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Summary

I developed this Doctor of Nursing Practice staff education project to improve
primary healthcare providers’ knowledge of diabetes management. Given the vital role
nurses, advanced practice providers, and physicians play in patient education, chronic
illness management, and care coordination, this issue must be addressed within nursing
practice. The practice-focused question guiding this project was: Among primary
healthcare providers, does implementing a structured diabetes education training
program, compared to the current standard practice, improve provider knowledge in
diabetes management? The purpose of this project was to develop, implement, and
evaluate a targeted education intervention session. As analytical strategies, I employed
expert evaluation to ensure content validity, paired 7-test analysis to determine the
significance of change, and pre- and posttest assessments to measure participant
knowledge gains.

Project findings revealed that the knowledge of primary healthcare providers
improved after the education session. Statistical Package for the Social Sciences, Version
29.0, was used to perform a sample paired 7-test. The participants’ average pretest score
was 8.70, and their average posttest score was 14.20. Statistical analysis produced a p-
value < .001. The project’s implications for nursing practice include decreased clinical
variability, increased interdisciplinary teamwork, and better ability to provide evidence-
based diabetic care. The implications for social change include fostering equitable access
to diabetes care and motivating medical staff to advocate for patients who face obstacles

to care due to their cultural background, financial situation, or level of health literacy.



Background

Optimal management of diabetes remains underutilized in primary healthcare,
despite the existence of recognized standards (Aldahmashi et al., 2024). Diabetes is a
significant source of morbidity and mortality globally (Lewing et al., 2022). According to
national data from the Centers for Disease Control and Prevention (2022), over half of
persons with diabetes meet recommended A1C levels, and many more do not obtain
prompt screening for complications. Similar patterns at the local level reveal gaps in
providers’ adherence to evidence-based care, resulting in unnecessary hospital stays,
increased expenses, and a lower standard of living for patients (Lewing et al., 2022).
These results underscore the need for urgent practice reform to enhance provider
knowledge in managing diabetes. I conducted this staff education project aimed at
improving provider knowledge through a systematic educational program to address this
gap. Enhancing provider knowledge of diabetes care can help bridge the gap between
evidence and practice, promoting sustained improvements in patient outcomes
(Rodriguez et al., 2022).

Several factors contribute to the underutilization of diabetes treatment techniques,
including inadequate training for primary healthcare providers, conflicting primary
healthcare priorities, clinical inertia, and a lack of awareness of new guidelines (Lewing
et al., 2022). Compared to other chronic diseases, diabetes management may make
providers feel less confident, especially when addressing pharmacologic therapy, lifestyle
modifications, and psychological demands (American Diabetes Association, 2021).
Furthermore, many physicians may not regularly obtain the ongoing education necessary

to keep pace with the rapid evolution of treatment alternatives, which includes new drug



classes and technologies, such as continuous glucose monitoring (American Diabetes
Association, 2021).

There are serious repercussions if evidence-based diabetic care is not
implemented (Rodriguez et al., 2024). Patients experience a worse quality of life, more
problems, and higher medical expenses (Lewing et al., 2022). Because nurse
practitioners, clinical nurse specialists, and other advanced practice nurses commonly
provide primary healthcare and are leaders in patient education and chronic illness
management, nursing practice is particularly well-positioned to address this challenge
(Rodriguez et al., 2022). The nursing mission to provide safe, efficient, and equitable care
is supported by ensuring that providers have up-to-date knowledge on diabetes.

The practice-focused question guiding this project was: Among primary
healthcare providers, does implementing a structured diabetes education training
program, compared to the current standard practice, improve provider knowledge in
diabetes management? The purpose of the project was to implement an evidence-based
education intervention aimed at improving primary healthcare providers’ knowledge of
diabetes management.

A substantial body of research supported the use of structured diabetes education
programs for primary healthcare professionals to enhance their clinical management and
understanding of diabetes in primary healthcare settings. I found seven peer-reviewed
articles examining the impact of structured educational interventions on provider
knowledge and diabetes care practices using a targeted literature search of the CINAHL,
PubMed, and EBSCO databases. The Johns Hopkins Evidence-Based Practice Model for

Nursing and Healthcare Professionals Tool was used to rate the located articles of
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literature from Levels I experimental studies, Level Il Quasi-experimental studies, Level
III non-experimental, including qualitative studies, Level IV clinical practice guidelines
or consensus panels, and Level V literature reviews, quality improvement projects, case
reports, and expert opinions. The articles comprised four Level IV clinical practice
guidelines or consensus panels, one Level V expert opinion or literature review, one
Level II quasi-experimental study, and one Level Ill non-experimental study.

Evidence consistently supports the need for structured diabetes education and
training for primary healthcare professionals working in primary healthcare settings to
overcome knowledge and practice gaps in diabetes treatment. Following structured
continuing education programs, Lim et al. (2020) and Almetahr et al. (2020) (both Level
IT and of good quality) demonstrated notable improvements in provider knowledge,
skills, and clinical behaviors. According to descriptive studies, such as those by Hulbert
et al. (2022) and Kudlova & Kocvarova (2020) (both Level III-IV and of good quality),
providers underutilize evidence-based therapies because they lack a basic understanding
and awareness of diabetes programs. The necessity of systematic provider education to
guarantee consistent adherence to guidelines and fair patient outcomes is further
supported by expert consensus and white papers (Das et al., 2022). Overall, the evidence
is of excellent to strong quality (i.e., Levels II-IV) and shows a consistent pattern
indicating that the identified practice gap is addressed when primary healthcare providers
get systematic, continuous education that enhances their clinical practice and knowledge

of diabetes.



Staff Education Project Development

At the project site, 10 licensed primary healthcare providers participated in the
staff education program. The participants, who ranged in age from 29 to 55 years old,
consisted of four male and six female providers. The sample comprised three White
providers, two Hispanic/Latino providers, and five African American providers. This
diversity enabled the intervention to be applied more broadly across patient populations
and contributed a variety of viewpoints to the research.

To measure participant knowledge improvements, I administered a pretest
(Appendix A) before training to gather baseline information on knowledge scores. A
posttest (Appendix B) was then used to assess participants’ knowledge gain after training,
Participants received handouts to aid in their learning (see Appendix C). The session was
facilitated using a PowerPoint presentation (Appendix D). To assess the training’s
applicability, viability, and potential integration into standard clinical practice,
participants also completed a feedback form. I analyzed participant pre- and posttest
scores using the Statistical Package for the Social Sciences, Version 29.0, to assess
provider knowledge gains. The training’s applicability was evaluated through qualitative
feedback. [ used a sample paired z-test to compare the pre- and post-implementation
knowledge test scores. The outcomes confirmed the viability and effectiveness of the
organized diabetes education program, showing a notable increase in provider confidence
and knowledge. The success and probable sustainability of the program were highlighted
by the participants, who also expressed interest in additional training opportunities and
emphasized the importance of incorporating evidence-based practices into their daily

work.



Results

Ten primary healthcare providers completed the pre- and posttests (see Table 1).
The average score on the pretest was 12.20, while the average score on the posttest
increased to 14.20 (see Table 2). After the organized diabetes education intervention,
provider knowledge significantly improved, according to statistical analysis, which
produced a p-value < .001. There was also participant feedback that supported these
findings, with providers reporting that the structured education project increased their
knowledge of utilizing evidence-based diabetes management strategies.
Table 1

Pre- and Posttest Scores by Participant

Participant  Pretest score Posttest Score Difference

P1 12 14 +2
P2 13 15 +2
P3 10 13 +3
P4 13 14 +2
P5 12 14 +2
P6 13 15 +2
P7 12 14 +2
P8 13 15 +2
P9 13 14 +1
P10 11 14 +3
Table 2

Descriptive Statistics and Paired t-Test Results for Pre- and Posttest Scores (N = 10)

Minimum Maximum Sum M SD
Provider knowledge before the 10 13 122 12.20 1.033
education program
Provider knowledge after the 13 15 142 1420 .632

education program

The increase in provider knowledge had a significant impact on the organization.

The staff education project equips primary healthcare providers with high-quality,
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standardized knowledge on diabetes management that is evidence-based and up to date.
Indirectly, the project leads to better patient outcomes. Adopting this intervention aligns
with the organization’s strategic objectives of enhancing quality indicators, managing
chronic diseases more effectively, and reducing healthcare expenses associated with
hospital stays and long-term, diabetes-related effects. Additionally, the project fosters
professional growth and establishes the company as a learning-centered, evidence-based,
practice-committed environment.

The project had multiple limitations. The sample size was relatively small (N =
10), and it was implemented at a single practice site, which limited the generalizability of
the findings. Another limitation of the project was that the evaluation measured
immediate knowledge gains among providers rather than the long-term retention of
knowledge. The final limitation I identified was that provider feedback may have been
subject to bias because it was self-reported, and participants could have overstated the
impact of the structured education intervention.

Implementing this structured diabetes education program for primary healthcare
providers has significance beyond the local practice. The practice problem that
contributes to differences in diabetes outcomes is the underutilization of diabetes
treatment by primary healthcare providers. This project demonstrated how a structured,
provider education program can effectively enhance confidence, expand knowledge, and
facilitate improved care delivery (see Aldahmashi et al., 2024). It may be possible to
improve population health outcomes, advance diversity, equity, and inclusion in the
management of chronic diseases, and lessen disparities by implementing and expanding

this paradigm in other healthcare institutions.



Conclusions

This project showed that primary healthcare providers’ understanding of diabetes
improved significantly and measurably as a result of a structured diabetes staff education
program. According to these findings, the organization may improve patient outcomes,
increase adherence to evidence-based guidelines, and enhance the quality and consistency
of services by implementing targeted staff education. The intervention also fosters a
culture of continuous learning, helping the facility achieve its goals of reducing avoidable
problems and related healthcare expenses.

Several recommendations can be considered to ensure the project’s sustainability
and continued benefit to primary healthcare providers. To ensure that all clinicians
receive regular updates on changing diabetes treatment standards, I recommend that the
organization should first incorporate a structured diabetes education program into its
regular professional development. Future projects should incorporate longitudinal follow-
up to assess knowledge retention and examine patient-level outcomes, such as glycemic
control, hospitalization rates, and patient satisfaction. I also suggest that interdisciplinary
teams might be included in the program, guaranteeing thorough and cooperative diabetic
care. Lastly, the creation of valuable tools, such as electronic decision-support systems or
quick-reference guides, may further improve provider efficiency and adherence.

This project highlighted the importance of provider education in promoting
evidence-based practice and high-quality care in nursing practice. Structured training that
prepares nurses and nurse practitioners to provide more efficient, culturally sensitive care
directly benefits them because they are frequently at the forefront of patient education

and chronic illness management (Lim et al., 2020). Closing provider knowledge gaps that



perpetuate health inequities fosters beneficial social change that extends beyond local

practice. The intervention promoted diversity, equity, and inclusion in healthcare delivery
by providing providers with tools for inclusive patient education and culturally sensitive
communication. Consequently, this project enhances patient confidence in the healthcare
system, lessens inequalities in diabetes outcomes, and advances population health overall

(see Rodriguez et al., 2022).
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Appendix A: Pretest

Diabetes Knowledge Pretest for Healthcare Providers 4-digit de-identifying
number

1. According to the ADA 2024 guidelines, which of the following is a key standard of
care in diabetes?

A. Strict glucose control only

B. Routine insulin use for all patients

C. Diagnosis and classification of diabetes

D. Elimination of carbohydrates from the diet

2. What diabetes management strategy should be personalized to cultural preferences and
comorbidities?

A. Insulin regimen

B. Physical activity plan

C. Nutrition therapy

D. Use of diabetes technology

3. What should be closely monitored to avoid drug dosing issues in older diabetic
patients?

A. Cholesterol levels
B. Cognitive function
C. Renal function
D. Electrolytes
4. What is considered a first-line medication for managing type 2 diabetes?
A. Insulin
B. Metformin
C. GLP-1 RAs
D. SGLT-2 inhibitors

5. GLP-1 receptor agonists and SGLT-2 inhibitors should only be used in patients with
low cardiovascular risk.

A. True
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B. False
6. Which of the following is a short-term complication of diabetes?
A. Peripheral artery disease
B. Retinopathy
C. Hypoglycemia
D. Nephropathy
7. What lifestyle recommendation is emphasized in diabetes care?
A. Eliminate all fats from the diet
B. Smoking cessation and alcohol moderation
C. Avoid exercise to prevent hypoglycemia
D. High-protein, zero-carb diet

8. Which complication is classified as a macrovascular long-term complication of
diabetes?

A. Retinopathy

B. Nephropathy

C. Heart Disease

D. Neuropathy
9. Which statement reflects a key “Clinical Diabetes Pearl”?

A. Focus on insulin only

B. Recommend the same treatment for all patients

C. Reassess regimen every 3—6 months

D. Minimize cost concerns over medication side effects
10. Which of the following best describes the Plate Method for diabetes-friendly meals?

A. 2 whole grains, 4 lean protein, 74 fruit

B. ' fruits, Y4 lean protein, % healthy fats

C. Y2 vegetables, "4 whole grains, 74 lean protein

D. 5 vegetables, !5 protein, /5 starches

11. Which of the following foods should be limited or avoided in a diabetes-friendly diet?
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A. Brown rice, olive oil, grilled chicken
B. Soda, white bread, fried foods
C. Berries, legumes, leafy greens
D. Quinoa, unsweetened tea, tofu
12. Healthy fats such as avocados, olive oil, and nuts are part of a diabetes-friendly diet.
A. True
B. False

13. Which of the following is considered an additional complication of diabetes beyond
blood sugar issues?

A. Improved wound healing

B. Reduced risk of infection

C. Foot ulcers and dental disease
D. Increased muscle strength

14. All patients with diabetes should receive the same standardized treatment regardless
of comorbidities or preferences.

A. True
B. False

15. Which of the following is NOT a recommended advocacy role for healthcare
providers in diabetes care?

A. Engaging in patient education
B. Promoting culturally responsive care
C. Avoiding discussions about care access

D. Participating in professional organizations
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Appendix B: Posttest

Diabetes Knowledge Posttest for Healthcare Providers 4 digit de-identifying
number

1. According to the ADA 2024 guidelines, which of the following is a key standard of
care in diabetes?

A. Strict glucose control only

B. Routine insulin use for all patients

C. Diagnosis and classification of diabetes

D. Elimination of carbohydrates from the diet

2. What diabetes management strategy should be personalized to cultural preferences and
comorbidities?

A. Insulin regimen

B. Physical activity plan

C. Nutrition therapy

D. Use of diabetes technology

3. What should be closely monitored to avoid drug dosing issues in older diabetic
patients?

A. Cholesterol levels
B. Cognitive function
C. Renal function
D. Electrolytes
4. What is considered a first-line medication for managing type 2 diabetes?
A. Insulin
B. Metformin
C. GLP-1 RAs
D. SGLT-2 inhibitors

5. GLP-1 receptor agonists and SGLT-2 inhibitors should only be used in patients with
low cardiovascular risk.

A. True
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B. False
6. Which of the following is a short-term complication of diabetes?
A. Peripheral artery disease
B. Retinopathy
C. Hypoglycemia
D. Nephropathy
7. What lifestyle recommendation is emphasized in diabetes care?
A. Eliminate all fats from the diet
B. Smoking cessation and alcohol moderation
C. Avoid exercise to prevent hypoglycemia
D. High-protein, zero-carb diet

8. Which complication is classified as a macrovascular long-term complication of
diabetes?

A. Retinopathy

B. Nephropathy

C. Heart Disease

D. Neuropathy
9. Which statement reflects a key “Clinical Diabetes Pearl”?

A. Focus on insulin only

B. Recommend the same treatment for all patients

C. Reassess regimen every 3—6 months

D. Minimize cost concerns over medication side effects
10. Which of the following best describes the Plate Method for diabetes-friendly meals?

A. 2 whole grains, 4 lean protein, 74 fruit

B. ' fruits, Y4 lean protein, % healthy fats

C. Y2 vegetables, "4 whole grains, 74 lean protein

D. 5 vegetables, !5 protein, /5 starches

11. Which of the following foods should be limited or avoided in a diabetes-friendly diet?
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A. Brown rice, olive oil, grilled chicken
B. Soda, white bread, fried foods
C. Berries, legumes, leafy greens
D. Quinoa, unsweetened tea, tofu
12. Healthy fats such as avocados, olive oil, and nuts are part of a diabetes-friendly diet.
A. True
B. False

13. Which of the following is considered an additional complication of diabetes beyond
blood sugar issues?

A. Improved wound healing

B. Reduced risk of infection

C. Foot ulcers and dental disease
D. Increased muscle strength

14. All patients with diabetes should receive the same standardized treatment regardless
of comorbidities or preferences.

A. True
B. False

15. Which of the following is NOT a recommended advocacy role for healthcare
providers in diabetes care?

A. Engaging in patient education
B. Promoting culturally responsive care
C. Avoiding discussions about care access

D. Participating in professional organizations
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Appendix D: PowerPoint Presentation
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What to Include in a Diabetic Diet

* 1. High- Fiber Carbohydrates-Whole grains (brown rice, oats, quinoa),
Legumes (beans, lentils), Fruits (berries, apples — in moderation), Non-
starchy vegetables (broccoli, spinach)

* 2. Lean Proteins- Skinless poultry, fish, eggs, Tofu and tempeh, Beans and
legumes

* 3. Healthy Fats- Avocados, olive oil, Nuts & seeds, Fatty fish (salmon,
mackerel), Low-fat (2%) milk

* 4. Non-Starchy Vegetables- Leafy greens, cabbage, cucumbers, cauliflower
* 5. Fluids- Water, Unsweetened teas, Infused water (e.g., lemon, cucumber)

* % Tip: Use the Plate Method 0 ¥ vegetables | 0[] % whole grains | @
4 lean protein
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