the research question, aims and objectives.  
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9.3 Employing Focus Groups to Inform Combined Care 

Focus Group participants had expertise in the management of either diabetes or renal care, 

however, they experienced difficulties in the combined management of type 2 diabetes and 

chronic kidney disease. These difficulties specifically related to a lack of knowledge, skills and 

expertise in the combined management of these conditions. Focus Group participants 

acknowledged that diabetes and renal expertise operated in silos, with dissimilar priorities and 

agendas. This had resulted in a lack of cross disciplinary care provision and correspondently 

care provision for patients with combined type 2 diabetes, and chronic kidney disease was 

fragmented and lacked cohesion with regard to patient needs which is consistent with previous 

research by Zoungas et al. (2019).  

Nephrologists participating in the focus groups highlighted that specialist nephrology care 

teams require specific information to inform clinical decision making and specialist renal 

advice may not be implemented by other healthcare professionals resulting in poorer patient 

outcomes. This lack of cohesion has been identified previously by Lo et al. (2016) noting a 

lack of continuity in specialist type 2 diabetes and chronic kidney disease management which 

is provided separately by a variety of specialists. This in turn led to conflicting opinions and 

care plans which then resulted in patients becoming confused and frustrated. Lo et al. (2016) 

highlighted that from the patient and carer perspectives, coordination of care required 

improvement via mandatory informed communication relating to patient care between 

healthcare professionals (Zoungas et al, 2019), (Lo et al., 2016). 

Diabetes specialist teams participating in the focus groups highlighted that their utilisation of 

best practice renal management guidelines was sporadic and fragmented leading to an 

unstructured approach to both kidney disease screening and provision of best practice informed 

care. Diabetes specialist teams recognised that they had a lack of knowledge and experience in 

managing chronic kidney disease in patients with diabetes. Diabetes specialist participants 
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across the disciplines of medicine and nursing noted that measuring and monitoring of kidney 

function and albumin creatinine ratio was commonplace within their practice. However, they 

lacked knowledge and or expertise to use this information to initiate early chronic kidney 

disease management and referral strategies. These findings are similar to those identified by 

Baer et al. (2010), noting that healthcare professionals may lack specific knowledge to 

recognise chronic kidney disease and implement early intervention strategies. Further evidence 

noted the lack of specific knowledge and skills to appropriately manage these patients is 

attributable to a lack of chronic kidney disease management awareness amongst healthcare 

professionals (Whalley-Connell et al., 2012). 

In comparison, the Nephrology specialists participating in the focus groups acknowledged 

utilising best practice guidance to inform care delivery. However, they viewed diabetes 

management strategies as increasingly complex. In particular, they identified difficulties 

regarding the emergence of new treatments and therapies which contributed to their issues 

managing diabetes in patients with chronic kidney disease. These outcomes are consistent with 

research undertaken by Lo et al. (2016) who identified that suboptimal management of type 2 

diabetes and chronic kidney disease was related to poor awareness of chronic kidney disease 

identification and management, delayed referral to specialist nephrology services and a lack of 

communication amongst healthcare professionals.  

Common ground was found amongst Focus Group participants, across disciplines, and 

specialities in the acknowledgement that the prevalence of type 2 diabetes and chronic kidney 

disease posed a significant care delivery challenge. Participants also highlighted that adequate 

planning and resources including succession planning were required to provide services to meet 

the needs of this patient cohort. This view is shared in the literature in the recognition that 

chronic kidney disease in those with or without type 2 diabetes represents a major public 

healthcare delivery burden (Eckardt et al., 2009). However, diabetes and nephrology specialist 
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teams acknowledged that current combined type 2 diabetes and chronic kidney services have 

evolved from clinical need without adequate planning or resources which may in turn lead to 

missed early chronic kidney disease management strategies. This is consistent with additional 

later commentary by Lo et al. (2018) noting, that the “increasing complexity of multi-

morbidity, and current gaps in health-care delivery for people with co-morbid diabetes and 

CKD, emphasize the need for better models of care for this population” (p.717).  

All Focus Group participants recognised that the benefits of specialist diabetes and nephrology 

teams working together included; improved care cohesion and provision whilst also 

contributing to improved working relationships, skills and knowledge between care teams 

which correlates with previously outlined research (Zoungas et al, 2019). Diabetes 

Endocrinologists held the view that specialist diabetes or renal nurses were well placed to 

provide combined care. Diabetes and renal specialists held positive views of existing 

Registered Advanced Nurse Practitioner (RANP) services in terms of quality of care and 

services provided. Specialist Endocrinology Consultants viewed Registered Advanced Nurse 

Practitioner (RANP) roles and services as a potential solution to identified healthcare delivery 

deficits. Consultant Nephrologists and Endocrinologists acknowledged that nursing care 

incorporates the multifactorial case management supports required by patients with both 

conditions which may be absent from medically led care. That said, Consultant 

Endocrinologists identified that currently, imbalances existed between diabetes and renal 

specialist teams regarding access to treatments and therapies such as intravenous iron. 

Specialist diabetes teams held the view that specialist renal teams had direct and enhanced 

access to such services because these treatments were common place for patients with chronic 

kidney disease and were delivered through established networks and relationships. However, 

diabetes teams experienced difficulties because these treatments were not as frequently utilised 

within diabetes care provision. Consultant Nephrologists identified issues relating to the 
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utilisation of renal clinic resources to review patients and the development of specialist renal 

management advice which may not implemented by other care givers, resulting in poorer renal 

outcomes for patients. Focus Group participants recognised hypertension and blood glucose 

management preserved renal function decline which is in line with the outcomes from the 

seminal ADVANCE (2008) and  UKPDS64 (2003) randomised controlled trials. Participants 

also recognised that diabetes and nephrology care teams needed to prioritise information 

sharing and giving with patients regarding how suboptimal blood glucose and blood pressure 

can lead to potential negative health impacts associated with progressive renal function decline. 

Focus group participants identified failure to attend by patients as a significant issue within 

diabetes and renal care management. Contributing factors regarding failure to attend included 

low perceived importance of diabetes and a failure by patients to link poorly controlled blood 

glucose with the development of microvascular complications. Both Diabetes and Nephrology 

Focus Group participants identified appointment and treatment burden for co-morbidities in 

which care was provided by a variety of healthcare professionals at different locations as a 

significant factor in the failure of patients to attend for their scheduled review. Furthermore 

lack of access to transport and long travel distances for specialist care were key contributing 

reasons why patients failed to attend. They also identified that the relationship between the 

patient and their care giver may positively or negatively influence the patient’s intention to 

attend and patients may not attend because they fear bad news regarding their condition. Focus 

Group participants also identified that from their perspectives, patient consultations could be 

challenging when patient behaviours required lifestyle modification or adjustment. That said, 

they also recognised that balancing life with diabetes and chronic kidney disease imposed 

significant restrictions in terms of lifestyle choices and dietary intake. According to diabetes 

healthcare professionals, the covert nature of symptoms experienced by patients with type 2 

diabetes and chronic kidney disease may contribute to a lack of understanding by patients that 
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diabetes may cause additional deterious health problems until a crisis arose which required 

engagement with their care providers. However, Focus Group participants across the 

disciplines of medicine and nursing also highlighted as there are no sanctions imposed on 

patients who continue to fail to attend has resulted in a laissez faire approach to appointment 

attendance. This view was countered by specialist diabetes and renal nursing participants who 

indicated that that patients may not fail to attend from an intentional act but, because they were 

fearful of bad news or had other issues such as access to transport which caused them not to 

attend. It is necessary to identify how the new learning from Focus Groups was used to inform 

combined care delivery within this study. 

9.3.1 Using New Learning from Focus Groups to Inform Combined Care 

 

The new learning identified from Focus Groups highlighted that both diabetes and nephrology 

specialist teams experience deficits in the knowledge, skills and experience required to provide 

care for patients with combined with type 2 diabetes and chronic kidney disease. Nonetheless, 

whilst diabetes and renal teams share commonalities in that they experience difficulty 

managing this diverse patient cohort, these were not informed from the same perspective. 

Nephrology care teams experienced difficulty regarding the treatments and therapies available 

to manage diabetes which they viewed as increasingly complex. Diabetes care teams 

experienced difficulty regarding the knowledge and skills required to initiate early chronic 

kidney disease management and referral strategies advised by best practice recommendations. 

Diabetes care teams provided insights regarding regular monitoring and measuring of 

glomerular filtration rate and albumin creatinine ratio in their clinical practice. It is contended 

that this information had little clinical utility as it did not initiate recommended best practice 

early chronic kidney disease detection, and management strategies required when particular 

clinical indicators were present. This could be viewed as measurement in isolation or a box 

ticking exercise within arena of diabetes care provision. Shekelle et al., (2012), concurs that 
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barriers to the implementation of evidence based practice (EBP) guidelines may relate to the 

specificity of guideline recommendations and may affect their application in clinical practice.  

The key new learning derived from this is that it identifies the specifics of the particular 

difficulties specialist teams experience in the provision of care for patients with combined type 

2 diabetes and chronic kidney disease. This information was used by the Participatory Action 

Research Group to inform the development of a tailored education programme to address the 

specific deficits experienced by the respective specialist care teams. As outlined previously the 

Participatory Action Research Group consisted of membership from diabetes and renal 

specialist teams which used the information provided by patients through Discovery Interviews 

and Focus Groups to develop a specific care programme which has been sub sequentially 

accredited by the Nursing Midwifery Board of Ireland (2020) (Appendix 11).The information 

provided by diabetes specialist focus group participants regarding difficulties initiating best 

practice early management and referral strategies informed the development of the decision 

making algorithm by the PAR group (Appendix 12). This added to new learning in that 

specialist diabetes care teams may require additional education to develop the skills and 

knowledge to link the outcomes of clinical measurement with the appropriate early renal 

management strategy. This education programme also provides specialist nephrology care 

teams with the specific skills and knowledge required to appropriately initiate glucose 

management strategies in line with best practice recommendations for cohorts with combined 

type 2 diabetes and chronic kidney disease 

This education programme and decision making algorithm have the potential to inform other 

specialist care teams or healthcare planners contemplating initiating a combined care delivery 

and have identified knowledge and skill deficits regarding diabetes and chronic kidney disease 

care informed by best practice. 
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The Nephrology and Diabetes specialist teams also highlighted that care for type 2 diabetes 

and chronic kidney disease is fragmented with little communication between care teams. Focus 

Group participants also recognised that information sharing and communication with patients 

regarding how poor blood glucose may lead to deteriorating renal function was an area of 

priority for care teams. Discovery Interview participants indicated that they required 

information regarding their conditions, which demonstrates that both healthcare professionals 

and patients view information sharing as a key component of care. The literature identified that 

a key factor to promote chronic kidney disease awareness in patients “is communication 

between care provider and patient” (Whaley-Connell et al., 2012, p.51). This identified the 

necessary supports including communication and documentation pathways, patient priorities 

for advice, and information sharing required for combined care from perspectives of healthcare 

professionals and patients which also has the potential to inform future care delivery.  

Focus Group participants recognised as the prevalence of chronic kidney disease in patients 

with type 2 diabetes was increasing, coupled with the diversity and complexity of these patient 

cohorts, would require specialist teams to work together. Benefits of working together were 

identified as improved communication, enhanced skills and knowledge. However, the Focus 

Groups unearthed underlying issues regarding access to specialist interventions and treatments 

with diabetes specialist teams indicating that they experienced difficulty accessing treatments 

in comparison to renal teams. This was predominantly related to numbers of patients requiring 

specific treatments, established pathways and relationships within specialties. From the 

perspective of Nephrologists, time and resources were used to develop specialist renal advice, 

which may not be implemented by other care providers resulting in poorer patient outcomes. 

This provided new information regarding potential difficulties including issues relating 

underlying power and politics which may be experienced by healthcare teams and planners 

anticipating the implementation of combined care. It also provided context regarding the 
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underlying issues which may negatively impact on the development and implementation of 

combined care. As highlighted by Coghlan and Brannick, (2014) “any form of research in any 

organisation has its political dynamics. Political forces can undermine research endeavors and 

block planned change” (p.202).  

Both Nephrology and Endocrinology consultants identified that specialist renal and diabetes 

nurses were well placed to provide combined care. Diabetes and Nephrology specialists 

reported positive experiences of advanced nurse practitioner roles and services, highlighting 

that nursing care incorporated the multifactorial case management supports that may be absent 

from medically led care. This provided new learning regarding the views held by other 

healthcare professionals regarding initiating services provided in the context of advanced 

practice nursing prior to the development and implementation of combined care. 

Finally, the new learning from Focus Groups related to an understanding of why patients with 

type 2 diabetes and chronic kidney disease may fail to attend for their review. These included 

appointment and treatment burden necessitating engagement with multiple care givers and 

locations, transportation difficulties and the relationship with care giver. These outcomes 

identified that healthcare professionals’ share an understanding of the reasons why patients fail 

to attend which are similar to the reasons Discovery Interview participants indicated they do 

not attend for scheduled review. Proctor et al. (2013) highlighted the lack of personalised care 

for patients, while Focus Group participants shared an understanding with regards to the 

reasons why they failed to attend. This demonstrated an awareness by healthcare professionals 

regarding healthcare experience and expectations from the patient’s perspective, which has 

been highlighted as a vital component for planning and implementing patient centred care 

(National Health Service, 2013g). This adds new information in the literary discourse regarding 

the underlying reasons for failure to attend from the joint perspectives of healthcare 
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professionals and patients with type 2 diabetes and chronic kidney disease which is a unique 

contribution in terms of national and international literature. This information was used by the 

Participatory Action Research group to inform development of the outlined recall and review 

structure at combined care in a bid to combat the significant issue of failure to attend within 

chronic illness care provision (Paterson et al., 2010). 

Within this discussion it was also necessary to identify how the outcomes from the 

Participatory Action Research Group relate to existing knowledge and identify the generation 

of new knowledge. Outcomes were also considered in regard to their contribution to clinical 

practice, research, and education and in reference to the stated research question, aims and 

objectives.  

9.4 Using Participatory Action Research to Co-Generate Knowledge  

 

Within this study adopting Participatory Action Research approach facilitated the co-

generation of knowledge amongst specialist care teams and patients which had “the added 

dimension of active participation in the research process by those involved and purposeful 

exploration of the extensive knowledge of participants in the process” (Beringer and Fletcher, 

2011, p.60). According to Dickens and Watkins (1999) without collaboration, practitioners 

engage in uninformed action and researchers develop theory without application. That said, , 

using a Participatory Action Research methodology enabled practitioners participating in this 

study to research their actions with the purpose of making their actions more effective which 

is an essential element of action research (Dickens and Watkins, 1999). 

The Participatory Action Research processes were governed by constant and iterative reflection 

in which researchers identified accountability for enacting change and actions through group 

minute consensus, thus providing the means by which the tacit knowledge of participants could 

be explored and demonstrated (McNiff and Whitehead, 2006). Development and dissemination 

of PAR group meeting transcripts, proposed and agreed actions through group minute 
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consensus identified how co-operation between participants could be identified which is a 

central focus when undertaking PAR (Coghlan and Brannick, 2014). Development and 

dissemination of PAR group meeting transcripts, proposed and agreed actions using group 

minute consensus also provided a means by which the relationship between the researcher and 

participants could be identified thus enhancing rigour (Waterman et al., 2001). 

The cyclical Participatory Action Research process incorporated group minute consensus 

culminating in the final PAR research report (Appendix 6b). This report outlines how 

consensus led to the development and implementation of thirteen actions, whilst also 

demonstrating and enhancing the validity of the research. The flexible iterative cycles 

facilitated reflexivity at individual and group levels which is vital in the context of practice and 

service developments when using Participatory Action Research (Ungar et al., 2015).  

Action researchers are required to demonstrate how internal and external credibility are 

demonstrated when undertaking research (Greenwood and Levin, 1998). It is proposed that 

adopting the PAR approach outlined in this study allowed the development of internally and 

externally credible knowledge. Internal credibility was demonstrated by the development of 

PAR transcripts, collaboratively agreed actions through group minute consensus and 

development and dissemination the final PAR research report to all participants (Appendix 6b). 

External credibility was achieved through documentation of decision making processes and 

development and dissemination of the final research report to key stakeholders at participating 

sites and each ethics research committee (Appendix 6a). External credibility was also 

demonstrated in the form a peer reviewed publication written in conjunction with my principal 

supervisor outlining the methods, aims and objectives within this study (Appendix 14). 

Researcher reflexivity was demonstrated through maintenance of a personal research journal 

regarding methodological decisions in the course of the study (Appendix 2).  
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Within this discussion it was also necessary to identify how the outcomes from the 

Participatory Action Research group related to existing knowledge, identify the generation of 

new knowledge and consider the contribution to clinical practice, research and education. The 

findings are also considered in regard to the stated research question, aims and objectives 

within this study. 

9.4.1 Using Co-Generated Knowledge to Develop and Implement Combined Care 

 

Adopting a combined care approach in the context of advanced practice nursing has the 

potential to address current deficits in care delivery caused by increases in chronic illness 

prevalence, and a healthcare system which has failed to cope with advances in science and 

technology (Institute of Medicine, 2001). Besides, the , IOM (2001) highlighted that a redesign 

in care delivery system is the single means by which improvements in the quality of chronic 

illness care can be achieved. Atun (2015) highlighted healthcare systems are ill equipped to 

manage multimorbidity such as that presented in patient populations with type 2 diabetes and 

chronic kidney disease. Similarly Lo et al. (2018) highlighted that there is a dearth of evidenced 

based models of care for people with type 2 diabetes and chronic kidney disease “derived 

inductively through formative research and co-designed with key stakeholders including 

patients, tertiary health professionals and GP’s” (p.712). Waterman et al. (2001), identified that 

action research is particularly well suited to, developing innovative practices, practice change 

and to foster innovation. Action research methodologies seek to co-generate solutions to 

identified problems and have the potential to instigate change in comparison to some research 

methodologies in which the primary aim is to test the effectiveness of specific treatments (Hart 

and Bond, 2000). The development, implementation and evaluation of combined care provided 

in the context of advanced practice nursing represents a departure from traditional diabetes and 

renal services which are medically led. Participatory Action Research provided the mechanism 

by which co-generated knowledge was used to develop, implement and evaluate this innovative 
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care delivery strategy. From the perspectives of healthcare planners this adds new knowledge 

with reference to the planning and resources required and the patient outcomes when such a 

strategy is operationalised. Adequate resources also referred to sufficient skills, expertise and 

personnel to manage cohorts with type 2 diabetes and chronic kidney disease as described by 

both PAR and Focus Group participants. Issues relating to adequate succession planning to 

maintain service provision in the absence of core staff members was also highlighted as a major 

resourcing consideration amongst PAR and focus group participants. This information has the 

potential to inform future planned heath care delivery change for patients with chronic 

illnesses. In the context of adding to the body of research, this care delivery strategy developed 

through the medium of co-generated knowledge may inform other clinicians and researchers 

undertaking clinically based research. The positive outcomes from such clinically based 

research include improved research quality, dissemination and generation of sustainable 

interventions following implementation (Frerichs et al. 2016).  

The Participatory Action Research group used co-generated knowledge from Discovery 

Interviews with patients and Focus groups with healthcare professionals to inform action and 

catalyse change which is a primary function of PAR (Reed and Hocking, 2013). Within this 

study, information was gathered from patients and healthcare professionals in separate forums 

through Discovery Interviews and Focus Groups. It is argued that the diverse Participatory 

Action Research membership used this information to inform PAR group activity through a 

series of cycles to generate actions informed by those who were immersed in the situation to 

collaboratively define problems and identify solutions (Pain et al., 2010). According to Pain et 

al. (2010) collaborative research and action are used to gather information to inform change 

with those affected by the issue who lead in producing and using knowledge about it. The PAR 

research report (Appendix 6b) outlines how co-generated knowledge informed group minute 
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consensus and planned actions which may provide information to other researchers and 

healthcare planners contemplating change within delivering chronic illness care. 

Using Participatory Action Research with a diverse group membership enabled exploration of 

views and attitudes towards combined management of type 2 diabetes and chronic kidney 

disease management strategy. Participatory Action Research affords the inherent dynamics of 

the situation to be unearthed and included in the process (Kemmis and McTaggart, 2005). 

General Practitioners and specialist diabetes healthcare professionals identified that they 

regarded diabetes as the primary condition in patients with combined type 2 diabetes and 

chronic kidney disease. This was consistent with the views of specialist diabetes teams 

participating in the Focus Groups. That said, what it adds is an insight into the views of primary 

healthcare providers and specialist diabetes care teams who, may prioritise the management of 

diabetes rather than chronic kidney disease. It is contended that this may contribute to the 

missed early identification and management of chronic kidney disease reported previously in 

the literature ((Lo et al., 2016; Baer et al., 2010). General Practitioners also identified that 

routine screening, early identification and management of patients with type 2 diabetes and 

chronic kidney disease as advised by best practice recommendations would likely overwhelm 

both general practice and providers of specialist renal care. Some General Practitioners held 

the view that many patients with combined type 2 diabetes and chronic kidney disease only 

required minimal monitoring and management of their chronic kidney disease. This offered 

new insights regarding the opinions of participants regarding the implementation of the early 

chronic kidney disease management strategies recommended by KDIGO (2012) in cohorts with 

diabetes within the primary care setting in Ireland. Comparisons are drawn by Plantigna et al. 

(2010) that “a general consensus that awareness of chronic kidney disease by all types of 

primary care providers is unacceptably low and knowledge of management is particularly poor 

among family practitioners” (p.8).  
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Consultant Endocrinologists participating in the PAR group held the view that a flexible 

approach may be adopted in regard to the use of best practice guidance to inform care delivery 

for patients with type 2 diabetes and chronic kidney disease. However, flexibility referred to 

the adaption or tailoring of guidelines to meet the individual requirements of the specific 

clinical area within healthcare delivery environment. Specialist Diabetes PAR members 

including Consultant Endocrinologists, Advanced Nurse Practitioners and Specialist Diabetes 

Nurses highlighted that in relation to the new combined care service, adopting a screening 

criteria and care delivery in line with best practice recommendations supported nurses 

providing this care to remain within their scope of practice, and standardised care delivery. 

This demonstrated that members of the PAR group viewed screening and best practice 

utilisation from differing perspectives. Initiating a diverse PAR membership across disciplines 

and specialities allowed multiple perspectives regarding the matter of enquiry to be elucidated, 

referred to as methodological pluralism which is required for effective healthcare research 

(Baum et al., 2006). The construction of knowledge from multiple perspectives throughout the 

collaborative cycles in this study demonstrated inclusiveness of members in knowledge 

generation whilst also promoting reliability (Koch and Kralik, 2006). Through collaborative 

cycles, PAR members, who had diverse views regarding screening and utilising best practice 

recommendations, achieved consensus that a flexible and fluid approach to screening and 

guideline utilisation may in fact result in disparate care results. This issue had been previously 

identified in a Cochrane review by Renders et al. (2001) in which a lack of consensus regarding 

the measurement techniques or evidence based interventions required to provide quality 

chronic illness care led to failure of their application. This led to the development of co-

generated actions to support screening and utilisation of best practice recommendations NICE 

(2015) and (KDIGO, 2012) to guide combined care delivery. This provided new information 

with reference to how PAR members used collaboration to overcome pre-existing perspectives 
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and competing agendas to generate change and innovation within chronic illness management. 

This identifies the participatory nature of PAR which according to Ungar et al. (2015) “makes 

explicit the researchers bias during an enquiry and juxtaposes expertise with multiple ways of 

understanding a situation through the participation of those affected by it” (p.610). Gauld et al. 

(2011) noted that active participation and involvement of members is more likely to result in 

sustainable change as the future state of what is needed within that community was determined 

by that community. Therefore, information gained through PAR group actions may prove 

beneficial for other clinically based teams contemplating using PAR to instigate change in a 

bid to provide quality chronic illness care. 

Diabetes Specialist and General Practitioner members of the Participatory Action Research 

group acknowledged that patients with type 2 diabetes and chronic kidney disease are diverse 

with unique and individual requirements. Conversely, Focus Group participants and PAR 

members acknowledged that patients value information regarding their condition and a 

relationship with their care provider. However, in practice specialists operated with little or no 

communication between silos of expertise. In contrast, General Practitioners highlighted that 

care for patients needed to be viewed from a holistic perspective rather than provision of care 

which focussed on a specific condition which was commonplace in secondary care services. 

This statement is evidenced by information from Discovery Interview participants who related 

that their multiple conditions are treated by a multitude of healthcare providers at varying 

locations. It also highlighted the varying perspectives of healthcare professionals was 

influenced by the environment in which they provide care. Throughout, the Focus Group 

healthcare professionals from both diabetes and nephrology specialities stated their views 

regarding the primacy of diabetes or chronic kidney disease management. In contrast, General 

Practitioners identified the importance of seeing the patient as a person with a holistic 

management approach in which the relationship between care giver and recipient was key. 
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However, despite the fact that nephrology and diabetes specialist teams viewed patients with 

combined type 2 diabetes and chronic kidney disease as diverse, they acknowledged a lack of 

the skills and expertise to deliver combined clinical management of these patients. General 

Practitioners viewed patient management holistically, but also reported deficits in the skills and 

expertise to manage this patient cohort. Adopting PAR facilitated identification of these 

perspectives and it may be argued that it provided some insight into factors which may 

contribute to a lack of personalised care delivery as identified within the literature and by 

Discovery Interview participants in this study (Lo et al., 2016; Proctor et al., 2013).  

Undertaking Discovery Interviews and Focus Groups and using this information to inform PAR 

group actions enabled the development of an understanding of potential forces that impact on 

planned change and desired future care processes. This assisted the PAR group to identify 

actions to combat their potential negative implications (Coghlan and Brannick, 2014; Shani 

and Pasmore, 2010). Within this study this included development of the outlined recall and 

review mechanisms which included additional access to remote support and advice for 

combined care participants. Additional actions by the PAR group included the development 

and accreditation of a dedicated education programme (Appendix 11) and decision making 

algorithm (Appendix 12) to enhance care providers skills, expertise and support clinical 

decision making in line with best practice. New knowledge was created in reference to seeking 

the underlying dynamics of the healthcare environment when considering the development and 

implementation of new services. Additional new learning related to the diversity of views 

regarding the utilisation of best practice guidelines. This may have the unintended consequence 

of inadvertently impacting care provided in the context of advanced practice nursing to remain 

within scope of practice or provide standardised care. This also highlights the requirement for 

representation of allied health, medicine and nursing membership when planning new services 
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as decisions made may have intended and unintended consequences for other healthcare 

professionals. 

Both Focus and Participatory Action Research group participants’ emphasized the need to 

adequately plan and resource new services including consideration of the skills and expertise 

required to implement combined type 2 diabetes and chronic kidney disease care. Consultant 

Endocrinologists and Nephrologists whom had experience or currently worked with registered 

advanced nurse practitioners (RANP) stressed the value of such roles in terms of expertise and 

quality of care which potentially offered a solution to current chronic illness management care 

provision deficits. General Practitioners whom had not experience or knowledge of RANP 

roles raised concerns with reference to the oversight in terms of governance and risk 

management of such roles in primary care. Consultant Endocrinologists highlighted that 

RANP’s were independent autonomous practitioners, but existing cultural norms may impact 

the ability of the RANP role to operate in their full capacity. This adds new information with 

reference to the research objective of exploring the views of healthcare professionals regarding 

care provided in the context of advanced practice nursing. It is argued that the views of 

healthcare professionals regarding registered advanced nurse practitioners was dependent on 

their experience, understanding and exposure to such roles and successful initiation of RANP 

roles was dependent on the cultural acceptance and understanding within the organisation. This 

has implications for planning and implementation of new services in the context of advanced 

practice nursing as change may be influenced by issues relating to power and politics (Hughes, 

2010). The means by which this potential issue was negated within the PAR group was by the 

delivery of an information session to all members regarding the roles and responsibilities of 

the RANP role in Ireland including governance and risk management structures.  

The study outcomes were also considered in regard to their contribution the research questions, 

aims and objectives.  



  

332 
 

9.5 Study Outcomes in Relation To the Research Question, Aims and Objectives 

 

For the purposes of this discussion is was necessary to consider if the study outcomes addressed 

the research questions and if the stated aims and objectives of this study were achieved. The 

research question asked if the development and implementation of a combined type 2 diabetes 

and chronic kidney care service informed by knowledge which has been co created between 

patients and healthcare professionals could achieve best practice clinical guidance 

recommendations.  

9.5.1 Study Outcomes in Reference to the Research Questions 

 

As previously identified, the Participatory Action Research group achieved consensus with 

regard to utilising the NICE (2015) and KDIGO (2012) best practice recommendations within 

combined care provided in the context of advanced practice nursing. The outcomes from the 

Retrospective Chart Review addressed the research question directly in that, care provided in 

the context of advanced practice nursing achieved clinical outcomes in line with best practice 

NICE (2015) recommendations. The Retrospective Chart Review also demonstrated that a 

higher proportion of patients achieved the three best practice NICE (2015) recommendations 

for blood pressure, blood glucose and lipids at their second consultation when compared to the 

initial visit (64.3% vs. 40.5%). This demonstrated a higher proportion of patients achieved best 

practice recommendations in comparison to 40% in standard medically led diabetes care 

(National Health Service National Diabetes Audit, 2019j). 

KDIGO (2012) guidance advises all patients with chronic kidney disease are periodically 

evaluated for the presence of anaemia related to a declining glomerular filtration rate and 

recommend prompt evaluation and management of anaemia. The Retrospective Chart Review 

identified a considerable proportion of participants experienced anaemia related issues at the 

first consultation which was actively identified and managed resulting in a reduction in the 

prevalence of anaemia at the second consultation. This finding is evidenced by the fact that 
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there was a 23.5% reduction in low haemoglobin level and a 24% reduction in low transferrin 

saturation between consultations at combined care. The glomerular filtration rate also identified 

patients had an average GFR of 44 mls/min on their first consultation compared to 43.7mls/min 

at their subsequent consultation, thus there had been a .3mls reduction in GFR over the 

preceding 9 month period (Table 6). Evidence in the literature would suggest that Glomerular 

Filtration Rate (GFR) is anticipated to decline by 1.2-4.6 ml annually (Tsai et al., 2017; 

Massey, 1999; Nielsen, 1997). This indicates that patients attending combined care provided 

in the context of advanced practice nursing experienced a stabilisation in renal function over 

the 9 month period. The combined care service was well attended experiencing a 0% default 

rate compared to 7% at nephrology specialist and 11-23.3% at diabetes specialist medically led 

services participating in this study (Table 12).  

Thus, the outcomes from the Retrospective Chart Review have answered the research question 

in that combined care in the context of advanced practice nursing could achieve clinical targets 

in line with best practice NICE (2015) and KDIGO (2012) guidance. Outcomes also indicate a 

low default rate compared to the medically led specialist services participating in this study, a 

proactive approach to anaemia detection and management in line with best practice 

recommendations and stabilisation in renal function. 

The research question also considered if the contribution of advanced practice nursing to 

combined type 2 diabetes and chronic kidney disease care could be identified. The FAANP 

(2014) toolkit was created to identify the contribution of advanced practice nursing to patient 

care and was used within the context of this study. This toolkit identifies five specific areas and 

associated measures by which to identify the advanced practice nursing contribution to care. 

These include clinical outcomes, cost effectiveness, reflective enquiry leading to practice 

change, gaps in care provision and solutions to address gaps, review and evaluation of services 

(Kleinpell, 2017).  
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The Retrospective Chart Review has identified improved clinical outcomes in terms of those 

achieving best practice clinical recommendations, anaemia management, stable renal function 

and a low failure to attend rate.  

Cost effectiveness was considered in reference to the use of outpatient resources. The combined 

care service experienced a low default level (0%) in comparison to medically led services in 

this study (7-23.3%) and as it is estimated that missed appointment costs €130 (HSE, 2019i), 

this represents appropriate resource utilisation. Patients who attend for scheduled review 

experience improved clinical outcomes and may be less likely to develop microvascular 

complications which contribute to increased economic healthcare burden (Currie et al., 2012).   

Nationally, it is estimated that the annual cost of providing care to each patient with type 2 

diabetes patient with microvascular complications is €4,934 (Health Service Executive 

National Diabetes Programme 2011-2015c). The cost of centre based hemodialysis is €60,000 

and peritoneal dialysis €29,000 per annum (Health Service Executive National Renal Office, 

2013d). Chronic Kidney Disease is a progressive condition and optimal blood pressure and 

blood glucose control preserve renal function (UKPDS64, 2003). The patients attending 

combined care experienced improved blood pressure and HbA1C values and a stabilisation in 

renal function, it is contended that this may confer to reduced economic burden. The provision 

of care for two associated conditions within the same consultation and prevention of clinical 

and investigation duplication also demonstrates the cost effective use of finite resources. Thus, 

combining the management of type 2 diabetes and chronic kidney disease in the context of 

advanced practice nursing may provide the potential to demonstrate cost savings within chronic 

illness care provision.  

Reflective enquiry which led to practice change was demonstrated through the use of 

Participatory Action Research methodology in which knowledge was co-generated through 

iterative reflective cycles to develop and implement an alternative combined care delivery 
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strategy. Practice change was demonstrated from dual perspectives; firstly, in the combined 

management of two associated conditions usually provided separately and secondly, care 

usually medically led was provided in the context of advanced practice nursing. 

The literature review, Discovery Interviews, Focus and Participatory Action Research groups 

identified gaps in current care provision and through collaboration identified bespoke solutions 

to address these gaps, which were sub sequentially evaluated in terms of clinical outcomes and 

patient attendance. This identifies the means by which the specific contribution of advanced 

practice nursing was identified within the context of this study and represents new information 

with regard to the unique contribution of advanced practice nursing to care within the broader 

healthcare literature.  

The research question also required consideration regarding if the factors which influence 

patient attendance could be identified within this study. This study identified the factors which 

may contribute to failure to attend for scheduled review from the perspectives of patients and 

healthcare professionals. Discovery Interviews provided the means by which to identify why 

patients with combined type 2 diabetes and chronic kidney disease fail to attend for their 

scheduled review. Some patients attended because they felt it was the right thing to do and that 

failure to attend was discourteous, whilst other patients attended because they feared sanction 

by healthcare professionals, for example loss of access to services. Information regarding 

current health status, treatments and progress particularly in reference to kidney disease were 

identified by all Discovery Interview participants as a main factor which influenced intention 

to attend. Patients recognised that kidney disease was a progressive condition and it was their 

health priority in comparison to diabetes management, which they viewed as less important 

due to the lack of perceived symptoms. Discovery Interview participants identified that the 

relationship with their care giver may positively or negatively impact on their intention to 

attend. Some patients highlighted that sharing this information was at the discretion of 
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healthcare professionals, which could be impacted by their existing relationship with the 

healthcare professionals, and that individual’s role and scheduled review time constraints. 

Patients indicated that knowing what to expect at their consultation, supportive and respectful 

behaviour, navigational support about how the healthcare system operated, anticipated 

outcomes from treatment and care processes also influenced intention to attend for scheduled 

review. 

Both Discovery Interview and Focus Group participants highlighted transportation difficulties 

accompanied with the long travel distances required to attend for specialist care contributed to 

failure to attend.  Management of competing co-morbidities which required attendance at 

various locations with multiple care givers attributed to appointment and treatment burden 

coupled with transportation difficulties contributed to failure to attend for scheduled review. 

Focus Group participants identified that low perceived importance of diabetes and a failure by 

patients to link poorly controlled blood glucose with the development of microvascular 

complications also contributed to failure to attend. The relationship between the patient and 

care giver may positively or negatively influence the patient’s intention to attend from the 

perspectives of Discovery Interview and Focus Group Participants. Specialist Nurses in the 

Focus Group stated that some patients may not attend because they fear bad news regarding 

their condition. Furthermore, Focus Group participants also highlighted that there are no 

sanctions imposed on patients who continue to fail to attend which in turn negatively impacted 

on the availability of resources and service provision. Outcomes from Discovery Interviews 

and Focus Groups demonstrated a common awareness between patients and healthcare 

professionals regarding the factors which influence attendance for scheduled review. For the 

purposes of answering the research question it is also necessary to determine if the features of 

care valued by patients were identified. 
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Discovery Interviews facilitated the features of care valued by patients from the perspective of 

patients living with these two conditions through the use of a specific interview spine. 

Discovery Interview participants identified that they valued consultation courtesy within the 

care relationship in particular with reference to time to ask questions regarding condition, 

treatments and future prospects. Patients valued relationships with healthcare professionals 

who were knowledgeable, courteous, helpful and accessible to provide remote advice following 

the consultation. Information regarding their condition with reference to kidney disease 

reduced anxiety particularly pertinent to the impending prospect of dialysis therapy, a key 

feature of care which patients valued. Patients also valued feedback and information regarding 

the outcomes from investigations undertaken during consultations. Fostering of the skills to 

self-manage conditions between patients and healthcare professionals was an important feature 

of care valued by patients and from the health care professionals’ perspective, it improved 

engagement and independent condition management. Patients described attending multiple 

care givers at various locations resulted in conflicting advice and care plans for individual 

conditions and negatively impacted their ability to self-manage conditions. This discussion 

identifies how the outcomes of this research were used to answer the research questions. It is 

also necessary to identify if this research achieved the stated aims and objectives of this study. 

9.5.2 Study Outcomes in Relation to the Research Aims and Objectives  

 

The main aim of this research study was achieved by using co-generated knowledge between 

health care professionals and patients with type 2 diabetes and chronic kidney disease to inform 

the development and implementation of combined type 2 diabetes and chronic kidney disease 

care provided in the context of advanced practice nursing. The objectives of identifying factors 

which influence attendance for scheduled review and features of care valued by patients was 

to embed this information into the new combined care service in accordance with the stated 

objectives of this study. The final objective of this research study was to explore the views of 
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healthcare teams regarding combined type 2 diabetes and chronic kidney disease care delivery 

provided in the context of advanced practice nursing.  

Participatory Action Research and Focus Group participants recognised that combined type 2 

diabetes and chronic kidney disease represented a significant healthcare delivery issue 

requiring care teams to work together. This approach would require additional funding, 

planning and resources including knowledge and expertise. Consultant Endocrinologists and 

Nephrologists emphasized the value of Registered Advanced Nurse Practitioner (RANP) roles 

which was specifically related to their expertise and quality of care provided. Primary care 

healthcare professionals such as General Practitioners participating in the PAR group were 

unfamiliar with the RANP role and raised concern with reference to oversight in terms of 

governance and risk management of such roles in primary care. Consultant Endocrinologists 

based in secondary care held the view that RANP’s were independent autonomous 

practitioners. Nonetheless, during PAR group discussion it was identified that the cultural 

norms of an organisation or institution may negatively impact the ability of RANP roles to 

function in their full capacity. This adds new information with reference to the research 

objective of exploring the views of healthcare professionals regarding care provided in the 

context of advanced practice nursing. Therefore, this discussion provides the means by which 

the research questions, stated aims and objectives were addressed within this study and it is 

necessary to consider the limitations and conclusions drawn from undertaking this research 

study. 

9.6 Study Limitations 

Combined type 2 diabetes and chronic kidney disease care provided in the context of advanced 

practice nursing represents a departure from traditional medically led care delivery strategies. 

The deficit of research studies which have adopted this approach prevents the possibility of a 
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comparative analysis with other similar studies or outcomes of care adopting this approach or 

adding to the body of previous research regarding this matter. 

Registered advanced nurse practitioners are highly experienced autonomous independent 

practitioners who have undertaken a specific level 9 academic programme with associated 

clinical practicum to hone the required skills to fulfill the role. The education programme 

requires considerable training, time and resources which may prove an impediment for 

healthcare planners considering initiation of such roles and services. 

It is argued that the establishment of registered advanced nurse practitioners roles and services 

may be negatively impacted by the perceptions of other healthcare professionals. It is 

contended that the successful initiation of RANP roles may be dependent on the acceptance of 

the role at local level within the healthcare organization and within the wider healthcare service. 

This has implications for planning and implementation of new services in the context of 

advanced practice nursing as change may be influenced by issues relating to power and politics 

(Hughes, 2010). Change within the sphere of healthcare delivery may also be negatively 

influenced by issues pertaining to power and politics and actors with competing agendas. 

Considerations should be afforded to the potential implications regarding implementing change 

and the influence of organisational power and politics for healthcare planners and future 

researchers considering development and implementation of innovative alternative healthcare 

delivery strategies. 

Participatory Action Research is a time consuming process requiring continued engagement 

and consensus by stakeholders, which may prove challenging for researchers considering 

adopting this approach. Utilising a Participatory Action Research approach with an explicit 

change agenda to identify solutions to identified healthcare delivery issues may have the 
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tendency to be viewed as a project and sustainability of the new healthcare delivery strategy 

may prove difficult without adequate planning, resources and expertise.  

Adopting an insider action researcher approach requires continuous reflection and 

documentation of decision making processes. This necessitates development of first, second 

and third person researcher skills which may prove challenging for novice action researchers.  

Utilising PAR from an insider action researcher position may require researchers to adopt dual 

roles such as a researcher in the study and implementators of proposed change. Undertaking 

PAR from an insider perspective may be associated with development of internal self-conflicts 

as assumption of dual or multiple roles may set “them apart from ordinary members” (Coghlan, 

2007, p.298). The practitioner’s position in an organisation also may influence the ability to 

gather information which may impact the quality of collected data (Coghlan and Brannick, 

2005). Adopting an insider approach may provide impediments to undertaking research as the 

role expectations of the researcher are entrenched and may result in role ambiguity and result 

in difficulties regarding operationalizing and undertaking the research. This requires 

researchers considering this approach to develop self-awareness and ability to negotiate 

respectful relationships within their roles by developing the ability to develop “analytical 

distancing” thus enhancing epistemic reflexivity (Burns et al., 2012, p.52). Adopting dual roles 

also requires development of strategies to manage competing commitments when adopting 

multiple roles which requires consideration when adopting this approach to undertaking 

research.  

Finally the new combined care delivery strategy provided care for a relatively small patient 

cohort (n=42) and over a relatively brief time frame (9 months) and further research is required 

to assess the outcomes from care to larger patient cohorts provided over a longer time period. 

Consideration was also given to the development of recommendations which were informed 

by the study findings and implications.  
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9.7 Recommendations  

The implications of study findings were also considered in terms of recommendations for 

clinical practice, service provision, policy, education and research. 

9.7.1 Recommendations for Service Provision and Clinical Practice 

Current medically orientated models of care operating in silos are failing to achieve best 

practice clinical target recommendations and experience high level of failure to attend for 

scheduled review. In terms of service provision the development and implementation of a 

combined care delivery strategy in the context of advanced practice nursing has demonstrated 

a streamlined approach to the provision of associated chronic illnesses, improved clinical 

outcomes and service user attendance. The features of care valued by patients and factors which 

influence attendance were embedded into the new combined care service and it should be noted 

that this service experienced a 0% default rate compared to 7-23% in the medically led services 

which participated in this study. 

It is recommended that service planners and providers should consider adopting alternative 

nurse led care delivery approaches informed by patient perspectives which has the potential to 

improve clinical outcomes, attendance, patient experience and expectation of care as 

demonstrated in the study findings. 

Progressive renal function decline is associated with increased mortality and patient suffering, 

however, early chronic kidney disease management in line with best practice recommendations 

have been demonstrated to halt renal function decline. Outcomes from the retrospective chart 

review demonstrated a stabilisation in renal function decline which may be attributable to 

improved attainment of blood pressure and blood glucose targets and advanced nurse 

practitioner led care. It is recommended that services which provide care for patients with type 

2 diabetes and chronic kidney disease, prioritise blood glucose and blood pressure management 
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and regularly monitor renal function status. It is also recommended that early chronic kidney 

disease management strategies including referral to specialist nephrology services are 

implemented in line with best practice recommendations. 

Findings from this study demonstrated an inconsistent approach to managing chronic kidney 

disease and associated anaemia by healthcare professionals. This inconsistent approach to care 

delivery was due to a multitude of factors which included, disparate use of best practice 

recommendations, lack of type 2 diabetes and or chronic kidney disease expertise. Additional 

factors included ad hoc service provision which evolved from clinical need without adequate 

expertise, planning or resources. It is recommended that services which are considering 

combining type 2 diabetes and chronic kidney disease management are planned to include 

adequate, resources, expertise and representation from clinical, management, allied health, 

administrative support and patient stakeholders.  

The findings from the retrospective chart review highlighted that many patients experience a 

high concordance of retinopathy (36%) and chronic kidney disease (38%) which is in line with 

previous international research (Le Floch et al, 2014). It is advisable that clinicians who 

provide care consider the possibility that patients with chronic kidney disease may also have 

retinopathy which requires assessment and management.  

Abnormal ACR was present in 33% of patients on their first consultation and 38% upon the 

second consultation. Elevated Albumin Creatinine Ratio (ACR) represents an independent risk 

factor for increased mortality and morbidity (NICE, 2015) and one of the earlier features of 

damage to the kidney structure (Ohta et al, 2010). It is recommended that albumin creatinine 

ratio is regularly monitored in the context of routine care provision and patients with ACR 

levels > 70mg/mmol are referred to specialist renal services in line with best practice NICE 

(2015) recommendations. 
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The implications of the findings in this study were also reflected upon with regard to 

recommendations for healthcare policy. 

9.7.2 Recommendations for Policy  

 

The strategic objectives of the Slaintecare Implementation Strategy (Government of Ireland, 

2019) highlight the drivers for planned healthcare reform. A key tenant of the implementation 

strategy is the provision of high quality healthcare incorporating timely access and targeted to 

the specific client need. The outcomes from this study clearly identify how services developed 

and implemented in the context of advanced practice nursing provide the potential by which 

planned healthcare service redesign policy can be translated into clinical practice.  

The outcomes from this study also demonstrated how a cohesive patient centric alternative care 

delivery strategy informed by best practice recommendations can be developed and delivered 

outside standard care delivery mechanisms. It is recommended that alternative means by which 

to deliver care and by whom care is provided are considered within the context of successfully 

implementing planned healthcare reform policy. 

The outcomes from this study demonstrated how intradiciplinary working and communication 

was utilised to develop and implement combined management of associated chronic illnesses 

which transcended traditional care delivery and disciplinary boundaries. It is recommended 

that the means by which this was developed and implemented within the context of this study 

provides valuable learning to inform planned healthcare reform. To this end the outcomes of 

this study have been shared with the leads of the National Diabetes and Primary Care 

Programmes whom oversee the implementation of Slaintecare at policy level. 

A considerable challenge identified by the Chief Nurse Office of the Department of Health 

(Department of Health, 2020) and World Health Organisation (WHO, 2020) is identifying the 

clinical and economic impact of the nursing contribution to care. Difficulty identifying the 
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direct nursing contribution to care and economic outcomes has implications regarding the 

ability of the discipline of nursing to contribute and lead policy direction at operational and 

strategic levels (WHO, 2020). It is further recommended that if nurses are to contribute to 

healthcare policy, then a concerted effort is required to demonstrate care and economic 

outcomes from such care led by advanced nurse practitioners. 

A key impediment to the ability to demonstrate the impact of the nursing contribution to care 

and economic outcomes is the deficit of national standardised key performance indicators 

specific to the discipline of nursing in Ireland. Currently this is identified as a priority policy 

action for the Department of Health Chief Nursing Office (2020) and may provide the means 

by which the nursing contribution to care may be elucidated. It is recommended that the 

absence of standardised key performance indicators may negatively impact the ability to 

demonstrate the nursing contribution to care and by proxy the ability to contribute and lead on 

healthcare planning and policy at strategic levels. It is further recommended that these matters 

are considered as a matter of urgency at policy development level. 

The review of the literature identified that consumer feedback and public consultation should 

be incorporated into service planning. It is recognised in the literature that the means by which 

this is undertaken is poorly articulated (Fudge et al., 2008) and it is recommended that the 

perspectives of both healthcare consumers and providers are incorporated at policy level when 

new services and care delivery strategies are planned. 

Consideration was also given to how the outcomes from this study may contribute to 

recommendations for education. 

9.7.3 Recommendations for Education  

 

The study outcomes identified how deficits in healthcare provider skills and knowledge 

negatively impacted on the ability to provide care for associated chronic illnesses. Thus it may 
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be contended that the lack of provider skills and knowledge in provision of combined type 2 

diabetes and chronic kidney disease has the potential to impact the quality of care received by 

patients. It is recommended that where new services are considered by healthcare providers 

and planners that an essential requirement is the identification of the requisite skills and 

expertise necessary to provide planned care and the relevant resources to sustain that care into 

the future.  

Additionally as identified within this study, educational and skill deficits varied dependent on 

the specific area of expertise. For example, diabetes care professionals experience difficulty 

managing chronic kidney disease and renal care professionals viewed diabetes management as 

increasingly complex. It is recommended that in the planning phase for new service 

development the specific educational requirements are identified, planned and resourced 

adequately. 

It is also recommended that bespoke educational programmes are developed and formally 

accredited to enhance continual professional development and uptake by healthcare 

professionals. Such programmes should combine both theoretical knowledge and clinical 

application components to facilitate translation into practice. 

Finally, it is recommended that in the preparation and delivery of healthcare education 

programmes that perhaps a change in the direction of a discipline and condition specific focus 

is required to prevent a tendency towards “silos of expertise” which may hamper breadth and 

depth of knowledge. 

9.7.4 Recommendations for Future Research  

 

The uniqueness of research studies which have adopted a similar approach prevents the 

possibility of a comparative analysis or adding to the body research regarding the matters under 

investigation. Further research is required regarding the combined management of associated 
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chronic illnesses and independent stand-alone care provided in the context of advanced practice 

nursing. 

Outcomes from this study identify a fragmented approach to the utilisation of best practice 

recommendations to inform care delivery. Nationally, additional research is required to identify 

the facilitators and barriers to the utilisation of best practice recommendations. 

Research is required to identify the economic impact that such combined care delivery 

strategies provide in the context of advanced practice nursing. It is recommended that 

longitudinal research is required to assess long term engagement, attendance and clinical 

outcomes from care provided in the context of advanced practice nursing.  

Patient participants in this study were entirely Caucasian which may have been influenced by 

the rural geographical location of the combined clinic at Site 1, further research is 

recommended to include participant diversity. Finally, additional research is required regarding 

the facilitators and barriers to the establishment of advanced nurse practitioner roles and 

services to include the perceptions of other healthcare professionals and healthcare 

organisational culture.  

9.8 Study Conclusions 

Despite the fact that type 2 diabetes and chronic kidney disease are increasing in prevalence, 

this study demonstrated that there is a dearth of published national and international discourse 

pertaining to combined management of these associated chronic illnesses. Nephrology and 

Diabetes specialist teams participating in this study recognised that an increasing prevalence 

of these conditions presents a significant healthcare delivery issue within an infrastructure 

which is ill equipped to meet the requirements for this patient cohort. Healthcare professionals 

participating in this study indicated combined type 2 diabetes and chronic kidney disease 

management is necessary to meet the specific needs of this patient cohort, but such services 
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require planning, resources and expertise. Nephrology and diabetes specialist teams noted 

specific deficits regarding the skills, knowledge and expertise required to provide combined 

care delivery.  That said, both specialities recognised combined type 2 diabetes and chronic 

kidney management had the potential to positively impact provider knowledge whilst also 

contributing to improved relationships between specialist care teams, patient outcomes and 

care experience.  

Care provided in the context of advanced practice nursing was viewed as high quality and 

effective by participating healthcare professionals, albeit positive perceptions were influenced 

by their knowledge and experience of advanced practice nursing roles. Thus successful 

implementation of care provided in the context of advanced practice nursing may be positively 

or negatively influenced by organisational structure, culture, knowledge and support for such 

roles and practice. Nonetheless, outcomes from this study demonstrated that allied healthcare 

professionals and physicians viewed nursing roles and care provided in the context of advanced 

practice nursing as a potential means by which to offer high quality and effective care delivery 

solutions for patients with type 2 diabetes and chronic kidney disease. 

From the perspective of patients with type 2 diabetes and chronic kidney disease, current care 

provision for these conditions is fragmented with little communication between care providers. 

Patients indicated that they value personalised care delivery specific to their needs with remote 

access to their healthcare specialist for care advice, and support to self-manage their conditions 

independently. 

The clinical outcomes from combined type 2 diabetes and chronic kidney disease care within 

the context of advanced practice nursing in this study implemented KDIGO (2012) early 

anaemia management and achieved NICE (2015) best practice recommendations for blood 

pressure, glucose and lipid management. Patients attending the combined care service also 

experienced a stabilisation in renal function decline in the nine month study period.  
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Through the medium of Discovery Interviews the factors which influence attendance and 

features of care specifically valued by patients with type 2 diabetes and chronic kidney disease 

were elucidated. This informed the development and implementation of combined care 

delivery in the context of advanced practice nursing which included the addition of a patient 

information feedback loop, remote access to advice from their healthcare professional and 

supportive recall and review mechanisms. These mechanisms positively contributed to the high 

level of attendance at the combined care service (0%) compared to the 7-23.3% failure to attend 

rate experienced at standard physician led care.  

This study represents a unique contribution to new knowledge from the following four 

perspectives, firstly, the addition to the national and international healthcare literature in terms 

of the methodology and tools employed. Secondly, the development and implementation of a 

combined type 2 diabetes and chronic kidney disease care delivery approach in the context of 

advanced practice nursing informed by patients experiencing these conditions and healthcare 

professionals who provide their care. Thirdly, the clinical outcomes from this study clearly 

identify the contribution to care provided in the context of advanced practice nursing for 

patients with associated chronic illnesses. Previous literary discourse identified that the 

contribution to care provided by advanced nurse practitioners is not explicit and difficult to 

elucidate. This study has clearly identified and articulated the specific contribution to chronic 

illness care provided in the context of advanced practice nursing. Finally, this study has the 

potential to inform healthcare planners and providers in the development and implementation 

of combined type 2 diabetes and chronic kidney disease care to meet the needs of this specialist 

patient cohort. 
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11.0 Appendices 

Appendix 1: Search Strategy Framework 

 

The search strategy was informed by the following four step framework (Figure 1) outlined in 

the critical appraisal, data extraction and synthesis of the literature (Search Strategy 

Framework, Appendix 1). 

Figure 1:  Search Strategy Framework 

 

1.1.1 Critical Appraisal 

The critical appraisal of the literature was undertaken in the following four step process. Firstly 

an adapted version of the PICOT framework was utilised to facilitate the search for precise 

evidence within large data bases and to inform development of the research questions (Riva et 

al, 2012).  

PICOT refers to:  

 (P) Population of interest. 

Step 1

Appraisal

• PICO Framework utilised to examine exant literature.

• Sources; Journals, Websites & Grey Literature

Step 2

Appraisal

• MeSH Terms Identified

• Questionning Approach used  to critically appraise literature (University 

of Oxford, 2015)

Step 3

Extraction

• Soft copy information extracted using End Note software.

• Hard copy information downloaded & printed. 

Step 4

Synthesis

• Soft & hard copy information catalogued under search terms and/or 
search questions. Tables created using microsoft word with a descriptor 
of the specific literature. 
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 (I) Intervention (for intervention studies only). 

 (C) Comparison Group: main alternative to compare with the intervention. 

 (O) Outcome of interest. 

 (T) Timeframe: appropriate time frame to assess outcome. 

 

Specifically within the context of this study the PICOT framework was applied in terms of 

Population, Intervention, Comparison Group, Outcome of interest (PICO). The rationale for 

utilising PICO was to facilitate a targeted search of the relevant extant literature regarding 

available information in reference to the population of interest (adults with type 2 diabetes and 

chronic kidney disease). The proposed intervention (combined type 2 diabetes and chronic 

kidney disease care), comparison (preexisting combined type 2 diabetes & chronic kidney 

disease care delivery strategies, methods used) and outcomes (from pre-existing combined care 

delivery strategies). 

Furthermore using the adapted PICO framework informed the development of key words 

which were then used to identify the following Medical Subject Index Headings (MeSH). 

Diabetes mellitus; type 2 diabetes, chronic kidney disease, no-show patients, nurse 

practitioners, delivery of healthcare in which the purpose was to retrieve highly relevant 

articles. Publications in English with abstract available were included. 

Secondly the questioning approach by the University of Oxford (2015) further informed critical 

appraisal of the literature. The purpose of employing this approach was to identify if the 

identified study or literature addressed specific question/s, if valid methods were used and 

articulated clearly, if results were valid, and finally if they were applicable within the context 

of this literature review and study (University of Oxford, 2015). Furthermore the following 

search strategy questions were utilised to critically appraise the literature. 

“What was known in the existing healthcare literature regarding the aetiology, prevalence, 

progression, mortality and cost of care associated with type 2 diabetes and chronic kidney 

disease?” “Were best practice clinical targets utilised and achieved in practice?  
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“What was known in the literature regarding strategies for combining type 2 diabetes and 

chronic kidney disease?” “Did patients attend for their scheduled outpatient review? What were 

the benefits or negative consequences of attendance and nonattendance?” “What was known 

about the contribution of advanced nursing practice to care delivery for patients with type 2 

diabetes and chronic kidney disease?” “What were the views of healthcare professionals 

regarding services provided in the context of advanced practice nursing?” 

Finally data extraction and synthesis formed the third and fourth final steps of the critical 

appraisal of the literature. 

1.1.2 Data Extraction and Synthesis 

Soft copy information was extracted using End Note software and hard copy information was 

downloaded and printed. Both soft and hard copy information was catalogued under the 

outlined search terms and/or search questions using tables created using Microsoft word with 

an accompanying brief narrative regarding the of specific literature. The purpose of using this 

approach was to systematically synthesise extensive information by creating a catalogue of 

information pertinent to the search terms and search questions which could be readily accessed 

to inform the literature review and discussion.  

The following PRISMA chart (Figure 2) provides detail regarding the identification, screening, 

eligibility and inclusion of information which informed the literature review.  
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Figure 2: PRISMA Literature review: February- September 2015 
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Data Bases Accessed: 

The literature search strategy was informed by the following databases pertaining to nursing, 

medicine and ethics. University library resources and databases, Blackwell Synergy, CINAHL 

Plus, Embase, Cochrane Database, Elsevier, EBCO Host, Medline; (Ovid), PubMed, ProQuest 

Dissertation and Thesis. The search strategy also included specialist nursing associations and 

related journals, Lenus and Google Scholar.  

Following an extensive search of databases, journals and specialist nursing associations the 

sources of grey literature were also examined including publications from governmental 

agencies. Following an extensive search of databases, journals and specialist nursing 

association’s sources of grey literature were also examined.  

Grey Literature Sources: 

Publications from governmental agencies including: The National Health Service of the United 

Kingdom (NHS), National Centre for Chronic  Disease Prevention and Health Promotion 

(CDC), The Health Service Executive (HSE), The Department of Health and Children 

(DoHC),National Renal Office (NRO), National Council for Nursing and Midwifery 

(NCNM), United States Renal Data System (USRDS), World Health Organisation (WHO), 

International Diabetes Federation (IDF), National Health Service National Diabetes Audit 

(NHS), NHANES, National Institute for Clinical Excellence (NICE), American Diabetes 

Association (ADA), Kidney Disease Improving Global Outcomes (KDIGO), Institute of 

Medicine (IOM), Medical Research Council (MRC), Health Information and Social Care 

Information Centre, Nursing Midwifery Board of Ireland (NMBI), National Diabetes 

Programme, Renal Association UK Renal Registry, ProQuest Dissertation and Thesis Global. 

Conference on-line reports, abstracts and online tutorials and discussion forums websites, 
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patient forums, professional Twitter; WeNurses membership and blog contact. Utilising this 

search strategy (Appendix 1) informed the literature review. 

Journals Accessed: 

 American Journal of Epidemiology: Available at: 

http://web.a.ebscohost.com.ucd.idm.oclc.org/ehost/- (via UCD connect One search 

ebscohost) 

 American Journal of Kidney Disease: Available at: 

http://www.sciencedirect.com/science/journal/02726386  

 Annals of Family Medicine: Available at:  www.annfammed.org 

 Archives of Disease in Childhood: Available at: http://adc.bmj.com/ 

 British Journal of General Practice: Available at: via CINAHL UCD connect one 

search. http://www.ucd.ie/connect/ 

 British Journal of General Practice : Available at: http://www.ucd.ie/connect/ via 

UCD connect One search ebscohost 

 British Journal of Health Psychology: Available at: 

http://onlinelibrary.wiley.com/journal/. 

 British Journal of Nursing: Available at: 

http://www.magonlinelibrary.com/toc/bjon/current 

 British Medical Journal: Available at: http://www.bmj.com/ 

 Canadian Journal of Nursing Research: Available at: http://web.a.ebscohost.com.ucd.  

via CINAHL UCD connect One search 

 Clinical Journal American Society Nephrology. Available at: 

http://cjasn.asnjournals.org/ 

 Clinical Therapeutics. Available at: http://www.journals.elsevier.com/clinical-

therapeutics/ 

 Contemporary Clinical Trials. Available at: www.elslevier.com/locate/conclintrial 

 Contemporary Nurse: Available at: http://web.a.ebscohost.com.ucd. 

http://www.ucd.ie/connect/(via UCD connect One search ebscohost) 

 Current Diabetes Reviews: Available at: http://www.ncbi.nlm.nih.gov/pubmed 

 Diabetes Care. Available at http://care.diabetesjournals.org/  

 Diabetes Research and Clinical Practice: Available at: http://www.ucd.ie/connect/ 

via CINAHL UCD connect One search 

 Diabetes/Metabolism Research and Reviews: Available at: 

www.wiley.com.idm.oloc.org/WileyCDA/ via CINAHL UCD connect One search 

http://www.ucd.ie/connect/ 

 DiabeticMedicine: Available at: CINAHL UCD connect One search 

http://www.ucd.ie/connect/ 

 Diabetologia: Available at: http://www.diabetologia-journal.org/ via Google scholar 

 European Journal of Cancer Care. Available at: 

http://onlinelibrary.wiley.com/journal/10.1111 

http://web.a.ebscohost.com.ucd.idm.oclc.org/ehost/-
http://www.sciencedirect.com/science/journal/02726386
http://adc.bmj.com/
http://www.ucd.ie/connect/
http://www.magonlinelibrary.com/toc/bjon/current
http://www.bmj.com/
http://www.ncbi.nlm.nih.gov/pubmed
http://care.diabetesjournals.org/
http://www.ucd.ie/connect/
http://www.ucd.ie/connect/
http://www.ucd.ie/connect/
http://www.diabetologia-journal.org/
http://onlinelibrary.wiley.com/journal/10.1111
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 Health Affairs. Available at: http://www.healthaffairs.org/  

 Implementation Science: Available at: 

http://www.implementationscience.com/content/7/1/26  

 Indian Journal of Kidney Diseases. Available at: http://www.indianjnephrol.org/ 

 International Journal of Nursing Studies. Available at: http://ac.els-

cdn.com.ucd.idm.oclc.org.  

 Irish Medical Journal.  Available at: http://hdl.handle.net/10147/316148 

 Journal American Society of Nephrology. Available at: http://jasn.asnjournals.org/ 

 Journal of Cardiovascular Nursing: Available at: http://www.ucd.ie/connect/ 

Via CINAHL UCD connect One search 

 Journal of Central South University: Available at: http://www.zndxyw.cn/ 

 Journal of Clinical Nursing: Available at: http://www.ucd.ie/connect/ 

via CINAHL UCD connect One search 

 Journal of Diabetes Nursing: via CINAHL UCD connect one search. Available at: 

http://www.ucd.ie/connect/ 

 Journal of Internal Medicine: via CINAHL UCD connect one search. Available at: 

http://www.ucd.ie/connect/ 

 Journal of Interprofessional Care: via CINAHL UCD connect one search. Available 

at: http://www.ucd.ie/connect/ 

 Journal of Nursing Management. Available at: 

http://onlinelibrary.wiley.com/doi/10.1111/jonm.12247/pdf  

 Journal of Nursing Scholarship. via CINAHL UCD connect One search. Available at: 

http://www.ucd.ie/connect/ 

 Journal of the American Association of Nurse Practitioners. Available at: 

http://onlinelibrary.wiley.com/journal/ 

 Journal of the American Medical Association: Available at: 

http://jama.jamanetwork.com/journal.aspx 

 Kidney International: Available at: http://www.kidney-international.org. 

 Medical Clinical: Available at: http://annals.org/article. 

 Nephrology Dialysis Transplant: Available at: http://ndt.oxfordjournals.org/ 

 Nursing Management: via CINAHL UCD connect one search. Available at: 

http://www.ucd.ie/connect/ 

 Postgraduate Medicine: via CINAHL UCD connect one search. Available at: 

http://www.ucd.ie/connect/ 

 Psychology and Health: via CINAHL UCD connect one search. Available at: 

http://www.ucd.ie/connect/ 

 The Diabetes Educator. Available at: http://tde.sagepub.com/  

 The Journal of Nurse Practitioners: Available at: http://www.npjournal.org/ 

 The Lancet. Available at: http://www.thelancet.com/ 

 The New England Journal of Medicine: via CINAHL UCD connect One search 

.Available at: http://www.ucd.ie/connect/ 

http://www.implementationscience.com/content/7/1/26
http://www.indianjnephrol.org/
http://ac.els-cdn.com.ucd.idm.oclc.org/
http://ac.els-cdn.com.ucd.idm.oclc.org/
http://hdl.handle.net/10147/316148
http://www.ucd.ie/connect/
http://www.ucd.ie/connect/
http://onlinelibrary.wiley.com/doi/10.1111/jonm.12247/pdf
http://www.kidney-international.org/
http://www.thelancet.com/
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 World of Irish Nursing. Available at: 

https://www.inmo.ie/MagazineArticle/PrintArticle/11828. 

 

Websites Accessed: 

 American Diabetes Association. Available at: http://www.diabetes.org/ 

 Bio Med Central Nephrology. Available at:  http://www.biomedcentral.com/1471-

2369/14/46  

 British Medical Council: Available at:  http://www.gmc-uk.org/ 

 Canadian Health Services Research Foundation and Canadian Nurses Association 

(2012) Available at: https://www.cahspr.ca/ 

 Canadian Association of Health Research. Available at: http: https://www.cahspr.ca/ 

 Canadian Institute of Health Research. Available at: http://www.cihr-

irsc.gc.ca/e/193.html 

 Centers for Disease Control and Prevention. Available at:  

http://www.cdc.gov/pcd/issues/2012/12_0065.htm 

 Cinhal Information systems. Available at: http://research.library.gsu.edu/cinahl  

 Cochrane Database of Systematic Reviews. Available at: 

http://community.cochrane.org/cochrane-reviews/cochrane-database-systematic-

reviews-numbers 

 Council for Healthcare Regulatory Excellence Advanced Practice: Report to the Four 

UK Health Departments. Available at: http://www.ukpics.org.uk/documents/. 

 Department of Health (2004) A Compendium of information. London: Department of 

Health. Available at: https://www.gov.uk/government/organisations/department-of-

health. 

 Department of Health (2005) Supporting People with Long Term Conditions. An NHS 

and Social Care Model to support Local Innovation and Integration. Department of 

Health London. Available at: 

https://www.gov.uk/government/organisations/department-of-health. 

 Department of Health and Human Services. Available at: 

http://www.cdc.gov/diabetes/pubs/statsreport14/national-diabetes-report-web.pdf  

 Department of Health and Children. The Stationery Office, Dublin. Available at: 

http://health.gov.ie/  

 Department of Health. Available at: http://www.tcd.ie/tilda/organisation/    

 Health Research Board. Available at:  

http://www.hrb.ie/publications/hrb publication/publications//490/  

 Health Service Executive. Available at:  http://www.hse.ie/eng/services/publications/ .  

 Health Service Executive National Renal Office. Available at: 

http://www.hse.ie/eng/about/Who/clinical/natclinprog/renalprogramme/  

 Health Service Executive (2014). National Clinical Strategy and Programmes Division. 

National Clinical Programme for Diabetes Annual Report. Available at:  

http://www.hse.ie/eng/services/publications /  

https://www.inmo.ie/MagazineArticle/PrintArticle/11828
http://www.diabetes.org/
http://www.biomedcentral.com/1471-2369/14/46
http://www.biomedcentral.com/1471-2369/14/46
https://www.cahspr.ca/
http://www.cdc.gov/pcd/issues/2012/12_0065.htm
http://research.library.gsu.edu/cinahl
http://www.ukpics.org.uk/documents/
https://www.gov.uk/government/organisations/department-of-health
https://www.gov.uk/government/organisations/department-of-health
https://www.gov.uk/government/organisations/department-of-health
http://www.cdc.gov/diabetes/pubs/statsreport14/national-diabetes-report-web.pdf
http://health.gov.ie/
http://www.hrb.ie/publications/hrb
http://www.hse.ie/eng/services/publications/
http://www.hse.ie/eng/about/Who/clinical/natclinprog/renalprogramme/
http://www.hse.ie/eng/services/publications%20/
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 International Council of Nurses: Available at: 

http://www.icn.ch/publications/publications/.  

 International Council of Nurses. Available at: 

http://www.ordemenfermeiros.pt/relacoesinternacionais/gri_documentacao/ICN_Folh

asInformativas_vsINGePT/FI_versao_ING/Nursing_Research/6c_FS-

Nursing_Sensitive_Outcome_Indicators.pdf.  

 International Diabetes Federation: Available at: http://www.idf.org.diabetes atlas  

 Information and Statistics Division, NHS, Scotland. Available at: 

http://www.isdscotland.org/.  

 Kidney Disease Improving Global Outcomes KDIGO. Available at:  

http://www.kidney-international.org  

 Kidney Disease: Improving Global Outcomes (KDIGO) staging’ Available at:  

http://www.kdigo.org/clinical_practice_guidelines/pdf/CKD/KDIGO_2012_CKD_GL

.pdf 

 Lenus. The Irish Health Repository. Available at: http://www.lenus.ie/hse/ 
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Background: Observation Reaction Judgment, Intervention framework Schein (1999) 

The rationale for employing this reflective journal utilising the Observation Reaction 

Judgement, Intervention framework (ORJI) by Schein (1999) (Figure 1) is that as a researcher 

and participant in the study it is hoped that these diary entries may aid in the development of 

reflexive skill, facilitate meta-learning within the study, and provide information regarding why 

methodological or theoretical decisions were made.  

 Figure 1 Scheins (1999) Observation Reaction Judgement, Intervention framework 

(ORJI)  

 

From: Schein, E. (1999). Process consultation revisited: Building the helping relationship. 

Reading, MA: Addison-Wesley. 

 

Coghlan and Brannick (2010) propose the following questions to guide the use of Scheins 

(1999) which I used to guide my entries 

1. What did I actually observe? Can I describe it? (Observation).  

2. How did I react? What feelings were aroused in me? (Emotional Reaction) 

 3. What was my judgment about what happened? What thoughts or evaluations did the event 

trigger? (Judgement)  

4. What did I do about it? How did I intervene? (Intervention) (Doing nothing or remaining 

silent is also an intervention.) (Coghlan and Brannick, 2010, p. 34). 
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Decision Making Reflective Journal 2015-2020 

1.0 Commencement: February 2015 

First meeting with primary supervisor Professor XXX. Discussed tentative study outline and 

framework of enquiry. Offsite library access secured and undertook End Note skills as it had 

been 10 years since my last academic programme. Review of the literature commenced.  

2.0 May-August 2015: Literature Review: 

1. What did I actually observe? Can I describe it? (Observation): Initially when I 

applied for the programme I intended to review the practice/outcomes of Advanced 

Nurse Practitioners in a variety of clinical specialities and compare to outcomes from 

medical peers.  

2. How did I react? What feelings were aroused in me? (Emotional Reaction): 

However upon review of the literature there was substantive evidence on this subject 

matter.  

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): Ethical approval may have been difficult to attain 

across multiple sites and care providers. Access to data was also considered as a 

considerable issue.  

4. What did I do about it? How did I intervene? (Intervention): I became aware of my 

focus thus so far has been very much from my own singular perspective. My supervisor 

has discussed the need to put on a “researcher hat” and develop a broader view of 

undertaking research. 

 

3.0 September 2015: Supervisory Meeting 

1. What did I actually observe? Can I describe it? (Observation): My deficits in End 

Note knowledge were proving to be a barrier in my ability to search for appropriate 

literature 

2. How did I react? What feelings were aroused in me? (Emotional Reaction): 

Frustration and a feeling of biting off more than I could chew, perhaps undertaking PhD 

level research was proving demanding and highlighted deficits in my current skill set 

and knowledge. 

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): I needed to undertake appropriate training, I 

undertook a one to one tutorial and participated in online education forums to increase 

my knowledge and skill set in a bid to improve my researching ability. The meeting 

with my academic supervisor also highlighted that my writing skills tended to be 

descriptive rather than critiquing the evidence and creating a robust argument informed 

by the literature. Thus I needed to improve my critiquing skills. 

4. What did I do about it? How did I intervene? (Intervention): I undertook End Note 

training regarding searching the literature and used the PICO framework to ensure 

searching has become more refined and specific. I also joined online forums re 
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critiquing writing and asked myself, so what? What does what I have written mean? Or 

how does it relate to the issues I am researching or questioning. 

 

4.0 2015: Supervisory Meeting 

1. What did I actually observe? Can I describe it? (Observation): Literature review 

discussed with my academic supervisor. 

2. How did I react? What feelings were aroused in me? (Emotional Reaction): I 

needed to review each section and provide an overall synopsis of each relevant section 

in the summary of the literature review.  

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): Outcomes from this discussion highlighted that my 

writing remained descriptive, needed to become more critical, somewhat frustrating as 

my skill set remains at a descriptive stage, plan to concentrate on improving these skills 

through prolonged engagement with the literature. Formulating and distilling the 

literature to present a critical synopsis instead of a descriptive approach  

4. What did I do about it? How did I intervene? (Intervention): Reviewed document 

and implement advised changes. I used the six steps to success (Machi et al., 2009) to 

inform my ability to critique the literature. 

 

1.0 January –May 2016: Research Methodology 

1. What did I actually observe? Can I describe it? (Observation): I met with my 

academic supervisor to identify potential study framework and model which would 

facilitate potential development of study design and data collection thus creating a 

framework of enquiry. Explored action research as a potential study design. 

2.  How did I react? What feelings were aroused in me? (Emotional Reaction): Action 

research designs very difficult to grasp the principles, very little information with the 

“nuts and bolts” and practicalities of using such designs 

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): Initially Participatory Action Research (PAR) very 

difficult to gain a sense of, I would describe it a bit like trying to catch a cloud! 

Information pertaining to practical issues such as ethical difficulties and how to 

navigate these issues very difficult to establish. Needed to develop a knowledge of 

action research methodology and informing theoretical principals. 

4. What did I do about it? How did I intervene? (Intervention): Engaged with the 

literature across diverse uses and types of action research to get a sense of these 

approaches. I also searched online forums, data bases and utilised the experience of 

other PAR researchers across the humanities, agriculture and industry. This broadened 

my knowledge base. This then led me to develop an understanding of the overlying 

principles and characteristics of action research and associated methodologies such as 

PAR. 

 

6.0 May-September 2016: Action Research/PAR Methodology 
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1. What did I actually observe? Can I describe it? (Observation): I undertook 

substantive work on the background on using a PAR approach as it was established that 

this was the most appropriate choice by which to address the proposed study questions, 

aims and objectives. 

2. How did I react? What feelings were aroused in me? (Emotional Reaction): My 

unfamiliarity with action research approaches presented difficulties regarding my 

progress as my transfer assessment was eminent.  

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): This fuelled my ambition to make progress. 

4. What did I do about it? How did I intervene? (Intervention): I increased my 

knowledge of same via library searches, online tutorials, and email to national action 

research group to attend future colloquiums and registered for a 10 ECT 

Implementation Science and action research module (9th September 2016). 

 

7.0 September 2016-December 2016: Structured PhD Module 

1. What did I actually observe? Can I describe it? (Observation): I have undertaken a 

10 credit ECT module on Implementation Science and Action Research. The module 

utilised alternative strategies for learning such as seminars, role play and poster 

development.  

2. How did I react? What feelings were aroused in me? (Emotional Reaction): To be 

honest initially I was very dubious with reference to these methods which were outside 

of my usual comfort zone and I really didn’t feel comfortable and considered not 

attending lectures.  

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): Very difficult to manage PhD writing, module 

weekly in Dublin and full time clinical commitments. Focussed on one task at a time. 

Completed module and I learned a lot more than I thought I would which opened my 

mind to new and innovative ways of learning and communicating with others. I felt this 

has broadened by horizons and has helped me in particular to develop first and second 

person research skills which could be employed going forward.  

4. What did I do about it? How did I intervene? (Intervention) (Doing nothing or 

remaining silent is also an intervention): I engaged these alternative learning 

methods on board and learned not only to broaden my skill set in the acquisition of 

knowledge but also to reflect on my communications with others which are key in the 

development of first and second person action research skills which I did not have prior 

to commencing this journey of study. 

 

8.0 January- March 2017 Submission for Transfer Assessment 

1. What did I actually observe? Can I describe it? (Observation): Final supervisory 

meeting prior transfer assessment, discussed final draft of the first three chapters in 

preparation for transfer assessment. 

2. How did I react? What feelings were aroused in me? (Emotional Reaction): Feeling 

time pressures, juggling work, family and study commitments was proving challenging. 
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3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): I felt some days were unproductive leading to an 

increased sense of time pressures. On review of my progress to date I had learned new 

ways to gain knowledge and reflect on my own work style, the way in which I work 

and learn and act in group dynamics.  

4. What did I do about it? How did I intervene? (Intervention) (Doing nothing or 

remaining silent is also an intervention): I have learned to become a lot more reflective 

and have honed the ability to reflect on what may happen as a result of taking or not 

taking action. I believe this will be a useful skill particularly in the context of using a 

PAR approach to undertake this study. 

 

9.0 March 2017: Post Transfer Assessment: 

1. What did I actually observe? Can I describe it? (Observation): Open forum for 

academic defence of work, reading that I had thought was wasted was not, without this 

knowledge I would have been unable to fully discuss and offer a rationale for the choice 

of research methodology. Realised that I have gained new skills and knowledge which 

have expanded my skillset. Regarding research methodology choice, extensive reading 

had assisted rationale & argument for choice. The following argument was discussed. 

The purpose of action research methodologies are to generate solutions for identified 

problems that have the ability to promote change, which unlike conventional research 

methodologies focus on the effectiveness of specific treatments (Hart and Bond, 2000). 

Less than 18.8% of patients with type 2 diabetes meet the recommended best practice 

targets for their diabetes management (Casagrande et al., 2013).The use of an action 

research methodology is appropriate within the context of improvement in healthcare 

for example monitoring of the effectiveness of untested policies or interventions and in 

situations where there is poor uptake of preventative services (Olsson and Lau, 2015). 

Utilising a PAR methodology facilitated examination of the proposed research 

questions and potentially locate the problems and identify solutions from the 

perspectives of those whom experience them.  

2. How did I react? What feelings were aroused in me? (Emotional Reaction): 

Realisation that undertaking the PhD should be viewed as a journey, gathering 

knowledge along the way which could be utilised to further perspectives, discussions 

and defence of work.  

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): Enabled me to move away from task 

orientated/completion mode, to employing a bigger picture and moving away from own 

perspective, honing first, second and third person researcher skills. 

4. What did I do about it? How did I intervene? (Intervention) (Doing nothing or 

remaining silent is also an intervention): Strived to continue in this mode, in my 

deliberations with other students on the seminar series, aimed to foster and expand an 

enquiring approach. 

10.0 April- December 2017: Ethical Application Preparation Process 
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1. What did I actually observe? Can I describe it? (Observation): Prior to undertaking 

this process, viewed it as straight forward and did not anticipate any delays. I did not 

realise that the study would require more than one site, as it was a PhD 

2. How did I react? What feelings were aroused in me? (Emotional Reaction): 

Initially felt panicked: how would get others to participate? How would I gain access?  

No knowledge of the ethics process. Sense of being overwhelmed at the level of time 

required, needed to employ critical thinking skills. Sense of panic as did not know how 

the study would work in practice.  

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): Initial thoughts were that ethical approval would be 

a considerable challenge across multiple sites and care providers.  

4. What did I do about it? How did I intervene? (Intervention): In consultation with 

my academic supervisor who was experienced in relation to the ethical application 

process, I learned about the ethics process by liaising with the three ethics committees 

in this study regarding their individual requirements. Principal investigator wrote to all 

relevant stakeholders at each site outlining the study. Prepared applications for each 

site. 

 

11.0 December 2017- April 2018: Ethical Application Process: Submission 

1. What did I actually observe? Can I describe it? (Observation): Ethical application 

prepared and submitted to REC at each participating site. Requested by regional ethics 

committee to present regarding study & questioning re same. Committee comprised of 

healthcare professionals & service users.  

2. How did I react? What feelings were aroused in me? (Emotional Reaction) 

14 persons on regional ethics committee, daunting prospect as one does not know what 

may have been asked regarding the application for ethical approval. I felt very anxious 

regarding this meeting as a negative outcome could potentially prevent the study from 

taking place. I have been working to this point for three years. 

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): Preparation for presentation was key, knowledge of 

the ethical application process and employed ability to defend the approach utilised.  

4. What did I do about it? How did I intervene? (Intervention): Learned not to 

personalise questioning approach, considered questions and altered application and 

instigated any amendments required by the ethics committees in preparation for 

resubmission. 

 

12.0 April 2018- May 2018: Ethical Amendment Resubmission 

1. What did I actually observe? Can I describe it? (Observation): Required 

application amendments made and resubmitted. Ethical approval achieved for four 

sites. Approval for one site remained outstanding, site not using standard application 

form. Page numbers not in required format for amendments. Difficulty getting access 

to ethical office staff.  
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2. How did I react? What feelings were aroused in me? (Emotional Reaction): 

Frustration at slow rate of progress. Ethics office in question unable to provide any date 

when committee would meet to review amendments. 

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement). Discussed with my principal academic supervisor 

whom advised that this can happen and to press ahead with continued writing on the 

data collection and analysis processes. 

4. What did I do about it? How did I intervene? (Intervention): Guided by academic 

supervisor. Re submitted amendments & awaited response. 

 

13.0 April 2018-May 2018: Study Tools 

1. What did I actually observe? Can I describe it? (Observation): My depth of 

knowledge regarding the background and utility of tools required considerable work 

and effort on my behalf. Needed to gain a working knowledge which in turn would 

assist in a critical approach to their use and application. 

2. How did I react? What feelings were aroused in me? (Emotional Reaction): 

Needed to continue to engage with substantive amounts of literature. 

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): Had to concentrate on moving away from a 

descriptive approach to reading and writing to ask what was the literature saying and 

how does this pertain to the use of these tools as applicable to this study 

4. What did I do about it? How did I intervene? (Intervention): I engaged with the 

literature and offered the following argument for utilising the chosen tools.  

 

13.1 Survey Method 

Disadvantages of utilising survey method include poor response rate which may impact on the 

research validity as outcomes may have been altered if all surveys were returned (Cohen et al., 

2018). Validity of responses may be compromised pending the ability of respondents to 

complete the survey, participants may not have an opinion or knowledge on the issue of interest 

and questions are open to misunderstanding (Robson, 2002). Sampling error may pose another 

threat to survey validity which occurs if elements of the demographic population are 

underrepresented which, is particularly pertinent to online surveys (Hunter, 2012). Survey 

methods are unsuitable for individuals who have language, visual or literacy issues. 

Survey tools have been developed to measure particular aspects of patient satisfaction and 

experience of care. However there is a move away from generic satisfaction surveys to 

examining the condition specific experience of care. This facilitates discrimination of patients 

experience across the trajectory of their condition which is particularly pertinent in the context 

of chronic illnesses (Walker et al., 2017).  

A specific aim of this study is to examine patient experience of care in relation to Type 2 

Diabetes and Chronic Kidney Disease, however survey method does not enable exploration of 

patient experience of care. Using tools such as pre-determined surveys in the context of this 

study may present an opportunity for selection bias amongst participants who choose to 

describe their care experience and for “gaming” by healthcare providers to, choose or fabricate 

positive comments (Greaves et al., 2014). Survey methods do not allow topics to be further 
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discussed or probed and information gathered has limited flexibility which may present 

difficulties when attempting to extrapolate relationships and inferences. The limited flexibility 

and breath of information obtained utilising a survey instrument does not facilitate the features 

of care experience which each patient values to be explored beyond the scope of the survey 

instrument. Survey instruments do not enable the views of interdisciplinary teams to combined 

management of Type 2 Diabetes and Chronic Kidney Disease led by Advanced Nurse 

Practitioners or why patients fail to attend to be elucidated. Thus survey method is deemed as 

an unsuitable means by which to achieve the outlined aims of this study and thus will not be 

utilised. 

13.2 Focus Groups 

Focus Groups Interview are an unsuitable method to identify the experience of care for patients 

with Type 2 Diabetes and Chronic Kidney as the genesis of the topic for discussion is 

preordained by the researcher. This does not enable patients to relate their experience of care 

in their own words which is expressed as a primary objective of this study. Focus groups are 

comprised of homogenous groups of individuals, the perspectives of individuals who have 

varying stages of chronic kidney disease cannot be identified. Patients may be unlikely to 

discuss or reveal sensitive information in the group setting and this may influence the depth 

and nature of the data obtained. The reasons outlined informs the rationale for not utilising 

focus groups to identify the patient experience of care in this study. 

Focus groups are proposed as a suitable method by which to examine healthcare professional’s 

perceptions of the facilitators and barriers to combined Type 2 Diabetes and Chronic Kidney 

Disease care, Advanced Nurse Practitioner led care and views on why patients fail to attend. 

Focus groups are suitable to obtain this information as they concentrate on a particular topic of 

interest and enable discussions which may lead to the generation of richer and deeper 

information relating to the subject matter.  

13.3 Discovery Interviews  

The specific aim of undertaking Discovery Interview technique in the context of the proposed 

study is to examine patient experience and outcomes across the disease trajectory of Type 2 

Diabetes and Chronic Kidney Disease. Discovery Interviewing is an optimal technique to gain 

this information which will be used to inform care delivery systems across the pathway of 

patient care. 

Discovery Interviews provide a means by which clinical teams can learn from patients by 

valuing patient perspectives and priorities, considering patients as the experts about the impact 

of their illness on their everyday lives and values. Discovery Interviews enable representative 

subset of patients to relate a wide breath of patient experiences across a disease trajectory thus 

recognising how patient’s experiences may differ according to the stage of the condition unlike 

standardized surveys or interviews with set questions. This is particularly pertinent in terms of 

capturing the individual experiences of patients with varying stages of Chronic Kidney Disease 

attributable to Type 2 Diabetes.  

The information gathered could be utilised by the Participatory Action Research (PAR) group 

to inform the development and implementation of a new means of care delivery and initiating 

change. Discovery Interviews are drawn from Action Research methodology and thus provide 

a means by which to link the data collection tools with the study research methodology to meet 

the aims and objectives of this study.  

Discovery Interviews provide a mechanism by which smaller improvements can be put into 

action and provide an opportunity to achieve larger improvements via a cumulative effect. Full 
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and early engagement of key stakeholders including healthcare professionals, patients, 

administrative, managerial and clinician support is a prerequisite when undertaking Discovery 

Interviews (NHS, 2009c). Unlike other interviewing techniques this ensures adequate supports 

are in place to bring about and sustain improvements post the initiative. Discovery Interview 

Spines are illness/condition specific which may assist in the generation of new and transferable 

knowledge developed across similar services and patient cohorts. 

An exhaustive number of Discovery Interviews need not be undertaken. It is not the number of 

interviews conducted that is important, but the opportunity to hear detailed stories from a small 

number of patients. One story may provide rich information which inform improvement thus 

providing a feasible and inexpensive means by which this information can be obtained. This 

represents economical use of finite resources and a means by which the aims of this study can 

be operationalised and exploration of the study research questions and informs the rational for 

inclusion as a data collection tool. 

13.4 Participating Site Default Statistics: Rationale Study Context 

Failure to attend is associated with negative consequences including prolonged waiting times 

for appointments, increased cost of care delivery, under-utilisation of equipment and personnel, 

reduced availability of appointments for all patients, reduced patient satisfaction and negative 

relationships between the patient and healthcare staff (Health and Social Care Information 

Centre, 2015). The Health Service Executive (HSE, 2018) estimate each missed outpatient 

appointment costs the HSE €130 representing poor utilisation of resource allocation. Discourse 

pertaining to default for scheduled outpatient review is poorly represented within contemporary 

national healthcare literature with no discussion pertaining to cohorts with combined type 2 

diabetes and chronic kidney disease. 

This study provided an opportunity by which such information could be explored within the 

context of diabetes and nephrology services in Ireland. Identifying default rates at participating 

diabetes and nephrology services enabled comparison between standard care providers and an 

alternative combined care delivery strategy in the context of advanced practice nursing which 

has the potential to inform development of future services. This also promotes transferability 

of the research. 

13.5 Group Minute Consensus Rationale Study Context  

Group minute consensus were reviewed and signed off by all members of the PAR group prior 

to any actions being undertaken thus preventing the potential for power balances to occur 

(Proctor et al., 2013).An argument is presented that collaboration and participation which can 

counterbalance these power imbalances. Participation is a key feature of PAR and “draws 

attention to the interplay and power differential amongst different disciplines in health care, 

thus participation seeks to address the different and competing narratives inherent in the acute 

care environment” (Hynes, 2015). Therefore PAR group actions developed through group 

minute consensus present an opportunity “be active participants and researchers and thus 

improve the quality of research and its impact on relevant policies and practices” (Delman, 

2012, p.233). 

Group minute consensus provided the means by which issues arising from data ownership, 

relationships between the researcher and the researched, informed consent and confidentiality 

could be identified and addressed from the inception of the study (University of Sheffield, 

2016). The PAR process  and group minute consensus facilitated “commonalities and 

differences of values and define a collaborative means of responding to these throughout the 

research process and the basis for such dialogue is collaboration and a reciprocal relationship 
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in which everyone involved benefits and has voice, agency and ownership” (Brabeck et al., 

2015, p.34). 

A requirement of undertaking PAR research and Group minute consensus is the development 

of a research report upon completion of the research to all PAR members (University of 

Sheffield, 2016). This assisted transparency regarding the research processes, challenges 

experienced and outcomes. PAR group consensus is informed by multiple perspectives and 

sources with an explicitly transformative agenda (Koch and Kralik, 2006) which is consistent 

with the aims and objectives of this study and provides the rationale for inclusion as a data 

collection tool. 

13.4 Combined type 2 diabetes and chronic kidney disease clinical outcomes: 

Retrospective Chart Review Rationale 

Preventative care strategies such as achieving clinical target recommendations (NICE 2015) 

have been identified as the most effective means by which to reduce the development and 

progression of chronic  kidney disease in patients with type 2 diabetes (ADVANCE, 2008). 

There is limited evidence in the international literature and none within the national literature 

utilising KDIGO (2012) recommendations. There is also no evidence of combined type 2 

diabetes with chronic kidney disease care delivery utilising the KDIGO (2012) guidance 

nationally or internationally by advanced nurse practitioners. 

The purpose of the PAR group was to utilise the information obtained through Discovery and 

Focus Groups to develop and implement a new combined type 2 diabetes and chronic kidney 

disease service in the context of advanced practice nursing. It is anticipated within this study 

that the combined management of type 2 diabetes and chronic kidney disease in the context of 

advanced practice nursing will be informed by best practice NICE (2015) and KDIGO (2012) 

recommendations. The purpose of which is to ensure prompt detection and implementation of 

preventative care strategies in the early stages of chronic kidney disease in the context of 

advanced practice nursing informed by best practice recommendations. Current literary 

discourse highlights the current deficit and poorly defined clinical outcome data for patients 

with combined type 2 diabetes and chronic kidney disease (Baer et al, 2010). 

In a bid to address these identified gaps in current knowledge in accordance with ethical 

approval and GDPR procedures, data was extracted from first visit (Visit 1) and subsequent 

consultation 6-9 months later (Visit 2).Frequency of review was guided by best practice routine 

care informed by NICE (2015) and KDIGO (2012) recommendations. The following data will 

be extracted: age, gender, BMI, blood pressure, HbA1C, total cholesterol, Albumin Creatinine 

Ratio, Renal Function (GFR), daily exercise, presence of neuropathy and retinopathy, smoking 

history, alcohol intake and patient attendance at the combined type 2 diabetes and chronic 

kidney disease service. Retrospective Chart Review are helpful to facilitate a reflection of real 

life healthcare provision which informed the rationale as a data collection tool. 

13.5 Advanced Practice Nursing Contribution to Care: Rationale Study Context  

There is no evidence or discourse in the national or international literature pertaining to the 

contribution of advanced practice nursing in the management of type 2 diabetes with chronic 

kidney disease. Consideration was afforded to utilising the current means by which monthly 

advanced nurse practitioner outcome data are collected by the Department of Health in Ireland 

(2018). This data pertains solely to waiting times for review, direct and direct contact, where 

the patient was reviewed, referral sources, onward referral and cumulative time spent on active 
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caseload. This means of data collection does not enable the contribution of advanced practice 

nursing to patient care outcomes or patient experience or expectations of care to be identified.  

Two frameworks were considered to identify the contribution of advanced practice nursing to 

care as, according to Kleinpell (2017) it is essential to develop strategies to identify patient care 

outcomes and professional role contribution of advanced practice nursing. The Nurse 

Practitioner Patient Outcomes Toolkit (FAANP, 2014) was created to enable the impact of 

advancing practice nursing to be demonstrated and evaluated (Kleinpell 2017). A second 

framework was developed by Gerrish et al (2011), which has been utilised extensively used 

and provides information and guidance to overcome potential challenges when measuring 

impact of care.  

It was initially anticipated to utilise the Nurse Practitioner Patient Outcomes Toolkit (FAANP, 

2014) and Gerrish et al (2011) frameworks within this study as they enable the operational and 

strategic contribution to care by advanced practice nursing to be explored and developed. 

However later in this reflective diary the rationale for using the Nurse Practitioner Patient 

Outcomes Toolkit (FAANP, 2014) is outlined. 

 

14.0 April 2018–May 2018: Data Analysis Framework 

1. What did I actually observe? Can I describe it? (Observation): My depth of 

knowledge regarding the data analysis tools and framework required considerable work 

and effort on my behalf. Needed to gain a working knowledge which in turn would 

assist in a critical approach to their use and application. 

2. How did I react? What feelings were aroused in me? (Emotional Reaction): 

Needed to engage with substantive amounts of literature. 

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): Engaged critical thinking and writing skills 

pertaining to the use of these qualitative data tools as applicable to this study 

4. What did I do about it? How did I intervene? (Intervention): Substantive time was 

spent engaging with the literature. The following argument was developed for utilising 

specific data analysis approach and the rationale for not adopting other approaches 

In the context of this study it was necessary to provide the rationale for utilising the Thematic 

Analysis Framework for qualitative data provided by Braun and Clarke (2006) in the context 

of the other frameworks such as Grounded Theory, Content Analysis and Bazeley’s (2009) 

Describe, Compare and Relate method.  

14.1 Grounded Theory:  

Grounded theory was not viewed as a viable means of data analysis to explore the views of 

healthcare professionals and patients as its central focus is concerned with theory development 

and analysis of actions and processes. The direction of the research and research questions are 

determined by the researchers as data analysis informs data collection, this has the potential to 

be viewed as “setting the agenda” and thus was not seen as a means by which the views and 

experiences of participants in their own words could be determined and thus was not be utilised 

for data analysis in this study. 

 14.2 Content Analysis 

It is argued by Glaser and Lauder (2013) that by utilising content analysis to analyse qualitative 

data, information is removed from its original context. Content analysis is incapable of 

exploring causal relationships and associations (Gray, 2014).The nuanced richness of words 
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and their connotations may be missed, particularly when the documents were originally 

intended for an alternative purpose of which the researcher undertaking the analysis is unaware 

(Cohen et al., 2018). As the researcher has not been involved in the data collection process this 

negates the potential for the field worker to “cycle back and forth between thinking about the 

existing data and generating strategies for collecting new often better data. It can be a healthy 

corrective for blind spots” (Miles et al., 2014, p.70).  

It is argued by Mauthner et al. (1998) that qualitative data are the result of the researcher and 

researched relationship and the conditions under which the data are collected and that the 

analysis of secondary data are only valid when it is limited to methodological analysis. Content 

analysis is frequently utilised to analyse secondary data in which the researcher is removed 

from the data collection process. The aims and objectives of undertaking this study were to 

explore participant experience and views through Focus Group and Discovery Interviews 

utilising primary data collected by the research team. This was advantageous to foster a deeper 

understanding of the collected data, the associations and context in which the data emerged. 

Thus content analysis is not viewed as a viable means by which to analyse data from PAR, 

Focus Group and Discovery Interviews in this study. 

14.3 Describe, Compare, and Relate (Bazeley 2009) 

The three step Describe, Compare, and Relate method proposed by Bazeley (2009) is valuable 

in terms of developing an awareness of the importance describing, comparing and relating 

themes to each other and previous research. However, the means by which to formulate 

arguments, develop hypothesis or the type of inductive/deductive reasoning which inform this 

process is not clearly defined and information pertaining to utilising this method in current 

literature is limited. As the purpose of this research is not to develop a model or theory from 

the data, correlated with the lack of detail regarding how to utilise this method, or the means 

by which to establish trustworthiness, these factors provide the rationale for not employing this 

data analysis method. 

14.4 Thematic Analysis: Braun and Clarke (2006) 

The flexibility of thematic analysis as a data analysis method which can be used across a variety 

of theoretical and methodological perspectives may lead to inconsistencies in the way it is used 

and themes are developed (Nowell et al., 2016). If themes overlap or are not clearly defined 

this may produce an analysis which is weak or unconvincing (Braun and Clarke, 2006). The 

potential may also arise for a disconnection between analytical/theoretical claims made which 

are not supported in the data (Braun and Clarke, 2006; Nowell et al., 2017) 

To garner against these potential pitfalls, Braun and Clarke (2006, 2013) recommend 

consistency in the identification of themes within a particular analysis. The analytical 

perspectives utilised by the researcher to support the thematic analysis and specific content 

should be transparent and documented (Javadi and Zarena, 2016). It is recommended by 

Bazeley (2009), Braun and Clarke (2006), Vaismoradi et al. (2013) that a practical step to 

promote rigour and to illuminate the analysis procedure and decisions is the maintenance of a 

reflective diary by researcher(s).  

In this study a research journal was maintained utilising Scheins (1999) Observation (O), 

Emotional Reaction (R), Judgement (J) and Intervention model (ORJI). The rationale for 

employing this reflective journal model is that it has been developed by Scheins (1999) in the 

context of action research methodologies and promotes first and second person action research 

skills by creating an awareness of why and how we react in situations (Raelin, 2008). 
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According to McNiff et al. (2009) journaling can be utilised as an analytical tool to record and 

analyse information. 

However, it must also be noted that the thematic analysis framework proposed by Braun and 

Clarke (2006) has many benefits. It is a relatively straightforward approach which has been 

highlighted as particularly beneficial for novice qualitative researchers as it does not require 

the same in-depth technical and theoretical knowledge of analysis procedures associated with 

other methodologies e.g., Discourse Analysis (Braun and Clarke, 2006). Thematic analysis is 

useful for research teams with mixed analysis experience which is in part is due to freedom 

from theoretical commitments (Braun and Clarke, 2013)  

Thematic analysis offers a valuable approach for undertaking analysis within applied research 

such as health research and provides “a toolkit” who wish to undertake robust and sophisticated 

analysis of qualitative research (Braun and Clarke, 2013).Thematic analysis has the ability to 

analyse data and present them in a format which is accessible to readership outside of academia 

(Braun and Clarke, 2013). 

The thematic analysis framework proposed by Braun and Clarke (2006) clearly provides a 

definition of thematic analysis, themes and the practical steps or “how to” use the framework 

(Maguire and Delahunt, 2017). This is particularly beneficial as literary discourse supports the 

view that there is confusion regarding definition and procedure’s associated with undertaking 

thematic analysis of qualitative data (Vaismoradi et al., 2013), (Bazeley, 2009),  (Connelly and 

Peltzer , 2016), and (Gray, 2014). It is highlighted by Maguire and Delahunt (2017) and 

Vaismoradi et al. (2013) that there appears to be much confusion regarding how to undertake 

thematic analysis. Current literary discourse highlights inconsistencies and lack of reporting of 

how themes were defined and how thematic analysis was conducted (Bazeley, 2009). 

Thematic analysis is flexible and thus can facilitate reality to be reflected and clarified through 

its non-linear iterative process, codes and themes can be reviewed (Javadi and Zarena, 

2016).When utilising thematic analysis there is no pre-ordained or pre requisite requirements 

for sample size, as sample size is dependent on the nature of the research and associated 

questions, sampling can be continued until no further codes emerge (Javadi and Zarena, 2016). 

As highlighted by Nowell et al. (2017) there is a dearth of literature relating to guidance for 

undertaking a trustworthy thematic analysis. However the thematic analysis approach 

presented by Braun and Clarke (2006) can be used to demonstrate credibility, transferability, 

dependability and confirmability, thus promoting trustworthiness in this qualitative research 

study and its outcomes (Nowell et al., 2017).  

It is also proposed that utilising thematic analysis as a data analysis approach can be used free 

from methodological constraints is also compatible with Critical Research methodology in this 

study. The specific purpose of  using Critical Theory paradigm is to work towards change 

(Winter and Munn-Giddings, 2001) and to counter the limitations imposed by adherence to 

rigid research paradigms to facilitate exploration of complex, unstable, non-linear change 

(Bunniss and Kelly, 2010). These limitations may present potential implications for 

transferability, critique, replication and adaption of the research, its outcomes and potential 

future research if aligned to a particular methodology (Vaismoradi et al., 2013), (Braun and 

Clarke, 2006).  

It is anticipated that by employing Braun and Clarke’s (2006) thematic analysis framework in 

conjunction with Lincoln and Guba (1985) criteria for establishing trustworthiness negated 

potential inconsistencies or difficulties attributed to undertaking a systematic and trustworthy 

qualitative data analysis in this study. 
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15.0 June 2018: Ethical Approval & HREC exemption 

Ethical Approval from all 5 Sites and HREC Exemption received 

16.0 May 2018 –January 2019: Data Triangulation and Trustworthiness of Data 

1. What did I actually observe? Can I describe it? (Observation): Needed to gain 

knowledge regarding utilising triangulation methods in reference to practical 

application of between and within methods. I had tended to provide a large amount of 

detail regarding triangulation, however its applicability within the context of the study 

remained poorly defined and inaccurately defined. Volumes of material, however very 

little context regarding this study. 

2. How did I react? What feelings were aroused in me? (Emotional Reaction): 

Needed to develop a working knowledge of triangulation and how it is applicable in the 

context of this study.  

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): Used developed researcher skills to concentrate on 

moving away from a descriptive approach to reading and writing to ask what was the 

literature saying and how does this pertain to the use of triangulation methods as 

applicable to this study. Also required consideration of how the trustworthiness of the 

data could be assured when utilising triangulation methods 

4. What did I do about it? How did I intervene? (Intervention): Spent substantive time 

engaging with the literature resulting in developing the following rationale for the 

triangulation approach adopted and strategies to ensure trustworthiness of the data 

output from triangulation. 

 

16.1 Triangulation Approach and Trustworthiness: Study Context 

As identified by Carter et al., (2014), Patton (1999), and Denzin (1978) there are four types of 

triangulation which include: data source, method, and investigator/analyst and theory 

triangulation. This study adopted methodological triangulation utilising between-methods 

approach. Between-methods triangulation can be demonstrated through qualitative Focus 

Groups, PAR group minute consensus and actions and Discovery Interviews to examine 

components of care experience valued by patients.  

Focus Groups and Discovery Interviews collected data relating to the components of care 

experience which patient’s value, from the varying perspectives of healthcare professionals and 

patients. The value of using these qualitative methods lie in the fact that these data collection 

methods yield different information and perspectives and it has been noted by Carter et al. 

(2014) that “one method is not better than the other, but rather that the two approaches were 

complementary (p.545). This facilitated data to be constantly compared and linkages identified 

(Lapadat, 2010) which may enhance the consistency of the data and it ability to address the 

research question (Jugder, 2016). 

Between-methods triangulation will be used to quantitatively identify patient default rates at 

each participating site. Patient Discovery Interviews and Healthcare professional Focus Groups 

were utilised to explore the reason why patients indicate they do not attend. Thus utilising a 

quantitative measure of patient failure to attend and qualitative Focus Group and Discovery 
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Interview information provides the potential to develop a greater understanding of the reasons 

which lie behind failure to attend statistics, which is one of the defined purposes of this study.  

According to Field and Morse (1985) methodological triangulation may occur simultaneously 

or sequentially. Simultaneous triangulation is the use of quantitative and qualitative methods 

with limited contact between the data during collection, however the “findings complement 

one another at the end of the study” (Morse, 1991, p.120). Sequential triangulation occurs when 

the information or results from one method are required to plan the next phase of research 

(Morse, 1991). As the stated objectives of the study were to utilise information obtained in 

Focus Group, Discovery Interviews and Participatory Action Research Group to inform the 

development and implementation of combined type 2 diabetes and chronic kidney disease care, 

it is proposed that sequential triangulation was used.  

The information required to examine the research questions was diverse and requires data from 

a plethora of sources including Focus and PAR group, Discovery Interviews, Retrospective 

Chart Review (RCR) and failure to attend statistics, thus providing the rationale for adopting 

methodological triangulation. The strengths associated with methodological triangulation in 

nursing research include the confirmation of findings and the ability to produce more authentic 

and insightful data (Casey and Murphy, 2009). However, difficulties occur when the methods 

chosen are incompatible, or do not address the research question or objectives or fail to reduce 

bias or indicate how triangulation was employed (Casey and Murphy, 2009).  

Strategies to supersede these difficulties were the use of a well-defined research question 

(Begley, 1996b) and how triangulation was utilised and demonstrated (Casey and Murphy, 

2009). According to Jick (1979) utilising methodological triangulation facilitates “a more 

complete, holistic and contextual portrayal of the units under study” (p.603).  

To overcome the potential limitation of investigator bias in which investigators undermine the 

objectivity of their own findings or there exists a resistance to the perspectives or views of 

others the following strategies were employed to demonstrate and ensure trustworthiness of the 

data in this study.  

16.1.2 Member Checking 

Member checking has been defined by Polit and Beck (2008) as “A method of validating the 

credibility of qualitative data through debriefing and discussions with informants” (p.758). In 

the context of this study member checking was undertaken by the following means. The three 

Participatory Action Research group meetings were audio taped and the transcript disseminated 

to all members of the group. This informed development of the group minute consensus which 

was signed off by all group members. Focus Group and Discovery Interviews were also audio 

taped and transcribed, reviewed and signed off by all participants. 

16.1.3 Documentation of Decision making Processes 

Adopting a theoretical perspective informed by Critical Theory enabled data to be co-generated 

from multiple perspectives which offset issues pertaining to researchers gathering information 

linked to their own theoretical viewpoint. The Participatory Action Research Group (PAR) and 

Focus Groups membership were comprised of healthcare workers from a variety of disciplines 

such as administrative, medical and nursing staff thus promoting inter-disciplinary perspectives 

and biases to be elucidated through PAR and Focus group activity. The activities of the 

Participatory Action Research (PAR) group were conducted equitably in which group minute 

consensus was reviewed and signed off by all members of the PAR group prior to any actions 

being undertaken. Furthermore, a pre-requisite for continued ethical approval at all 

participating sites was a full account of the research findings and outcomes and how these were 
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achieved and was utilised to provide a full report of the research processes, decisions and 

outcomes (Appendix 6a) and PAR group report (Appendix 6b). 

16.1.4 Reflexive Journaling  

Braun and Clarke (2006), recommended that a practical step to promote rigour and illuminate 

the analysis procedure and decisions is the maintenance of a reflective diary by researchers. As 

outlined previously for the duration of this study this research a journal was maintained using 

Scheins (1999) Observation (O), Emotional Reaction (R), Judgement (J) and Intervention 

model (ORJI).  

16.1.5 Promoting Trustworthiness Study Context 

It is contended by Nowell et al., (2017) that the thematic analysis approach presented by Braun 

and Clarke (2006) can be utilised to demonstrate trustworthiness. Quantitative research 

approaches utilise established criterion to demonstrate internal and external validity and when 

undertaking qualitative research, deliberation must be also be given to the means by which 

trustworthiness of the research methods and findings was demonstrated and achieved. It is 

argued by Maxwell (1992) that qualitative researchers should not go down the route of applying 

quantitative validity criterion to qualitative research. 

That said, if researchers are unable to show how the research was undertaken and why 

methodological and analytical decisions were made this may negatively impact on the research 

consumers ability to trust what the researchers have proposed, the research and its findings 

(Vaismoradi et al., 2013). It is indicated by Nowell et al. (2017) that trustworthiness is a means 

by which researchers can demonstrate that their research findings are valid and truthful. The 

rationale for utilising the trustworthiness criteria established by Lincoln and Guba (1985) is 

outlined succinctly by Nowell et al. (2017) “it is widely accepted and easily recognised” (p.3) 

and offers “pragmatic choice’s for researchers concerned with the acceptability and usefulness 

of their work for a variety of stakeholders” (p.3).  

 

17.0 January 2019-July 2019: Participatory Action Research Group 

1. What did I actually observe? Can I describe it? (Observation): Large group (17 

members), difficulty getting all in the one place at the one time. Many competing views 

and opinions, trying to develop a new means of providing combined care. 

2. How did I react? What feelings were aroused in me? (Emotional Reaction): 

Considered organisational structure and perceived positions within that structure and 

how changes/actions could be brought about 

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): Developed the means by which all participants could 

access meetings and provide feedback in a democratic fashion.  

4. What did I do about it? How did I intervene? (Intervention): Needed to engage 1st, 

2nd and 3rd person action researcher skills. Developed a strategy to ensure a democratic 

and equitable forum and make progress at the same time. This strategy was the 

provision of secure teleconferencing and email to facilitate communication and group 

minute consensus and sign off prior to initiating actions. The PAR group looked from 

the perspective of the patient journey as outlined below.   
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17.1 What Happened Next? 

The journey began with the patient receiving their appointment letter to attend for their 

outpatient appointment. This required consideration by the PAR group regarding the patient 

journey in essence “journey from the patient’s perspective when attending their appointment”. 

This included administration support, OPD department staff, specialist diabetes medicine and 

nursing staff, dieticians podiatrists, primary care diabetes specialist nurses and general 

practitioners (n=17). Representation was required from all participating sites (n=5) at each 

PAR group meeting. Initially primary care physicians were not considered for PAR 

membership, which may in part have been due to the fact that all study sites are based in 

secondary care. The PAR group considered this as a deficit in the context of the PAR Group 

membership, as a result 3 General Practitioners joined the PAR group as per the selection, 

recruitment and consent processes outlined in the Study Protocol. 

 

Initial teleconferencing facilities proved unreliable and it was devised as a PAR Cycle 2 action 

to secure reliable teleconferencing facilities. Teleconferencing facilities were sought and 

provided via hospital management structures for those unable to attend in person via the HSE 

land bridge service. Transcripts were developed and sent to all members for approval. Actions 

were developed from each meeting which informed each cycle of actions with a report at the 

end of the next cycle. Suggestion from academic Principal Supervisor re utilising data from 

Focus Group and Discovery Interview data to inform development of actions. 

 

18.0 September 2019-December 2020 Data Analysis: Rationale for not utilising 

Computer Assisted Qualitative Data Analysis Software (CAQDAS)  

In the literature thematic analysis (TA) had up to 30 differing approaches often with poorly 

defined techniques (Clarke, 2019). There has been misconceptions relating to the theoretical 

nature of thematic analysis, however, Clarke and Braun (2019) argued that whilst thematic 

analysis is not wedded to specific paradigm regulations, their framework is qualitative at 

paradigm level representing Big Q research and is referred to as reflexive thematic analysis. 

This approach to thematic analysis required deep emersion with the data ensuring themes did 

not represent bucket/domain summaries, but told a story built from codes through the 

interpretive lens of the researcher.  

Thematic analysis of PAR, Discovery and Focus Group Interviews represented analysis of a 

copious volume of material, for which Computer Assisted Qualitative Data Analysis Software 

(CAQDAS) may have been helpful. The following outlines the rationale for not utilising a 

CAQDAS programme to undertake thematic analysis within this study. 

 

1) Clarke and Braun (2019) indicate in their online tutorials that the use of CAQDAS isn't 

a prerequisite and advise that using a computerised programme with their framework 

may prove unnecessarily distracting and may lead to incomplete engagement or 

distancing from the data.  

2) Also it may be argued that many of the computer programmes can contain embedded 

methodological and theoretical assumptions (often affiliated to Grounded theory) 

(MacMillian and Koenig, 2004).  
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3) As TA is a method not a methodology, I am not keen to use a computerised programme 

as TA using Braun and Clark's reflexive TA is free from methodological constraints 

(albeit, qualitative at paradigm level).Learning to become a proficient NVivo user takes 

a considerable length of time and will serve as an unnecessary distraction. 

4) There is also the potential to focus on quantity-with frequency being mistaken for 

meaningfulness. I will be prepared to make a robust argument on my Viva for why I 

have chosen to follow this route. 

5) According to Mangaberia et al., (2004), there is the potential to over code the data or 

utilise programme features’ which are not necessary for the data analysis. 

6) According to Macmillan (2005) utilising a CAQDAS is expensive, time consuming and 

may take longer than required to analyse the data. 

7) CAQDAS may offer exciting but modest possibilities if used in a critical, creative and 

flexible way (Silver and Fielding, 2008). However, the use of CAQDAS “does not 

replace knowledge of an analytical approach” (Clarke and Braun, 2013, p. 220). 

8) Thematic analysis by Braun and Clarke (2012, p 62)… some people code on hard-copy 

data, clearly identifying the code name, and highlighting the portion of text associated 

with it. Other techniques include using computer software to manage coding (see 

Volume1, Chapter 16, this handbook) or using file cards—one card for each code, with 

data summary and location information listed—or cutting and pasting text into a new 

word-processing file, created for this purpose (again, ensure that you record where all 

excerpts came from). An advantage of the latter methods is that you collate your coded 

text as you code, but there is no right or wrong way to manage the physical process of 

coding. Work out what suits you best. What is important is that coding is inclusive, 

thorough, and systematic. 

 

My decision not to employ CAQDAS to analyse data in this study was also supported 

as a “wise decision” in the following email correspondence from Virginia Braun 

regarding using Braun and Clarkes (2006) thematic analysis framework. 

 

 

 
19.0 December 2019- January 2020 Data Analysis: Member Checking Methodological 

Stance 

Issues regarding member checking arose in corroboration regarding development of codes and 

themes within this study. Codebook and coding reliability thematic analysis are affiliated to 
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positivist principles, which is not in keeping with the Critical theory paradigm informing this 

study and operationalised using PAR, which are consistent with each other. 

Braun and Clarke’s thematic analysis highlight the importance of researchers acknowledging 

their participation in the analytic journey and also their informing principles re epistemological 

/philosophical stances. They state the importance of developing themes through the 

"interpretive lens of the researcher, i.e. subjective to their lens. Themes do not emerge from the 

data, the researcher has an active part in the process. This has resulted in issues regarding 

member checking, which seeks checking analysis with participants and may be interpreted as 

affiliated to reliability, validity, quality control of the analysis or the "qualitative version of 

reliability", which is not an appropriate application of Braun and Clarke’s (2006) TA approach 

and one of the 15 common problems they highlight with using reflexive TA demonstrating 

"conceptual or procedural confusion", member checking is inconsistent with using this 

framework as is concerns with reliability or is seen as a verification step.....when central to 

reflexive TA is the interpretation of the information by the researcher, when using this TA 

approach consensus regarding coding is not appropriate and will result in procedural confusion 

(Braun and Clarke, 2006).. 

Code book and coding reliability thematic analysis are informed by positivism and are 

concerned with accuracy and are not consistent with the critical theory perspective informing 

this study and do not fit with PAR in which the researcher acknowledges self and their 

participation in the research and analysis process through first, second and third person research 

skills which are central to the principles of using action research methods. 

According to Braun and Clarke (2013) member checking is not theoretically neutral, it is 

informed by the goals and assumptions of the research. Thomas (2017) concluded that member 

checks are suitable in certain instances particularly in the context of participatory research, and 

researchers are advised to consider the potential benefits and limitations and provide details of 

how they were utilised including inclusion in consent procedures. 

However, where the main aim of the research is to provide an accurate representation of 

“participants perspectives or experiences or in participatory of collaborative research strategies, 

selective use of member checks may be justified” (Thomas, 2017, p.39). In situations where 

change is anticipated, and there is ongoing collaboration between researchers and participants 

in data collection, analysis and drafting of reports, it is likely that “individual checks will often 

recede into the background” as they become part of the ongoing evolving collaboration 

(Thomas, 2017, p.38). Furthermore, Thomas (2017) noted that “to achieve transformational 

validity, participation of respondents and a collaborative relationship during the research 

process are needed. Member check procedures are part of this collaboration” (p.34). In 

participatory research strategies, member checks are a component of the “ongoing interactions 

between researchers and participants” (Thomas, 2017, p.33). Collaborative approaches to 

undertaking research emphasise stakeholder involvement in the research process, and 

evaluation of the research outcomes (Rodriquez-Campos, 2012).  

However, in the case of participatory or collaborative work, member checking could be viewed 

as less of a singular act and viewed as one which the group undertakes in the context of their 

workings. In this study member checking was viewed in the context of the work of the PAR 
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group in which the collaborative, discussions and actions were developed from Discovery 

Interview and Focus Group data.  

 

Member checking was undertaken by the following means. The three Participatory Action 

Research group meetings were audio taped, transcribed and transcripts disseminated to all 

members of the PAR group. This informed the development of group minute consensus by all 

members of the PAR group regarding group actions, outcome of actions were reviewed and 

final report of group actions and outcomes were signed off by all group members.  Thus 

member checking was a continuous and evolving process. 

 

Following consultation with my academic principal supervisor, the following strategy was 

adopted regarding the development of codes and assumptions. According to Braun and Clark 

(2006) a "check" can be conceptualised as sharing your coding or a sample of your coding with 

an experienced supervisor which provides an opportunity to reflect on coded data and 

assumptions derived from coding.  

 

My PhD academic principal supervisor agreed to review a sample of codes and assumptions to 

“check” the coding and assumptions drawn from Discovery Interview, Participatory Action 

Research Group Meeting and Focus Group Transcripts. This included the codes linked to the 

specific data and the interim code and theme maps. My academic principal supervisor then 

advised me to continue to code with minimal changes to code names. 

 

20.0 September 2019-March 2020: Identifying Contribution to Care Rationale for 

Change of Framework 

As there is a dearth of evidence in the national or international literature pertaining to the 

contribution of advanced practice nursing in the combined management of type 2 diabetes with 

chronic kidney disease, consideration was given to the means by which this contribution could 

be explored and identified.  

Initially, the monthly advanced nurse practitioner outcome data collected by the Department 

of Health in Ireland (2018-2019) was identified as a potential means to identify contribution to 

care. However, this outcome data pertains solely to waiting times for review, direct and indirect 

contact, location of the review, referral sources, onward referral and cumulative monthly time 

spent on active caseload. This means of data collection applied only to candidate advanced 

nurse practitioners undertaking the new Nursing Midwifery Board of Ireland programme and 

was irrelevant to registered advanced nurse practitioners and services. Also this means of 

reporting outcomes did not enable the contribution of advanced practice nursing to patient care 

outcomes or patient experience or expectations of care to be identified and as such was 

unsuitable to use within this study. 

Strategies to identify patient care outcomes and the contribution of advanced practice nursing 

are required (Kleinpell, 2017). The Nurse Practitioner Patient Outcomes Toolkit (FAANP, 

2014) was created to enable the impact of advanced practice nursing to be demonstrated and 

evaluated (Kleinpell 2017).  
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This toolkit identifies five specific areas to ascertain the contribution of advanced practice 

nursing: 

Patient/Family: regarding Health status, symptoms, quality of life, functional status, self-care, 

knowledge, satisfaction. Quality of Care: Patient falls, infection rates, uptake of evidence 

based practice, guideline use, satisfaction with quality of care. Healthcare Utilisation:  Clinic 

wait times, hospital readmissions, length of stay, costs, no show rates, reminder systems 

evaluation. Care-Related: Use/ordering of lab tests, rate of drug prescription, and number of 

consultations. Performance: Revenue generation, relative value units (RVUs), performance 

ratings, clinical competence, and consultation patterns. 

 

Another framework developed by Gerrish et al. (2011) in the United Kingdom has been utilised 

extensively and provides information and guidance to overcome potential challenges when 

measuring impact of care was also considered for this study. This framework centres on 

measures of impact including the patients’ perspective of their physical and psychological 

wellbeing, quality of life, behaviour and experience of healthcare. In relation to staff measures 

these include competence, quality of working life, work distribution and workload and 

teamwork. Finally at organisational level, measures pertain to the organisation, its priorities 

and targets, policy and new knowledge generation. 

 

Both the Nurse Practitioner Patient Outcomes Toolkit (FAANP, 2014) and Gerrish et al. (2011) 

framework enable the impact of advanced practice nursing to care to be identified albeit from 

varying lenses. The framework by Gerrish et al. (2011) primarily focuses on the strategic 

contribution of advanced practice nursing at patient, staff and organisational level. Operational 

impact at service and patient levels are limited within the measures of impact in this framework, 

and thus are inconsistent with the stated aims and objectives of this study.  

In comparison, the central focus of the Nurse Practitioner Patient Outcomes Toolkit (FAANP, 

2014) centres on measures relating to patients and services which were consistent with the aims 

and objectives of this study. This framework provided an opportunity to demonstrate the 

contribution of advanced practice nursing through the identification of clinical outcomes of 

care, cost effectiveness, practice change, highlighting and addressing gaps in care provision 

and evaluation of services (Kleinpell, 2017).  

 

Utilising this framework in this study helped to identify the direct contribution of advanced 

practice nursing to care to be identified at both patient and service levels, which is consistent 

with the aims and objectives of this study. Patient need and opportunities that demonstrate the 

contribution of advanced practice nursing to care are key considerations when attempting to 

identify contribution to care outcomes Kleinpell, and Alexandrov (2014). 

The Nurse Practitioner Patient Outcomes Toolkit (FAANP, 2014) was developed specifically 

in the context of the long established definition and role of the nurse practitioner in the United 

States. In contrast, the framework by Gerrish et al. (2011), focussed on nurse consultant roles 

which “were created as an occupational position without an initial precise definition of their 

role. Their numbers and their remits have therefore developed organically, with no agreed set 

of activities that define the role” (Dyson et al., 2014 p.3). It is contended that this further 
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informs the rationale that the framework by Gerrish et al. (2011) was an unsuitable framework 

to use in this study as it was developed outside the context of advanced nursing practice.   

 

Thus, the Nurse Practitioner Patient Outcomes Toolkit (FAANP, 2014) was identified as a 

suitable means by which to identify the contribution of advanced practice nursing to combined 

care which was consistent with the stated aims and objectives within this study.  The 

contribution was identified in terms of identifying patient experience of care, best practice care 

delivery, guideline utilisation, prescriptions issued, consultation numbers, attendance rate and 

outcomes from combined care (Figure 2). 

 

Figure 2: Contribution to Care: Study Context 

 

21.0 January 2020- March 2020. 

In the discussion regarding data analysis it had been stated that SPSS would be used to analyze 

quantitative data from the Retrospective Chart Review (RCR) which had been entered into 

Microsoft Excel. However, the decision to use SPSS was changed during the final analysis of 

the RCR data. The following provides the rationale for not utilising SPSS.  

1. What did I actually observe? Can I describe it? (Observation): Early in the data 

analysis it had been stated that SPSS would be used regarding analysis of quantitative 

data analysis. However, as data was entered into Microsoft Excel it was also feasible 

that this programme could be used to undertake quantitative analysis and identify 

descriptive statistics of the outcomes from the RCR. 

2. How did I react? What feelings were aroused in me? (Emotional Reaction): 

Following consultation with my academic principal supervisor and discussing the 

Contribution 
to Care

Patient 
Experience 

of Care

Best 
Practice 

Care 
Delivery

Guideline 
Utilisation

Prescription
& 

consultation 
numbers

Attendance

Combined 
Clinic 

Outcomes



  

414 
 

rationale for not using SPSS as Excel was deemed sufficient to develop descriptive 

statistics from the quantitative data in this study. 

3. What was my judgment about what happened? What thoughts or evaluations did 

the event trigger? (Judgement): Proficiency in the use of SPSS would take prolonged 

engagement and use of the programme and likely to result in delayed study outcomes 

due to the unnecessary distraction of developing proficiency in the use of SPSS 

software.  

4. What did I do about it? How did I intervene? (Intervention): In consultation with 

my academic principal investigator a decision was made to develop descriptive 

statistics from the Excel data and present same visually in the findings. 

 

 

22.0 Conclusion 

This reflective diary was maintained over a five year period to reflect the rationale which 

informed the methodological and theoretical decisions made during the course of the study. 

The main purpose of maintaining this diary was to foster first, second, and third person research 

skills, facilitate reflective practice and provide detail as to both the decisions made and the 

rationale which informed them. 
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Appendix 3: KIDGO Recommendations (2012)  

 

Appendix 3a: KDIGO (2012) Prognosis of Chronic Kidney Disease by GFR and 

Albuminuria category
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Appendix 3b: Goals of Early Identification and Referral 

 

 Provision of specific therapy based on diagnosis.  

 Slowing/arresting CKD progression.  

 Evaluation and management of comorbid conditions.  

 Prevention and management of CVD.  

 Identification, prevention, and management of CKD specific complications (e.g., 

malnutrition, anemia, bone disease, acidosis).  

 Planning and preparation for RRT (e.g. Choice of modality, access-placement and care, 

preemptive transplantation). 

 Psychosocial support and provision of conservative care and palliative care options 

where required. 

 KDIGO (2012 p.112) recommend referral to specialist nephrology services in those 

with CKD in the following circumstances: 

o Acute Kidney Injury or abrupt sustained fall in GFR of <30ml/min/1.73 m2  

o A consistent finding of significant albuminuria (ACR >300mg/g 

[>30mg/mmol] or ACR >300mg/24 hours, approximately equivalent to PCR 

>500mg/g [>50mg/mmol] or PER >500mg/24 hours). 

o Progression of CKD: Decline in GFR category (90 [G1], 60-89 [G2], 45-59 

[G3a], 30-44 [G3b], 15-29 [G4], <15 [G5]ml/min/1.73 m2. A certain drop in 

eGFR is defined as a drop in GFR category accompanied by a 25% or greater 

drop in eGFR from baseline. Rapid progression is defined as a sustained decline 

in eGFR of more than 5ml/min/1.73 m2/year. 

o Urinary red cell casts, RBC 420 per high power field sustained and not readily 

explained. 

o CKD and hypertension refractory to treatment with 4 or more antihypertensive 

agents. 

o Persistent abnormalities of serum potassium. 

o Recurrent or extensive Nephrolithiasis. 

o Hereditary kidney disease 

 

Kidney Disease Improving Global Outcomes (2012) Clinical Practice Guideline for the 

Evaluation and Management of Chronic Kidney Disease. Available at http://www.kidney-

international.org [Accessed 2nd February 2015] 

 

 

 

 

 

 

 

 

 

http://www.kidney-international.org/
http://www.kidney-international.org/
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Appendix 4: UKPDS Surrogate End Points  
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Appendix 5 a, b, c: Permissions to Use  

 

Appendix 5a: Coghlan and Brannick Action Research Processes Permission to Use 

 

David Coghlan <DCOGHLAN@tcd.ie> 
 

Sun, 21 

Jul 2019, 

11:17 

 
 
 

to me 

 
 

Thanks Denise 

  

Go ahead and cite/reproduce my work for your thesis. The normal conventions re 

citation etc can be applied. 

  

I wish you well in your doctoral; work. 

  

Best wishes 

   

David      
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Appendix 5b: National Health Service Discovery Interview Process and Framework 

Permission to Use  

SI-ENQUIRIES, England (NHS ENGLAND) <england.si-enquiries@nhs.net> 
 

26 Mar 

2018, 

12:14 

 
 
 

to me 

 
 

Hi Denise, 

  

Thank you for your email. 

  

The document you refer to Learning from patient and care experience: A guide to using 

Discovery Interviews to improve care was last updated in 2009 by NHS Improvement. NHS 

Improvement was one of the organisations that merged into NHS Improving Quality and is 

now under the umbrella of NHS England. 

  

We would be delighted to give you permission to use this document as part of your PhD. All 

you need to do is cite NHS England as the source for the publication. 

  

We wish you the very best for your PhD and future studies.   

  

Best wishes 

Kally Trahearn | Sustainable Improvement team | NHS England | 024 7662 7525 | 07976 921 

908 |  kally.trahearn@nhs.net | www.england.nhs.uk/sustainableimprovement 

NHS England’s quality improvement team building system capability and supporting 

national priorities 
  

 

 

 

 

 

mailto:kally.trahearn@nhs.net
http://www.england.nhs.uk/sustainableimprovement
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Appendix 5c: Nurse Practitioner Patient Outcomes Toolkit (2014) Permission to Use 

and Adapt  
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Appendix 6: Final Research and PAR Report 

 

 

  

Final Research Report 
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Abstract 

A Participatory Action Research Study to inform Development and Implementation of 

Combined Type 2 Diabetes and Chronic Kidney Disease Care in the Context of Advanced 

Practice Nursing  

The rise in the incidence of type 2 diabetes with chronic kidney disease across the age spectrum 

has been highlighted as a major public health concern, and is correlated with increased 

economic burden, patient suffering and mortality. Preventative care and early chronic kidney 

disease management strategies informed by best practice recommendations are associated with 

improved clinical outcomes, patient survival and reduced economic burden. However, 

opportunities to implement preventative and early management strategies are missed when, 

care for type 2 diabetes and chronic kidney disease are provided separately. Patients report an 

uncoordinated impersonal approach when type 2 diabetes and chronic kidney disease is 

provided separately. Furthermore, facilitating a combined care strategy enhances care 

coordination, communication and quality. As current healthcare delivery strategies are failing 

to implement best practice early management strategies or achieve best practice targets, an 

alternative approach is required to meet the needs of care providers and patients. One such 

strategy is the development and implementation of combined type 2 diabetes and chronic 

kidney disease care, informed by best practice early management recommendations in the 

context of advanced practice nursing. Contemporary literary discourse indicates care provided 

in the context of advanced practice nursing is safe and effective, albeit there is no national and 

limited international evidence pertaining to the direct care contribution for patients with type 2 

diabetes and chronic kidney disease. 

The main aim of this national and international unique study is to utilise co-created knowledge 

between health care professionals and patients to inform development and implementation of 

combined care in the context of advanced practice nursing. The outcomes of this study will 

inform development and implementation of future services for patients with type 2 diabetes 

and chronic kidney disease led by advanced nurse practitioners. 

A Participatory Action Research approach was utilised, as this nonlinear iterative process 

facilitates flexibility and responsiveness to challenges presented within the current healthcare 

environment. 

This study was undertaken in part fulfilment of a Doctor of Philosophy (Structured PhD 

Programme University College Dublin 2015-2020). Educational fees were gratefully 

funded (50%) by the Nursing and Midwifery Planning and Development Unit South East 

(NMPDU). 
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1.0 Introduction 

The increasing prevalence of type 2 diabetes across the age spectrum and accompanying risk 

for the development of chronic kidney disease present an emerging public healthcare 

(International Diabetes Federation, 2019) and economic burden (American Diabetes 

Association, 2013). Up to 40% of patients with type 2 diabetes develop chronic kidney disease 

(Bailey et al., 2014).This has serious connotations for health service planners and patients as 

the management of the multimorbidity associated with type 2 diabetes and chronic kidney 

disease remain challenging within healthcare delivery structures which focus on providing care 

for these conditions separately (Lo et al., 2018).  

 

2.0 Study Context 

Patients report a limited approach to co-ordinated care as related conditions are treated 

separately by care teams operating independently (Proctor et al., 2013). Currently people with 

type 2 diabetes who also have chronic kidney disease attend separate care teams often in 

different locations. There is also no national information pertaining to the views of healthcare 

providers to providing combined care for patients with type 2 diabetes and chronic kidney 

disease or utilising best practice KDIGO (2012) recommendations. This study facilitated 

examination of these matters through the development and implementation of an innovative 

approach which combines chronic illness care delivery for patients with type 2 diabetes and 

chronic kidney disease. 

Chronic kidney disease is a progressive condition which is potentially preventable if the 

recommended clinical targets for 1) blood pressure, 2) blood glucose and 3) lipid profile are 

achieved. However, within contemporary type 2 diabetes care delivery structures < 18.8% of 

patients achieved these recommended clinical targets (Cassagrande et al., 2013). The National 

Health Service National Diabetes Audit (2019c), estimate less than 40% of patients achieved 

all three recommended targets for blood glucose, blood pressure and cholesterol. 

 

This study examined if the clinical outcomes for blood pressure, blood glucose and lipid profile 

achieved best practice National Institute for Clinical Excellence (2015) recommendations for 

this cohort of patients when care was combined and provided in the context of advanced 

practice nursing. 

 

There is limited awareness of the perspectives of patients with type 2 diabetes and chronic 

kidney disease regarding their health care experiences and expectations, and opportunities to 

collect this information is not typically embedded in health care systems (Greaves et al., 2014). 

This study used Discovery Interviews with patients to hear the patient’s story of their care 

experiences which will facilitate knowledge generation to inform the development and 

implementation of a combined type 2 diabetes and chronic kidney disease clinic led by 

advanced nurse practitioners.  

 

Many patients with diabetes fail to attend for their scheduled outpatient consultation. 

International evidence and experience indicates up to 25% of patients attending for their 

diabetes outpatient review fail to attend for scheduled review (Salameh et al., 2012). 
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Nationally, up to 14.8% of patients fail to attend for their scheduled review (Hussein, et al., 

2014), albeit there is a dearth of information pertaining to patients with combined type 2 

diabetes and chronic kidney disease. Non-attendance for scheduled review remains a 

significant issue with negative consequences for patients and healthcare teams (McLean et al., 

2014). Nationally, there is no information regarding the factors which influence attendance for 

scheduled review from the perspective of patients with type 2 diabetes and chronic kidney 

disease or professionals who provide their care. This study examined perspectives of patients 

and healthcare professionals regarding the reasons why failure to attend remains an issue within 

the context of healthcare delivery.  

 

There is a dearth of information nationally and internationally pertaining to the direct 

contribution of Advanced Nurse Practitioners to the care of patients with type 2 diabetes and 

chronic kidney disease. By developing and implementing a combined care delivery strategy in 

the context of advanced practice nursing, this study provided an opportunity to elucidate 

contribution to care and the views of other healthcare professionals to care delivery led by 

advanced nurse practitioners.  

 

The Department of Health (2016) Statement of Strategy indicated that new models of health 

care delivery are required which are, integrated, continuous, person centred and delivered at 

the lowest level of complexity consistent with patient safety. This study facilitated the 

development and implementation of an innovative approach which combines chronic illness 

care delivery for patients with type 2 diabetes and chronic kidney disease in the context of 

advanced practice nursing. This study will provide the means by which an alternative model of 

healthcare delivery for the management of associated chronic illnesses informed by those who 

deliver and receive care may be developed and implemented. 

3.0 Research Aims 

The main aim of this study was to utilise knowledge which has been co-created between health 

care professionals and patients with type 2 diabetes and chronic kidney disease to inform the 

development and implementation of combined type 2 diabetes and chronic kidney disease care 

in the context of advanced practice nursing.  

3.1 Research Questions 

How can the development and implementation of a combined type 2 diabetes and chronic 

kidney disease care service informed by knowledge which has been co created between patients 

and healthcare professionals: 

5) Achieve best practice clinical guidance recommendations.  

6) Identify the contribution of advanced practice nursing to combined type 2 diabetes and 

chronic kidney disease care. 

7) Identify factors which influence attendance. 

8) Capture care patients value when attending for their routine scheduled type 2 diabetes 

and chronic kidney disease outpatient consultation. 
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3.2 Research Objectives 

The objectives of this study were: 

5. To utilise knowledge which has been co-created between patients and healthcare 

professionals, to inform the development and implementation of an alternative 

combined care delivery strategy. 

6. To utilise information provided by patients regarding factors which influence intention 

to attend and care components valued  by patients when attending for their scheduled 

type 2 diabetes and chronic kidney disease outpatient consultation, and use this 

information to inform the development of future services.  

7. To examine if the development and implementation of a combined type 2 diabetes and 

chronic kidney disease care delivery in the context of advanced practice nursing can 

achieve best practice clinical target recommendations for this patient cohort. 

8. To explore the views of healthcare teams regarding combined type 2 diabetes and 

chronic kidney disease care delivery within the setting of advanced practice nursing. 

 

4.0 Study Population, Inclusion and Exclusion Criteria 

The study population comprised of patients with type 2 diabetes and chronic kidney disease 

and healthcare professionals who provided their care. The inclusion and exclusion criteria 

specific to study participants outlined as below (Figure 1).  

Figure 1: Study Population, Inclusion and Exclusion Criteria 

Study Populations Participant Inclusion Criteria Participant Exclusion Criteria 

Patients with type 2 

diabetes and chronic 

kidney disease 

attending for routine 

outpatient consultation. 

Patient Participant Inclusion 

Criteria 

Type 2 diabetes and chronic  

kidney disease defined as: 

Glomerular Filtration Rate < 60 

mls/min/ 1.72m2 

 

Aged 18 years or more 

 

Informed of their diagnosis and 

have confirmed an understanding 

of their diagnosis 

 

Agreed to participate in the study 

 

The ability to speak and 

understand English 

Patient Participants Exclusion 

Criteria:  

Type 1 Diabetes 

 

Participant declines participation 

 

Cognitive impairment resulting 

in incapacity to provide informed 

consent in the opinion of the 

attending clinician. 

 

Inability to communicate 

verbally or comprehend their 

diagnosis. 

 

Included in another research 

study simultaneously. 

 

To distressed or unwell to 

participate in the opinion of the 

attending clinician. 
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Healthcare 

professionals providing  

care 

Healthcare Participant 

Inclusion Criteria 

 

Clinical and or professional 

knowledge caring for patients 

with type 2 diabetes and/or 

chronic kidney disease. 

 

Permanent member of staff of the 

specialist Diabetes or Nephrology 

unit at participating sites. 

 

Agreed to participate in the study. 

Healthcare Participant 

Inclusion Criteria 

 

Declines participation. 

Agency staff. 

 

 

4.1 Study Site Location 

This study was conducted in five geographically diverse sites which currently provide 

specialist diabetes and or nephrology care (Figure 2). 

1. Site 1 Ireland East Hospital Group: 270 beds. Provision of emergency, medical, 

surgical, maternity, radiology, peadiatriac and unplanned specialist care services. 

Specialist diabetes/endocrinology services and regional hepatology unit.  

2. Site 2 Dublin North East Hospital Group: 820 beds. Academic teaching hospital 

providing emergency and acute care services across 54 medical specialties. Designated 

cancer centre, regional treatment centre for ear nose and throat (ENT), and 

gastroenterology. National referral centre for neurosurgery and neurology, renal 

transplantation and dialysis units, specialist radiology, cochlear implantation, specialist 

nephrology, endocrinology and diabetes units. 

3. Site 3 South/Southwest Hospital Group: 431 inpatient and 85 day procedure beds that 

provides general medical, surgical, peadiatriac, maternity, and cardiology (including 

interventional cardiac procedures). Trauma orthopaedics, ophthalmology, neurology, 

nephrology, specialist radiology, rheumatology, urology, vascular surgery, ears nose 

and throat (ENT), neonatology, specialist diabetes and renal services as a part of 

organisational activities. In addition this hospital is a designated cancer centre 

providing rapid access assessment for breast, prostate, lung and skin cancers, 

haematology, medical oncology and palliative care inpatient and day care facilities. 

4. Site 4: South/Southwest Hospital Group 192 beds. Regional centre for ear nose and 

throat (ENT), dermatology, elective orthopaedic, ophthalmology (in patient and day 

case), chronic pain services, oncology, general surgery, rheumatology, radiology, 

diabetes and endocrinology, plastic surgery, oral and maxillofacial surgery, elective 

gynaecology, radiology and anaesthesiology services. 

5. Site 5: Ireland East Hospital Group 210 inpatient and 27 outpatient beds. The 

provision of emergency, medical, surgical, maternity, peadiatriac, radiology, unplanned 

specialist care services, specialist diabetes and endocrinology clinical service. 
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Figure 2: Study Site Location  

 

Health Service Executive (2018) (available at: www.hse.ie).  

5.0 Obtaining Ethical Approval and Gaining Access 

The process to obtain ethical approval for this study commenced in October 2017. An 

exemption was also sought and secured from University College Dublin Research Ethics 

Committee. The ethical approval process was undertaken over a 9 month period (October 2017- 

June 2018), in which the individual requirements of three different Research Ethics 

Committees (REC) were met. 

6.0 Study Design 

http://www.hse.ie/
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This study used a prospective observational design as this enabled events which have yet to 

occur to be measured and observed over a period of time using a Participatory Action Research 

(PAR) approach. A core component of Participatory Action Research is engaging in 

collaborative participation to engender change and finding solutions to identified gaps in 

knowledge and deficits in healthcare provision. PAR is responsive to problems at practice level 

and has the potential to address systemic issues related to healthcare provision (Ingram et al., 

2015). PAR was compatible with the aims and objectives of this study and as the basis to 

formulate the framework of enquiry.  

6.1 Data Collection Tools 

The following data collection tools used in this study were compatible with a Participatory 

Action Research (PAR) approach; Focus Groups, Discovery Interviews, PAR group minute 

consensus, Nurse Practitioner Impact Frameworks, Retrospective Chart Review and 

participating site default statistics.   

6.2 Data Collection: Three Cycles of Enquiry  

Data collection and analysis was undertaken in a series of three cycles of Enquiry (Figure 3) 

over a 20 month period (July 2018-Feburary 2020) commencing with Cycle 1 in which six 

Discovery Interviews and four Focus Groups with healthcare professionals were undertaken. 

The second cycle of Enquiry data collection and analysis began with the initiation of the three 

meetings of the Participatory Action Research group consisting of 17 healthcare professionals 

with expertise in the management of type 2 diabetes and/or chronic kidney disease. In the 

second cycle of enquiry a Retrospective Chart Review was undertaken to determine the 

outcomes of the new combined type 2 diabetes and chronic kidney disease service. The final 

cycle of enquiry included completion of data collection and analysis. The final cycle 

culminated in the reflections on the development, implementation and outcomes from the new 

combined type 2 diabetes and chronic disease service in the context of advanced practice 

nursing and the development and dissemination of this final research report to all key 

stakeholders. 

Figure 3: Cycles of Enquiry 
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6.3 Data Analysis Procedures 

In this study both quantitative and qualitative data analysis approaches were adopted. 

6.3.1 Quantitative Data Analysis 

The aim of quantitative data analysis is to “count occurrences, establish statistical links 

amongst variables and generalise findings to the population from which the sample was drawn” 

(Bradley et al., 2007, p.1759).Within this study a retrospective chart review (RCR) was used 

to evaluate the outcomes from the new combined type 2 diabetes and chronic kidney disease 

service. The outcomes from the retrospective chart review were entered into Microsoft Word 

Excel Spreadsheets for statistical analysis using descriptive statistics. Retrospective Chart 

Review involves using pre-recorded patient centered data such as diagnostic tests and medical 

notes to answer one or more research question (Vassar and Holzman, 2013). It provides a 

valuable contribution as a reflection of routine, real world healthcare (Bauman et al., 2019).The 

Retrospective Chart Review extracted the following data in the context of routine care from 

the participants healthcare record: age, gender, Body Mass Index (BMI), blood pressure, 

HbA1C, Total Cholesterol, Albumin Creatinine Ratio, Renal Function (GFR), exercise, 

presence of neuropathy and retinopathy, smoking history, alcohol intake and patient 

attendance.  

6.3.2 Qualitative Data Analysis 

Braun and Clarke’s (2006) seminal Thematic Analysis framework was used to analyse 

Participatory Action Research, Focus Group and Discovery Interview Transcript data. The 

rationale informing employing Braun and Clarke’s (2006) reflexive thematic analysis approach 

in this study included its flexibility to analyse data from varying perspectives, flexibility of 

data collection tools, its ability to develop and hone research skills and finally it provided a 

means by which engagement with reality i.e., real world situation could be reflected. Also 

Braun and Clarke’s (2006) framework has been used to demonstrate how a trustworthy 

thematic analysis may be conducted (Nowell et al., 2017), and has been used extensively within 

the context of healthcare research (Vaismoradi et al., 2013).  

Thematic analysis offers a valuable approach within applied research such as health systems 

research and provides “a toolkit” to undertake robust and sophisticated analysis of qualitative 

research (Braun and Clarke, 2013). A key feature of thematic analysis is the ability to analyse 

data and present it in a format which is accessible to a readership outside of academia (Braun 

and Clarke, 2013). Utilising qualitative interviews enables rich information to be gathered from 

“a purposeful sample of individuals who have experienced the phenomenon of interest, to reach 

an understanding of the phenomenon, what it is, how it is perceived, explained and experienced 

(Connelly and Peltzer, 2016, p.53). This framework was undertaken in the following six 

nonlinear phases. 

Phase 1: Familiarity with the Data  

 Phase 2: Generate Initial Codes 

 Phase 3: Search for Themes  

 Phase 4: Review Themes 
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 Phase 5: Define and Name Themes 

 Phase 6: Produce the Research Report 

 

The means by which Braun and Clarke’s (2006) thematic analysis framework was interwoven 

into the study processes are outlined (Figure 4). 

Figure 4: Thematic Analysis Framework Study Context 

Phase 1: Study Context 

Phase 1: 
Becoming 

familiar with 

the data 

 Preparation of Focus Group, PAR, Discovery Interview transcripts. 

 Check accuracy of transcripts against tapes. 

 Immersion in the data through repeated reading of transcribed texts. 

 Note taking, highlight potential codes. 

 Initiate researcher reflective and decision making diary. 

Phase 2: 

Generate 

initial codes 

 Familiarity with transcript and audio data. 

 Coding data driven. 

 Generation of initial codes linked to data. 

 Name codes, develop a description. 

 Codes named, described, and linked to data. 

 Experienced supervisor review code and assumption reflection. 

 Final code structure completed. 

 Maintain researcher reflective and decision making diary. 

Phase 3: 
Search for 

themes 

 Commence when all data collated and coded across the entire data set. 

 Consider codes at broader level, identify potential themes, and collate 

relevant coded data extracts into themes. 

 Consider codes relevant to individual themes to develop initial thematic 

map. 

 Consider different levels/sub themes within themes. 

 Researcher reflective and decision making diary maintained. 

Phase 4: 

Review 

themes 

 Temporarily store themes which do not appear to fit in one folder, for review 

at a later stage or review/discard themes. 

 Review themes at level of coded extracts and across entire data set. 

 Review thematic map, identifying all themes and relationship to each other. 

 Researcher reflective and decision making diary maintained. 

Phase 5: 
Define and 

name themes 

 Define, refine, name, themes and sub themes within themes. 

 Develop a detailed account and analysis of each theme provide a coherent 

and consistent account with accompanying narrative. 

 Experienced supervisor review final thematic maps.  

 Relate themes to underlying research questions. 

 Relate themes to each other. 

 Researcher reflective and decision making diary maintained. 

Phase 6: 
Produce the 

report: write 

up. 

 Consider themes in relation to the research questions. 

 Consider how analytical claims and outcomes are supported by the data.  

 Consider new information in relevance to current literary discourse.  

 Develop report and write up. 

 Researcher reflective and decision making diary maintained. 
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6.3.3 Advanced Practice Nursing Contribution to Care: 

According to Kleinpell (2017) strategies to identify patient care outcomes and the contribution 

of advanced practice nursing are essential. For the purposes of this study the Nurse Practitioner 

Patient Outcomes Toolkit (FAANP, 2014) was used. The FAANP (2014) has been specifically 

developed within the context of advanced practice nursing with a central focus on patient and 

service centred outcomes, the research question, stated aims and objectives of this study. The 

FAANP (2014) toolkit identifies the following five specific areas and associated measures by 

which to identify the advanced practice nursing contribution to care. 

 

1. Patient and/or Family: measures include information related to their health status 

and symptoms, quality of life, functional status, self-care knowledge and 

satisfaction with care. 

2. Quality of Care: may be identified through measures such as numbers of patient 

falls, infection rates, the uptake of evidence based practice, guideline utilisation to 

inform care delivery and satisfaction with quality of care. 

3. Healthcare Utilisation: measures such as clinic wait times, hospital readmissions, 

length of stay, economic impact, failure to attend rates and evaluation of 

appointment reminder systems evaluation. 

4. Care-Related: measures include the use and ordering of lab tests, rate of drug 

prescription, and number of consultations. 

5. Performance: can be identified through generation of revenue, performance 

ratings, clinical competence and consultation pattern. 

For the purposes of this study, this toolkit provided a means by which to identify the specific 

contribution of advanced practice nursing to care. The areas explored and the measures 

employed within this study are outlined (Figure 5).  
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Figure 5: Application of Nurse Practitioner Patients Outcomes Toolkit (FAANP, 2014). 

Study Context 

 

The Nurse Practitioner Patient Outcomes Toolkit (FAANP, 2014) (Permission to use and adapt 

granted). 

 

7.0 Trustworthiness Study Context 

Trustworthiness was demonstrated and achieved through detailed and prolonged engagement 

with the data, engaging an experienced senior academic supervisor to review original 

transcripts codes, assumptions and thematic maps, to demonstrate themes and contributing 

codes and reflexive journaling using Scheins (1999) model to demonstrate reflexivity 

throughout the researcher decision making processes throughout this study. 

It is proposed that trustworthiness in this study was achieved by demonstrating credibility, 

dependability confirmability and transferability through detailed and prolonged engagement 

with the data. Other methods used in this study to demonstrate trustworthiness included 

triangulation, continuous member checking by the Participatory Action Research group, 

documentation of decision making processes and reflexive journaling. 

Patient/

Family

•Identifying Patient Experience & Expectations of Care. Measurement Tool: 
Discovery Interview

•Health status and symptoms, quality of life, functional status, self-care knowledge. 
Measurement Tool: Scheduled review at combined care service 

Quality of 
Care

•Care delivery informed by utilisation of recommended care guidelines to inform best 
practice care delivery. Measurement Tool: Utilisation of best practice guidance to 
inform care delivery at the combined care service.

Healthcare 
Utilisation

•Non attendance Rate: Measurement Tool: Default Stastistics at  the 5 mediacally 
participating sites vs. combined care service provided in the context of advanced 
practice nursing & potential eccomic impact of combined care service.

Care-
Related

•Number of drug prescription and consultations. Measurement Tool: Number of 
prescriptions issued and consultations at the combined care service

Performance

•Clinical Competence and Outcomes. Measurement Tools: Retrospective Chart 
Review (RCR) to identify cinical outcomes at the combined care service provided in 
the context of advanced practice nursing.
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7.1 Robust Thematic Analysis Study Context 

The seminal guidance by Braun and Clarke (2006, 2013) was used to undertake a robust 

thematic analysis. This began by checking transcripts against tapes to ensure transcription 

accuracy. Each data item was coded with the same level of detail and themes were not 

generated from a few examples, thus ensuring that the coding process was thorough, inclusive 

and comprehensive. The relevant extracts for the development of themes were collated and 

compared to other themes and the original data set in which themes were required to be 

consistent, coherent and distinctive. When identifying patterns, it was necessary for the 

researcher to move away from the organising structure of questions to identifying patterns 

across the entire data set in this study. The procedures for data collection and analysis were 

also clearly outlined. Data has been analysed and interpreted and not paraphrased from the text 

which ensures that analysis and the actual data support analytic claims in which the analysis 

strikes a balance between analytic narrative and illustrative extracts. 

An adequate time frame was adopted to undertake analysis ensuring all phases of the 

framework were undertaken. The specific approach to thematic analysis was clearly outlined 

and articulated, including alignment of methods and epistemological position in which the 

researcher has been acknowledged as actively positioned in the research process (Braun and 

Clarke, 2013). This approach was adopted as recommended within this study as the guidance 

provided by Braun and Clarke (2006, 2013) was formulated to help researchers avoid common 

issues that result in poor quality thematic analysis. This guidance informed the strategy by 

which to undertake a robust thematic analysis within this study.  

8.0 Study Outputs 

8.1 Participatory Action Research Group Actions 

Each cycle of Participatory Action Research was informed by proposed actions (Figure 6) 

resulting in defined outputs and completed with group consensus. Each cycle of action 

informed subsequent cycles, in total the following thirteen actions were proposed and 

completed with group consensus in PAR Cycles 1-3. 

Figure 6: PAR Cycles 1-3 Completed Actions 

Proposed 

Action 

PAR Group Proposed Actions:  Status 

Proposed 

Action 1: 

Ratify proposed standing agenda.  

 

Seek alternative teleconferencing 

facilities 

Completed with consensus 

PAR Cycle 1 

Completed with consensus 

PAR Cycle 2 

Proposed 

Action 2: 

 

Utilise National Institute Clinical 

Excellence (NICE, 2015) & KDIGO 

(2012) best practice guidance to inform 

combined type 2 diabetes (T2D) and 

chronic kidney disease (CKD) care 

delivery by Registered Advanced Nurse 

Practitioner (RANP). 

Completed with consensus 

PAR Cycle 1 
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Proposed 

Action 3: 

Utilise established administrative 

supports, diabetes nurse, podiatry, 

dietetic, nephrology referral pathways at 

Site 1. 

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 4: 

Liaise with primary care for general 

practitioner representation in PAR 

group.  

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 5: 

Consider succession planning for RANP 

combined service commence 

preparation of business case. 

Completed with consensus 

PAR Cycle 2 

Proposed 

Action 6: 

Identify views of Nephrology & 

Diabetology healthcare professions 

regarding combined type 2 diabetes and 

CKD care in the context of advanced 

practice nursing (Focus Group 

feedback). 

Completed with consensus 

PAR Cycle 2 & 3 

Proposed 

Action 7: 

Develop T2D and CKD education 

programme and patient education 

literature. 

Completed with consensus 

PAR Cycle 2 & 3 

Proposed 

Action 8: 

Pre-emptive GFR & ACR screening for 

all patients with T2D attending 

consultant led diabetes care. All T2D 

with GFR < 60mls/min potential 

participants for combined T2D & CKD 

service. Consent procedures as per study 

protocol & ethical approval. 

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 9: 

Utilise RANP diabetes and renal 

impairment expertise at Site 1 to 

establish combined T2D & CKD care. 

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 

10: 

Explore and identify component of care 

valued by patients with T2D & CKD. 

Utilise to inform development and 

implementation of combined T2D & 

CKD care at site 1 (informed by 

Discovery Interview data). Provide a 

Patient feedback loop with outcomes 

from investigations 

Completed with consensus 

PAR Cycle 2 & 3 

Proposed 

Action 

11: 

Liaise with CNM2 Outpatient manager 

re availability in OPD department 

regarding clinical space to operate 

combined T2D & CKD clinic.  

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 

12: 

Liaise with administrative support 

department regarding allocation of 

specific clinic code for combined T2D 

& CKD clinic (facilitates audit and 

outcome data to be determined). 

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 

13: 

Transcript development. Group minute 

development disseminated to all 

members for review 

amendment/approval.  

Completed with consensus 

PAR Cycle 1, 2, 3. 
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8.2 Discovery Interview Codes and Themes 

Discovery Interview participants were predominantly male (n=5) with mean age and female 

(n=1). Mean age of participants was 74 years. All patients had a known diagnosis of type 2 

diabetes which ranged from 1-30 years and chronic kidney disease 1-13 years.  

All patients had a diagnosis for the primary cause of their chronic kidney disease which fell 

into the three following categories, biopsy proven diabetic nephropathy (n=4), vascular issues 

related to malignant hypertension (n=1) and tubulointerstitial nephritis (n=1).Participants had 

progressive chronic kidney disease in stages 4 (67%), Stage 5 (33%) and progressive 

albuminuria (ACR > 70mg/mmol) was present in 67%. All participants had elective fistula 

preparation (100%) and 33% were currently dialysed and 67% were managed conservatively. 

Six Discovery Interviews were undertaken in the Action Research Cycle 1. Discovery 

Interviews were formulated to capture patient experience of care in clinical practice (National 

Health Service, 2009). Thematic analysis was used to analyse outcomes from the Discovery 

Interviews. A total 22 codes with 18 sub codes (Figure 7) were developed from transcript data 

and contributed to the development of the final six themes (Figure 8). 

8.2.1 Theme 1: “Talking at Me: The Patient Perspective  

Definition: Care experiences of patients during the clinical encounter recounted by patients. 

8.2.2 Theme 2: “What's important to us?”  

Definition: The features of care valued by patients with Type 2 Diabetes and Chronic Kidney 

Disease. 

8.2.3 Theme 3:“This is why we attend” 

Definition: Patients with Type 2 Diabetes and Chronic Kidney Disease indicate their views as 

to the reasons why they attend for scheduled appointments.   

8.2.4 Theme 4: “Why we may not attend”  

Definition: Patients with Type 2 Diabetes and Chronic Kidney Disease indicate their views as 

to the reasons why patients may fail to attend for scheduled appointments.   

8.2.5. Theme 5: “It’s not easy”, 

Definition: Patients acknowledge that life balance with chronic illness is hard.  

8.2.6 Theme 6: “Not as simple as just taking tablets”  

Definition: Patient with Type 2 Diabetes and Chronic Kidney Disease views regarding 

medication management. 
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Figure 7: Discovery Interviews Final Thematic Map (Themes 1-6)  
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Figure 8: Discovery Interview Final Themes (1-6) 

 

 

 

 



  

438 
 

8.3 Participatory Action Research Group Themes 

Thematic analysis was used to develop themes from the three Participatory Action Research 

group meetings in which the 17 participants had specific expertise in the management of 

diabetes or nephrology care and services. In total 27 codes and 18 sub codes were developed 

to inform the thematic map (Figure 9) and contributed to the development of the final six 

themes (Figure 10). 

8.3.1 Theme 1: “Not in the Know”  

Definition: Non -Nephrology Specialist Healthcare Professionals experience knowledge and 

skill deficits in combined Chronic Kidney Disease and Type 2 Diabetes management” 

8.3.2 Theme 2: “Stemming the tide”  

Definition: Connecting the dots in fragmented healthcare environment for an increasing 

population with type 2 diabetes and chronic. 

8.3.3 Theme 3: “What about the RANPs?” 

Definition: Perceptions of Healthcare Professionals regarding Registered Advanced Nurse 

Practitioner (RANP) Led Services 

8.3.4 Theme 4 “Hit and miss”  

Definition: Disparate views of healthcare professionals on the utilisation of best practice renal 

care guidance. 

 

8.3.5 Theme 5: “One size does not fit all” 

Definition: Healthcare professionals recognise cohorts with Type 2 Diabetes & Chronic 

Kidney Disease are diverse.  

8.3.6 Theme 6: “What we think patients value? 

Definition: Perceptions of specialist Diabetes and Nephrology Healthcare Professionals on 

the aspects of care valued by patients. 
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Figure 9: Participatory Action Research Group Final Thematic Map (Themes 1-6)  
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Figure 10: Participatory Action Research Group Final Themes (1-6) 
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8.4 Focus Group Themes 

Thematic analysis was used to develop themes from all four Focus Group participants whom 

had specific expertise in the management of diabetes or nephrology care. In total 61 codes and 

nine sub codes were developed from transcript data and contributed to the development the 

focus group thematic map (Figure 11 & 12) and final eight themes (Figure 13). 

8.4.1 Theme 1: “Operating in Silos”  

Definition: Care Delivery for patients with combined type 2 diabetes and chronic kidney 

disease is condition specific and provided separately. 

8.4.2 Theme 2: “Stemming the Tide”  

Definition: Connecting the dots in a fragmented healthcare environment for an increasing 

population with type 2 diabetes and chronic kidney disease. 

8.4.3 Theme 3: “Combined Service, so say all of us”  

Definition: Specialist Diabetes and Nephrology teams indicate combined management 

improves care outcomes and experience whilst enhancing skills and relationships between 

specialist teams. 

8.4.4 Theme 4: “Why we did not attend” 

Definition: Perceptions of specialist Diabetes and Nephrology Healthcare Professionals as to 

why patients fail to attend. 

8.4.5 Theme 5: “Difficulties in the provision of combined Type 2 Diabetes and Chronic 

Kidney care”  

Definition: Difficulties of providing combined management through the lens of specialist 

Diabetes care teams. 

8.4. 6 Theme 6 “Difficulties in the provision of combined Type 2 Diabetes and Chronic 

Kidney care”  

Definition: “Difficulty of providing combined care through the lens of specialist Nephrology 

care teams” 

8.4.7 Theme 7: “More in common than we think”  

Definition: Specialist Diabetes and Nephrology Care Teams share common views on the 

need for combined Type 2 Diabetes and Chronic Kidney Disease care. 

8.4. 8 Theme 8: “Identifying the nursing contribution to care” 

Definition: Views of specialist Diabetes and Nephrology care teams to nurse led combined 

Type 2 Diabetes and Chronic Kidney Disease care.



  

442 
 

Figure 11: Focus Groups Final Thematic Map (Themes 1-4) 
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Figure 12: Focus Group Final Thematic Map (Themes 5-8) 
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Figure 13: Focus Group Final Themes (1-8) 
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8.5 Retrospective Chart Review 

The purpose of using Retrospective Chart Review (RCR) within this study is that it provided 

an approach by which to determine a reflection of routine, real world healthcare (Bauman et 

al., 2019). The Retrospective Chart Review was used to extract the following data from the 

participant’s healthcare record: age, gender, Body Mass Index (BMI), blood pressure, HbA1C, 

Total Cholesterol, Albumin Creatinine Ratio, Renal Function (GFR), exercise, presence of 

neuropathy and retinopathy, smoking history, alcohol intake and patient attendance on two 

consultations over a 1-9 month period (January-September 2019). The outcomes from the 

Retrospective Chart Review (RCR) are outlined. 

8.5.1 Combined Clinic Participant Characteristics  

In total 73 patients with type 2 diabetes and chronic kidney disease met the eligibility criteria 

(Figure 8), of which 42 participants consented to participate in the study. Participants were 

males (55%) with a mean age 75.7 years and females (45%) with a mean age 76.6 years (Figure 

14). 

Figure 14: Combined Clinic Participant Features 

 

8.5.2 Combined Clinic Lifestyle Features of Participants  

As per best practice National Institute for Clinical Excellence (2015) it is recommended that 

all patients have assessment of lifestyle features such as exercise, smoking and alcohol intake. 

This informs tailored advice specific to their individual needs and enables a collaborative plan 

of care to be developed between the patient and healthcare professional. 

Patients whom attended the combined clinic for both consultations were predominantly non-

smokers (83%) with the remaining 17% (7% males, 10% females) having smoked in the past 

but now no longer actively smoked (Figure 15). At the initial consultation 21.4% consumed 

alcohol on a weekly basis of which 14.2% consumed < 7 units and 7.2% consumed 7-14 units 

weekly (Figure 28). Alcohol intake reduced to 17% at Visit 2 with 12% drinking < 7 units and 

5% 7-14 units (Figure 15).  

Male 55% (n=23)
Mean Age 75.7 

years

Female 45%
(n=19)

Mean Age 76.6 
years 

Combined Clinic Participant  
Characteristics 

Males 55%

Females
45%
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Current best evidence recommends at least 150 minutes (2.5 hours) of moderate intensity 

activity in bouts of 10 minutes or more (Diabetes UK, 2020).If microalbuminuria is 

present, it is considered that most activities are safe, but it is recommended to avoid 

vigorous exercise the day before urine protein tests or where overt nephropathy (and if 

on dialysis) is present (Diabetes UK, 2020).  

Within the context of this study no participants at the combined clinic were treated with dialysis 

therapy which may have precluded ability to exercise regularly. Exercise levels remained 

unchanged between visits with 59.5% of participants undertaking less than 30 minutes of 

exercise daily and 40.5% exercising more than 30 minutes per day (Figure 15) 

Figure 15: Lifestyle Features of Combined Clinic Participants 

 

8.5.3 Combined Service Clinical Outcomes 

Participants with type 2 diabetes and chronic kidney disease attended the combined RANP 

service for two consultations in 2019. Overall Body Mass Index (BMI) remained relatively 

unchanged in the study cohort over this nine month period with BMI 30.7 at the initial 

consultation and 30.6 at the second consultation (Figure 16).The measurement of BMI is useful 

in the context of identifying individuals whom may be at risk of developing diabetes, managing 

weight control in those with diagnosed diabetes and categorising overweight (BMI ≥ 25) or 

obese (BMI ≥ 30) individuals (Hsu et al., 2015).Participants in this study were categorised as 

obese (BMI ≥ 30) with no reduction noted in BMI at either consultation.  

The NICE (2015) recommendations for the management of type 2 diabetes with chronic kidney 

disease indicate a target HbA1C of less than 53 mmol/mol, systolic blood pressure <140 

mmHg, diastolic blood pressure < 90 mmHg and total cholesterol < 4 mmol/L. Lower targets 

may be appropriate for certain individuals, such as younger or older patients, if they can be 

achieved without undue treatment burden (NICE, 2015).  

In this study over nine months, participants at the combined type 2 diabetes and chronic kidney 

disease service achieved an improvement in mean systolic blood pressure from 130.9 mmHg 

0.0%

17%

40.5%

59.5%

14.2%

7.2%

0.0%

17%

40.5%

59.5%

12%

5%

Current
Smokers

Previous
Smokers

> 30 Minutes
Exercise Daily

< 30 Minutes
Exercise Daily

<7 C2H5oH
Units Weekly

< 14 C2H5oH
Units Weekly

Lifestyle Features of Combined Clinic Participants :
Smoking, Exercise and Alcohol Intake 

Visit 1 Visit 2
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to 127.9 mmHg and diastolic blood pressure from 70.1mmHg to 88.1 mmhg. Mean HbA1C 

improved from 55.8 mmol/mol to 50.7 mmol/mol and total cholesterol increased from 3.7 to 

3.8 over the nine month period. These outcomes are in line with best practice National Institute 

for Clinical Excellence (2015) recommendations for patients with type 2 diabetes and chronic 

kidney disease (Figure 16).  

Figure 16: Combined Type 2 Diabetes & Chronic Kidney Disease Clinical Outcomes of 

Care 

 

8.5.4 Combined Clinic Participants: Glomerular Filtration Rate (GFR) & Stage of 

Chronic Kidney Disease 

The literature suggests a Glomerular Filtration Rate is anticipated to decline by 1.2 ml to 4.6 

ml annually (Nielsen, 1997; Massey, 1999; Tsai et al., 2017).In this study at the initial 

consultation participants had an average glomerular filtration rate of 44 mls/min which 

compared to 43.7mls/min at their subsequent consultation, representing a .3mls reduction in 

GFR over the preceding 9 month period (Figure 17).  

All combined clinic participants (n=42) had chronic kidney disease albeit at varying stages and 

for the purpose of this study all participants had their stage of chronic kidney disease evaluated 

at both consultations. The purpose of determining their GFR and kidney disease stage was to 

meet  KDIGO (2012) goals for early identification and appropriate referral which “include the 

provision of specific therapy based on diagnosis, arresting the progression of chronic kidney 

disease and the evaluation and management of co-morbid conditions such as type 2 diabetes” 

(p.112).  

At the first visit to the combined clinic, patients had varying stages of chronic kidney disease, 

Stage 3A (62%), Stage 3B (24%), and Stage 4 (14%). This compared to Stage 3A (60%), Stage 

30.7
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3B (30%), and Stage 4 (10%) at the second consultation in which there was a 2% reduction in 

Stage 3A CKD, 6% increase in Stage 3B and 4% reduction in Stage 4 CKD. 

Abnormal albumin creatinine ratio was noted in 33% of participants at visit 1 which had 

increased to 38% at their second visit (Figure 17). The presence of microalbuminuria is an 

independent risk factor associated with increased mortality and morbidity (NICE 2015, 

KDIGO, 2012).  

Figure 17: Combined Clinic Participants Renal Status 

8.5.5 Aetiology of Chronic Kidney Disease of Participants attending Combined Care 

Preventative care strategies include pre-emptive ACR/GFR screening, early CKD 

management, implementation of clinical target recommendations and prompt specialist 

nephrology referral confer benefits in terms of improved clinical outcomes, patient survival 

and reduced economic burden.  

The majority of patients (83%) who attended the combined service had no definitive diagnosis 

regarding the aetiology of their renal disease. In total, 17% of patients had a definitive diagnosis 

which fell into the three following categories, Acute Kidney Injury secondary to sepsis (5%), 

Vascular cause (7%) and non-biopsy proven Nephropathy (5%) (Figure 18). 
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Figure 18: Combined Clinic Participants Aetiology of CKD Diagnosis 

 

8.5.6 Presence of the Microvascular Complications of Retinopathy, Neuropathy and 

Albuminuria in Combined Clinic Participants 

Type 2 diabetes confers a higher risk for the development of the microvascular complications 

of chronic kidney disease, retinopathy and neuropathy (UKPDS, 2003), ADVANCE (2008), 

(Le Floch et al., 2014). All participants (100%) in the combined clinic had both type 2 diabetes 

and chronic kidney disease as per study eligibility criteria. In total, 36% of participants had 

documented retinopathy, 19% experienced neuropathy and 38% had an elevated albuminuria 

(Figure 19).  

Figure 19: Combined Clinic Participants Concordance of Retinopathy, Neuropathy and 

Albuminuria 
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The presence of albuminuria ranged from 4.5-250.9 mg/mmol in which 26% had an ACR 3-30 

mg/mmol, 5% had an ACR of between 30-70mg/mmol and 7% had high levels of ACR > 

70mg/mmol (Figure 20) 

Figure 20: Combined Clinic Participants Albuminuria Levels  

 

8.5.7 Combined Service Participants and Anaemia  

KDIGO (2012) recommend that patients with CKD are periodically evaluated for anaemia as 

there is frequently a gradual reduction in haemoglobin over time as glomerular filtration rate 

declines. All participants attending the combined service had their vitamin B12, Ferritin, 

Folate, Transferrin Saturation and Haemoglobin assessed at Visit 1 & 2.  

At visit 1 Vitamin b12 deficiency was detected and treated in 2.3% of patients, serum folate 

(10%), low haemoglobin 33% and low transferrin saturation (43%) of patients (Figure 21). At 

the subsequent visit 2 no participants had vitamin b12 or serum folate deficiency; low 

haemoglobin levels were present in 9.5% and low transferrin saturation in 19% of combined 

clinic participants (Figure 21). This represented a 23.5% reduction in participants experiencing 

a low haemoglobin level and a 24% reduction in low transferrin saturation between visit 1 and 

2. All participants had their low levels of b12, serum folate, haemoglobin and transferrin 

saturation actively managed at both combined clinic consultations. 

 

Figure 21: Combined Clinic Participants Anaemia Prevalence 
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8.5.8 Combined Clinic HbA1C, Blood Pressure and Total Cholesterol Outcomes 

Attainment of clinical target recommendations confer benefits in terms of improved clinical 

outcomes, patient survival and reduced economic burden (UKPDS, 2003; ADVANCE, 1998). 

In the recent National Health Service National Diabetes Audit (2019c) less than 40% of patients 

achieved all three blood glucose, blood pressure and cholesterol targets. All participants at the 

combined type 2 diabetes and chronic kidney disease service had their HbA1C, blood pressure 

and total cholesterol assessed at both consultations. At the initial visit 40.5% participants met 

all three recommended targets, 31% met two markers, 26.1% achieved 1 marker and 2.4% met 

no markers (Figure 22). 

Figure 22: Visit 1: HbA1C, Blood Pressure & Total Cholesterol Targets Achieved 

 

At the second visit 64.3% of participants achieved all three best practice recommendations for 

HbA1C blood pressure and total cholesterol, representing a 23.8% improvement between 

consultations (Figure 23). A total of 35.7% of patients met two best practice targets 

demonstrating a 4.7% improvement from the initial consultation (Figure 23). 

Figure 23: Visit 2 HbA1C, Blood Pressure & Total Cholesterol Targets Achieved  
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8.5.9 Combined Clinic Participants Blood Glucose Treatment Modalities 

Many treatment options are available for the management of blood glucose levels in patients 

with diabetes which include oral hypo glycaemic agents (OHGA) and injectable therapies 

which include Glucagon like Peptide receptor agonists (GLP1) and insulin. Participants at the 

combined clinic utilised a variety of pharmaceutical interventions to control blood glucose. 

Diet control (3%), oral hypo glycaemic agents (80%), oral hypo glycaemic agents + insulin + 

GLP1 (7%) and intensive insulin therapy (10%). Self-recognised and treated hypoglycaemia 

(< 4mmols) was experienced by 3% of participants with no evidence of severe or unrecognised 

hypoglycaemic episodes (Figure 24). 

Figure 24: Combined Clinic Participants Blood Glucose Treatment Modalities 

8.5.10 Default Statistics Site 1-5 at Medically Led Diabetes/ Nephrology Care 

Patients experience improved clinical outcomes when they attend for their scheduled review 

(Currie et al., 2012). However in standard care diabetes clinical provision, failure to attend for 

scheduled review remains a significant issue as national and international estimates indicate 

10-25.5% of patients do not attend for their scheduled appointment (Hussein et al., 2014;

Salameh et al., 2012).

For the purposes of this study consent to access failure to attend statistics for physician led 

diabetes and nephrology specialist services was granted by the Consultant with responsibility 

for the participating specialist service at each study site (1-5) over a 12 month period within 

this study (2019). These were sub sequentially compared to attendance levels at the Registered 

Advanced Nurse Practitioner combined type 2 diabetes and chronic kidney disease service 

based at site 1. Failure of patients to attend for scheduled review varied amongst specialist 

physician led diabetes care services from 11-23.3% (Figure 25). In comparison specialist 

physician nephrology led services experienced a 7% failure to attend rate. The RANP 

combined service experienced a 0% failure to attend level for the duration of Visit 1 and 2 

(Figure 25). 
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Figure 25: Failure to Attend for Scheduled Review, Physician vs. RANP Led Care 

8.6 Identifying the Contribution of Advanced Practice Nursing to Combined Care 

As outlined previously the FAANP (2014) toolkit identifies five specific areas and associated 

measures by which to identify the advanced practice nursing contribution to care (Figure 5). 

8.6.1 Patient Experience and Expectation of Care 

Experience and expectation of care was explored through the medium of Discovery Interviews 

and highlighted the patient perspective regarding experience of healthcare delivery and 

relationships with healthcare professionals. Using Discovery Interviews enabled the experience 

and expectations of patients to be identified to inform the development and implementation of 

combined type 2 diabetes and chronic kidney disease care and inform care delivery to meet 

patient expectations.  

Outcomes from Discovery Interviews indicated that features such as a relationship with their 

known care giver, information regarding their overall condition, remote access and advice, 

professional expertise and courtesy within the consultation were valued by patients. Thus, the 

contribution of advanced practice nursing was to firstly identify the features patients’ value and 

act as an advocate to ensure these features of care were incorporated to inform the development 

and implementation of combined care by the Participatory Action Research group.  

8.6.2 Quality of Care  

Best practice National Institute for Clinical Excellence (NICE, 2015) and Kidney Disease 

Improving Global Outcomes (2018) were used to inform care delivery in line with best practice 

in the combined type 2 diabetes and chronic kidney disease service. The rationale which 

informed the decision to use this suite of guidelines was informed by the regional nephrology 

unit, nationally and internationally as current best practice best practice recommendations.  

In reference to the new combined service, every participant at the combined type 2 diabetes 

and chronic kidney disease service had their HbA1C, blood pressure and total cholesterol 

assessed at both consultations. The findings indicated 40.5% participants met all three best 
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practice recommended targets, 31% met two markers, 26.1% achieved 1 marker and 2.4% met 

no markers at their first visit (Figure 22).  

However, at the second consultation those achieving all three best practice targets had 

improved by 23.8% to 64.3% of participants between consultations (Figure 36). 35.7% of 

patients met two best practice targets which had also improved by 4.7% (Figure 23). These 

outcomes demonstrated a considerable improvement in the attainment of the three 

recommended best practice recommendations for HbA1C, blood pressure and total cholesterol 

in the context of advanced practice nursing.  

The Retrospective Chart Review identified the following outcomes in reference to anaemia 

status. Over the course of both consultations there was a 23.5% reduction in participants 

experiencing a low haemoglobin level, 24% reduction in low transferrin saturation (Figure 17). 

These outcomes demonstrated that care provided in the context of advanced practice nursing 

has the potential to contribute to improved care quality by improving the numbers of patients 

meeting best practice target recommendations and early anaemia management in line with best 

practice NICE (2015) and KDIGO (2012) recommendations. 

8.6.3 Healthcare Utilisation 

Failure to attend for scheduled review remains an issue within the context of provision of 

chronic illness management. As outlined previously, failure of patients to attend for scheduled 

review was higher at specialist physician led diabetes care services and ranged from 11-23.3% 

(Figure 25).This compared to a 7% failure to attend rate experienced at specialist physician 

nephrology led services. This highlighted that patients appear to be more likely to attend for 

their kidney disease appointment than their diabetes review consultation. Failure to attend for 

scheduled review rates were also determined from the combined type 2 diabetes and chronic 

kidney disease service which experienced a 0% failure to attend level for their first and second 

consultations representing a total of 84 appointments (Figure 25). 

As the Health Service Executive estimates each missed outpatient appointment costs €130, the 

high attendance rates experienced at the combined care clinic has the potential to contribute to 

a lower failure to attend level and more effective use of finite resources (HSE, 2018). Reduced 

failure to attend levels may also counter the negative implications caused by failure to attend 

such as, increased waiting times for appointments and underutilisation of finite resources 

(Health and Social Care Information Centre, 2015). 

The low default rate experienced at the combined clinic which had care provided in the context 

of advanced practice nursing may also contribute to the development of knowledge which 

could be utilised by healthcare planners and providers considering establishing care for patients 

with these conditions or other associated conditions. 

8.6.4 Care Related 

In total 38 unique prescriptions were issued over the course of both consultations at the 

combined clinic. Prescriptions issued fell into the following categories, hypertension, and 

glucose, lipid and anaemia management. Eighty four consultations were undertaken for 

participants attending the combined care service. The ability of the advanced nurse practitioner 
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to prescribe medications contributed to timely management of identified issues and to provide 

a complete episode of care for two associated conditions. 

8.6.5 Performance 

In conclusion, performance was measured by identifying the overall contribution of advanced 

practice nursing to patients with combined type 2 diabetes and chronic kidney disease. The 

Retrospective Chart Review (RCR) identified that care provided in the context of advanced 

practice nursing could achieve blood pressure, HbA1C, total cholesterol and anaemia 

management in line with NICE (2015) and KDIGO (2012) best practice recommendations for 

patients with type 2 diabetes and chronic kidney disease.  

Outcomes also demonstrated an improvement in the number of patients achieving two and 

three best practice clinical markers at the combined clinic, thus contributing to improved 

clinical outcomes (Figure 22 & 23). The renal function of all participants was monitored at 

both consultations and remained relatively stable for the duration of this study (Figure 17). 

Improved clinical target outcomes has the potential to contribute to a stabilisation in renal 

function decline. The lower default levels experienced in combined care highlighted a lower 

default rate than in standard care physician led services participating in this study, thus 

contributing to appropriate use of finite resources. 

9.0 Using New Learning to Inform the Development and Implementation of Combined 

Care in the Context of Advanced Practice Nursing  

The purpose of this discussion is to outline how the findings from Discovery Interviews, Focus 

Group and Participatory Action Research were used to inform and develop the combined care 

delivery in the context of advanced practice nursing   

9.1 Using New Learning from Discovery Interview Stories to Inform Combined Care  

The new learning identified from Discovery Interviews firstly relates to the recognition by 

healthcare professionals that hearing from patient’s stories was necessary to develop an 

understanding of why they may fail to attend and the features of care valued by patients. 

Secondly, it provided healthcare professionals with the information which could inform care 

development and implementation specific to the needs of patients with type 2 diabetes and 

chronic kidney disease. Additionally, hearing patient stories through Discovery Interviews 

provided insights regarding participant perceptions of their negative experiences of prescriptive 

practice and the unintended consequences which may occur as a result of prescriber actions. 

Discovery Interviews also provided an insight into the different priorities between healthcare 

professionals and patients. Healthcare professionals prioritised optimisation of blood glucose, 

however, patients were fearful regarding hypoglycaemia and using discovery interview 

technique facilitated these insights to be identified. This information was used to inform the 

governance and risk arrangements required for planning and implementing combined care and 

may also be used to inform future healthcare planners considering new service delivery or 

innovations.  

Discovery Interviews highlighted the need for healthcare professionals to identify patient 

priorities on the consultation and avoid a checklist driven consultation with little focus on the 

individual needs of the patient which is a common feature in the delivery of diabetes care 

(Adolfsson et al., 2009). Discovery Interviews also provided a forum for patient advocacy in 

the provision of care in the context of advanced practice nursing as the elements of care which 

are valued by patients to meet their expectations of care are identified and utilised to inform 
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PAR group actions. Discovery Interviews enabled the opportunity to generate new knowledge 

regarding the specific care experiences of patients with type 2 diabetes and chronic kidney 

disease. Opportunities to seek information from patients regarding their healthcare experiences 

and expectations are not traditionally embedded in healthcare systems (Greaves et al., 

2014).Using  Discovery Interviews placed patients as key stakeholders partnering with 

healthcare professionals in the development of care in line with their needs (McWilliams, 

2009).This also provided the means by which the stated aims and objectives of this 

Participatory Action Research study could be met, by embedding this co-generated knowledge 

information in the development and implementation of combined care. This is consistent with 

the purposes of PAR research methodology as proposed by Reason (1994). PAR had a double 

objective, to produce knowledge and action directly useful to a group and secondly, to use this 

knowledge for the benefit of those within the group. This is described by Fals Bora and Rahman 

(1991) as an “altruistic, cooperative and genuinely democratic process” (p.5). Lynch (1999) 

refers to this as reciprocity within the research relationship as participants are enabled to 

understand and change their situation. The means by which Discovery Interviews informed the 

implementation and development of type 2 diabetes and chronic kidney disease care are further 

outlined.  

The following approach adopted in the recall and review structures within the new combined 

type 2 diabetes and chronic kidney disease service was informed by previous evidence and 

factors which Discovery Interview participants indicate influence their intention to attend and 

valued features of care experience and expectations.  

Prior to the appointment, all patients were contacted by telephone by the advanced nurse 

practitioner conducting their consultation, the purpose of which was to determine a time and 

day which was suitable to the patients schedule and access to transport. Patients received both 

a verbal confirmation and a written appointment letter, to counter any potential literacy issues. 

All appointments were timed and offered from 8am to accommodate patients who were 

working and minimise the need to request time off work to attend for their consultation. Each 

consultation was timed and undertaken over a 30 minute period.  

Prior to each consultation the advanced nurse practitioner reviewed the patient’s medical 

history, treatments and correspondence from their medical record with additional information 

sought from family physicians as required. At each consultation, the advanced nurse 

practitioner provided an outline of their role and purpose of the consultation including 

anticipated outcomes and follow up plan. A face to face medical history and review of 

medications was also undertaken at the consultation. All patients were provided with written 

and verbal information regarding type 2 diabetes and chronic kidney disease. An open forum 

for questions, discussion, worries or issues the patient was provided at each consultation. The 

purpose, action, timing and potential side effects of any changes in medications was provided 

to each patient and contact telephone numbers to contact the prescribing healthcare 

professional for additional support or advice as required. Refreshments were made available if 

patients experienced a delay of more than 60 minutes in their transportation and transport 

arrangements were made on behalf of patients at their request by the advanced nurse 

practitioner. Within one week of the consultation all participants received a telephone call or 

letter as per their stated preference on their consultation with the results of their investigations 

in plain language and the next appointment was booked in accordance with their stated 

individual requirements.  

Communication structures including telephone and written communication links relating to the 

consultation, outcomes from clinical investigations and changes in therapy with supporting 

rationale were established through the actions agreed through PAR group minute consensus 



  

457 
 

(Figure 11). These communication links included allied health, nephrology and primary care 

providers, the purpose of which was to enhance communication and foster relationships 

between care givers. Developing and implementing this strategy whilst labour intensive, had a 

positive impact on the intention of patients to attend for their scheduled review. The combined 

care service experienced a 0% default rate compared to 7% at nephrology specialist and 11-

17% at diabetes specialist services which were medically led (Figure 38). However, the 

following caveat is provided, as all patients had consented to participate in the study, this may 

have resulted in self-selecting patients who were engaged with management of their conditions 

and appointments.  

That said, it is contended that embedding information gleaned through the medium of 

Discovery Interviews enabled patient stories identify the factors which influence attendance 

and features of care experience and expectations which patient’s value. This information was 

used by the Participatory Action Research group to inform the development and 

implementation of combined care. This demonstrated how information from participants was 

used to inform a reflective iterative cycle which, in turn informed actions which perpetuated 

further actions. This also demonstrated a primary objective of Participatory Action Research 

in the democratization of power between healthcare providers and care consumers which 

enabled knowledge situated within its context to generate new knowledge and understanding 

(Baum et al, 2006).  

Using this approach demonstrated how PAR methodology used individual patient stories to 

develop and implement a new approach to combined type 2 diabetes and chronic kidney disease 

care specific to the needs of this patient cohort. Using an approach informed by patient stories 

provided an alternative care delivery mechanism and demonstrated one of the following key 

purposes of PAR. Participatory Action Research is “an alternative approach to traditional social 

or scientific approaches as it moves social enquiry from a linear cause and effect perspective 

to a participatory framework that considers the contexts of people’s lives” (MacDonald, 2012, 

p. 36). 

It is contended that new knowledge was generated with reference to developing and 

implementing a combined care delivery strategy in the context of advanced practice nursing 

informed by patient stories. The outcomes from this alternative care delivery strategy 

demonstrated a considerably lower failure to attend level than that experienced in the standard 

care diabetes and nephrology services participating in this study and the international literature. 

The provision of an appointment with provided care for two associated conditions also reduced 

appointment burden and improved co-ordination of care which have been identified as issues 

when care for these conditions is provided separately (Lo et al., 2016). 

Patient attendance is associated with improved clinical outcomes and appropriate utilisation of 

resources as evidenced in the literature (Currie et al., 2012; McLean et al., 2014); Health and 

Social Care Information Centre, 2015). The provision of care for two conditions at the one 

consultation also promoted appropriate use of finite resources. Nationally, it is estimated that 

the annual cost of providing care to each patient with type 2 diabetes with microvascular 

complications is €4,934, of which 49% (hospitalisation), 42% (medication) and 9% ambulatory 

care (National Diabetes Programme, 2018). In Ireland, the most current available data estimates 

the current cost for centre based hemodialysis is €60,000 and peritoneal dialysis €29,000 per 

annum (National Renal Office, 2013). It is estimated that each missed outpatient appointment 

costs the Health Service Executive €130 (HSE, 2019), thus it is contended that the combined 

care service has potential to result in cost savings. These savings relate to appropriate use of 

outpatient resources, timely care in line with best practice recall and review recommendations, 

which impact on reduced potential for development of microvascular complications, the 
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provision of care for two associated conditions in one consultation and prevention of clinical 

and investigation duplication. 

 It is argued that the development and implementation of the alternative care and recall strategy 

employed in the study positively contributed to patient attendance which in turn had the 

potential to contribute to improved clinical outcomes. Patients who fail to attend for scheduled 

review experience a deterioration in their conditions, increased emergency admissions and 

length of stay (Currie et al., 2012). Patients attending the combined service had a high rate of 

attendance and improvements were noted in HbA1C and blood pressure with a minimal (.3mls) 

decline in glomerular filtration rate over the nine month study period. This information 

provided new information and “a road map” detailing how factors which influence intention to 

attend and features of care valued by patients were used to inform combined care delivery in 

practice. This information may be used by healthcare planners and providers considering the 

development and implementation of combined chronic illness management services or care 

provided in the context of advanced practice nursing. 

9.2 Using New Learning from Focus Groups to Inform Combined Care 

The learning identified from Focus Groups highlighted that both diabetes and nephrology 

specialist teams experience deficits in the knowledge, skills and experience required to provide 

care for patients with combined with type 2 diabetes and chronic kidney disease. However, 

whilst diabetes and renal teams share commonalities pertinent to difficulties managing this 

diverse patient cohort, these were not informed from the same perspective. Nephrology care 

teams experienced difficulty regarding the treatments and therapies available to manage 

diabetes which they viewed as increasingly complex. Diabetes care teams experienced 

difficulty regarding the knowledge and skills required to initiate early chronic kidney disease 

management and referral strategies advised by best practice recommendations. Diabetes care 

teams provided insights regarding regular monitoring and measuring of glomerular filtration 

rate and albumin creatinine ratio in their clinical practice. This information had little clinical 

utility as it did not initiate recommended best practice early chronic kidney disease detection 

and management strategies required when particular clinical indicators were present. This 

could be viewed as measurement in isolation or a box ticking exercise within arena of diabetes 

care provision. Shekelle et al. (2012) concurs with this view, that barriers to the implementation 

of evidence based practice (EBP) guidelines may relate to the specificity of guideline 

recommendations and may affect their application in clinical practice.  

The new learning derived from this identifies the specifics of the particular difficulties 

specialist teams experience in the provision of care for patients with combined type 2 diabetes 

and chronic kidney disease. This information was used by the Participatory Action Research 

Group to inform the development of a tailored education programme to address the specific 

deficits experienced by both care teams. The Participatory Action Research Group consisted 

of membership from diabetes and renal specialist teams which used the information provided 

by patients through Discovery Interviews and the Focus Groups to develop a specific care 

programme which has been sub sequentially accredited by the Nursing Midwifery Board of 

Ireland (2020) (Appendix 11).The information provided by diabetes specialist focus group 

participants regarding difficulties experienced initiating best practice early management and 

referral strategies, informed the development of the decision making algorithm by the PAR 

group (Appendix 12). This added to new learning that specialist diabetes care teams require 

additional education to develop the skills and knowledge to link the outcomes of clinical 

measurement with the appropriate early renal management strategy. The education programme 

and decision making algorithm have the potential to inform other specialist care teams or 

healthcare planners contemplating initiating a combined care delivery and have identified 
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knowledge and skill deficits regarding diabetes and chronic kidney disease care informed by 

best practice. 

The Nephrology and Diabetes specialist care teams also highlighted that care for type 2 

diabetes and chronic kidney disease is fragmented with little communication between care 

teams. Focus Group participants also recognised that information sharing and communication 

sharing information with patients regarding how poor blood glucose may lead to deteriorating 

renal function was an area of priority for care teams. Discovery Interview participants indicated 

that they required information regarding their conditions, which demonstrates that both 

healthcare professionals and patients view information sharing as a key component of care. 

The literature identifies that a key factor to promote chronic kidney disease awareness in 

patients “is communication between care provider and patient” (Whaley-Connell et al., 2011, 

p.51). This identified the necessary supports including communication and documentation

pathways, patient priorities for advice and information sharing required for combined care from

perspectives of healthcare professionals and patients, which also has the potential to inform

future care delivery.

Focus Group participants recognised as the prevalence of chronic kidney disease in patients 

with type 2 diabetes was increasing, coupled with the diversity and complexity of these patient 

cohorts, that specialist teams would need to work together. Benefits of working together were 

identified as improved communication, enhanced skills and knowledge. However, the Focus 

Groups unearthed underlying issues regarding access to specialist interventions and treatments 

with diabetes specialist teams, indicating they experienced difficulty accessing treatments in 

comparison to renal teams. This was predominantly related to numbers of patients requiring 

specific treatments, established pathways and relationships within specialties. From the 

perspective of Nephrologists, time and resources were used to develop specialist renal advice, 

which may not be implemented by other care providers resulting in poorer patient outcomes. 

This provided new information regarding potential difficulties including issues relating 

underlying power and politics, which may be experienced by healthcare teams and planners 

anticipating the implementation of combined care. It also provided context regarding the 

underlying issues that negatively impact on the development and implementation of combined 

care. As highlighted by Coghlan and Brannick, (2014) “any form of research in any 

organisation has its political dynamics. Political forces can undermine research endeavors and 

block planned change” (p.202).  

Both Nephrology and Endocrinology consultants identified that specialist renal and diabetes 

nurses are well placed to provide combined care. Diabetes and Nephrology specialists reported 

positive experiences of advanced nurse practitioner roles and services, highlighting that nursing 

care incorporated the multifactorial case management supports that may be absent from 

medically led care. This provided new learning regarding the views held by other healthcare 

professionals regarding initiating services provided in the context of advanced practice nursing 

prior to the development and implementation of combined care. 

Finally, the new learning from Focus Groups related to and understanding of why patients with 

type 2 diabetes and chronic kidney disease may fail to attend for their review. These included 

appointment and treatment burden necessitating engagement with multiple care givers and 

locations, transportation difficulties and the relationship with care giver. These outcomes 

identified that healthcare professionals’ share an understanding of the reasons why patients fail 

to attend which are similar to the reasons Discovery Interview participants indicated they do 

not attend for scheduled review. Proctor et al. (2013) highlighted the lack of personalised care 

for patients, as Focus Group participants in this study shared an understanding with regards to 

the reasons why patients failed to attend. This demonstrated an awareness by healthcare 

professionals regarding healthcare experience and expectations from the patient’s perspective 
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which has been highlighted as a vital component for planning and implementing patient centred 

care (National Health Service, 2014). This adds new information in the literary discourse 

regarding the underlying reasons for failure to attend from the joint perspectives of healthcare 

professionals and patients with type 2 diabetes and chronic kidney disease which is a unique 

contribution in terms of national and international literature. This information was used by the 

Participatory Action Research group to inform development of the outlined recall and review 

structure at combined care in a bid to combat the significant issue of failure to attend within 

chronic illness care provision (Paterson et al., 2010). 

Within this report, it was also necessary to identify how the outcomes from the Participatory 

Action Research Group relate to existing knowledge and identify the generation of new 

knowledge. Outcomes were also considered in regard to their contribution to clinical practice, 

research, education and in reference to the stated research question, aims and objectives.  

9.3 Using Co-Generated Knowledge to Develop and Implement Combined Care 

Adopting a combined care approach in the context of advanced practice nursing has the 

potential to address current deficits in care delivery caused by increases in chronic illness 

prevalence and a healthcare system which has failed to cope with advances in science and 

technology (Institute of Medicine, 2001). However, the IOM (2001) highlighted that a redesign 

in care delivery system is the single means by which improvements in the quality of chronic 

illness care can be achieved. Atun (2015) highlighted healthcare systems which are ill equipped 

to manage multimorbidity such as that presented in patient populations with type 2 diabetes 

and chronic kidney disease. Similarly Lo et al. (2018) highlighted that there is a dearth of 

evidenced based models of care for people with type 2 diabetes and chronic kidney disease 

“derived inductively through formative research and co-designed with key stakeholders 

including patients, tertiary health professionals and GP’s” (p.712). Waterman et al. (2001), 

highlighted that action research is particularly well suited to, developing innovative practices, 

practice change and to foster innovation. Action research methodologies seek to co-generate 

solutions to identified problems, and have the potential to instigate change in comparison to 

some research methodologies in which the primary aim is to test the effectiveness of specific 

treatments (Hart and Bond, 2000). The development, implementation and evaluation of 

combined care in the context of advanced practice nursing represents a departure from 

traditional diabetes and renal services which are medically led. Participatory Action Research 

provided the mechanism by which co-generated knowledge was used to develop, implement 

and evaluate this innovative care delivery strategy. From the perspectives of healthcare 

planners this adds new knowledge with reference to the planning and resources required and 

the patient outcomes when such a strategy is operationalised. Adequate resources also referred 

to sufficient skills, expertise and personnel to manage cohorts with type 2 diabetes and chronic 

kidney disease as highlighted by both PAR and Focus Group participants. Issues relating to 

adequate succession planning to maintain service provision in the absence of a core staff 

member was also identified as a major resourcing consideration amongst PAR and Focus group 

participants. This information has the potential to inform future planned heath care delivery 

change in care for patients with chronic illnesses. In the context of adding to the body of 

research, this care delivery strategy developed through the medium of co-generated knowledge 

may inform other clinicians and researchers undertaking clinically based research. The positive 

outcomes from such clinically based research include improved research quality, dissemination 

and generation of sustainable interventions following implementation (Frerichs et al., 2016).  

The Participatory Action Research group used co-generated knowledge from Discovery 

Interviews with patients and Focus groups with healthcare professionals to inform action and 

catalyse change which is a primary function of PAR (Reed and Hocking, 2013). Within this 

study, information was gathered from patients and healthcare professionals in separate forums 
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through Discovery Interviews with patients and Focus Groups. The diverse Participatory 

Action Research membership used this information to inform PAR group activity through a 

series of cycles to generate actions informed by those who were immersed in the situation to 

collaboratively define problems and identify solutions (Pain et al., 2010). According to Pain et 

al. (2010) collaborative research and action are used to gather information to inform change by 

those affected who lead in producing and using knowledge about it. Using Participatory Action 

Research with a diverse group membership enabled exploration of views and attitudes towards 

combined management of type 2 diabetes and chronic kidney disease management strategy. 

Participatory Action Research affords the inherent dynamics of the situation to be unearthed 

and included in the process (Kemmis and McTaggart, 2005). General Practitioners and 

specialist diabetes healthcare professionals identified that they regarded diabetes as the primary 

condition in patients with combined type 2 diabetes and chronic kidney disease. This was 

consistent with the views of specialist diabetes teams participating in the Focus Groups. 

Moreover what it adds is an insight into the views of primary healthcare providers and specialist 

diabetes care teams who, may prioritise the management of diabetes rather than chronic kidney 

disease. This may contribute to the missed early identification and management of chronic 

kidney disease reported previously in the literature (Baer et al., 2010; Lo et al., 2016). General 

Practitioners also identified that routine screening, early identification and management of 

patients with type 2 diabetes and chronic kidney disease as advised by best practice 

recommendations would likely overwhelm both general practice and providers of specialist 

renal care. Some General Practitioners held the view that many patients with combined type 2 

diabetes and chronic kidney disease only required minimal monitoring and management of 

their chronic kidney disease. This offered new insights regarding the opinions of participants 

regarding the implementation of the early chronic kidney disease management strategies 

recommended by KDIGO (2012) in cohorts with diabetes within the primary care setting in 

Ireland. Comparisons are drawn by Plantigna et al. (2010) that “a general consensus that 

awareness of chronic kidney disease by all types of primary care providers is unacceptably low 

and knowledge of management is particularly poor among family practitioners” (p.8).  

Consultant Endocrinologists participating in the PAR group held the view that a flexible 

approach may be adopted in regard to the use of best practice guidance to inform care delivery 

for patients with type 2 diabetes and chronic kidney disease. However, flexibility referred to 

the adaption or tailoring of guidelines to meet the individual requirements of the specific 

clinical area within the healthcare delivery environment. Specialist Diabetes PAR members 

including Consultant Endocrinologists, Advanced Nurse Practitioners and Specialist Diabetes 

Nurses highlighted pertinent to the new combined care service, adopting a screening criteria 

and provision informed by best practice KDIGO (2012) and NICE (2015) supported nurses 

providing this care to remain within their scope of practice and supported standardised care 

delivery. This demonstrated that members of the PAR group viewed screening and best practice 

utilisation from differing perspectives. Initiating a diverse PAR membership across disciplines 

and specialities allowed multiple perspectives regarding the matter of enquiry to be elucidated, 

referred to as methodological pluralism which is required for effective healthcare research 

(Baum et al., 2006). The construction of knowledge from multiple perspectives throughout the 

collaborative cycles demonstrated inclusiveness of members in knowledge generation whilst 

also promoting reliability (Koch and Kralik, 2006). Through collaborative cycles, PAR 

members, who had diverse views regarding screening and utilising best practice 

recommendations achieved consensus that a flexible and fluid approach to screening and 

guideline utilisation may in fact result in disparate care results. This issue had been previously 

identified in a Cochrane review by Renders et al., (2001) where a lack of consensus regarding 

the measurement techniques or evidence based interventions required to provide quality 

chronic illness care led to failure of their application. This led to the development of co-

generated actions to support screening and utilisation of best practice recommendations 
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(KDIGO, 2012) and NICE (2015) to guide combined care delivery. This provided new 

information with reference to how PAR members used collaboration to overcome pre-existing 

perspectives and competing agendas to generate change and innovation within chronic illness 

management. This identifies the participatory nature of PAR which according to Ungar et al., 

(2015) “makes explicit the researchers bias during an enquiry and juxtaposes expertise with 

multiple ways of understanding a situation through the participation of those affected by it” 

(p.610). Gauld et al. (2011) highlighted that the active participation and involvement of 

members is more likely to result in sustainable change as the future state of what is needed 

within that community is determined by that community. It is contended that the information 

gained through PAR group actions may prove beneficial for other clinically based teams 

contemplating using PAR to instigate change in a bid to provide quality chronic illness care. 

Diabetes specialist and General Practitioner members of the Participatory Action Research 

group acknowledged that patients with type 2 diabetes and chronic kidney disease are diverse 

with unique and individual requirements. Similarly to Focus Group participants, PAR members 

acknowledged that patients value information regarding their condition and a relationship with 

their care provider. However in practice, specialists operated with little or no communication 

between silos of expertise. In contrast, General Practitioners highlighted that care for patients 

needed to be viewed from a holistic perspective rather than provision of care that focussed on 

a specific condition which was commonplace in secondary care services. This statement is 

evidenced by information from Discovery Interview participants who related that their multiple 

conditions are treated by a multitude of healthcare providers at varying locations. It also 

highlighted the varying perspectives of healthcare professionals was influenced by the 

environment in which they provide care. Throughout the Focus Groups, healthcare 

professionals from both diabetes and nephrology specialities indicated their views regarding 

the primacy of diabetes or chronic kidney disease management. In contrast, General 

Practitioners identified the importance of seeing the patient as a person with a holistic 

management approach in which the relationship between care giver and recipient was key. 

However, despite the fact that nephrology and diabetes specialist teams viewed patients with 

combined type 2 diabetes and chronic kidney disease as diverse, they acknowledged a lack of 

skills and expertise to deliver combined clinical management of these patients. General 

Practitioners viewed patient management holistically, however, they also reported deficits in 

the skills and expertise to manage this patient cohort. Adopting PAR facilitated identification 

of these perspectives, and it may be argued that it provided some insight into factors which 

contribute to a lack of personalised care delivery as identified within the literature and by 

Discovery Interview participants in this study (Proctor et al., 2013; Lo et al., 2016).  

Undertaking Discovery Interviews and Focus Groups and using this information to inform PAR 

group actions enabled the development of an understanding of potential forces which may have 

impacted the planned change and desired future. This assisted the PAR group to identify actions 

to combat their potential negative implications (Shani and Pasmore, 2010; Coghlan and 

Brannick, 2014). This included development of the outlined recall and review mechanisms 

which included additional access to remote support and advice for combined care participants. 

Additional actions by the PAR group included the development and accreditation of a dedicated 

education programme and decision making algorithm to enhance care providers skills, 

expertise and support clinical decision making in line with best practice.New knowledge was 

created in reference to seeking the underlying dynamics of the healthcare environment when 

considering the development and implementation of new services. Additional new learning 

related to exploring the diversity of views regarding the utilisation of best practice guidelines. 

The diversity of these views may inadvertently impact negatively on the ability of care 

provided in the context of advanced practice nursing to remain within scope of practice or 

provide standardised care-revisit due to the fragmented approach to guideline utilisation. This 

also highlights the requirement for representation of allied health, medicine and nursing 
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membership when planning new services as decisions made may have intended and unintended 

consequences for  other healthcare professionals. 

Both Focus and Participatory Action Research group participants highlighted the need to 

adequately plan and resource new services including consideration of the skills and expertise 

required to implement combined type 2 diabetes and chronic kidney disease care. Consultant 

Endocrinologists and Nephrologists whom had experience or currently worked with registered 

advanced nurse practitioners (RANP) highlighted the value of such roles in terms of expertise 

and quality of care which potentially offered a solution to current chronic illness management 

care provision deficits. General Practitioners who had not experience or knowledge of RANP 

roles raised concern with reference to oversight in terms of governance and risk management 

of such roles in primary care. Consultant Endocrinologists highlighted that RANPs were 

independent autonomous practitioners, however, existing cultural norms may impact the ability 

of the RANP role to operate in their full capacity. This adds new information with reference to 

the research objective of exploring the views of healthcare professionals regarding care 

provided in the context of advanced practice nursing. The views of healthcare professionals 

regarding registered advanced nurse practitioners was dependent on their experience, 

understanding and exposure to such roles and successful initiation of RANP roles was 

dependent on cultural acceptance and understanding in the organisation. This has implications 

for planning and implementation of new services in the context of advanced practice nursing 

as change may be influenced by issues relating to power and politics (Hughes, 2010). The 

means by which this potential issue was negated within the PAR group was by the delivery of 

an information session to all members regarding the roles and responsibilities of the RANP 

role in Ireland including governance and risk management structures.  

The study outcomes were also considered in regard to their contribution to the research 

questions, aims and objectives.  

9.4 Study Outcomes in Relation To the Research Question, Aims and Objectives 

For the purposes of this discussion is was necessary to consider if the study outcomes addressed 

the research questions and if the stated aims and objectives of this study were achieved. The 

research question asked if the development and implementation of a combined type 2 diabetes 

and chronic kidney care service informed by knowledge which has been co created by between 

patients and healthcare professionals could achieve best practice clinical guidance 

recommendations.  

9.4.1 Study Outcomes in Reference to the Research Questions 

The Participatory Action Research group achieved consensus with regard to utilising the 

KDIGO (2012) and NICE (2015) best practice recommendations within combined care 

provided in the context of advanced practice nursing.The outcomes from the Retrospective 

Chart Review addressed the research question directly in that, care provided in the context of 

advanced practice nursing achieved clinical outcomes in line with best practice NICE (2015) 

recommendations. The Retrospective Chart Review also demonstrated that on the second 

consultation a higher proportion of patients achieved the three best practice NICE (2015) 

recommendations for blood pressure, blood glucose and lipids at their second consultation 

when compared to the initial visit (64.3% vs. 40.5%). This demonstrated a higher proportion 

of patients achieved best practice recommendations in comparison to 40% in standard 

medically led diabetes care (National Health Service National Diabetes Audit, 2019c). 

KDIGO (2012) guidance advises all patients with chronic kidney disease are periodically 

evaluated for the presence of anaemia related to a declining glomerular filtration rate and 

recommend prompt evaluation and management of anaemia. The Retrospective Chart Review 

identified a considerable proportion of participants experienced anaemia related issues at the 
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first consultation which was actively identified and managed resulting in a reduction in the 

prevalence of anaemia at the second consultation. This statement is evidenced by the fact that 

there was a 23.5% reduction in low haemoglobin level and a 24% reduction in low transferrin 

saturation between consultations at combined care. The glomerular filtration rate also identified 

participants had an average GFR of 44 mls/min on their first consultation which compared to 

43.7mls/min at their subsequent consultation, thus there had been a .3mls reduction in GFR 

over the preceding 9 month period (Figure 30). Evidence in the literature would suggest that 

Glomerular Filtration Rate (GFR) is anticipated to decline by 1.2-4.6 ml annually (Nielsen, 

1997; Massey, 1999; Tsai et al., 2017).This indicates that participants attending combined care 

provided in the context of advanced practice nursing experienced a stabilisation in renal 

function over the 9 month period. The combined care service was well attended, experiencing 

a 0% default rate compared to 7% at nephrology specialist and 11-17% at diabetes specialist 

medically led services participating in this study (Figure 38).  

Thus the outcomes from the Retrospective Chart Review have answered the research question 

in that combined care in the context of advanced practice nursing could achieve clinical targets 

in line with best practice KDIGO (2012) and NICE (2015) guidance. Outcomes also indicate a 

low default rate compared to the medically led specialist services participating in this study, a 

proactive approach to anaemia detection and management in line with best practice 

recommendations and stabilisation in renal function. 

The research question also considered if the contribution of advanced practice nursing to 

combined type 2 diabetes and chronic kidney disease care could be identified. The FAANP 

(2014) toolkit was created to identify the contribution of advanced practice nursing to patient 

care and was used in this study. This toolkit identifies five specific areas and associated 

measures by which to identify the advanced practice nursing contribution to care. These include 

clinical outcomes, cost effectiveness, reflective enquiry leading to practice change, gaps in care 

provision and solutions to address gaps, review and evaluation of services (Kleinpell, 2017). 

The Retrospective Chart Review identified improved clinical outcomes in terms of those 

achieving best practice clinical recommendations, anaemia management, stable renal function 

and a low failure to attend rate.  

Cost effectiveness was considered in reference to the use of outpatient resources. The combined 

care service experienced a low default level (0%) in comparison to medically led services in 

this study (7-23.3%) and as it is estimated that missed appointment costs €130 (HSE, 2019), 

this represents appropriate resource utilisation. Patients who attend for scheduled review 

experience improved clinical outcomes and may be less likely to develop microvascular 

complications which contribute to increased economic healthcare burden (Currie et al., 2012).   

Nationally, it is estimated that the annual cost of providing care to each patient with type 2 

diabetes patient with microvascular complications is €4,934 (National Diabetes Programme, 

2018). The cost of centre based hemodialysis is €60,000 and peritoneal dialysis €29,000 per 

annum (National Renal Office, 2013). Chronic Kidney Disease is a progressive condition and 

optimal blood pressure and blood glucose control preserve renal function (UKPDS64, 2003). 

As participants attending combined care experienced improved blood pressure and HbA1C 

values and a stabilisation in renal function, it is contended that this may confer to reduced 

economic burden. The provision of care for two associated conditions within the same 

consultation, and prevention of clinical and investigation duplication also demonstrates the cost 

effective use of finite resources. Thus, combining the management of type 2 diabetes and 

chronic kidney disease in the context of advanced practice nursing provide the potential to 

demonstrate cost savings within the context of chronic illness care provision.  

Reflective enquiry which led to practice change was demonstrated through the use of 

Participatory Action Research methodology in which knowledge was co-generated through 

iterative reflective cycles to develop and implement an alternative combined care delivery 

strategy. Practice change was demonstrated from dual perspectives, firstly in the combined 
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management of two associated conditions which is usually provided separately and secondly, 

care which is usually medically led was provided in the context of advanced practice nursing. 

The literature review, Discovery Interviews, Focus and Participatory Action Research groups 

identified gaps in current care provision and through collaboration identified bespoke solutions 

to address these gaps which were sub sequentially evaluated in terms of clinical outcomes and 

patient attendance. This identifies the means by which the specific contribution of advanced 

practice nursing was identified within the context of this study and represents new information 

with regard to the unique contribution of advanced practice nursing to care within the broader 

healthcare literature.  

The research question also required consideration regarding if the factors which influence 

patient attendance could be identified within this study. This study identified the factors which 

contribute to failure to attend for scheduled review from the perspectives of patients and 

healthcare professionals. Discovery Interviews provided the means by which to identify why 

patients with combined type 2 diabetes and chronic kidney disease fail to attend for their 

scheduled review. Some patients attended because they felt it was the right thing to do and that 

failure to attend was discourteous, whilst other patients attended because they feared sanction 

by healthcare professionals, for example loss of access to services. Information regarding 

current health status, treatments and progress particularly in reference to kidney disease was 

identified by all Discovery Interview participants aa a  main factor which influenced intention 

to attend. Patients recognised that kidney disease was a progressive condition and it was their 

health priority in comparison to diabetes management which they viewed as less important due 

to the lack of perceived symptoms. Discovery Interview patients identified that the relationship 

with their care giver positively or negatively impact on their intention to attend. Some patients 

highlighted that sharing this information was at the discretion of healthcare professionals which 

could be impacted by their existing relationship with the healthcare professionals and that 

individual’s role and time constraints. Patients indicated that knowing what to expect at their 

consultation, supportive and respectful behaviour including navigational support about how the 

healthcare system operated, anticipated outcomes from treatment and care processes also 

influenced intention to attend for scheduled review. 

Both Discovery Interview and Focus Group participants highlighted transportation difficulties 

accompanied with the long travel distances required to attend for specialist care contributed to 

failure to attend.  Management of competing co-morbidities required attendance at various 

locations with multiple care givers attributed to appointment and treatment burden coupled 

with transportation difficulties contributed to failure to attend for scheduled review. Focus 

Group participants identified that low perceived importance of diabetes and a failure by patients 

to link poorly controlled blood glucose with the development of microvascular complications 

also contributed to failure to attend. The relationship between the patient and care giver may 

positively or negatively influence the patient’s intention to attend from the perspectives of 

Discovery Interview and Focus Group Participants. Specialist Nurses in the Focus Group 

indicated that some patients may not attend because they fear bad news regarding their 

condition. Besides, Focus Group participants also highlighted that there are no sanctions 

imposed on patients who continue to fail to attend which in turn negatively impacted on the 

availability of resources and service provision. Outcomes from Discovery Interviews and 

Focus Groups demonstrated a common awareness between patients and healthcare 

professionals regarding the factors which influence attendance for scheduled review. For the 

purposes of answering the research question it is also necessary to determine if the features of 

care valued by patients were identified. 

Discovery Interviews facilitated the features of care valued by patients from the perspective of 

living with these two conditions through the use of a specific interview spine. Discovery 

Interview participants identified that they valued consultation courtesy within the care 

relationship,  in particular with reference to time to ask questions regarding condition, 
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treatments and future prospects. Participants valued relationships with healthcare professionals 

who were knowledgeable, courteous, helpful and accessible to provide remote advice following 

the consultation. Information regarding their condition particularly with reference to kidney 

disease reduced anxiety particularly in reference to the impending prospect of dialysis therapy, 

was a key feature of care which patients valued. Patients also valued feedback and information 

regarding the outcomes from investigations undertaken during consultations. Fostering of the 

skills to self-manage conditions between patients and healthcare professionals was an 

important feature of care valued by patients and from participants perspective it improved 

engagement and independent condition management. Patients stated that attending multiple 

care givers at various locations resulted in conflicting advice and care plans for individual 

conditions and negatively impact their ability to self-manage conditions. This discussion 

identifies how the outcomes of this research were used to answer the research questions. It is 

also necessary to identify if this research achieved the stated aims and objectives of this study. 

 9.4.2 Study Outcomes in Relation to the Research Aims and Objectives  

The main aim of this research study was achieved by using co-generated knowledge between 

health care professionals and patients with type 2 diabetes and chronic kidney disease to inform 

the development and implementation of combined type 2 diabetes and chronic kidney disease 

care in the context of advanced practice nursing. The objectives of identifying the factors which 

influence attendance for scheduled review and features of care valued by patients were 

embedded into the new combined care service in the context of advanced practice nursing in 

line with the stated objectives of this study. The final objective of this research study was to 

explore the views of healthcare teams regarding combined type 2 diabetes and chronic kidney 

disease care delivery within the context of advanced practice nursing.  

Participatory Action Research and Focus Group participants recognised that combined type 2 

diabetes and chronic kidney disease represented a significant healthcare delivery issue 

requiring care teams to work together. However, this would require additional funding, 

planning and resources including knowledge and expertise. Consultant Endocrinologists and 

Nephrologists highlighted the value of Registered Advanced Nurse Practitioner (RANP) roles 

which was specifically related to their expertise and quality of care provided. Primary care 

healthcare professionals such as General Practitioners participating in the PAR group were 

unfamiliar with the RANP role and raised concern with reference to oversight in terms of 

governance and risk management of such roles in primary care. Consultant Endocrinologists 

based in secondary care held the view that RANPs were independent autonomous practitioners. 

However, during PAR group discussion it was identified that the cultural norms of an 

organisation or institution may negatively impact the ability of RANP roles to function in their 

full capacity. This adds new information with reference to the research objective of exploring 

the views of healthcare professionals regarding care provided in the context of advanced 

practice nursing. Thus it is contended that this discussion provides the means by which the 

research questions, stated aims and objectives were addressed within this study and it is 

necessary to consider the conclusions drawn from undertaking this research study. 

 

10.0 Recommendations for Service Provision and Clinical Practice 

Current medically orientated models of care are failing to achieve best practice clinical target 

recommendations and experience high level of failure to attend for scheduled review. In terms 

of service provision the development and implementation of a combined care delivery strategy 

in the context of advanced practice nursing has demonstrated a streamlined approach to the 

provision of associated chronic illnesses, improved clinical outcomes and service user 

attendance. The features of care valued by patients and factors which influence attendance were 

embedded into the new combined care service it should be noted that this service experienced 
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a 0% default rate compared to 7-23% in the medically led services which participated in this 

study. 

It is recommended that service planners and providers should consider adopting alternative 

nurse led care delivery approaches informed by patient perspectives which has the potential to 

improve clinical outcomes, attendance, patient experience and expectation of care as 

demonstrated in the study findings. 

Progressive renal function decline is associated with increased mortality and patient suffering, 

however early chronic kidney disease management in line with best practice recommendations 

have been demonstrated to halt renal function decline. Outcomes from the retrospective chart 

review demonstrated a stabilisation in renal function decline which may be attributable to 

improved attainment of blood pressure and blood glucose targets. It is recommended that 

services which provide care for patients with type 2 diabetes and chronic kidney disease, 

prioritise blood glucose and blood pressure management and regularly monitor renal function 

status. It is also recommended that early chronic kidney disease management strategies 

including referral to specialist nephrology services are implemented in line with best practice 

recommendations. 

Findings from this study demonstrated an inconsistent approach to managing chronic kidney 

disease and associated anaemia by healthcare professionals. This inconsistent approach to care 

delivery was due to a multitude of factors which included, disparate use of best practice 

recommendations, lack of type 2 diabetes and or chronic kidney disease expertise. Additional 

factors included ad hoc service provision which evolved from clinical need without adequate 

expertise, planning or resources. It is recommended that services which are considering 

combining type 2 diabetes and chronic kidney disease management are planned to include 

adequate, resources, expertise and representation from clinical, management, allied health, 

administrative support and patient stakeholders.  

The findings from the retrospective chart review highlighted that many patients experience a 

high concordance of retinopathy (36%) and chronic kidney disease (38%) which is in line with 

previous international research (Le Floch et al, 2014). It is advisable that clinicians who 

provide care consider the possibility that patients with chronic kidney disease may also have 

retinopathy which requires assessment and management.  

Abnormal ACR was present in 33% of patients on their first consultation and 38% upon the 

second consultation. Elevated Albumin Creatinine Ratio (ACR) represents an independent risk 

factor for increased mortality and morbidity (NICE, 2015) and one of the earlier features of 

damage to the kidney structure (Ohta et al, 2010). It is recommended that albumin creatinine 

ratio is regularly monitored in the context of routine care provision and ACR levels > 

70mg/mmol are referred to specialist renal services in line with best practice NICE (2015) 

recommendations. 

The implications of the findings in this study were also reflected upon with regard to 

recommendations for healthcare policy. 

 

10.1 Recommendations for Policy  

The strategic objectives of the Slaintecare Implementation Strategy (Government of Ireland, 

2019) highlight the drivers for planned healthcare reform. A key tenant of the implementation 

strategy is the provision of high quality healthcare incorporating timely access and targeted to 

the specific client need. The outcomes from this study clearly identify how services developed 

and implemented in the context of advanced practice nursing provide the potential by which 

planned healthcare service redesign policy can be translated into clinical practice.  
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The outcomes from this study also demonstrated how a cohesive patient centric alternative care 

delivery strategy informed by best practice recommendations can be developed and delivered 

outside standard care delivery mechanisms. It is recommended that alternative means by which 

to deliver care and by whom care is provided are considered within the context of successfully 

implementing planned healthcare reform policy. 

The outcomes from this study demonstrated how intradiciplinary working and communication 

was utilised to develop and implement combined management of associated chronic illnesses 

which transcended traditional care delivery and disciplinary boundaries. It is recommended 

that the means by which this was developed and implemented within the context of this study 

provides valuable learning to inform planned healthcare reform. To this end the outcomes of 

this study have been shared with the leads of the National Diabetes and Primary Care 

Programmes whom oversee the implementation of Slaintecare at policy level. 

A considerable challenge identified by the Chief Nurse Office of the Department of Health 

(Department of Health, 2020) and World Health Organisation (WHO, 2020) is identifying the 

clinical and economic impact of the nursing contribution to care. Difficulty identifying the 

direct nursing contribution to care and economic outcomes has implications regarding the 

ability of the discipline of nursing to contribute and lead policy direction at operational and 

strategic levels (WHO, 2020). It is further recommended that if nurses are to contribute to 

healthcare policy then a concerted effort is required to demonstrated care and economic 

outcomes from care. 

A key impediment to the ability to demonstrate the impact of the nursing contribution to care 

and economic outcomes is the deficit of national standardised key performance indicators 

specific to the discipline of nursing in Ireland. Currently this is identified as a priority policy 

action for the Department of Health Chief Nursing Office (2020) and may provide the means 

by which the nursing contribution to care may be elucidated. It is recommended that the 

absence of standardised key performance indicators may negatively impact the ability to 

demonstrate the nursing contribution to care and by proxy the ability to contribute and lead on 

healthcare planning and policy at strategic levels. It is further recommended that these matters 

are considered as a matter of urgency at policy development level. 

The review of the literature identified that consumer feedback and public consultation should 

be incorporated into service planning. It is recognised in the literature that the means by which 

this is undertaken is poorly articulated (Fudge et al., 2008) and it is recommended that the 

perspectives of both healthcare consumers and providers are incorporated at policy level when 

new services and care delivery strategies are planned. 

Consideration was also given to how the outcomes from this study may contribute to 

recommendations for education. 

10.3 Recommendations for Education  

The study outcomes identified how deficits in healthcare provider skills and knowledge 

negatively impacted on the ability to provide care for associated chronic illnesses. Thus it may 

be contended that the lack of provider skills and knowledge in provision of combined type 2 

diabetes and chronic kidney disease has the potential to impact the quality of care received by 

patients. It is recommended that where new services are considered by healthcare providers 

and planners that an essential requirement is the identification of the requisite skills and 

expertise necessary to provide planned care.  

Additionally as identified within this study educational and skill deficits varied dependent on 

the specific area of expertise. For example diabetes care professionals experience difficulty 

managing chronic kidney disease and renal care professionals viewed diabetes management as 
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increasingly complex. It is recommended that in the planning phase for new service 

development the specific educational requirements are identified, planned and resourced 

adequately. 

It is also recommended that bespoke educational programmes are developed and formally 

accredited to enhance continual professional development and uptake by healthcare 

professionals. It is recommended that such programmes combine both theoretical knowledge 

and clinical application components to facilitate translation into practice. 

Finally it is recommended that in the preparation and delivery of healthcare education 

programmes that perhaps a change in the direction of a discipline and condition specific focus 

is required to prevent a tendency towards “silos of expertise” which may hamper breadth and 

depth of knowledge. 

10.4 Recommendations for Future Research 

The uniqueness of research studies which have adopted a similar approach prevents the 

possibility of a comparative analysis or adding to the body research regarding the matters under 

investigation. It is recommended that further research is required regarding the combined 

management of associated chronic illnesses and independent stand-alone care provided in the 

context of advanced practice nursing. 

Outcomes from this study identify a fragment approach to the utilisation of best practice 

recommendations to inform care delivery. Nationally additional research is required to identify 

the facilitators and barriers to the utilisation of best practice recommendations. 

Additional research is required to identify the economic impact such combined care delivery 

strategies provided in the context of advanced practice nursing. It is recommended that 

longitudinal research is required to assess long term engagement, attendance and clinical 

outcomes from care provided in the context of advanced practice nursing.  

Patient participants in this study were entirely Caucasian which may have been influenced by 

the rural geographical location of the combined clinic at Site 1, further research is 

recommended to include participant diversity. 

Finally is recommended that additional research is required regarding the facilitators and 

barriers to the establishment of advanced nurse practitioner roles and services to include the 

perceptions of other healthcare professionals and healthcare organisational culture.  

11.0 Study Conclusions 

Despite the fact that type 2 diabetes and chronic kidney disease are increasing in prevalence, 

this study demonstrated that there is a dearth of published national and international discourse 

pertaining to combined management of these associated chronic illnesses. Nephrology and 

Diabetes specialist teams participating in this study recognised that an increasing prevalence 

of these conditions presents a significant healthcare delivery issue within an infrastructure 

which is ill equipped to meet the requirements for this patient cohort. Healthcare professionals 

participating in this study indicated combined type 2 diabetes and chronic kidney disease 

management is necessary to meet the specific needs of this patient cohort, but such services 

require planning, resources and expertise. Nephrology and diabetes specialist teams noted 

specific deficits regarding the skills, knowledge and expertise required to provide combined 

care delivery.  That said, both specialities recognised combined type 2 diabetes and chronic 

kidney management had the potential to positively impact provider knowledge whilst also 

contributing to improved relationships between specialist care teams, patient outcomes and 

care experience.  
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Care provided in the context of advanced practice nursing was viewed as high quality and 

effective by participating healthcare professionals, albeit positive perceptions were influenced 

by their knowledge and experience of advanced practice nursing roles. Thus successful 

implementation of care provided in the context of advanced practice nursing may be positively 

or negatively influenced by organisational structure, culture, knowledge and support for such 

roles and practice. Nonetheless, outcomes from this study demonstrated that allied healthcare 

professionals and physicians viewed nursing roles and care provided in the context of advanced 

practice nursing as a potential means by which to offer high quality and effective care delivery 

solutions for patients with type 2 diabetes and chronic kidney disease. 

From the perspective of patients with type 2 diabetes and chronic kidney disease, current care 

provision for these conditions is fragmented with little communication between care providers. 

Patients indicated that they value personalised care delivery specific to their needs with remote 

access to their healthcare specialist for care advice, and support to self-manage their conditions 

independently. 

The clinical outcomes from combined type 2 diabetes and chronic kidney disease care within 

the context of advanced practice nursing in this study implemented KDIGO (2012) early 

anaemia management and achieved NICE (2015) best practice recommendations for blood 

pressure, glucose and lipid management. Patients attending the combined care service also 

experienced a stabilisation in renal function decline in the nine month study period.  

Through the medium of Discovery Interviews the factors which influence attendance and 

features of care specifically valued by patients with type 2 diabetes and chronic kidney disease 

were elucidated. This informed the development and implementation of combined care 

delivery in the context of advanced practice nursing which included the addition of a patient 

information feedback loop, remote access to advice from their healthcare professional and 

supportive recall and review mechanisms. These mechanisms positively contributed to the high 

level of attendance at the combined care service (0%) compared to the 7-23.3% failure to attend 

rate experienced at standard physician led care.  

This study represents a unique contribution to new knowledge from the following four 

perspectives, firstly, the addition to the national and international healthcare literature in terms 

of the methodology and tools employed. Secondly, the development and implementation of a 

combined type 2 diabetes and chronic kidney disease care delivery approach in the context of 

advanced practice nursing informed by patients experiencing these conditions and healthcare 

professionals who provide their care. Thirdly, the clinical outcomes from this study clearly 

identify the contribution to care provided in the context of advanced practice nursing for 

patients with associated chronic illnesses. Previous literary discourse identified that the 

contribution to care provided by advanced nurse practitioners is not explicit and difficult to 

elucidate. This study has clearly identified and articulated the specific contribution to chronic 

illness care provided in the context of advanced practice nursing. Finally, this study has the 

potential to inform healthcare planners and providers in the development and implementation 

of combined type 2 diabetes and chronic kidney disease care to meet the needs of this specialist 

patient cohort. 
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Appendix 6b: Participatory Action Research Group Final Report 

 

Participatory Action Research Group Research Group Minute Consensus:  Final Report 
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Introduction 

The rise in the incidence of type 2 diabetes with chronic kidney disease across the age spectrum 

has been highlighted as a major public health concern and is correlated with increased economic 

burden, patient suffering and mortality. Preventative care and early chronic kidney disease 

management strategies informed by best practice recommendations are associated with improved 

clinical outcomes, patient survival and reduced economic burden. However, opportunities to 

implement preventative and early management strategies are missed when care for, type 2 

diabetes and chronic kidney disease are provided separately. Patients report an uncoordinated 

impersonal approach when type 2 diabetes and chronic kidney disease is provided separately, 

while facilitating a combined care strategy enhances care coordination, communication and 

quality. A Participatory Action Research approach was utilised to develop and implement a 

combined type 2 diabetes and chronic kidney disease service. Participatory Action Research is a 

nonlinear iterative process which facilitates flexibility and responsiveness to challenges 

presented within the healthcare environment and is particularly suitable for the development and 

implementation of innovative healthcare delivery strategies. 

Your expertise in the care of patients with type 2 diabetes and services will facilitate attainment 

of the main aim of this nationally and internationally unique study. The main aim of this study 

is to utilise co-created knowledge between health care professionals and patients to inform 

development and implementation of combined care in the context of advanced practice nursing. 

The outcomes of this study will inform development and implementation of future services for 

patients with type 2 diabetes and chronic kidney disease. 

Upon completion of this study all PAR group members will be furnished with a report of the 

clinical outcomes from this new combined type 2 diabetes and chronic kidney disease service. 

  



 

473 
 

1.0 Cycle 1: Participatory Action Research Group 

1.1 Participatory Action Research Group (PAR) Agenda:  Meeting 1 

 

Proposed Meeting Dates:  Monday 21st January, Monday 15th April, and Monday 24th June 

2019 

Meeting 1: Monday 21st January (2019) 

Venue: Resource Room OPD Suite 1-2pm. 

PAR Membership: The Participatory Action Research (PAR) group consists of 17 participants 

from the following areas of expertise; Diabetology, Endocrinology, Nephrology, General 

Practice, Community Diabetes Specialist Nurses, Dietetics, Administrative Support, Podiatry 

and Senior Nursing Management. 

Teleconferencing facilities will be offered to PAR membership Sites 2-5.  

Agenda: 

● Research Update. 

● PAR membership. 

● Group minute consensus. 

● Data feedback. 

● Development & Implementation of new Combined T2D & CKD service led by 

RANP Diabetes. 

● AOB 
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1.2 PAR 1: Meeting Transcript 21.1.19 

008DB (Study Lead Co-Investigator). Provided Study outline PowerPoint (10 minutes, emailed 

also to all PAR participants). Open question forum post Power Point outline of study.008DB 

highlighted evidence from current healthcare literature outlining deficits in the management of 

chronic kidney disease (CKD) in cohorts with type 2 diabetes (T2D).  

008DB: The proposed agenda was disseminated to the entire group, is there any amendments or 

suggestions for adjustment or additional considerations with regard to the agenda, can all 

members please consider and advise accordingly in a bid to achieve consensus. (Informs 

Proposed Action 1) 

010MD: Posed questions relating to the numbers of patient participants likely to attend new 

combined type 2 and chronic kidney disease service led by advanced nurse practitioners. 

008DB: 10 patients will undertake discovery interviews located at site 3, these patients have 

established type 2 diabetes and chronic kidney disease and are attending specialist nephrology 

services. These patients have varying stages of chronic kidney disease (Stage 3-5) which may 

provide differing perspectives dependent on their stage of renal disease. 

007DM: How long will patients attending the combined type 2 diabetes and chronic kidney 

disease service be followed? 

008DB: Clinical data will be collected over a 6-9 month period at site 1.   

007DM: How often will patients be reviewed? 

008DB: Recall and review of participants will be in line with best practice recommendations 

(NICE, 2015), dependent on the level of chronic kidney disease (Informs proposed Action 2). 

007DM: Will these patients be seen only by the advanced nurse practitioner service? 

008DB: It is anticipated that the follow up of blood glucose (HbA1C > 58 mmol/mol) and matters 

which require patient education will be reviewed by the diabetes nursing team which is an 

established mechanism within the current diabetes service here at Site 1.Matters which require 

administrative, dietary or podiatry expertise will continue to be referred and reviewed via 

established multidisciplinary structures within the diabetes department here at Site 1. Patients 

are referred to specialist nephrology services in line with NICE (2015) best practice 

recommendations through established referral mechanisms between Site 1 and Site 3. (Informs 

proposed Action 3). 
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008DB: Matters relating to the pre-planning requirements to initiate PAR cycles need to be 

developed and agreed by all members of the PAR group prior to actions being taken. 

003CM: Input from primary care providers, such as general practitioners would be valuable to 

determine their views regarding combined management diabetes and renal disease. Initially when 

the advanced nurse practitioner service started here over 10 years ago there was some resistance 

to the role as it was new and people were unfamiliar with it. However when there was experience 

of working with advanced nurse practitioners, there was a lot of buy in into the way the service 

here operated (Informs proposed action 4) 

007DM: Because I operate across primary and secondary care I think it would really be useful 

to get the views of primary care providers regarding the barriers and facilitators to providing 

combined care, not only in this area which has a well, established secondary care service, but 

also outside of this area for primary care providers who do not have the same access as we do 

here at site 1 (Informs proposed action 4). 

003CM: We also need to consider that when services like this are started that they need to be 

staffed by more than one staff member, because if they are on leave or away for any reason…. 

like illness then this means that problems occur with providing the service (Informs proposed 

action 5). 

003CM: Thinking of establishing a service which combines the management of type 2 diabetes 

and chronic kidney disease I can see how it would work in a level 3 hospital like we have here 

at Site 1 where we don’t have any on site nephrology services, services like this are established 

out of need. However in larger level 4 hospitals, specialists often work in isolation and don’t 

cross pollinate. So who would the advanced nurse practitioner for want of a different word 

“belong to?” would it be the renal or diabetes team? (Informs proposed action 6). 

007DM: I thinks that a service like this would work well in areas served by level 3 hospitals 

because additional support in the management of chronic kidney disease could be provided by 

the establishment of combined type 2 diabetes and chronic kidney disease service led by 

advanced nurse practitioners which can provide the additional support required to care for this 

group of patients where there is no specialist nephrology services. (Informs proposed action 

7). 

007DM: I can see working across primary and secondary care that often patients are only referred 

to specialist nephrology services at the very latter stages of chronic kidney disease when the 
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opportunities for the early management to halt the decline in renal function have passed, they are 

then referred to nephrology because there is a lack of expertise in how to manage chronic kidney 

disease in patients with diabetes. (Informs proposed Action 7). 

003CM: So how would the combined service run? 

008DB: All patients with a GFR < 60mls/min or abnormal ACR attending consultant led care at 

Site 1 are streamed into the combined type 2 diabetes and chronic kidney disease service led 

advanced nurse practitioner led care (Informs proposed action 8). 

Utilise advanced nurse practitioner diabetes and renal impairment expertise to facilitate care for 

patients with a GFR < 60mls/min or abnormal ACR to lead and deliver combined type 2 diabetes 

and chronic kidney disease care in line with best practice attending  the consultant led diabetes 

service (Informs proposed action 9). 

Follow up of blood glucose (HbA1C > 58 mmol/mol) and matters which require patient 

education will be reviewed by the diabetes nursing team which is an established mechanism 

within the current diabetes service here at Site 1.Matters which require dietary or podiatry 

expertise will continue to be referred and reviewed via established multidisciplinary structures 

within the diabetes department here at Site 1. Patients are referred to specialist nephrology 

services in line with NICE (2015) best practice recommendations through established referral 

mechanisms between Site 1 and Site 3 (Informs proposed Action 3). 

Patients are recalled and reviewed in line with KDIGO (2012) and NICE (2015) best practice 

recommendations for patients with type 2 diabetes and chronic kidney disease (Informs 

proposed Action 2). We also need to consider what patients feel is important for them when 

they attend for their appointment and what makes them come (Informs action 10) 

We would also need to liaise with the outpatient’s department manager regarding space in the 

clinic schedule to undertake the combined clinic (Informs proposed Action 11) and our 

administrative support colleagues to establish clinic codes and provide administrative support 

(Informs proposed Action 12). Does anyone have any further input on this? 

013CD: From the outpatients department we would have to look at when there would be 

available times that this new clinic could be run in, we would have to look at the outpatient 

schedule (Informs proposed Action 11). 
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014MC: You would need to establish a clinic code for this group of patients, this would help in 

determining the numbers coming through the clinic and help with the follow up of their 

outcomes, we can liaise with IPMS to get clinic codes established (Informs proposed Action 

12). 

008DB: I’m conscious of time and that everyone has to return to work, is there any other matters 

anyone would like to discuss? ….No? 

A copy of this transcript to all members and proposed actions for feedback and consensus 

(Informs proposed Action 13). 

Thank you all for your time and attending today. 

1.3 PAR 1: Proposed Action Synopsis 

Proposed Action PAR Group Proposed Actions: Cycle 1 

Proposed Action 1: Ratify proposed standing agenda.  

Proposed Action 2: 

 

Utilise KDIGO (2012) & National Institute Clinical Excellence 

(NICE, 2015) guidance to inform combined type 2 diabetes (T2D) 

and chronic kidney disease (CKD) care delivery by Registered 

Advanced Nurse Practitioner (RANP). 

Proposed Action 3: Utilise established administrative supports, diabetes nurse, podiatry, 

dietetic, nephrology referral pathways at Site 1. 

Proposed Action 4: Liaise with primary care for general practitioner representation in 

PAR group.  

Proposed Action 5: Consider succession planning for RANP combined type2 diabetes & 

chronic kidney disease, commence preparation of business case. 

Proposed Action 6: Identify views of Nephrology & Diabetology healthcare professions 

regarding combined type 2 diabetes and CKD care in the context of 

advanced practice nursing (focus group feedback). 

Proposed Action 7: Identify need for T2D and CKD education programme (focus group 

and Discovery Interview data (DI)  )  

Proposed Action 8: Pre-emptive GFR & ACR screening for all patients with T2D 

attending consultant led diabetes care. All T2D with GFR < 

60mls/min potential participants for combined T2D & CKD service. 

Consent procedures as per study protocol & ethical approval. 

Proposed Action 9: Utilise RANP diabetes and renal impairment expertise at Site 1 to 

establish combined T2D & CKD care. 
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Proposed Action 10: Explore and identify features of care valued by patients with T2D & 

CKD. Utilise to inform development and implementation of 

combined T2D & CKD care at site 1 (informed by DI data). 

Proposed Action 11: Liaise with CNM2 Outpatient manager re availability in OPD 

department regarding clinical space to operate combined T2D & 

CKD clinic.  

Proposed Action 12: Liaise with administrative support & IPMS department regarding 

allocation of specific clinic code for combined T2D & CKD clinic 

(facilitates audit and outcome data to be determined). 

Proposed Action 13: Transcript development. Group minute development disseminated to 

all members for review amendment/approval.  

1.4 PAR 1: Group Minute Action Completed  

PAR Cycle 1: Completed Actions 

Status PAR Cycle 1: Completed Actions : Actions brought 

forward  

Proposed 

Action 1 

Develop standing agenda. Action: Completed with PAR 

Group consensus 

Completed 

Proposed 

Action 2 

Utilise KDIGO (2012) & National Institute Clinical 

Excellence (NICE, 2015) guidance to inform combined 

type 2 diabetes (T2D) and chronic kidney disease (CKD) 

care delivery by Registered Advanced Nurse Practitioner 

(RANP). Action: Completed with PAR Group 

consensus  

Completed 

Proposed 

Action 3 

Utilise established administrative supports, diabetes 

nurse, podiatry, dietetic, nephrology referral pathways at 

Site 1. Action : Completed with PAR Group 

consensus: Utilise established administrative supports, 

diabetes nurse, podiatry, dietetic, nephrology referral 

pathways at Site 1.Healthcare providers anticipating 

undertaking development and implementation of 

combined care need to consider and attain administrative 

supports, diabetes nurse, podiatry, dietetic, nephrology 

referral pathways to support combined care. 

Completed 

Proposed 

Action 4 

Liaise with primary care for general practitioner 

representation in PAR group. Action : Completed with 

PAR Group consensus  

Completed 

Proposed 

Action 5 

Consider succession planning for RANP combined type 2 

diabetes & chronic kidney disease, commence 

preparation of business case. 

Outstanding 

Proposed 

Action 6 

Identify views of Nephrology & Diabetology healthcare 

professions regarding combined type 2 diabetes and 

CKD care in the context of advanced practice nursing 

(Focus group feedback). 

Outstanding 



479 

Proposed 

Action 7 

Identify need for Develop T2D and CKD education 

programme and patient education literature. 
Outstanding 

Proposed 

Action 8 

Pre-emptive GFR & ACR screening for all patients with 

T2D attending consultant led diabetes care. All T2D with 

GFR < 60mls/min potential participants for combined 

T2D & CKD service. Consent procedures as per study 

protocol & ethical approval. Action: Completed with 

PAR Group consensus: New RANP service will utilise 

KDIGO (2012) & NICE (2015) best practice guidance to 

inform care. 

Completed 

Proposed 

Action 9 

Utilise RANP diabetes and renal impairment expertise at 

Site 1 to establish combined T2D & CKD care 

Action: Completed with PAR Group consensus 

:Utilise RANP diabetes and renal impairment expertise at 

Site 1 to establish combined T2D & CKD care 

Completed 

Proposed 

Action 10 

Explore and identify features of care valued by patients 

with T2D & CKD. Utilise to inform development and 

implementation of combined T2D & CKD care at site 1 

(informed by DI data). 

Outstanding 

Proposed 

Action 11 

Liaise with CNM2 Outpatient manager re availability in 

OPD department regarding clinical space to operate 

combined T2D & CKD clinic. 

Action: Completed with PAR Group consensus 

Completed 

Proposed 

Action 12 

Liaise with administrative support & IPMS department 

regarding allocation of specific clinic code for combined 

T2D & CKD clinic (facilitates audit and outcome data to 

be determined). 

Action: Completed with PAR Group consensus 

Completed 

Proposed 

Action 13 

Transcript development. Group minute development 

disseminated to all members for review 

amendment/approval. 

Action: Completed with PAR Group consensus 

Completed 

Upon Completion of PAR meeting 1 the above actions were reached with group consensus via 

PAR meeting 1 and group minute consensus via designated email communication. Outstanding 

actions have been brought forward to inform PAR Cycle 1 actions.  
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2.0 Cycle 2: Participatory Action Research Group 

2.1 Participatory Action Research Group (PAR) Agenda:  Meeting 2 

Participatory Action Research Group (PAR) Meeting: Standing Agenda  

Proposed Meeting Dates:  Monday 21st January, Monday 15th April, Monday 24th June, 

Meeting 2: Monday 15th April (2019) 

Venue: Resource Room OPD Suite 1-2pm. 

Membership: 17 participants from the following areas of expertise; Diabetology, 

Endocrinology, Nephrology, General Practice, Community Diabetes Specialist Nurses, 

Dietetics, Administrative Support, Podiatry and Senior Nursing Management. 

Teleconferencing facilities offered to PAR membership Sites 2-5. 

Agenda: 

● Research Update: Cycle PAR 1 (Commenced 21ST January 2019), review

actions/update.

● PAR membership.

● Group minute consensus: Develop post meeting 21.4.19

● Data feedback.

● Development & Implementation of new Combined T2D & CKD service led by

RANP Diabetes.

● AOB



 

481 
 

2.2 PAR 2: Meeting Transcript 15.4.19 

 

008DB: I would like to thank everyone for coming today and taking time out of their busy 

schedules to participate in this group. Just to give an overview of the purpose of today which is 

to review the minutes form the last meeting, and the actions proposed and progress on these 

actions to date. 

008DB: Overview of minutes of PAR 1 meeting and last transcript. Group agreement. Minutes 

and PAR 1 transcript approved.  

Meeting progressed to discuss progress on actions agreed at PAR 1 and formulate actions 

for PAR cycle 2.  Completed Action PAR 1 update (see below) 

015RF: Thank you for the invitation today, just to give an overview of the programme of care 

for chronic diseases, which includes cardiovascular disease, heart failure and the focus is on these 

mostly. Diabetes and COPD and Respiratory disease that will start in January of next year…if 

that’s agreed by the GPs. It will start with the over 75’S first and will then move to the over 65’s. 

This will take 3-4 years to come down to the cohort of 40-50’s, that’s the way it’s going to come 

down through the differing age groups. 

003CM: Just to add to that, as a point of information the people xxxxx is dealing with are 

probably in their 70’s, plus , there are a cohort that may have renal disease related to their diabetes 

or as an incidental finding, but these have been identified as a cohort who need specialist renal 

care input which xxxxx provides. 

008DB: Regarding proposed action 1: Develop standing agenda as template for potential 

T2D/CKD combined clinic meeting.  

008DB: In reference to this PAR group the first thing that we considered was developing a 

standing agenda for the PAR meetings. All members here have received the agenda in advance, 

everyone here got a copy and reviewed the agenda?  

Group feedback: consensus re reviewing the agenda 

008DB: As there any points, queries or amendments to the agenda or is everyone happy to 

continue with the agenda in its current format? 

Group consensus: re standing agenda: continue in present format. Teleconferencing issue 

addressed Outcome: Proposed Action 1 PAR Cycle 1: Completed. 

008DB: The aim of this agenda is to provide a structure by which to guide future meetings and 

ensure each meeting has a similar format and structure. So in relation to the agenda the place to 

start is to provide an update of where we are so far. In relation to this it is necessary to provide 

an update of the data collection at this point in time.  

All of the healthcare provider focus groups interviews have been completed and the data are 

currently being culminated. Six of ten discovery interviews have been completed, this interview 

technique has been utilised extensively in other jurisdictions and uses patient experience of care 

to inform the development of services.  
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Statements from healthcare provider focus groups and discovery interviews feedback will be 

provided today for discussion and to develop actions to assist in developing the actions for the 

second action research PAR cycle 2.   

008DB : The PAR group membership is large with 17 members…and everyone involved in the 

patient with diabetes and renal impairment journey is included from our administrative support 

colleagues, integrated CNS, General Practitioners, Consultant Endocrinologists and 

Nephrologists, specialist diabetes and renal nurses, outpatient department manager, to additional 

services such as dietary and podiatry services.  

008DB: So we need to discuss the action points from the last meeting and the progress on them 

from the last meeting. The first action related to the standing agenda and we have dealt with that 

as there has been consensus pending approval of those PAR members who have sent their 

apologies for today. They will receive a copy of the transcript for today and the proposed actions 

to inform PAR Cycle 2. 

008DB: The 2nd action proposed (Utilise KDIGO (2012) & National Institute Clinical 

Excellence (NICE, 2015) guidance to inform combined type 2 diabetes (T2D) and chronic 

kidney disease (CKD) care delivery by Registered Advanced Nurse Practitioner (RANP).  

008DB: From the last meeting it was proposed to use NICE guidance to inform clinical care in 

the new combined Type 2 Diabetes and chronic kidney disease care led by advanced nurse 

practitioner service. The NICE Guidance is utilised by the specialist nephrology services in 

WUH to guide their care. So what are your views on utilising the KDIGO (2012) & NICE (2015) 

guidance to inform the implementation of combined type 2 diabetes and chronic kidney disease 

care? 

0015RF: I’m not sure what the guidelines would be for the GPs, because this will depend on the 

new GP contract, because we haven’t seen the details or documents yet, obviously we are not 

sure what guidelines we will be using for the diabetics with renal impairment yet…that’s up in 

the air…at the moment….I don’t know if it’s time to try to influence that? 

003CM: If I was looking at this I’d say probably not to just state one set of guidance…I think it 

would be prudent to say that these combined type 2 diabetes and chronic kidney disease services 

would operate using an” agreed set” of guidelines…we have picked the NICE guidelines because 

they were the ones that were used in the regional renal service and they worked well for us…I 

think that if you were doing this for a broader group…say within a national context that you 

might find that there were a set of guidelines that were more widely utilised and that you may 

have to tailor these to achieve best practice standards. So basically a set of guidelines are adopted 

which then become the standard in that particular setting or centre rather than getting bogged 

down sticking care delivery to one set of guidelines. In my view a more feasible approach would 

be to adopt a set of guidelines, which are in line with best practice rather than naming one set of 

guidelines that have to be adopted. 

008DB: I think that probably a good compromise, rather than naming one particular set of 

guidelines that healthcare providers anticipating developing and implementing combined care 

have to choose, to adopt guidelines which are in line with best practice and adopting them to the 

local setting,   I think in regard to the development and implementation of combined type 2 

diabetes and chronic disease service here  in the context of Registered Advanced Nurse 

Practitioners that it realistic to adopt the NICE guidelines as that is what is used by the regional 
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nephrology service which is the nephrology centre which we refer to, what is the members of the 

group view on this?. 

003CM: I am happy to use any set of guidelines which are supported by best evidence based 

practice, with the caveat that for example that care may be guided by KDIGO or NICE and it 

will depend on whatever group are using them the emphasis that is put on different aspects. For 

example the renal team may focus more on managing anaemia in comparison to diabetes care 

provides, so I think that needs to be considered.  

015RF: From a General Practice perspective, what usually happens is that whatever is being 

considered is brought to the LIC (Local Implementation Committee) and discussed, which in 

essence provides a forum to standardise it. 

003CM: But your colleagues elsewhere nationally in general practice may not have that forum, 

as they are affiliated to other hospital groups, so I think it’s really about picking a set of guidelines 

to provide a particular standard of care rather than just picking a particular set of guidelines 

which it may not be feasible to apply elsewhere. So it’s about picking a set of guidelines which 

will guide care rather that the emphasis on one particular set across all services anticipating 

setting up combined care. 

003CM: But you also need to consider that the set of guidelines or standards you choose to guide 

care may also produce differing results from care and that you may not get the same outcomes if 

care is guided by differing sets of guidelines….so each area might get different results if their 

care is guided by differing sets of guidelines…… It also needs to be considered that the 

individuals who pick the standards to apply to guide care are often very interested, however other 

who adopt a “light” approach and don’t apply guidelines or certain standards, may have very 

different outcomes and that also needs to be considered.  

007DM: The ICGP have guidelines for type 2 diabetes and within that there is a pathway for 

renal patients which is guided by the NICE guidelines and I know that’s what may of the GPs 

are using…. 

008DB: I think that the proviso should really be that care is implemented in line with best 

practice, whatever that is deemed to be by whatever group is considering implementing 

combined type 2 diabetes and chronic disease care, rather than dictating a particular set of 

guidelines as their application and utility will dependent on local environmental factors… Are 

there any other views on this? 

017DP: Yes absolutely. But I think that care needs to be provided in line with national guidelines 

and that these need to be agreed with input and education for everyone using them nationally. 

3 minute delay: Difficulty with teleconferencing facility. Discussion regarding using 

hospital managers teleconferencing facility. DB to arrange same. DP asked to call back via 

mobile as difficulty hearing conversation. DP: Re-joined the PAR group via telephone on 

speaker. 

008DB: Thanks xxxxxx for re-joining, just to wrap up with what we were discussing regarding 

application of guideless to inform care, would it be fair to say that care need to be provided in 

line with best evidence based guidance, but it’s your view xxxxxx that this should be national 

guidance? 
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017DP: Well I just think that to bear in mind that we don’t want one group using one set of 

guidelines and the ICGP coming out with another set, I think that it would be better to get all of 

the people on board as to what would be practical and appropriate as opposed to setting up one 

plan which then gets gazumped by another, the easiest thing is to go along with best practice and 

then at least we don’t have to continuously re adjust the guidelines…you know… 

008DB: xxxxx you have worked nationally what’s your view in this? 

015RF: I think there is the capacity to misstep here as we don’t actually know what the new GP 

contract says and everywhere will do it differently so I think that is best to adopt a best evidence 

based approach and it’s up to every area to tweak it to their own situation as they see fit. I agree 

with DP. Yes ideally we should have national guidelines but we are a long way from that. 

017DP: Yeah I would have to agree with that, that’s fine from my perspective. 

Group consensus. 

Outcome: Proposed Action 2 PAR Cycle 1 Completed: RANP combined T2D & CKD service 

will utilise KDIGO (2012) & National Institute Clinical Excellence (NICE, 2015) guidance to 

inform care delivery. 

008DB: The 3RD action proposed: Utilise established administrative supports, diabetes 

nurse, podiatry, dietetic, nephrology referral pathways at Site 1 to support the new 

combined type 2 diabetes and chronic kidney disease service. 

003CM: Well these pathways are well developed and work well here so in reference to 

establishing this new type 2 diabetes and chronic kidney disease service it makes sense to utilise 

established resources and pathways, doesn’t  it?  

008DB: I have to agree on this, what is the view of the group? 

Group agreement.  

Outcome: Proposed Action 3 PAR Cycle 1: Completed 

008DB: Moving on, the  

4th action proposed: Liaise with primary care for general practitioner representation in 

PAR group.  

008DB: Thankfully we have that now with our 3 General Practitioners who have consented to 

join the PAR group. It is anticipated that there will be one-two more meetings when PAR cycle 

2 is completed and Cycle 3 begins. Following cycle 3 completion, another meeting may not be 

necessary, in which case everyone will receive the end report of the PAR 1-3 cycles for review 

and consensus. 

Outcome: Proposed Action 4 PAR Cycle 1: Completed 

008DB: The 5th action proposed: consider succession planning for RANP combined type 2 

diabetes & chronic kidney disease, commence preparation of business case.  

008DB: When a new service is set up, consideration really needs to be given to its future and 

succession planning needs to be inbuilt into any new service, rather than having a cliff edge 

which a service will approach if there is no-one else than can provide that care….it should really 
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be a pre requisite for any service…..services need to consider capacity building to maintain 

service provision….not to just have one person doing it …. 

003CM: I’d go further than that….you should not have a single person carrying a service on 

their own …we have experienced what happens when someone gets sick ,…if you are going to 

build a service and make it effective you need to have at least 2 people in this role of providing 

combined type 2 diabetes and CKD care. If any new service is established initially there not be 

work for 2 people but after a year of establishing such a service there will definitely be work for 

2 people. We are in the very vulnerable position that if anything happens to xxxxx , God forbid, 

suddenly there is a big problem for a lot of people who have had a high expectation of having 

that service provided, which is something happens , we have had it here in podiatry, that we than 

fail to meet those expectations. 

008DB: Anyone anything else to say here?  

007DM: Definitely any service provided needs more than one person providing the care as 

services go into free fall then if anything happens to that person, so I would have to agree that 

services need more than one individual running them. 

Group Consensus. 

Outcome: Proposed Action 5 PAR Cycle 1 Incomplete 

Action 1 PAR Cycle 2: Prepare & submit business case locally at Site 1 as per current HSE 

post funding structures.  

Informs Action 1 PAR Cycle 2. 

008DB: Anything else? no… Moving on,   

6TH action proposed: Identify views of Nephrology & Diabetology healthcare professions 

regarding combined type 2 diabetes and CKD care in the context of advanced practice 

nursing (Focus group feedback).  

008DB: I have provided you all with some statements from focus group and discovery interview 

data which will be open to the group. My supervisor for this research suggested it would be 

beneficial to take statements from the data which may help to prompt discussion and inform 

actions, so these weren’t just pulled out of the ether.  

When speaking to nephrology colleagues through focus group interview, their view is that 

“RANP diabetes are ideally placed to deliver care for patients with T2D and CKD” and that 

their background should really be in diabetes, they felt it would be very hard to get a grasp of the 

full gambit of diabetes management and treatments and that it would be better to have someone 

with expertise in diabetes who then up skill in renal disease management, because from a nursing 

perspective in Ireland there are no programmes that you can go and learn how to care for T2D 

and CKD together 

007CM: How many RANP exist in CKD at the moment? 

008DB: None in CKD….. 

007CM: That’s a problem, probably for me it wouldn’t really make a difference, if nurses had 

expertise in CKD it would be a slow process but it would be possible to upskill them in managing 
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diabetes. I think that there are a lot of transferrable skills, it would probably be easier to have 

diabetes experience and learn CKD. As a Diabetologist I don’t think it’s exclusive to one or the 

other discipline, it could be done by nurses from either a background in diabetes or CKD 

management, but it would probably be easier from a diabetes background. 

017DP: I think it would be better from a diabetes background, as that’s the mainstay of the 

patient’s condition and then they have gone on to develop CKD in the majority of cases. You 

can always fish out the ones with the CKD and manage them separately, but with diabetes there 

are so many treatments and they have to be compatible with their CKD. I think that the diabetes 

management is the core and then the CKD would be the sub speciality from that. 

007DM: Well really their CKD issue often is coming from their diabetes as the main issue…. 

003CM: I appreciate that point, but nephrology nurses are very knowledgeable regarding 

diabetes. For example in a hospital in Northern Ireland , it would be very common that renal 

nurses would have expertise in diabetes management as many people attending for dialysis etc. 

have diabetes…..  

008DB: I think you have to consider here that you’re talking about providing care to 

straightforward simple CKD and emerging proteinuria, not highly complex dialysis patients. 

This is about knowing how to manage stable CKD, anaemia management and what represents 

an appropriate referral to nephrology and what information they need in that referral. I think 

there are advantages in having a background in either diabetes or renal disciplines, but I think 

experience and a background in diabetes is advantageous. 

015RF: it is a way larger cohort on the diabetes side, rather than the CKD…if that makes 

sense…..and that also needs to be considered. 

008DB: Any other opinions on this? No?.  

Outcome: Proposed Action 6 PAR Cycle 1 Complete 

Proposed action 7 proposed action: Developing a T2D and CKD education programme.  

008DB: In regards to the data which has been collected from healthcare professionals at each 

participating sites, from this data it would appear that healthcare professionals from medicine 

and nursing are unsure regarding how to manage chronic kidney disease. I would like to draw 

your attention to the statement from the healthcare professional focus groups stating: “For us 

working in diabetes, we really aren’t sure how to manage patients with CKD”. This view was 

reflected by diabetes healthcare professionals at each diabetes unit participating in this study. 

What are your views on this? 

003CM: So from our perspective here, we are probably aware of how to manage CKD because 

we have an RANP here doing this work, it’s not complicated, as you say it’s about doing the 

basics well. I have some of it in my head as do you… xxxxx, however if you don’t know the 

basics providing CKD care just puts another layer of complexity into providing diabetes care….. 

008DB: Within the context of providing diabetes care in primary and secondary care in Ireland 

there is no specific programme to and learn about cohorts with both type 2 diabetes and chronic 

kidney disease. There is no specific programme regarding the clinical skills needed to provide 

care for these patients, would a programme which focuses on the knowledge and clinical decision 
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making skills required to manage stable, straightforward CKD in cohorts with diabetes would be 

useful or is needed? 

017DP: I do think that this would be useful and to be honest I think that it wouldn’t be something 

that would be difficult to algorithm appropriately. A lot of out-patients with diabetes have 

chronic kidney disease and a lot of them are stable and it’s really about watching and waiting 

and making sure and then there is a very small cohort of those what will need expert help. 

Really…. before they need the expert help it’s really about monitoring and being confident at 

what to look for and how to manage them before they go to specialist nephrology services in 

secondary care. So there is definitely an algorithm that could be put in place to reassure primary 

care physicians and nurses that they are doing the right thing by managing these patients… as 

opposed to referring them into secondary care to be admitted or monitored as an outpatient. 

Because I know with a lot of these patients you are just monitoring their blood pressure, making 

sure they are on the appropriate medications, so definitely I think that something with the proper 

back up such as an algorithm would give primary care physicians and nurses better confidence 

about the decisions we are making in managing these patients safely outside of the hospital 

setting. 

015RF: I agree with xxxxx, there is also another grey area, say for example you have a patient 

with diabetes for 20 years and there GFR is beginning to fall and they are passing a bit more 

proteinuria and their diabetes is poorly controlled now, where do we send them ? Is it to the 

diabetes or renal clinic? Or do we send them to both? I think if we had an algorithm it would be 

good to have a clear pathway of care, decided locally where they go, so there isn’t duplication 

and we all know what services are available locally so the algorithm would fit the situation. 

003CM: The management of stable CKD is quite straight forward, I do think that sometimes in 

diabetes that we aren’t as aggressive about managing blood pressure as we could be, say for 

example with xxxxxx service, she will aggressively manage their blood pressure to achieve 

target, which might take more time and effort but xxxxxx will do it. The evidence says that when 

you do aggressively treat blood pressures to target that you preserve renal function. Sometimes 

I think from the perspective of medicine that we tend to watch and wait and then gradually the 

patient ends up losing 5-10mls of GFR every year, which means that you get to dialysis in 6-10 

years. That is what you need from any service which combines the management of these 

conditions, to stop the progression of renal function decline and in services such as xxxxxx that 

is what you get, it stops the progression of renal decline in the majority of patients attending that 

service and that’s because their blood pressure and blood glucose are aggressively managed to 

achieve recommended clinical targets. You really have to think about the guys with diabetes, the 

guys with diabetes and hypertension and then the ones with diabetes, hypertension and renal 

disease, so those are three different groups requiring differing levels of care as they represent 

more complicated cohorts and that quite difficult. Then there are nuances in the cohorts like if 

they are 86 years of age and frail and be willing to make decisions and be aggressive is you need 

to be,  about those folk, does that make sense? 

015RF: It does and I suppose in general practice we are just not focusing on the kidney …maybe 

they have an ulcer…maybe they have been depressed… and you could have a hundred and one 

other things going on in that consultation that you are dealing with and to actually to go hard on 

one area and we have to give you two more drugs and the patient has just had enough of 
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pills…..we tend to look more holistically and we focus on that …and that’s of value…how do 

you capture that in an algorithm? 

003CM: I see where you are coming from, but to prevent progression of renal impairment you 

have to have tunnel vision regarding this cohort of patients … to a certain extent become the 

point of contact for the patient with diabetes and kidney disease. And when you adopt this 

approach such as xxxxxx does then it works it stops progression to dialysis. We have in the past 

just let it slip and then patients end up progressing to dialysis. You could almost plot a graph and 

estimate when they would need dialysis. It’s about prevention, and really focussing on these two 

condition’s to prevent progression. 

015RF: I’m sure xxxxx would agree, we often see patients in primary care and when they come 

in for their bloods and they have a cold or a pain in their head and you end up collecting and 

diffusing the process, and making decisions based on that and it’s not that you are providing poor 

care,,, you are in fact delivering high quality care. But you won’t be as incisive or instructive 

with these cases as someone who is focussing on their diabetes and renal impairment alone, 

because there’s a bigger picture that you are dealing with, the person as a whole….. . And if you 

do concentrate say on any one of these conditions and then you bring the patient back ….and 

then you have lost momentum and then the patient doesn’t want any more pills and it’s about 

managing life  

017DP: And also we have to consider that these patients are going to multiple outpatient 

appointments in the hospital and particularly kidney appointments and they don’t feel like there 

is anything wrong with their kidneys. It just seems like an extra outpatient appointment, they are 

going to get their eyes checked , to cardiologists , this and that and they don’t really put as much 

mass into caring for their kidneys, I don’t think that they realise the significance of it, because to 

a certain extent it’s all very silent. I think that this is going to be a massive issue in the future 

given the rise in diabetes and the aging population that really we have to have the skills to manage 

these conditions in primary care, because if I was to refer every diabetic patient with a reduced 

eGFR, like…they just wouldn’t be able to manage in the hospital, so we really need appropriate 

guidelines about who needs to be sent into secondary care and who we can manage in primary 

care. 

008DB: I think that you are right there xxxxx, from the data I’ve collected from the nephrology 

centre with four nephrologists participating in this study…they don’t need to be seeing an 88 

year old with a creatinine on 180 for the last 10 years and I think that comes down to the 

practicality of having the theoretical knowledge and clinical skills to make those decisions and 

the patient sitting in front of you…. 

017DP: Exactly….. 

008DB: But I do think the benefits of aggressive management are to reduce the amount may 

have or have not to send to renal and I don’t think that there is any exact solution, but I do think 

by doing this research that we can begin to establish a pathway to improve care for these folk, 

especially in underserved are where there may not be access to specialist diabetes or renal 

services, or practice nurses or general practitioners. There’s not really a one size fits all, but I do 

think that we need to establish learning outcomes which could be utilised to inform educational 

curricula for healthcare professionals who want to adopt this combined type 2 and CKD  

approach as an area of their interest going forward., would that be fair to say?  
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017DP: Absolutely  

015RF: Yes I would agree with that 

Group Consensus. 

Outcome: Proposed Action 7 PAR Cycle 1 Incomplete 

Action: Develop learning outcomes to up skill healthcare professionals in the clinical 

management of patients with type 2 diabetes and CKD for PAR group review & consensus. 

Informs: Action 2 PAR Cycle 2. 

008DB: A suggestion from the nephrology services participating in this study regarding 

establishment combined type 2 diabetes and chronic kidney disease services would be the 

establishment of a virtual clinic. Access to a healthcare professional with expertise in combined  

management in the form off a virtual clinic, for example a telephone service that could be access 

say for example every 2 weeks to provide a discussion forum for complex patients….. 

015RF: We have done it in heart failure here ….and the story has really been quite remarkable. 

What was happening that a lot of these patients were ending up having to have their care provided 

in hospital.  But by doing a virtual clinic where the clinical nurse specialist has access to BNP 

and echo, we turned it right around and actually 90% of patients don’t even need to travel they 

can have their care provided in their house. And there’s no reason for the frail elderly cohort, 

why the same couldn’t be done for CKD. For the virtual clinic, we use the soft wear XXXX, its 

free, you can take 25-30 people at one time and your reach is much greater  

003CM: If you are considering setting up a virtual CKD & T2D service you have to have the 

personnel and expertise and that will be very dependent on access to nephrology and specialist 

RANP services.  

008DB: Well what if it was just to give advice?  

003CM: Well that’s all well and good but the network to support the advice e.g. referral to 

specialist diabetes or renal service’s needs to be there say for example you were talking about 

the heart failure CNS having access to BNP and echo but if they don’t have access to those 

facilities then the service doesn’t work ….say if we were advising the GP to get an ultrasound 

done and they couldn’t get access you an ultrasound the advice isn’t much good is it? So you 

would have to ensure all the advice given had the wrap around supports to follow them through 

rather than advice in isolation. The advice needs to be there in a meaningful way….. 

015RF: Well I think that you are right there…but if you wait for perfection you will get nothing 

done. I think that you have to start somewhere, when we started doing the virtual clinics in 2014 

we didn’t have access to echo, we had nada, we didn’t have a CNS, but gradually we persevered 

and it started with a feasibility study which showed that the numbers justified the resources 

needed to run the VC (virtual clinic). 

008CM: You need a champion someone who want to make it happen whether it’s in the 

community or secondary care and power to make it happen. You also need to consider that if 

you run a VC it may end up that you might not be able to do other stuff within the clinic 
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015RF: In fairness to answer that, the VCs are run on the basis of 2 hours a week , 3 maximum, 

so it’s not like it’s all day, it’s a specific hour ….lunchtime on Wednesday and Friday and 

sometimes it’s a morning, so they can be structured to suit your own needs 

08DB: Anyone else any views on this? 

017DP: How would it work if you were considering doing this? Does it run under the hospital, 

under the nephrology or diabetes consultant? Or under an advanced nurse practitioner? But who 

is overseeing the whole thing?  

003CM: Well the clinical governance for an RANP is responsible for all clinical decision making 

in agreement in conjunction with a Consultant partner, if there is a problem the RANP is the care 

giver and the person with responsibility but no doubt if there was a problem the consultant would 

also have responsibility and be called to task. But strictly speaking the RANP is an independent 

clinical professional.  

017DP: Well to be honest from my perspective down here in xxxxx it’s hard to envisage that 

happening any time soon…or how that would even come about …. 

003CM: Well the culture has to be ready to accept an RANP led care mechanism, because if it 

isn’t then it can’t work, you know if you work in a culture where these kind of services led by 

RANP are enabled it can happen  

017DP: Well I can see how this kind of approach would be of huge benefit. But knowing our 

own jurisdiction I just don’t see how it could happen, because to be honest is even hard to get 

access to specialised diabetes care, let alone diabetes with nephrology, but if it were to happen 

in the whole area and incorporate us….great! 

003CM: The service shouldn’t be limited by cultural norms, and I think that this research is 

trying to provide a framework by which to implement combined care for these conditions and 

really shouldn’t be limited by cultural norms… 

017DP: But unfortunately that’s the reality and I feel the only way stuff is going to change is 

from a national perspective and even the urban vs. rural differences. National guidelines would 

be very helpful but as we have said without the supports to implement their recommendations 

they aren’t much good. 

008DB: I think to be fair the VC suggestion from Nephrology colleagues would be beneficial in 

terms of reducing unnecessary and inappropriate referrals so that finite resources could be used 

appropriately. But developing learning outcomes which could inform a specific T2D & CKD 

module or education programme and algorithm to support decision making may also pre-empt 

or even reduce unnecessary or inappropriate referrals. Perhaps a virtual clinic is a step too far at 

this point and perhaps it would be better to get the bare bones of a service together with additions 

of for example virtual clinic at a later stage? Maybe it would be better considered in the future? 

As combined care is a new concept perhaps that’s where we should concentrate?  

Group consensus: Formulate decision making algorithm for T2D & CKD for PAR group 

review. Informs: Action 3 PAR Cycle 2: 

008DB: The next action we proposed at the last meeting was:  
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Proposed Action 8: Pre-emptive GFR & ACR screening for all patients with T2D attending 

consultant led diabetes care. All T2D with GFR < 60mls/min potential participants for 

combined T2D & CKD service.  

015RF: Well if General Practitioners were to let go of the reins and refer everyone who had a 

GFR< 60mls/min the renal services would be totally overwhelmed…. 

017DP: I agree, I think that there would have to be an age criteria and everything, I don’t know 

what the stats are nationally but there are a lot of people with GFRs less than 60 who have 

competing co-morbidities and the kidneys aren’t the major issue, you know what I mean, say 

they are in their 80’s and their GFR might be below 60 mls/min but its stable….I don’t think that 

a GFR below 60 should be the only criteria for going into a certain cohort , maybe…I don’t 

know…. 

015RF: I think from a feasibility point of view identifying and separating these people in primary 

care may not be a suitable approach, because in primary care we are providing care holistically, 

maybe it’s more relevant to specialist secondary care services which concentrate on a specific 

complaint…. 

008DB: Perhaps it’s more relevant in secondary care to stream the population with type 2 

diabetes and CKD with a GFR < 60mls/min out of the general diabetes population to concentrate 

on preservation of renal function 

017DP: You see that could also be an issue because it depends on where services are based, like 

where we are based I can’t even get diabetics seen let alone diabetes with CKD because of access 

issues in secondary care. Rightly or wrongly I’m left with a cohort that I’m managing and looking 

at if their renal function is stable and age would probably be the biggest factor in determining if 

they need to be referred to specialist services…you know if they are young or have a rapid drop 

in the GFR. So if their GFR is in the 50s and their renal function is stable with good blood 

pressure and doesn’t have proteinuria. It’s my impression if I was to send all of these to 

nephrology the nephrologists would be saying …everything is stable …manage this or that. And 

when I refer to the diabetes dept. in xxxxx they don’t seem to have any link to nephrology, it 

seems to be up to the GPs to refer to nephrology.  

015RF: We are lucky to have a good service here in this area with no waiting list when we do 

send people into the diabetes department when they become more complex. The pathways here 

are free to refer in… 

017DP: Well I have 900 patients and I’m referring very little into the hospital diabetes centre, I 

can’t even get my type 1 diabetics seen there ….even if we do get them seen we do the bloods 

before their visit. Their HbA1C could be 52 and they are recalled in 6 months so it seems to be 

a clogged up service…with the same people being seen all the time….. I have stopped referring 

because the service just isn’t there….so to trying to put everyone with a GFR < 60mls/min into 

a specialist cohort could be difficult….. 

003CM: I would look at that from a slightly different perspective, if the hospital sets up an 

RANP service which takes this identified cohort out of the main clinic …this frees ups slots 

availability for people who are not as complex… 

017DP: Absolutely I can see where you are coming from there …anything that can free up slots 

that we can refer into makes sense… 
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008CM: Taking that cohort out of the standard diabetes clinic and having their care provided by 

an RANP who is doing this work repetitively also promotes a standardised approach to quality 

care delivery. Usually in the medically led diabetes clinic when patients get referred in, whether 

they have CKD or not they all are treated the same way, with little or no focus on their CKD.. 

But if you screen these patients and remove those with a eGFR < 60 mls/min, the specialist care 

an RANP can provide is as good if not better than what can be provided in the main medically 

led clinic.  

008DB: I think that they are 2 components here…. 

1) What’s available in primary care regarding access to specialist services and

2) What’s available within specialist secondary care, as we have heard clinic slots could be freed

up for less complex cohorts if the CKD are removed into a specialist service thus assisting access

and reducing waiting lists. I think for nurse led specialist services to have a defined criteria when

setting up services either in primary or secondary care because if because if there isn’t one it will

be “all comers” …so I think in the context of setting up an ANP renal service that a referral

criteria of GFR < 60 mls/min needs to be place to ensure appropriate referral to the

service….however this may not be a one size fits all….would that be fair to say? 

General consensus in the group 

Group consensus Proposed Action 8 PAR 1 cycle completed: RANP led clinic pre-emptive 

screening and streaming approach will be adopted. 

008DB: Regarding Proposed Action 9: 

Utilise RANP diabetes and renal impairment expertise at Site 1 to establish combined T2D 

& CKD care.  

008DB: Nationally there are only 5 RANP diabetes and as there is 1x RANP with diabetes and 

renal expertise here at site 1, it would make sense to utilise this resource within the context of 

new service which is being planned. For other services considering establishing a combined type 

2 diabetes & CKD management approach it would be necessary to scope out expertise which 

could be utilised to support the service…what do ye think? Does that make sense?  

Group consensus: Utilise RANP diabetes & renal impairment expertise secured at Site 1 to 

establish combined T2D & CKD care.  

Outcome: Proposed Action 9  PAR Cycle 1 completed. 

008DB: I’m conscious of time let’s move onto:  

Proposed action 10: Explore and identify component of care valued by patients with T2D 

& CKD (informed by Discovery interview data).  

008DB: That leads me into the next area for discussion, with regards to patients not realising the 

damage that diabetes can cause their kidneys due to the silent and insidious nature of CKD. A 

statement from one of the discovery interviews undertaken in this study supports this view “I 

didn’t look after my diabetes for a while…and I really didn’t realise the damage that diabetes 

can do to my kidneys….once you have a heart attack. That kind of puts manners on you…doesn’t 

it? Do we need to be able to get the message across to patients ….that we are trying to “mind 
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your kidneys”, what information do patients need? It’s a very simplistic view, but do you think 

that this would be beneficial.  

DP017, DM007 & RF015: General agreement. 

003CM: I thinks that leaflets are great…but I think that you need to have a web presence or 

virtual presence …to be honest most people get their information from this (gestures to phone in 

hand) anyone over the age of 60, the vast majority of patients will use their phone for information.   

015RF: I agree with you in a way, but really for elderly patients it’s their son or daughter 

accessing the information, because they get the son or daughter to do it…. 

008DB: Lots of people like something tangible to access such as written or picture formats 

003CM: You might think that, but there are many 70+ year olds who only use the internet for 

information   

008DB: Well I don’t think it’s really about how the access the information…it’s about the 

information itself …it’s about having something specifically CKD ,,,because of you look at a lot 

of the literature for patients reference’s to kidney diseases is just glanced over …..so many 

patients say to me they didn’t really understand how diabetes could damage their kidneys …. 

007DM: even visual representation….like videos on renal …..in ways that patients can get an 

understanding of what can happen to the kidneys from having diabetes ….. 

008DB: Would it be fair to say that information can take a variety of formats but that we need 

to be able to get the message across to patients of how diabetes silently damages their kidneys 

…..And to explain the differences between renal disease and say for example nocturnal 

frequency symptom’s related to a urology problem. So many patients come in to me and when I 

say your kidneys aren’t working as well as they used to then we usually get into lots of urology 

problems….nocturnal frequency, dribbling etc.….. 

General amusement and agreement within the group 

DB008: Can we agree that services which anticipate combining the management of type 2 

diabetes and chronic kidney disease do need tailored patient education solution’s regarding 

diabetes and chronic kidney disease? Be that whatever format print, web based, visual? 

Group consensus: Formulate/source appropriate patient education literature Formulate 

decision making algorithm for T2D & CKD for PAR group review. 

Informs: Action 4 PAR Cycle 2: 

008DB: We also need to consider the following statements from discovery interview data. “It’s 

really important to me that I know how I’m doing when I come to clinic”  

“I was told by staff at the diabetes clinic that they would call me with my results that was 9 

months ago. When I came back to the clinic a junior doctor told me that my cholesterol was 9. I 

wasn’t very happy AT ALL!, with this so I asked to see the consultant who informed me that it 

wasn’t his responsibility to know what my results were…it was mine!!” 

008DB: These statements from discovery interviews would indicate that patient’s value feedback 

on their results and progress and I think that if we are planning to develop and implement 
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combined type 2 diabetes and chronic kidney disease care that a feedback loop needs to be inbuilt 

as a vital component into the service….what do ye think?  

013CD: Well having the same person who provides their care and calls them to let them know 

how they are doing is something that patients really value…. 

015RF: We also have this in primary care we proactively call or text the patient a day or 2 before 

their due their visit, personal contact and continuity of care is critical and I think that where they 

are attending a nurse who is providing a personalised specialist service that patients will turn up 

because they value that. Personal continuous care is at the centre of it…that’s why we have still 

have got general practice …it’s what people value …they want to see their doctor or their 

provider and its personal and its really valuable  

008DB: Are we agreed on a patient information feedback loop following their consultation at 

the new RANP combined T2D & CKD service?  

Group consensus: 

Outcome: Implement Feedback loop i.e. all patients to receive a patient follow up phone call 

regarding investigation outcomes.  

Informs: Action 5 PAR Cycle 2 

008DB: Nearly there now…regarding what I suppose could be referred to as service scaffolding, 

what’s needed to support services the following two actions were proposed 

Proposed Action 11: Liaise with CNM2 Outpatient manager re availability in OPD 

department regarding clinical space to operate combined T2D & CKD clinic. 

008DB: When any service is considering starting up a key component is having the right people 

and expertise as well as the clinical space and support services such as access to phlebotomy. 

013CD: At the moment in the outpatients departments on some days there just isn’t any spare 

space to provide additional clinics and before new services are started this is something that 

really needs to be sorted out from the start. 

007DM: Well that is an essential component because if you don’t have appropriate clinical 

spaces it’s not possible to run clinics, I certainly know from my experience and that of other 

specialist nurses starting new services, accommodation can be a real issue. 

008DB: Any other views on this? No, would it be fair to say that securing clinical space is a key 

initial step in process of developing and implementing new services? 

Group consensus achieved. .  

Outcome: Proposed Action 11 PAR 1 cycle completed: Accommodation secured via liaising 

with CNM2 Outpatient manager re availability in OPD department regarding clinical space to 

operate combined T2D & CKD clinic  

Proposed Action 12: Liaise with administrative support & IPMS department regarding 

allocation of specific clinic code for combined T2D & CKD clinic (facilitates audit and 

outcome data to be determined). 
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008DB: These is no point in realising you need all of these supports in place after establishing a 

service, the practicalities need to be considered in the planning phases for any healthcare 

providers considering establishing combined type 2 diabetes and CKD care….from our admin 

support colleagues, to allied health supports: dietetic and podiatry…accommodation and 

outpatient manager support and staff. This research is aiming to provide a “roadmap” to 

developing and implementing such services, because in my experience people often don’t know 

how to begin to establish such services. 

General group consensus. 

Outcome: Utilise established administrative supports, diabetes nurse, podiatry, dietetic, 

nephrology referral pathways at Site 1.Proposed Action 12 PAR Cycle 1 Completed. 

008DB: I would like to thank everyone here today for their time and contribution and everyone 

in the PAR group including those who sent their apologies will get a copy of the transcript, report 

of PAR cycle 1 and completed actions. This report will also outline, incomplete actions and new 

actions to inform PAR cycle 2.  

Proposed Action 13: Transcript development. Group minute development disseminated to 

all members for review amendment/approval. 

Outcome: Proposed Action 13 PAR 1 cycle completed: 

PAR 2 Cycle Completed: (30.6.19). 

2.3 PAR Cycle 1: Completed Actions  

Status PAR Cycle 1: Completed Actions : Actions brought 

forward  

Proposed 

Action 1 

Develop standing agenda. Change teleconferencing 

facilities Action: Completed with PAR Group 

consensus 

Completed 

Proposed 

Action 2 

Utilise KDIGO (2012) & National Institute Clinical 

Excellence (NICE, 2015) guidance to inform combined 

type 2 diabetes (T2D) and chronic kidney disease (CKD) 

care delivery by Registered Advanced Nurse Practitioner 

(RANP). Action: Completed with PAR Group 

consensus  

Completed 

Proposed 

Action 3 

Utilise established administrative supports, diabetes 

nurse, podiatry, dietetic, nephrology referral pathways at 

Site 1. 

Action : Completed with PAR Group consensus: 

Utilise established administrative supports, diabetes 

nurse, podiatry, dietetic, nephrology referral pathways at 

Site 1.Healthcare providers anticipating undertaking 

development and implementation of combined care need 

to consider and attain administrative supports, diabetes 

nurse, podiatry, dietetic, nephrology referral pathways to 

support combined care. 

Completed 

Proposed 

Action 4 

Liaise with primary care for general practitioner 

representation in PAR group. 

Action : Completed with PAR Group consensus  

Completed 
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Proposed 

Action 5 

Consider succession planning for RANP combined type 2 

diabetes & chronic kidney disease, commence 

preparation of business case. 

Outstanding 

Proposed 

Action 6 

Identify views of Nephrology & Diabetology healthcare 

professions regarding combined type 2 diabetes and 

CKD care in the context of advanced practice nursing 

(Focus group feedback). 

Data feedback “RANP ideally placed to deliver care for 

patients with T2D and CKD”  

Data feedback “ RANP background should really be in 

diabetes care and they could up skill to provide care for 

patients with CKD”  

Discuss 

Data feedback “For us working in diabetes, we really 

aren’t sure how to manage patients with CKD” 

Outstanding 

Proposed 

Action 7 

Develop T2D and CKD education programme discussion 

led to consensus regarding a CKD decision making 

algorithm 

Outstanding 

Proposed 

Action 8 

Pre-emptive GFR & ACR screening for all patients with 

T2D attending consultant led diabetes care. All T2D with 

GFR < 60mls/min potential participants for combined 

T2D & CKD service. Consent procedures as per study 

protocol & ethical approval. 

Action: Completed with PAR Group consensus: New 

RANP service will utilise KDIGO (2012) & NICE (2015) 

best practice guidance to inform care. 

Completed 

Proposed 

Action 9 

Utilise RANP diabetes and renal impairment expertise at 

Site 1 to establish combined T2D & CKD care 

Action: Completed with PAR Group consensus 

:Utilise RANP diabetes and renal impairment expertise at 

Site 1 to establish combined T2D & CKD care 

Completed 

Proposed 

Action 10 

Explore and identify features of care valued by patients 

with T2D & CKD. Utilise to inform development and 

implementation of combined T2D & CKD care at site 1 

(informed by DI data). 

“I didn’t look after my diabetes for a while…and I really 

didn’t realise the damage that diabetes can do to my 

kidneys….once you have a heart attack. That kind of 

puts manners on you…doesn’t it? Discuss 

“It’s really important to me that I know how I’m doing 

when I come to clinic” Discuss 

“I was told by staff at the diabetes clinic that they would 

call me with my results that was 9 months ago. When I 

came back to the clinic a junior doctor told me that my 

cholesterol was 9. I wasn’t very happy with this so I 

asked to see the consultant who informed me that it 

Outstanding 
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wasn’t his responsibility to know what my results 

were…it was mine” Discuss 

 

Proposed 

Action 11 

Liaise with CNM2 Outpatient manager re availability in 

OPD department regarding clinical space to operate 

combined T2D & CKD clinic. 

Action: Completed with PAR Group consensus 

Completed 

Proposed 

Action 12 

Liaise with administrative support & IPMS department 

regarding allocation of specific clinic code for combined 

T2D & CKD clinic (facilitates audit and outcome data to 

be determined). 

Action: Completed with PAR Group consensus 

Completed 

Proposed 

Action 13 

Transcript development. Group minute development 

disseminated to all members for review 

amendment/approval. 

Action: Completed with PAR Group consensus 

Completed 

 

2.4 PAR Cycle 2 Proposed Actions 

Status PAR 1: Completed 

Actions : 

Informs PAR Cycle 2 

Proposed 

Action 1 

Develop standing agenda. 

Change teleconferencing 

facilities. Completed 

with consensus 

 

Proposed 

Action 2 

Utilise KDIGO (2012) & 

NICE (2015) guidance to 

inform combined type 2 

diabetes (T2D) and 

chronic kidney disease 

(CKD) care delivery by 

Registered Advanced 

Nurse Practitioner 

(RANP). Completed with 

consensus 

 

Proposed 

Action 3 

Utilise established 

administrative supports, 

diabetes nurse, podiatry, 

dietetic, nephrology 

referral pathways at Site 1. 

Completed with 

consensus 

 

Proposed 

Action 4 

Liaise with primary care 

for general practitioner 

representation in PAR 

group. Completed with 

Group Consensus 

 

Proposed 

Action 5 

Consider succession 

planning for RANP 
Action 1: On-going informs action for PAR 

Cycle 2 
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combined type 2 diabetes 

& chronic kidney disease, 

commence preparation of 

business case. 

Group minute consensus: Action: Current 

RANP to prepare & submit business case locally 

at Site 1 as per current HSE post funding 

structures 

Action Group minute consensus Healthcare 

providers anticipating undertaking development 

and implementation of combined care need to 

consider and plan succession planning when 

establishing combined care.  

Informs Action 1 PAR Cycle 2 

Proposed 

Action 6 

Identify views of 

Nephrology & 

Diabetology healthcare 

professions regarding 

combined type 2 diabetes 

and CKD care in the 

context of advanced 

practice nursing (Focus 

group feedback). 

Data feedback “RANP 

ideally placed to deliver 

care for patients with 

T2D and CKD”  

Data feedback “ RANP 

background should really 

be in diabetes care and 

they could up skill to 

provide care for patients 

with CKD” Discuss 

Data feedback “For us 

working in diabetes, we 

really aren’t sure how to 

manage patients with 

CKD” 

Action 2: On-going informs action for PAR 

Cycle 2.  

Group Minute Consensus: Diabetes specialist 

nurses are well placed to up skill in the area of 

renal management.  

Action 2: On-going informs action for PAR 

Cycle 2: Develop an accredited Type 2 Diabetes 

and CKD management programme with PAR 

consensus 

Proposed 

Action 7 

Develop T2D and CKD 

education programme 

discussion led to 

consensus regarding a 

CKD decision making 

algorithm. 

Action 3: Group Minute Consensus Decision 

making algorithm would prove beneficial. 

  

Action 3: current RANP Diabetes and renal 

impairment at Site 1 New RANP Combined Type 

2 Diabetes and chronic kidney disease service 

will develop a decision making algorithm for 

PAR group review and consensus 

Proposed 

Action 8 

Pre-emptive GFR & ACR 

screening for all patients 

with T2D attending 

consultant led diabetes 

care. All T2D with GFR < 

60mls/min potential 

participants for combined 

T2D & CKD service. 
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Consent procedures as per 

study protocol & ethical 

approval. Completed 

with consensus  

Proposed 

Action 9 

Utilise RANP diabetes 

and renal impairment 

expertise at Site 1 to 

establish combined T2D 

& CKD care. Completed 

with Consensus:  

Proposed 

Action 10 

Explore and identify 

features of care valued by 

patients with T2D & 

CKD. Utilise to inform 

development and 

implementation of 

combined T2D & CKD 

care at site 1 (informed by 

Discovery interview 

data). 

“I didn’t look after my 

diabetes for a while…and 

I really didn’t realise the 

damage that diabetes can 

do to my kidneys….once 

you have a heart attack. 

That kind of puts manners 

on you…doesn’t it? 

Discuss  

“It’s really important to 

me that I know how I’m 

doing when I come to 

clinic” Discuss 

“I was told by staff at the 

diabetes clinic that they 

would call me with my 

results that was 9 months 

ago. When I came back to 

the clinic a junior doctor 

told me that my 

cholesterol was 9. I 

wasn’t very happy with 

this so I asked to see the 

consultant who informed 

me that it wasn’t his 

responsibility to know 

Group Minute Consensus:  

Action 4: Current RANP Diabetes and renal 

impairment at Site 1 to develop/source 

appropriate patient information leaflet for PAR 

group review and consensus. 

Informs Action 4: PAR cycle 2. 

Group Minute Consensus:  

Action 5: implement Feedback loop i.e. New 

RANP Combined Type 2 Diabetes and chronic 

kidney disease service will implement a patient 

feedback loop. All patients to receive a patient 

follow up phone call regarding investigation 

outcomes.  

On-going informs action 5 for PAR Cycle 2 



500 

what my results were…it 

was mine” Discuss 

Proposed 

Action 11 

Liaise with CNM2 

Outpatient manager re 

availability in OPD 

department regarding 

clinical space to operate 

combined T2D & CKD 

clinic. Completed with 

Consensus 

Proposed 

Action 12 

Liaise with administrative 

support & IPMS 

department regarding 

allocation of specific 

clinic code for combined 

T2D & CKD clinic 

(facilitates audit and 

outcome data to be 

determined). 

Completed with 

Consensus 

Proposed 

Action 13 

Transcript development. 

Group minute 

development 

disseminated to all 

members for review 

amendment/approval. 

Completed with 

Consensus 

2.5 PAR 2: Group Minute Action Consensus PAR Cycle 2 Synopsis 

PAR Cycle 2: Actions 

Action 1: Group Minute Consensus: Action: Current RANP to prepare & submit business 

case locally at Site 1 as per current HSE post funding structures. Informs Action 1 PAR Cycle 

2. 

Informs action 1 for PAR Cycle 2 

Action 2: Group Minute Consensus: Diabetes specialist nurses are well placed to up skill in the 

area of renal management. An accredited Type 2 Diabetes and CKD management programme 

is needed. Following PAR group review and consensus. Current RANP Diabetes and renal 

impairment at Site 1 to prepare and obtain accreditation of an education programme in 

conjunction with PAR group input and consensus.  

Informs action 2 for PAR Cycle 2 
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Action 3: Group Minute Consensus: Decision making algorithm would prove beneficial to 

assist healthcare professionals caring for patients with combined Type 2 diabetes and chronic 

kidney disease in primary & secondary care. Current RANP Diabetes and renal impairment 

at Site 1 New RANP Combined Type 2 Diabetes and chronic kidney disease service will 

develop a preliminary decision making algorithm for PAR group review, feedback and 

consensus.  

Informs action 3 for PAR Cycle 2 

Action 4: Group Minute Consensus: PAR group will develop/source appropriate patient 

information leaflet for PAR group review and consensus.  

Informs Action 4: PAR cycle 2. 

Action 5: Group Minute Consensus: Implement Feedback loop i.e. New RANP Combined 

Type 2 Diabetes and chronic kidney disease service will implement a patient feedback loop. All 

patients to receive a patient follow up phone call regarding investigation outcomes.  

Informs action 5 for PAR Cycle 2 
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3.0 Cycle 3: Participatory Action Research Group 

3.1 Participatory Action Research Group (PAR) Agenda:  Meeting 3 

Participatory Action Research Group (PAR) Meeting: Standing Agenda  

Proposed Meeting Dates:  Monday 21st January, Monday 15th April, and Monday 24th June. 

Meeting 3: Monday 24th June (2019) 

Venue: Resource Room OPD Suite 1-2pm. 

Membership: The Participatory Action Research (PAR) group consists of 17 participants from 

the following areas of expertise; Diabetology, Endocrinology, Nephrology, General Practice, 

Community Diabetes Specialist Nurses, Dietetics, Administrative Support, Podiatry and Senior 

Nursing Management. 

Teleconferencing facilities offered to PAR membership Sites 2-5. 

Agenda: 

● Research Update: Cycle PAR 2 (Commenced 15th April 2019), review actions/update.

Recruitment & data collection at combined clinic. CKD algorithm, Healthcare

professional education programme. Teleconferencing facilities. Patient education

literature. RANP business case submission.

● PAR membership.

● Group minute consensus: Develop post meeting: 24.6.19

● Future Actions: Develop & disseminate report of PAR group actions to all members for

review and consensus.

● AOB: Nil
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3.2 PAR 3: Meeting Transcript 24.6.2019 

PAR 3 Transcript 24.6.2019 

008DB: I would like to thank everyone for coming today and taking time out of their busy 

schedules to participate in this group. Just to give an overview of the purpose of today which is 

to review the minutes form the last meeting, and the actions proposed and progress on these 

actions to date. 

008DB: Overview of minutes of PAR 2 meeting and last transcript.  

Group agreement. Minutes and PAR 2 transcript approved.  

Meeting progressed to discuss progress on actions agreed at PAR 2 and formulate actions 

for PAR cycle 3. 

008DB: Upon Completion of PAR Cycle 1: 5 Actions brought forward to PAR Cycle 2 current 

status as below 

PAR Cycle 2: Actions 

Action 1: Group Minute Consensus: Action: Current RANP to prepare & submit business case 

locally at Site 1 as per current HSE post funding structures. Informs Action 1 PAR Cycle 2. 

Informs action 1 for PAR Cycle 2 

Action 2: Group Minute Consensus: Diabetes specialist nurses are well placed to up skill in the area 

of renal management. An accredited Type 2 Diabetes and CKD management programme is needed. 

Following PAR group review and consensus. Current RANP Diabetes and renal impairment at Site 1 

to prepare and obtain accreditation of an education programme in conjunction with PAR group input 

and consensus.  

Informs action 2 for PAR Cycle 2 

Action 3: Group Minute Consensus: Decision making algorithm would prove beneficial to assist 

healthcare professionals caring for patients with combined Type 2 diabetes and chronic kidney 

disease in primary & secondary care. Current RANP Diabetes and renal impairment at Site 1 New 

RANP Combined Type 2 Diabetes and chronic kidney disease service will develop a preliminary 

decision making algorithm for PAR group review, feedback and consensus.  

Informs action 3 for PAR Cycle 2 

Action 4: Group Minute Consensus: PAR group will develop/source appropriate patient information 

leaflet for PAR group review and consensus.  

Informs Action 4: PAR cycle 2. 

Action 5: Group Minute Consensus: Implement Feedback loop i.e. New RANP Combined Type 2 

Diabetes and chronic kidney disease service will implement a patient feedback loop. All patients to 

receive a patient follow up phone call regarding investigation outcomes.  

Informs action 5 for PAR Cycle 2 
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008DB: Moving onto Action 1 brought forward from PAR 1 cycle, regarding succession 

planning for RANP combined type 2 diabetes and chronic kidney disease service, in order to 

maintain the service post the research study which is an essential aspect of the purpose of PAR 

research. 

012SM: Well like we had in the podiatry service. 

008DB: Exactly…. services dependent on one person run into difficulty when that individual 

leaves or becomes sick and we have seen the impact that that has on our diabetes service here in 

the past. A business case has been developed in line with the Ireland East Guidance regarding 

submission of business cases by the Advanced Nurse Practitioner (study co-lead in this study) , 

Consultant Endocrinologist ( Study Principal Investigator) and submitted to nursing line 

management to be escalated to management and the Ireland East Hospital Group. This hasn’t 

been sent to the PAR group as having consensus at PAR level will not meet the needs of business 

case submission outlined by the Ireland East Group; however there has been a recognition in the 

PAR group regarding the need to succession plan. 

010MD: It was mentioned at the EMT meeting last week by XXXX, that this was prepared 

008DB: And what was the outcome of this? 

010MD: The clinical Directorate lead XXXX stated although there was a lack of money, but that 

this “had to be done”. 

008DB: Well going forward when services are run by stand-alone individual’s succession 

planning and securing the expertise and security of service provision becomes an issue. So this 

has been prepared and submitted and a decision is awaited at Hospital group level. Anyone 

anything else to add here? No? 

General Group consensus: Action 1 brought forward from PAR meeting 2 completed in 

PAR cycle 2. 

008DB: Next on the agenda was Action 2 from PAR 2 cycle regarding: Identify views of 

Nephrology & Diabetology healthcare professions regarding combined type 2 diabetes and CKD 

care in the context of advanced practice nursing which led to a discussion. As per the last group 

minute consensus this led to a discussion regarding developing learning outcomes to up skill 

healthcare professionals in the clinical management of patients with combined type 2 diabetes 

and chronic kidney disease. There has been feedback regarding the education programme which 
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was developed in conjunction with the PAR group members. This programme has been 

developed as a stand-alone day for healthcare professionals to attend or could form part of a 

chronic illness module. There has been multiple feedback from members of the PAR group, these 

amendment’s will be made regarding the education programme which will be revised and sent 

to all PAR members for review an sign off. When this has been received accreditation through 

the Nursing and Midwifery Board of Ireland to seek accreditation of the programme which will 

be credited at 5 ECT and represent continuing professional development (CPD) for healthcare 

professionals from the disciplines of nursing and midwifery. Considerations should also be 

afforded to other forums to run the education programme such as the ICGP and national diabetes 

programme. Has anyone anything else to add regarding this? ok…. 

Outcome: Action 2 from PAR 2 cycle incomplete 

Informs Action 1 for PAR Cycle 3: Amend education programme following PAR group 

consensus, when consensus achieved then apply to NMBI for accreditation for 5 ECT continuing 

professional development and broaden possible forums such as ICPG and national diabetes 

programme to run this education  

008DB: Regarding Action 3 from PAR Cycle 2. The CKD decision making algorithm, which, 

was also informed by healthcare professionals focus group statements. The algorithm was 

informed by KDIGO (2012) & NICE (2015) best practice recommendations. 

Latecomer briefed on minute and meeting thus far: In agreement with actions agreed/brought 

forward. Meeting continued re CKD decision making algorithm. 

003CM: I’m just looking at the steps for hypertension management, there’s a factor here for 

afro-Caribbean, with a mainly Caucasian population Step1 here should really refer to and ACE 

inhibitor/ ARB first, just need to change around the order of this here. 

008DB: Regarding specialist renal referral the first step here is patient dependent, this needs to 

be considered in respect of treatment burden vs. expected outcomes and this needs to be 

considered on an individual basis. 

003CM: Regarding uncontrolled hypertension on 4 agents “what represents uncontrolled 

hypertension?” 
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008DB: “Not reaching the recommended targets…but I will clarify in the NICE guidance and 

include in the algorithm” I think its 140/90mmhg at worst and 130/80mmhg at best, will come 

back on that….. 

003DB: Its worthwhile defining this…….. 

008DB: Regarding progression, we don’t have in annual basis there, it will need to be included 

003CM: It’s on the other side regarding renal ultrasound referral, but it would be clearer if it was 

included in the specialist renal referral piece as well. 

008DB: Regarding renal ultrasound referral, any issues regarding the content of this? 

003CM: Is this just for secondary care? 

008DB: No it’s to assist decision making in primary and secondary care. 

003CM: A time line will be needed on what is acceptable as a recent ultrasound so as that people 

who one had done in the past three months aren’t sent unnecessarily, unless they have symptoms 

of obstruction. You know if people have polycystic kidney’s they will have had imaging done, 

you just don’t want to be sending people for unnecessary ultrasounds. I would suggest a 

discussion with our nephrology colleagues to determine their advice in this. 

DB008DB: We will review in consultation with nephrology regarding their views on this matter 

….regarding a timeline. 

Outcome: Action 3 from PAR Cycle 2 incomplete 

Informs Action 2 for PAR Cycle 3: Consensus regarding appropriate time frame for last 

ultrasound imaging 

Regarding the categories of GRF on the algorithm, any issues or points to raise regarding this? 

003CM: The eGFR Cystatin measurement can’t be on this as we don’t offer that test in Ireland. 

008DB: Anything else from anyone? 

003CM: Some editing needs to be done at the sides and end as detail is lost there, also at these 

stages , do we need to putting on all of the stages as Stages 4-5 should be in specialist renal 

services, I’m just asking here ? 

008DB: Well it’s come through on the health care professional focus group that diabetes 

healthcare providers aren’t sure of the stages 
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003CM: I’m just asking here, maybe it needs to be clearer re those who should be in renal 

specialist services… 

Late comer by teleconference under time pressures. 

008DB: Any issue regarding the education programme, transcript or actions or group consensus 

from the PAR 2 meeting 

015RF: No issues, is there anything in particular you wished to discuss with me, my apologies 

for joining late. 

008DB: No problem, would it be more feasible for you to receive the minutes and transcript and 

then come back to us regarding group minute consensus. 

015RF: That would probably be the best thing from my perspective I don’t see a need to change 

it…. 

008DB: There have been some suggestions which will inform changes but these will require 

consensus from all PAR members 

016SMC: (By teleconference). I read all of the minutes and I would echo what my colleague 

DP017 has said here xxxxx, my views are very much in line with those expressed by DP017 at 

the last meeting. 

016SMC: Regarding the screening of patients, I know from the last meeting that you were 

talking about screening all patients with CKD, if we were to do that we could flood clinics with 

the numbers that we would have and I think that where the algorithm and inclusion/exclusion 

criteria would also be very useful……what kind of numbers are you seeing through the service 

there? 

008DB: Well we have always screen pre-emptively here through the RANP service established 

12 years ago for every patient with T2D with a GFR < 60 mls/min is moved into the RANP 

service, so probably 1000 unique patients with 1,400 visits on an annual basis. 

003CM: So that represents about a quarter of the diabetes service here. 

016SMC: Well it may be useful for us as GPs to earmark that going forward….but we don’t 

routinely refer everyone with a GFR < 60mls to a specialist renal clinic. 

008DB: To be honest this works for us here in secondary care because we have the RANP 

expertise to manage most of the CKD cohort on site with access to specialist nephrology services 
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as/when necessary. We certainly wouldn’t be routinely referring patients with a GFR < 60 mls 

to specialist nephrology, only when their GFR < 30 mls a minute or where they have the other 

conditions listed on the algorithm which would indicate that specialist nephrology services would 

be needed…if that makes sense….you can’t have a huge cohort of patients that you would just 

start sending to specialist services as they wouldn’t need to be there….referrals are also patient 

dependent…really you have to look at the benefits of sending the patient and their willingness 

to engage with specialist service often a long distance away…lots of these patients have multiple 

competing co morbidities…sometimes you have to accept that we can’t change things for the 

patient and you really do have to consider this when reviewing patients……… 

003CM: Really the RANP service is an intensification of standard care in those patients who 

have a GFR of < 60mls and downwards with a view to trying to prevent their progression to 

more serious forms of renal impairment, its run as a component of enhanced standard care for 

people with diabetes. So were not sending every patient with a GFR < 60 mls/min, we are 

handpicking those with rapid renal function decline or other features which are abnormal, which 

are outlined on the algorithm, only that small sub se will be referred onwards to renal services 

from the larger cohort that the RANP is looking after…. 

016SMC: Well I’m jealous as a GP working in the xxxx area. 

General group amusement….. 

016SMC: I understand the rationale behind this and I’m looking forward to some kind of 

guidance from it and that where the algorithm will be useful… 

Outcome: Action 3 from PAR Cycle 2 incomplete 

Informs Action 3 for PAR Cycle 3: CKD decision making algorithm amendments. 

008DB: Moving on …Regarding Action 4, par Cycle 2: PAR group will develop/source 

appropriate patient information leaflet for PAR group review and consensus.  

Regarding what came from discovery interviews with patients wanting to know more about their 

CKD and appropriate information. As from PAR Cycles 1-2 when patient discovery interview 

statements highlighted that they need to be able to understand their chronic kidney disease and 

that there was a deficit in the educational literature regarding their chronic kidney disease. At the 

last meeting it was decided to address this deficit. The Irish Kidney association have a specific 

booklet for people with chronic kidney diseases addressing issues from psychological support, 

disease aetiology and symptoms to treatment options, it’s recommended by the IKD and DFI of 
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Ireland. PAR group membership and consultant nephrologists and specialist renal nurses 

recommend this resource for patients and healthcare professionals providing CKD education….. 

012SM: Are these available from Health Prommotion.ie? 

008DB: No they are free from the Irish Kidney Association and they will courier them down free 

of charge. 

016SMC: As a GP these are informative for not only patients but for me as a GP as well its as 

simple as that…. 

008DB: Much of the information is presented in pictures and so is suitable for people with 

literacy issues. It’s available free of charge in hard and soft copy. What are your views? Is there 

agreement that we will utilise this document for patient education purposes? 

General Group consensus Action 4 brought forward from PAR meeting 2 completed in 

PAR cycle 2.Utilise the IKD CKD brochure available in free hard or soft copies. 

008DB: We had discussed at the last PAR meeting about introducing a feedback loop for patients 

after their consultation as patients had said in discovery interviews that knowing how they were 

doing was important to put their mind at ease. So basically every patient that attends gets a call 

back about their results, progress…if something’s wrong…how are we going to fix it….What 

are your views on this, it’s what patients are saying is important, so if we agree this feedback 

loop will continue to be implemented through the new RANP service. 

General Group consensus Action 5 brought forward from PAR 2 meeting completed in 

PAR cycle 2. 

008DB: Anyone other items anyone wants to discuss…AOB? 

008DB: Thank you for your participation today. From here a final report will be disseminated to 

all members which will essentially provide a blue print for other healthcare providers/services 

who wish to establish combined type 2 diabetes and chronic kidney disease service. 

Informs Action 4 for PAR Cycle 3: Final PAR Group report. 

008DB: No, well from today the transcript will be sent for review and consensus on the actions 

to be implemented going forward.  

Informs Action 5 for PAR Cycle 3: PAR Group Transcript and minute consensus. 

PAR Meeting concluded 2pm. 



510 

3.3 PAR 2: Completed Actions 

Planned actions for PAR Cycle 2 Status 

Action: Group Minute Consensus: Action: 

Current RANP to prepare & submit business 

case locally at Site 1 as per current HSE post 

funding structures. Informs Action 1 PAR 

Cycle 2. 

Completed PAR cycle 2. 

Action: Group Minute Consensus: Diabetes 

specialist nurses are well placed to up skill in 

the area of renal management. An accredited 

Type 2 Diabetes and CKD management 

programme is needed. Current RANP Diabetes 

and renal impairment at Site 1 to prepare and 

obtain accreditation of an education 

programme in conjunction with PAR group 

input and consensus. 

Outstanding 

Action: Determine via specialist nephrology 

services appropriate re ultrasound re-imaging 

timeframe  

Outstanding 

Action: Group Minute Consensus: Decision 

making algorithm would prove beneficial to 

assist healthcare professionals caring for 

patients with combined Type 2 diabetes and 

chronic kidney disease in primary & secondary 

care. Following PAR group review, feedback 

and consensus amendments required. 

Outstanding 

Action: Group Minute Consensus: PAR group 

will develop/source appropriate patient 

information leaflet for PAR group review and 

consensus.  

Group consensus action brought forward 

from PAR meeting 2 completed in PAR 

cycle 2.Utilise the IKD CKD brochure 

available in free hard or soft copies. 

Action: Prepare Final PAR Group Cycles 1-3 

Report and disseminate to group for review 

and feedback. 

Outstanding 

Action: Prepare PAR Group Transcript and 

minute consensus 

Outstanding 



511 

3.4 PAR Cycle 3 Proposed Actions 

Planned actions for PAR Cycle 2 Status 

Action: Group Minute Consensus: Action: 

Current RANP to prepare & submit business 

case locally at Site 1 as per current HSE post 

funding structures. Informs Action 1 PAR 

Cycle 2. 

Completed PAR cycle 2. 

Action: Group Minute Consensus: Diabetes 

specialist nurses are well placed to up skill in 

the area of renal management. An accredited 

Type 2 Diabetes and CKD management 

programme is needed. Current RANP Diabetes 

and renal impairment at Site 1 to prepare and 

obtain accreditation of an education 

programme in conjunction with PAR group 

input and consensus. 

Informs Action 1 for PAR Cycle 3: 

Amend education programme following 

PAR group consensus, when consensus 

achieved then apply to NMBI for 

accreditation for 6 CEUs ECT 

continuing professional development, 

National Diabetes Programme & Irish 

College of General Practitioners. 

Action: Determine via specialist nephrology 

services appropriate re ultrasound re-imaging 

timeframe  

Informs Action 2 for PAR Cycle 3: 

Consensus regarding appropriate time 

frame for last ultrasound imaging 

Action: Group Minute Consensus: Decision 

making algorithm would prove beneficial to 

assist healthcare professionals caring for 

patients with combined Type 2 diabetes and 

chronic kidney disease in primary & secondary 

care. Following PAR group review, feedback 

and consensus amendments required. 

Informs Action 3 for PAR Cycle 3: CKD 

decision making algorithm amendments. 

Action: Group Minute Consensus: PAR group 

will develop/source appropriate patient 

information leaflet for PAR group review and 

consensus.  

Competed PAR Cycle 2: Group 

consensus action brought forward from 

PAR meeting 2 completed in PAR cycle 

2.Utilise the IKD CKD brochure

available in free hard or soft copies. 

(Appendix 2) 

Action: Prepare Final PAR Group Cycles 1-3 

Report and disseminate to group for review 

and feedback. 

Informs Action 4 for PAR Cycle 3: Final 

PAR Group report. 
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Action: Prepare PAR Group Transcript and 

minute consensus 

Informs Action 5 for PAR Cycle 3: 

Prepare PAR Group Transcript and 

minute consensus. 

3.5 PAR 3: Group Minute Action Consensus PAR Cycle 3 

PAR Cycle 3: Action Consensus 

Action 1: Group Minute Consensus: Diabetes specialist nurses are well placed to up skill in the 

area of renal management. An accredited Type 2 Diabetes and CKD management programme 

is needed. Current RANP Diabetes and renal impairment at Site 1 to prepare and obtain 

accreditation of an education programme in conjunction with PAR group input and 

consensus.  

Informs Action 1 for PAR Cycle 3: Amend education programme following PAR group 

consensus, when consensus achieved then apply to NMBI for accreditation for 6 CEUs 

continuing professional development, National Diabetes Programme & Irish College of 

General Practitioners. 

Action 2: Action: Determine via specialist nephrology services appropriate re ultrasound re-

imaging timeframe. 

Informs Action 2 for PAR Cycle 3: Consensus regarding appropriate time frame for last 

ultrasound imaging 

Action 3: Group Minute Consensus: Decision making algorithm would prove beneficial to 

assist healthcare professionals caring for patients with combined Type 2 diabetes and chronic 

kidney disease in primary & secondary care. Following PAR group review, feedback and 

consensus amendments required. 

Informs action 3 for PAR Cycle 3: Informs Action 3 for PAR Cycle 3: CKD decision making 

algorithm amendments 

Action 4: Group Minute Consensus: Action: Prepare Final PAR Group Cycles 1-3 Report and 

disseminate to group for review and feedback. 

Informs Action 4 for PAR cycle 3: Prepare Final PAR Group report. 

Action 5: Prepare PAR Group Transcript and minute consensus 

Informs action 5 for PAR Cycle 3: Prepare PAR Group Transcript and minute consensus. 
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4.0 PAR Cycles 1-3 Completed Actions 

Proposed 

Action 

PAR Group Proposed Actions: Status 

Proposed 

Action 1: 

Ratify proposed standing agenda. 

Seek alternative teleconferencing 

facilities 

Completed with consensus 

PAR Cycle 1 

Completed with consensus 

PAR Cycle 2 

Proposed 

Action 2: 

Utilise KDIGO, (2012) & National 

Institute Clinical Excellence (NICE, 

2015) guidance to inform combined 

type 2 diabetes (T2D) and chronic 

kidney disease (CKD) care delivery 

by Registered Advanced Nurse 

Practitioner (RANP). 

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 3: 

Utilise established administrative 

supports, diabetes nurse, podiatry, 

dietetic, nephrology referral 

pathways at Site 1. 

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 4: 

Liaise with primary care for general 

practitioner representation in PAR 

group.  

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 5: 

Consider succession planning for 

RANP combined type2 diabetes & 

chronic kidney disease, commence 

preparation of business case. 

Completed with consensus 

PAR Cycle 2 

Appendix 1 

Proposed 

Action 6: 

Identify views of Nephrology & 

Diabetology healthcare professions 

regarding combined type 2 diabetes 

and CKD care in the context of 

advanced practice nursing (Focus 

group feedback). 

Completed with consensus 

PAR Cycle 2 & 3 

Proposed 

Action 7: 

Develop T2D and CKD education 

programme  

Completed with consensus 

PAR Cycle 2 & 3 

Appendix 2 

Proposed 

Action 8: 

Pre-emptive GFR & ACR screening 

for all patients with T2D attending 

consultant led diabetes care. All T2D 

with GFR < 60mls/min potential 

Completed with consensus 

PAR Cycle 1 
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participants for combined T2D & 

CKD service. Consent procedures as 

per study protocol & ethical 

approval. 

Proposed 

Action 9: 

Utilise RANP diabetes and renal 

impairment expertise at Site 1 to 

establish combined T2D & CKD 

care. 

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 

10: 

Explore and identify features of care 

valued by patients with T2D & CKD. 

Utilise to inform development and 

implementation of combined T2D & 

CKD care at site 1.Patient feedback 

loop (informed by Discovery 

interview data).Patient educational 

material secured. 

Completed with consensus 

PAR Cycle 2 & 3 

Appendix 2 

Proposed 

Action 

11: 

Liaise with CNM2 Outpatient 

manager re availability in OPD 

department regarding clinical space 

to operate combined T2D & CKD 

clinic.  

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 

12: 

Liaise with administrative support & 

IPMS department regarding 

allocation of specific clinic code for 

combined T2D & CKD clinic 

(facilitates audit and outcome data to 

be determined). 

Completed with consensus 

PAR Cycle 1 

Proposed 

Action 

13: 

Transcript development. Group 

minute development disseminated to 

all members for review 

amendment/approval.  

Completed with consensus 

PAR Cycle 1, 2, 3. 
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PAR Report: Appendices 1 & 2  

1: RANP Business Case Submission to Ireland East Hospital Group (2019) 

(See Appendix 10) 
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2:  Educational Material & Approval

Full Download booklet: https://www.ika.ie/wp-content/uploads/2018/03/BOOK-5_LIVING-

WITH-CKD_WEB.pdf 

https://www.ika.ie/wp-content/uploads/2018/03/BOOK-5_LIVING-WITH-CKD_WEB.pdf
https://www.ika.ie/wp-content/uploads/2018/03/BOOK-5_LIVING-WITH-CKD_WEB.pdf
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Nursing Midwifery Board of Ireland Education Programme approval 
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Appendix 7: Schein (1999) ORJI Model  

Observation (O), Emotional Reaction (R), Judgement (J) and Intervention model (ORJI). 

 What did I actually observe? Can I describe it? (Observation)

 How did I react? What feelings were aroused in me? (Emotional Reaction)

 What was my judgment about what happened? What thoughts or evaluations did the

event    trigger? (Judgement)

 What did I do about it? How did I intervene? (Intervention) (Doing nothing or remaining

silent is also an intervention).
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Appendix 8: Ethical Approvals & Exemptions 

Appendix 8a: Ethical Approval Participating Sites 1-5 

Site 1, 3, & 5 Ethical Approval 
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Site 2: Ethical Approval 
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Site 4: Ethical Approval 
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Appendix 8b: Ethical Approval Exemption University 
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Appendix 9: Focus Group Interview Guide 

Welcome: Moderator. 

Introduce Topic: Our topic today is to discuss what your views on the combined management 

of Type 2 Diabetes and Chronic Kidney Disease at the same clinic visit. We are also interested 

in your views on why you think patients do not attend for their outpatient visit.  

You were selected because you have expert clinical or professional knowledge regarding 

providing care for people with Type 2 Diabetes some of whom have Chronic Kidney Disease 

and we are interested in your opinion. There are no right or wrong answers, only differing points 

of view. This information may be used to help plan services for people with Type 2 Diabetes and 

Chronic Kidney Disease in the future. 

Housekeeping Rules: 

 The role of the moderator is to guide the discussion

 We will be using a tape recorder: one person speaking at a time.

 You do not need to agree with others, but listen respectfully as others share their view

 Please put your mobile phone on silent or turn it off.

 A private area will be provided if any member feels unwell or requires privacy.

Prompts by Moderator: What are your views on? 

 The provision of combined care as part of routine review.

 1) Barriers and 2) facilitators to combining care for these conditions?

 1) Barriers and 2) facilitators to the development of combined care?

 1) Barriers and 2) facilitators to the implementation of combined care?

 Potential 1) negative aspects or 2) benefits associated with providing combined care?

 Do you routinely provide Chronic Kidney Disease care as a component of routine Type 2

Diabetes outpatient care?

 Are there specific Chronic Kidney Disease guidelines you utilise? If no, discuss

 Why do you think patients do not attend for their scheduled Type 2 Diabetes review?

 What are your views of Advanced Nurse Practitioner led care for this patient cohort?

Krueger, R, & Casey, M. (2009). “Focus groups: A practical guide for Applied Research”. 

Thousand Oaks, CA: Sage.4TH Edition 
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Appendix 10: Combined Care Service Succession Plan 

Business Case for Additional Registered Nurse Practitioner Diabetes and Renal 

Impairment (2019) 

Prepared by XXX 

RANP Diabetes Department. 
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1.0 Introduction:  

1.1 Increasing Prevalence of Type 2 Diabetes and Chronic Kidney Disease 

The incidence of type 2 diabetes has doubled every 20 years since 1945 (Barnett, 1998). In 1994, 

99 million adults (1.8%) globally had type 2 diabetes (McCarty and Zimnet, 1994). This 

compares to 8.3% (382 million) adults who have a diagnosis of type 2 diabetes in 2013, a number 

which is anticipated to increase substantially to 592 million within a generation (IDF, 2013). In 

the wider European region, 56.3 million people (10%) have type 2 diabetes with a projected 

increase to 70 million by 2035 (IDF, 2014). In Ireland 225,840 (6.4%) of the adult population 

have type 2 diabetes which, is anticipated to increase to 278,850 (7.5%) by 2030 (IDF, 2014). 

The IDF (2014) have referred to type 2 diabetes as an epidemic which requires significant and 

concerted international action (IDF, 2014). 1 in every 10 people over 50 years of age in Ireland 

has diabetes (HSE 2017). 

 

It is estimated up to 18-30% of patients with type 2 diabetes develop chronic kidney disease 

(NHS, National Diabetes Audit 2013f). Patients who have type 2 diabetes and develop chronic 

kidney disease are more susceptible to rapid kidney function decline in comparison to individuals 

without diabetes (KDIGO, 2012). This is correlated with the fact that the development and 

progression of chronic kidney disease increases with duration of type 2 diabetes diagnosis and 

ageing (UKPDS64, 2003). Nationally it is estimated up to 280,000 persons have chronic kidney 

disease, many of whom are unaware of their diagnosis (National Renal Office, 2010). Type 2 

diabetes and chronic kidney disease are recognised as chronic illnesses and the Health Service 

Executive (2017) estimate chronic illnesses will increased by 4% annually. 

1.2 Preventative Care Strategies 

Type 2 diabetes and chronic kidney disease are chronic illness which present significant 

challenges in terms of meeting the needs of patients and healthcare teams. Preventative care 

strategies such as meeting the recommended clinical targets for 1) blood pressure, 2) blood 

glucose, and 3) lipid profile have been identified as the most effective means by which to reduce 

development and progression of chronic kidney disease in patients with type 2 diabetes (Adler 

2003, ADA 2015, NICE 2015). 

 

Evidence indicates that as few as 18.8% of patients with type 2 diabetes meet all three clinical 

target recommendations for blood pressure, blood glucose or LDL cholesterol (Casagrande et al, 

2013). Poorly controlled blood glucose or blood pressure are the leading causes globally for the 

development of chronic kidney disease (USRDS, 2013). Chronic kidney disease is a progressive 

disorder can progress to end stage renal disease in a small but significant percentage of people 

and predominantly accounts for the increased mortality observed in type 2 diabetes (Afkarian et 

al, 2013). In 2012 diabetes was directly responsible for 2.7% of global deaths, which has 

increased by 0.7% since 2000 (World Health Organisation, 2014).  

 

1.3 Progression to End Stage Renal Disease 
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Type 2 diabetes is the leading of cause of end stage renal disease representing 50% of cases in 

the developed world (USRDS, 2013). End stage renal disease is treated with renal replacement 

therapy (RRT) i.e. haemodialysis (HD), peritoneal dialysis (PD) renal transplant (RT) or 

supportive (conservative) care (USRDS, 2013). The National Renal Office (NRO, 2010) 

estimate the prevalence of end stage renal disease in Ireland has increased was 33 per million of 

population who developed end stage renal disease with 7% was directly attributed to diabetes in 

2001. Since 2001 this number has increased considerably to 110 per million of population of 

which 16% is directly attributed to diabetes in 2010 (NRO, 2010).  

According to the Health Service Executive National Renal Office (2013) data 3,960 patients have 

end stage renal disease treated with RRT. Approximately 405 people develop end stage renal 

disease on an annual basis which requires treatment to replace their non-functioning kidneys 

(NRO, 2013). In the period from 2007-2013 there has been a 27% increase in those diagnosed 

with end stage renal disease (NRO, 2013). Whilst the development of a national register with 

reference to prevalence of kidney disease and contributing causes remains ongoing available data 

does indicate an increase in the development of end stage renal disease amongst the population 

with diabetes in Ireland.  

1.4 Early Recognition of Chronic Kidney Disease 

Best practice guidelines have been developed by the Kidney Disease Improving Global 

Outcomes (2012) for the detection and initiation of early management strategies for Chronic 

Kidney Disease in patients with and without type 2 diabetes. There is limited international and 

no national evidence utilising Kidney Disease Improving Global Outcomes (2012) 

recommendations in cohorts with Type 2 Diabetes (KDIGO, 2012). Suboptimal management of 

type 2 diabetes and chronic kidney disease relates to deficits in healthcare professional awareness 

of the identification and management of chronic kidney disease resulting in delayed referral to 

specialist nephrology services and negative sequelae for patients (Baer, 2010;, Smart 2013;  and 

Whaley-Connell 2012). These include increased emergency admissions, length of hospital stay, 

emergency fistula formation and dialysis (Smart, 2013).  

1.5 Economic Burden associated with Type 2 Diabetes and Chronic Kidney Disease Care 

Provision 

The increasing incidence of type 2 diabetes with associated chronic kidney disease is associated 

with increased economic burden internationally and nationally. The IDF (2014) estimate that 612 

billion dollars globally is the annual cost of all diabetes care provision. The related cost of 

treating the associated complications of all diabetes is estimated at 11% of total global health 

care expenditure in adult populations (IDF, 2014). In the United States the estimated cost of 

treating diabetes was $245 billion representing one in five total health care dollar expenditure in 

the United States and $33 billion treating related complications (ADA, 2013). This demonstrates 

a 41% increase in the estimated cost of diabetes care provision since 2007 when costs were 

previously examined (USRDS, 2013). 

In the United Kingdom approximately £10 billion is spent all diabetes care (10% of the total 

NHS budget) with 80% of this expenditure related to the management of diabetes associated 

complications such as chronic kidney disease which, may progress to end stage renal disease 

requiring Renal Replacement Therapy (NHS, 2013f). 
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In Ireland, the most recent available data estimates that 5-15% of the total governmental 

healthcare spend is associated with managing diabetes and related complications (National 

Diabetes Programme, 2011-2015). In Ireland the current cost for centre based haemodialysis is 

€60,000 and peritoneal dialysis €29,000 per annum (NRO, 2013). 

1.6 Failure to Attend for Scheduled Review: 

Improved clinical outcomes are experienced when patients attend for scheduled review (Currie, 

2012). In standard care diabetes clinical provision, failure to attend for scheduled review remains 

a significant issue as national and international estimates indicate 10-25.5% of patients do not 

attend for their scheduled appointment (Salameh, 2012; Hussein 2014).The Health Service 

Executive the cost of facilitating an outpatient consultation is €130 euro (HSE, 2018).  

Failure to attend is associated with negative clinical consequences  for patients such as increased 

rate of emergency admissions and progression of vascular, cardiovascular, ophthalmology and 

renal complications associated with type 2 diabetes (Rhee, 2005;, Salameh, 2012; Hussein 2014). 

Repercussions for healthcare providers include increased waiting times, reduced access to 

services and negative relationships between staff and patients (McLean, 2014).  

1.7 Personalised care for Patients with Type 2 Diabetes and Chronic Kidney Disease: 

Patients report a limited approach to personalised care in which multiple conditions are treated 

by separate healthcare teams and clinic attendances, which the patient has to navigate as there is 

no co-ordinated approach (Proctor, 2013). Both patients and carers indicate from their 

perspective the quality of care received is improved when a combined type 2 diabetes and chronic 

kidney disease management approach is adopted (Lo, 2016; Patel, 2009; Thabit, 2012).  

The Department of Health (2016) Statement of Strategy indicates new models of health care 

delivery are required which are, integrated, continuous, person centred, delivered at the lowest 

level of complexity consistent with patient safety. In the context of type 2 diabetes and chronic 

kidney disease care provision this requires the development and implementation of innovative 

approaches to care delivery which combines the management of these conditions.  

1.8 Diabetes Department XXX: Planned Service Innovation 

A service needs analysis undertaken in the Diabetes Department in XXX estimates amongst 

patients with type 2 diabetes 24.3–27% also have chronic kidney disease which was previously 

undetected and untreated. Early management strategies are essential to prevent progression to 

end stage renal disease (KDIGO, 2012; NICE, 2015; ADA, 2018) and is associated with 

increased health care provider economic burden, patient suffering and mortality, the following 

solution was identified to address this unmet need. 

In response to the increasing numbers of patients with type 2 diabetes and chronic kidney disease 

one such innovation is the development and implementation of the combined management of 

type 2 diabetes and chronic kidney disease care in the context of advanced practice nursing. In 

this new service all patients with chronic kidney disease (GFR<60 mls/min) will be streamed 

into the RANP service which will facilitate care for both their diabetes and chronic kidney 

disease in the context of advanced practice nursing.  

1.9 Best Practice Recommendations 
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Patients with type 2 diabetes and chronic kidney disease represent a complex cohort requiring 

care delivery across primary and secondary care interfaces to ensure appropriate clinical decision 

making processes informed by the individual patient’s choices thus personalising care. 

Best practice recommended recall and review follow up for patients with type 2 diabetes is 9-12 

monthly. For patients with type 2 diabetes and chronic kidney disease (GFR < 60 mls/min) and 

or ACR > 3.5 mg/mmol best practice recommendations (KDIGO, 2012; NICE, 2015), 

recommend that patients are reviewed 1-4 times annually pending their level of renal disease and 

Albuminuria. 

2.0 Current Service Deficit 

The current RANP Diabetes (1 X WTE) service operates 4 days per week (7.30-6pm Monday to 

Thursday) on dual sites. Clinic slots: 14 per day commencing at 8am to facilitate commuters and 

employed patients. The current RANP Diabetes service is booked x 12 months in advance. 

If a patient has to cancel their appointment the earliest appointment which can be offered is in 

12 months as the clinic is at full capacity. These recall and review structures are not in line with 

best practice recommendations. For the past 3 years this has resulted in the current RANP clinic 

being overbooked on a daily basis to accommodate patient need, with up to 20 (overcapacity 20-

25%) appointments in an attempt to ensure patients receive their review in the recommended 

timely manner.  

The recommended follow up for patients with type 2 diabetes is 9-12 monthly on an annual basis. 

For patients with type 2 diabetes and chronic kidney disease (GFR < 60 mls/min) and ACR > 

3.5 mg/mmol best practice recommendations (KDIGO, 2012), (NICE, 2015), indicate patients 

are reviewed 1-4 times annually pending their level of renal disease and Albuminuria (Table 1). 

Currently due to overcapacity of patients with CKD the RANP Diabetes service is unable to 

facilitate care as per best practice KDIGO (2012) & NICE (2015) guidance. 

2.1 RANP Clinic Activity Increase in current RANP service (2008-2019) 

2008 2019 

Clinics provided: 3 weekly Clinics provided: 6 weekly (100% increase). 

Clinic slots : 11 daily Clinic slots : 15-20 daily 

Consultations: 179 Consultations: 1,300 (726% increase) 

Prescriptions issued: 146 Prescriptions issued: 416 (284% increase) 

Patients referred for Intravenous Iron 

therapy: 10 

Patients referred for Intravenous Iron 

therapy: 28 (280% increase) 

Administration: 3 hours per week Administration:  

Wednesday & Thursday: 16 hours 

Total 16 hours (533% increase) 

Scheduled Research Activity in RANP 

Roster:  16 hours per month 

Scheduled Research Activity in RANP 

Roster: 0 hours per month (decrease 100%) 
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Since its inception the current RANP Diabetes service is committed to providing a high quality 

service and is closely aligned to meeting the following strategic objectives of the HSE Strategic 

Goals (2015-2017). 

2.2 RANP Service Alignment to HSE Strategic Goals (2015-2017) 

Goal 1: Promote health and wellbeing as 

part of everything we do so that people 

will be healthier: Deliverable Criteria 

How RANP service achieves Strategic 

Objective Goals 

1) Integrate prevention, early detection and 

self-management into Care Programmes 

 

1) Service developed and implemented to 

meet the complex needs of clients attending 

this service with Type 2 Diabetes  

2) Reduce chronic disease 

 

2) Focusing on areas such as diet, nutrition 

and physical activity, obesity, tobacco, 

alcohol and substance misuse in the context 

of the diabetes outpatient review. 

3) Deliver person centred community based 

services 

 

3) Provision of satellite specialist Diabetes 

services in X and X. If this service was 

unavailable patients would have to attend X 

Hospital for specialist care. 

Goal 2: Provide fair, equitable and timely 

access to quality, safe health services that 

people need: Deliverable Criteria 

How RANP service achieves Strategic 

Objective Goals 

1) Develop close working relationships 

between specialists in our hospitals and 

primary care physicians which allows ease 

of access to specialist advice for patient 

management. 

 

1) Same day access to RANP service by 

Community partners: General Practitioners, 

Public Health and Practice Nurses, Nursing 

Homes and long stay units. 

2) Same day RANP emergency review as 

clinically indicated by 

patients/carer’s/primary care provider. 

3) Established relationship between RANP 

clinic and other Specialist services enabling 

care to be facilitated locally with specialist 

input and urgent access to outpatient review 

as required in line with patient need. 

2) Improve access to hospital, outpatient 

and community services and reduce wait 

times 

1) Enhanced communication structures by 

RANP preventing clinical duplication and 

appropriate use of outpatient clinic 

resources. 

Goal 3: Foster a culture that is honest, 

compassionate, transparent and 

accountable: Deliverable Criteria 

How RANP Diabetes service achieves 

Strategic Objective Goals 
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1) Conduct a service user and patient

experience survey annually in each hospital

and community service

1) 99% patients anomoyzed survey on an

annual basis (n=100) indicate improved user

experience. 99% indicate a preference to

remain in RANP led care vs standard

medically led care.

2) Improve feedback systems and

arrangements so that service users and

patients can readily make a comment,

compliment or complaint

1) RANP Service Anonymous Annual

satisfaction audit

3) Undertake clinical audit to drive quality

service improvements

4) Publish information on our performance

results

1) Annual Clinical Audit undertaken. Report

to Consultant Endocrinologist & Director of

Nursing annually. Data extracted includes:

age, gender, BMI, blood pressure, HbA1C,

total cholesterol, Albumin Creatinine Ratio,

Renal Function (GFR), and patient

attendance.

4) Support development and

implementation of national guidelines and

models of care including National Clinical

Effectiveness Committee (NCEC)

guidelines

1) Contributor to National Clinical

Programme for Diabetes and Best Practice

Forums.

2) Clinical Care provision in line with best

practice. This service achieves clinical

outcomes in line with best practice

recommendations and consistently has an

exemplary attendance rate on an annual

basis. Patients express improved user

experience and care delivery which is

personalised to their needs.

Goal 4: Engage, develop and value our 

workforce to deliver the best possible 

care and services to the people who 

depend on them 

How RANP service achieves Strategic 

Objective Goals 

1) Build a sustainable and responsive

workforce that has the capacity, ability,

flexibility and adaptability to meet the

changing needs of patients and service users

1) Placement coordinator for specialist

diabetes post graduate students. The aim of

which is to prepare healthcare professionals

to develop the requite skill set to provide

specialist diabetes care.

2) Active role in succession planning at

departmental, hospital and national forums

2) Develop our capability through

alternative ways of working

1) Development of an innovative way of

delivering combined healthcare delivery for

associated conditions.
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2) Fostering relationships between RANP

clinic and other specialist services

Goal 5: Manage resources in a way that 

delivers best health outcomes, improves 

people’s experience of using the service 

and demonstrates value for money 

How RANP service achieves Strategic 

Objective Goals 

1) Develop new programmes which will

change the way we deliver and provide our

services

1) Planned development of an innovative

way of delivering combined healthcare

delivery for associated conditions.

2) Enhanced communication structures

between RANP and nephrology services will

prevent clinical duplication and appropriate

use of outpatient clinic resources.

3) Building, designing and implementing a

model of care which is patient-centred,

evidence-based and clinically led. Patients

express improved user experience and care

delivery which is personalised to their needs.

2.3 How the RANP Service Addresses HSE Key Heath Challenges  

Challenge How RANP service achieves Strategic 

Objective Goals 

1) The integration of services across the

service spectrum from disease prevention

through primary and community care to

hospital care, to allow the service user to

be managed at the most appropriate level

for their care needs.

1) Same day access to RANP specialist

service by Community partners: General

Practitioners, Public Health and Practice

Nurses, Nursing Homes and long stay units.

2) Same day RANP emergency review as

clinically indicated by

patients/carer’s/primary care provider.

2) Promotion of patient self-care and

provision of information for service

users.

1) RANP consultation viewed as thorough

and confidence of clinical knowledge of the

RANP. Patient annual survey feedback

indicates their understanding treatment

modalities, treatment options and future

plan for care.

3) The prevention and management of

chronic diseases.

1) Building, designing and implementing a

model of care which is patient-centred,

evidence-based and clinically led to meet an

identified clinical need.
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3.0 Strengths, Weaknesses, Opportunities, Threats Analysis (SWOT) 

3.1 Strengths 

● RANP service linked to HSE Strategic Goals (2.2) and meeting the identified challenges

of chronic illness care provision (2.3).

● Clinical effectiveness demonstrated through utilising evidence based practice, annual

clinical audit to inform continuous improvement and address service deficits.

● Enhanced interdisciplinary communication, reduced clinical duplication and

appointment burden.

● Provision of personalised service with established provider/participant relationship.

● Clinical mentorship and leadership skills at operational and strategic levels

● National and International peer reviewed publications highlighting the contribution of

RANP to service delivery.

● RANP facilitates peer review.

● RANP expertise utilised in regional ethics committee decision pathway, RANP board

member.

● RANP facilitating input on National Outpatient Strategy (OSPIP 2018-2020) to inform

development of future services and Slainte Care.

3.2 Weaknesses 

● Single handed service, no succession plan in place. No replacement for leave. 30-40

patients seen per week. 8-10 hours unpaid work per week, working when ill to prevent

clinical provision disruption, implication for RANP morale and burnout. This

contravenes HSE Corporate Governance arrangements for staff (2008-2011).

● No additional resources since inception of current RANP Diabetes service in 2007.

Activity increased from 179 consults to 1,300 annually

● Best practice recommendations for frequency of review unable to be achieved due to

clinic volume increases of 730% since 2007.

● Clinic capacity overbooked by 20-25% daily. Access to service now impaired due to

increase activity volumes.

● Inability to undertake research activities thus difficulty fulfilling core component of the

RANP role in working hours, all research and clinical audits undertaken in personal time.

Protected research hours reduced from 16 hours per month in 2008 vs. 0 hours (2019).

3.3 Opportunities 

● Here to fore provision of care for patients with type 2 diabetes has traditionally been the

remit of physicians. Current economic constraints present significant challenges in terms

of delivering long term chronic illness. The Department of Health (2012) of Ireland

recommend it would be desirable to rebalance staffing arrangements enabling additional

nursing roles such as Advanced Nurse Practitioners who have the potential to provide a

solution to address these significant challenges.

● Long established (10 years) highly specialised RANP service, ability to mentor new

RANP recruits.

● Additional RANP post would support expansion of the renal service.

● Additional RANP post would ensure recall and review processes are in line with

recommended best practice, patients would be reviewed as clinically indicated rather than

when the healthcare provider can facilitate care.

● National Programmes for Chronic Disease management aim to move the focus of

Diabetes care provision to Primary care. RANP has the potential to inform, develop and
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implement new means of care delivery to meet changing environmental and healthcare 

delivery requirements. 

● Increased RANP posts would facilitate the experience and expertise of the RANP role to

be utilised to inform healthcare service planning at departmental, hospital and national

forums.

● Additional RANP resources would facilitate research activity to enable the identification

of the direct and indirect contribution to patient care in Ireland and to address the deficit

of this knowledge nationally (National Council for Nursing and Midwifery, 2010).

3.4 Threats 

● Inability of RANP to fulfil full core competencies such as research and provision of

education.

● No succession planning, service dependent on one individual, disruptions if ill or on

leave.

● Increased potential for RANP burnout and attrition: increased work load pre & post leave

to reduce disruption to service.

● Inequitable access to services for patients.

● Inability to achieve best practice for recall and review mechanisms: potential for Risk

management and Governance issues.

● Anticipated increases in obesity and type 2 diabetes will also result in increases in chronic

kidney disease which if undetected has increased economic and patient mortality

implications.

4.0 Once off Costs associated with an additional RANP Diabetes Post 

RANP education programme fees. 

4.1 Recurring Costs associated with an additional RANP Diabetes Post 

Department of Health & Children salary scales apply per annum pro rata: 

5.0 Evidence of Advanced Practice Benefits: Internationally and Nationally 

In the United States Stanik-Hutt et al, (2013) undertook a systematic review to determine 

outcome measures for care quality, safety and effectiveness of care by Advanced Nurse 

Practitioners across a broad spectrum of illnesses. The review supports the view that Advanced 

Nurse Practitioners deliver high quality, safe and effective care to a large number of patient 

populations in a variety of settings (Stanik-Hutt et al, 2013). Furthermore Advanced Nurse 

Practitioners working autonomously or in partnership with medical doctor’s play a significant 

role in promoting health and recommends future models of health care reform should incorporate 

Advanced Nurse Practitioners to meet healthcare needs (Stanik-Hutt et al, 2013).  

The effectiveness of Registered Advanced Nurse Practitioner (RANP) led inter-professional 

approach to the achievement of clinical outcomes for adult renal transplant patients with chronic 

kidney disease was undertaken in Canada (TARGET, 2011). Patients were randomized to 

Advanced Nurse Practitioner care where care was provided with onsite collaboration by assigned 
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Nephrologist at the same clinic as required, compared to the control group with standard 

nephrology led care (n=119) for a period of 12 months. In the intervention group 23% and 25% 

of the control group had type 2 diabetes. In comparison in the control group patient education 

was non-standardized and care delivery was problem orientated and nursing input was based on 

a team nursing approach. The outcomes from TARGET (2011) study demonstrated that 50% of 

the intervention group vs 23%, (P=0.01) in the control group had the recommended clinical 

treatments informed by practice guidelines implemented. The intervention group experienced a 

lower incidence of hospital admission’s compared to the control group (12 vs. 35) and emergency 

department visits 21 vs 40 (IRR 0.53, P =0.001). Conclusions from the study indicated that 

RANP led care had increased uptake of practice guidelines implemented and reduced hospital 

admission. 

A review of the national healthcare literature by the National Council for Nursing and Midwifery 

(NCNM, 2010) demonstrated care provided by Advanced Nurse Practitioners improved patient 

outcomes, is safe and cost-neutral. Benefits were demonstrated in terms of patient/client care, 

other staff and health service delivery. 

6.0 Implementation Plan: Additional Registered Advanced Nurse Practitioner Post 

The Diabetes Department has undertaken the prerequisites for Site Development as outlined by 

the Nursing Midwifery Board of Ireland which have been operational for the past 10 years. The 

risk management and governance are in line with best practice and HSE recommendations. The 

overall purpose of an additional RANP post is to provide safe, timely, evidenced based nurse-

led care to patients at an advanced nursing level and to address identified deficits in the current 

RANP Led Service in X Hospital. 

This involves undertaking and documenting a complete episode of patient care (assess, diagnose, 

plan, treat and discharge patients) according to collaboratively agreed protocols and scope of 

practice in the clinical setting; demonstrating advanced clinical and theoretical knowledge, 

critical thinking, clinical leadership and decision making skills.  

The advanced practice role demonstrates a high degree of knowledge, skill and experience that 

is applied within the nurse-patient/client relationship to achieve optimal outcomes through 

critical analysis, problem solving and accurate decision-making (NMBI, 2017). Central to this is 

the provision of quality care, a safe environment and processes for patients by the use of evidence 

based clinical guidelines that address patient expectations, promote wellness and evaluate care 

given. The value of the nursing contribution as a distinct profession must be safeguarded and 

articulated in the development of new services led by advanced nurse practitioners, 

complementing rather than replacing current services delivered by doctors (NMBI 2017 p.9). 
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Appendix 11: Education Programme Accreditation 
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 Appendix 12: Chronic Kidney Disease Decision Making Algorithm 
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Stages of Chronic Kidney Disease, Testing Frequency and Hyperphosphatemia in CKD 

(NICE, 2015) 

(From National Institute for Health and Clinical Excellence July 2014 Updated 24 February 

(2015) Chronic Kidney Disease Guideline CG182. National Institute for Health and Clinical 

Excellence. London. United Kingdom. Available at: www.nice.org.uk) 

http://www.nice.org.uk/
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Appendix 13: Correspondence from Professor Virginia Braun 
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Appendix 14: Peer Reviewed Publication  

International Journal of Nursing Research (IJNR) 

International Peer Reviewed Journal 

Research Article 

Involving Clients to Inform Development and Implementation of Combined Type 2 

Diabetes and Chronic Kidney Disease Care Using Discovery Interview Technique 
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