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Abstract
Type 2 diabetes mellitus (T2DM) is a long term metabolic disorder characterized by high
blood sugar, insulin resistance, and relative lack of insulin. T2DM is a leading cause of
cardiovascular disease, blindness, kidney failure, lower-limb amputation, and other
complications that are costly to patients and the U.S. health care system. Lack of
knowledge and underdeveloped skills for self-management of diabetes continues to be
the biggest problem for patients with T2DM. Using a team approach and Rosswurm and
Larrabee’s (1999) conceptual model as a framework, the purpose of this doctorate of
nursing practice quality improvement project was to develop an evidence-based initiative
for diabetic self-management that included a practice guideline/protocol for patients, and
an educational curriculum plan for staff members including a pretest/posttest. Two nurse
practitioners who are specialists in diabetes served as content experts to evaluate the
educational curriculum plan. A dichotomous 5-item evaluation revealed unanimous
agreement that the objectives of the curriculum were met. The content experts validated
each 15 pretest/posttest items using a 4-point Likert scale ranging from 1 (not relevant) to
4 (very relevant). The content validation index was equal to 1.00 showing each of the test
items were very relevant. This project will promote positive social change by facilitating
staff commitment to evidence-based practice which will impact the physical,

psychological, and emotional well-being of patients, families, and communities.
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Section 1: Overview of the Evidence-Based Project
Introduction

This quality improvement (QI) project relates to the doctorate of nursing practice
(DNP) Essential 11: Organizational and Systems Leadership for Quality Improvement and
Systems Thinking, which focuses on DNP students’ leadership roles in identifying health
care issues and the application of evidence-based knowledge to improve outcomes
(American Association of Colleges of Nursing [AACN], 2006). The DNP Essential I1I:
Clinical Scholarship and Analytical Methods for Evidence-Based Practice focuses on
DNP students’ ability to translate, disseminate, and integrate research into evidence-
based practice (AACN, 2012).

Heisler, Smith, Hayward, rein, & Kerr, (2003) noted that nursing leadership
guides health care organizations in the successful application of evidence-based practice
(EBP) through strategic approaches by allocating appropriate human and material
resources. Applying evidence-based practice (EBP) in primary care settings is long
overdue; however, evidence has shown that health care professionals are often unaware
of the latest EBP guidelines (National Institute of Clinical Studies [NICS], 2006), and as
a result, they continue their practices without using current EBP guidelines and protocols.
The lack of available EBP guidelines and protocols in primary care settings (especially in
underserved clinics) has led to knowledge and skill deficits in many outpatient clinics
(Norris, Engelgau, & Venkat Narayan, 2001). The American Association of Diabetes

Educators (AADE) (2012) found that evidence-based clinical practice guidelines



enhanced the ability of health care providers to effectively address the needs of
individuals with diabetes. However, the private primary care practice setting in the
southwestern United States, for which this DNP project was developed, lacked an EBP
guideline and protocol for clinicians (including physicians and advanced practice nurses)
to use to meet the self-management needs of the diabetic population. The region
comprises approximately 90% of the Hispanic population nationwide, and in 2013 it had
an average estimated household income of $39,450 (New Mexico City-Data, 2013). The
2013 clinic’s annual report showed that two in three patients in the clinic had type 2
diabetes mellitus (T2DM). A hemoglobin A1C of less than 9% had been achieved in
fewer than 50% of these patients (the ideal glycemic control is A1C 7%) (American
Diabetes Association [ADA], 2013). Significant knowledge and skill deficits have been
reported in 50-80% of individuals with diabetes nationwide (Norris, et al., 2001). Grol
and Grimshaw (2003) reported that many patients do not receive appropriate care, and
some receive unnecessary or harmful care.

The social impact on patients developing T2DM has been found to include
feelings of powerlessness and a lack of self-efficacy, and T2DM impacts the physical,
psychological, and emotional well-being of the patients and their family members (Norris
et al., 2001).The prevalence and complications of diabetes could be reduced by a large
margin through diabetes education and self-management training. This, in turn, could

significantly improve the quality of diabetes care and have a positive effect on society by



creating a culture that values good health (Berwick, 2003; Biddle, Fox, & Boutcher,
2012; Bluford, 2011).
Background

Diabetes mellitus (DM) is known as a chronic metabolic disease characterized by
macrovascular and microvascular complications due to high levels of blood glucose
(Centers for Disease Control and Prevention [CDC], 2013). Diabetes is now the leading
cause of morbidity and the largest health care problem in the United States in terms of
prevalence, cost, and the burden placed on individuals and the nation as a whole (CDC,
2013). The prevalence of diabetes has increased dramatically over the past few decades,
and these numbers are expected to continue to grow due in part to obesity, sedentary
lifestyles, and increasing life expectancy (CDC, 2013). While diabetes is equally
prevalent in men and women, the risk for T2DM is substantially higher in minority
groups.

T2DM constitutes 90-95% of all cases of diabetes worldwide. According to the
World Health Organization (WHO) (2014), whereas an estimated 30 million people
worldwide had diabetes in 1985, approximately 180 million people suffer from diabetes
today. T2DM is projected to affect 300 million people worldwide by 2025 (WHO, 2014).
In 2012, the CDC recorded 29.1 million Americans (9.3% of the total population) with
T2DM, 11% of whom were 65 years of age or older (CDC, 2012). In all, 8.1% of
diabetes sufferers are from the state of New Mexico, for which this project was

developed (CDC, 2013).



Complications of T2DM are significant. According to the WHO (2013), 65% of
deaths occurring among people with diabetes are attributed to heart disease or stroke, a
rate nearly two to four times higher than among nondiabetic adults. Each year, T2DM
leads to 12,000-24,000 new cases of blindness. In addition, 44% of patients with T2DM
suffer from end-stage renal disease and need dialysis or kidney transplantation, 70% have
nervous system damage, and 60% suffer non-traumatic lower-limb amputations (ADA,
2013; CDC, 2013). Today, T2DM continues to be the leading cause of morbidity and the
seventh leading cause of mortality in the United States (CDC, 2013).

Researchers and health care providers believe DM is a disease requiring self-care
management and that patients must be adequately skilled, dependable, and responsible
for taking care of themselves (Dalton, Garvey, & Samira, 2006). Diabetes self-
management training (DSMT), or the process of teaching diabetic individuals or patients
to manage their condition, has been proven to be a cornerstone in clinical management
for T2DM, and DSMT will soon become a vital component of high-quality primary care
(Bodenheimer, Wagner, & Grumbach, 2002; Dalton et al., 2006). Self-management is the
essential foundation of the empowerment approach. Self-management is necessary
component in helping patients manage their diabetes and make appropriate decisions
regarding their own care. The primary concept of self-management is self-efficacy, which
focuses on an individual’s ability to carry out the behavior necessary to reach a desired
goal. Self-management training must be achieved to overcome the feelings of

powerlessness associated with T2DM. Moreover, while diabetes is a chronic illness with



the potential for several complications, patients must have knowledge of and expectations
for the physical, psychological, and emotional effects of DSM (Dalton et al., 2006).
Problem Statement

The practice problem addressed in this QI project was the lack of an evidence-
based guideline and protocol for diabetes self-management as evidenced in the clinic’s
2013 annual report, which reported that two out of three patients in the clinic suffered
from T2DM, with more than 50% of those patients having an A1C of greater than 9%.
According to Shrivastava, Shrivastaval, and Ramasamy (2013), poor practices among
clinicians have contributed greatly to the knowledge and skill deficits among diabetes
patients. The authors found that clinicians were not encouraging self-care activities
among their patients. Although the of diabetic self-management care has been well-
recognized, the lack of self-management training in primary care practice remains a great
concern to health care clinicians (Shrivastava et al., 2013).

Gabbay and le May (2004) noted that clinicians rarely accessed, appraised, or
utilized explicit evidence-based research in practice, and as a result, the gap in practice
has continued. Health care professionals are often unaware of and lack familiarity with
the latest evidence-based guidelines (NICS, 2006). Although clinicians may be aware that
new guidelines have been issued, they may not recognize how their current practice needs
to change to ensure they provide the best care for patients, in line with the guidelines

(NICS, 2006).



According to the AADE (2010), evidence-based clinical practice guidelines
enhance the ability of health care providers to address effectively the needs of individuals
with diabetes. Guidelines and protocols on diabetes self-management training (DSMT)
must be available for all staff who must then utilize them effectively to address the needs
of individuals with diabetes and prevent diabetes complications.

Purpose

The purpose of this QI project was to develop an evidence-based clinical practice
initiative for diabetic self-management (DSM). The evidence is clear that self-
management can facilitate the diabetic patient’s physical, psychological, and emotional
well-being (Norris et al., 2001). Therefore, the gap between the ideal care indicated by
the evidence and the care that is actually provided in the clinical setting can be bridged by
the development and implementation of this educational initiative.

Project Question, Goals, and Outcomes
Project Question

Did a comprehensive educational initiative on diabetic self-management training
for staff members working in this clinic improve glycemic control among patients with
T2DM?

Goal

The goal of this project was to provide clinic staffs the tools to promote self-

management education among T2DM patients.

Outcomes



At the conclusion of this educational initiative, the outcomes included the
following:
Outcome 1: Literature Review Matrix: Promoting Diabetes Self-
Management Education in Outpatient Clinic (see Appendix A)
Outcome 2: Evidence-Based clinical Practice Guideline/Protocol on
Diabetes Self-Management Education (see Appendix B)
Outcome 3: Educational Curriculum Plan (see Appendix C)
Outcome 4: Pretest/Posttest (See Appendix F)
Outcome 5: Qualitative Summative Evaluation Stakeholders/Committee
Members (see Appendix 1)
The implementation and evaluation of the project’s outcomes will be conducted after my
graduation from Walden University.
Framework
This project utilized Rosswurm and Larrabee’s (1999) conceptual model, which
incorporates elements of EBP, research utilization, and enforced change theory. The
project was guided through a systematic process of bringing change to EBP. The six
essentials of this process include (a) assessing the need for practice change, (b)
connecting problems with the right interventions and outcomes, (c) gathering all of the
evidence, (d) designing a practice change, (e) implementing and evaluating the practice

change, and (f) integrating and maintaining the practice change (Terry, 2012).



Nature of the Project

The nature of this project consisted of developing a comprehensive educational
initiative. In step 1, the problem was identified following Rosswurm and Larrabee’s
(1999) framework, and in step 2 the problem was connected with outcomes. In Section 2,
steps 3 included gathering evidence; step 4, which is outlined in Section 3, includes
practice change. Step 5, implementing and evaluating the practice change, and step 6,
integrating and maintaining the practice change, will be completed after my graduation.

The design approach includes the following:

1. Examining the evidence and carefully considering all aspects of the project

(Burns & Grove, 2009);

2. Establishing a multidisciplinary team, with myself as the leader of the

educational initiative, and composed of a nurse educator, an office manager, a

medical director, information technology (IT) personnel, and administrators;

3. Evaluating the process, which will be ongoing and reflected in meeting

minutes;

4. Completing a qualitative summative evaluation stakeholders/committee

members of the process, the project, and my leadership (Appendix 1); and

5. Completing a content validation index, which will be done by experts in

diabetes (Appendix F).

Definitions

The following terms are used for the project.



Clinician: A health care practitioner who works as a primary care provider of a
patient in a hospital, skilled nursing facility, clinic, or patient’s home. A clinician
(including physicians, nurse practitioners, and physician assistants) diagnoses, prescribes
treatment, treats, and discharges patients from therapy (American Nurses Association,
2015).

Clinical guidelines: Systematically developed statements to assist practitioner and
patient decisions about appropriate health care for specific clinical circumstances (The
Institute of Medicine [IOM], 2010).

Clinical protocols: Precise and detailed plans designed to be user-friendly and a
guide for daily clinical care (Primary Care Electronic Library [PCEL], 2007).

Diabetes mellitus: A chronic metabolic disease characterized by macrovascular
and microvascular complications due to high levels of blood glucose (CDC, 2013).

Diabetes self-management: The ability of the individual in conjunction with
family, community, and health care professionals to manage symptoms; treatments;
lifestyle changes; and the psychosocial, cultural, and spiritual consequences of the
disease (Wilkinson & Whitehead, 2009).

Evidence-based practice: Meticulous integration of best research evidence with
clinical expertise and patient values and needs in the delivery of quality, cost-effective

health care (Burns & Groves, 2009).



Assumptions
According to Burns and Grove (2009), assumptions can be defined as statements
that are “taken for granted or considered true, even though they have not been
scientifically tested” (p. 41). The assumptions of this project were:
1. The primary care clinicians were motivated to improved diabetes self-
management through the use of the clinical guideline and protocol.
2. The primary care clinicians adopted and utilized this evidence-based clinical
practice guideline and protocol.
3. The selected team members fully participated in developing and implementing
this clinical guideline and protocol.
Scope and Delimitations
This project was developed for implementation in a rural clinic in the Southwest
United States. The population was T2DM patients. The project is ongoing and evaluated
on a yearly basis in the Well Med annual report. This project may not be applicable to
other clinic settings, but because the private practice has recently been purchased by a
larger corporation, there is potential for implementation in a larger population.
Limitations
Limitations or restrictions in a study may decrease generalization of the findings
and are theoretical or methodological in nature (Burns, & Groves, 2009). The limitations

of this project included:



1. The possibility that the evidence-based clinical practice guideline and
protocol may not be generalized to other settings.
2. The implementation and evaluation plan may not be generalized to other
settings.
Significance of the Project
Self-management activities are a cornerstone in clinical management for T2DM
and becoming a vital part of high-quality primary care (Bodenheimer, 2002; Dalton et al.,
2006). Adherence to self-management training in primary care practices remains crucial
for clinicians. Implementing an educational curriculum plan and the EBP guideline and
protocol on T2DM self-management training for staffs in this primary care setting will
significantly improve the quality of diabetes care and have a positive effect on our health
care system. Spearheading a consistent educational initiative among the staffs will
contribute positively to social change by promoting better health care, especially among
the Hispanic population.

Summary

Section 1 presented an overview of diabetes, diabetes complications, and the
importance of the staffs’ role in diabetes self-management training. The practice problem
addressed in this quality improvement project was the lack of an evidence-based
guideline and protocol for diabetes self-management, as evidenced in the clinic’s annual
report, which reported that two out of three patients in this clinic suffered from T2DM,

with more than 50% of those patients having an A1C of greater than 9%. The goal of this



project was to provide clinic staffs the tools to promote self-management education

among T2DM patients.

Section 2: Review of Scholarly Literature
Introduction

The purpose of this design-only QI project was to develop an evidence-based
clinical practice initiative for diabetic self-management that included the following: (a)
an evidence-based clinical practice guideline/protocol on diabetes self-management
education (Appendix B), (b) an educational curriculum plan (Appendix C), and (c) a
pretest/posttest (Appendix F). The goal of this project was to provide the clinic staffs the
tools to promote self-management education among T2DM patients. DM Presents one of
the most challenging health care problems in terms of prevalence, complications, cost,
and the burden placed on individuals and the United States (CDC, 2013). The lack of a
comprehensive education plan or EBP guideline and protocol in the primary care setting
have increased the knowledge and skill deficit in many outpatient clinics (Norris et al.,
2001).

This section outlines the method of the literature search, which I conducted using
terms such as: diabetes mellitus, self-management education and training, evidence-

based clinical guidelines and protocols, and R&L’s change theory.



Literature Search Strategy

| performed a literature review for the most current and relevant information
related to this project. The following computerized research databases were accessed:
The Cumulative Index to Nursing and Allied Health Literature (CINAHL), the
Educational Resources Information Center (ERIC), Health Source: Nursing/Academic
Edition, MEDLINE/PubMed, the Cochrane Database of Systematic Reviews, and
Cochrane Database of Reviews of Effectiveness (DARE). The keywords used to retrieve
documents were: diabetes mellitus, evidence-based diabetes self-management, diabetes
self-management education/training, clinical practice, self-efficacy, type 2 diabetes
mellitus, effective diabetes self-management, Rosswurm and Larrabee Model, diabetes
education, leadership skill, and DNP essentials. The sources used for the review were
foundational and peer-reviewed. The search was limited to articles from 2001-2015; over
100 articles were retrieved, 60 of which were relevant to the project.

Rosswurm and Larrabee Model
The appropriate model for this educational initiative was based on a revised

version of the model proposed by Rosswurm and Larrabee (1999). This model consists of
six steps (see Figure 1) that focus on processes that improved outcomes (Rosswurm &
Larrabee, 1999). The model has been employed for implementing changes based on best
practices by the American Stroke Association, intensive care units, and other settings
(George & Tuite, 2008; Kavanagh, Connolly, & Cohen, 2006). The steps of this model

were suitable for diabetes self-management education and training because the model is
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organized, easy to use, and allows for ongoing monitoring of completed projects

(Rosswurm & Larrabee, 1999).

www.medscape.com
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Figure 1. Rosswurm and Larrabee’s model (1999).
Clinical Outcomes

Christ-Libertin, Black, Latacki, and Bair (2015) performed a pilot study to
describe the effectiveness of an evidence-based guideline designed to prevent catheter-
associated urinary tract infection (CA-UTI) in the burn-injured patient population. The
Rosswurm-Larrabee six-step process model guided implementation of the practice
change. The study utilized a pre- and postbundle implementation comparison design with
a sample population that included eight burn-injured patients (7—88 years). Inclusion

criteria included burn-injured patients of all ages with an indwelling urinary catheter. The



catheter day range was 1 to 27 days. Each patient had a clear indication for an indwelling
urinary catheter. Nurses reported using a bladder scanner to assess bladder volume for
postoperative patients with urinary retention, avoiding use of an indwelling urinary
catheter in some cases. Integration of the evidence-based guideline in practice resulted in
a reduced CA-UTI rate, reduced catheter days, increased days between CA-UTIs, and
outperformance of the national benchmark statistic. In 2013, the burn unit reduced
catheter days by about 75% and reduced infection incidence by >90% in three quarters
after implementation of the practice changes. The unit was able to sustain a CA-UT] rate
of zero for 248 days (Christ-Libertin et al., 2015).

Long, Burkett, and McGee (2009) described the process of incorporating evidence
into policies and procedures, resulting in the establishment of evidence as a basis for safe
practice. This described process included the Rosswurm and Larrabee’s model for change
to EBP. The model steered the work of EBP mentors in developing a template, system,
and educational plan for dissemination of evidence-based policies and procedures in
patient care (Long et al., 2009).

Kavanagh, Connolly, and Cohen (2006) conducted a research project in a 300-bed
facility with a level two trauma center, examining 49 patients with primary diagnoses of
stroke as participants. The purpose of their project was to identify the differences in the
outcomes for patients with the diagnosis of stroke before the initiation of evidence-based
standards of care and 9 months after implementation of the Acute Stroke Treatment

Program. This project described how the model for change to EBP developed by



Rosswurm and Larrabee was used for the effective implementation of the program. The
results showed that improvements could be made for disease-specific populations through
the use of EBP, interdisciplinary teamwork, planning, and collaboration (Kavanagh et al.,
2006). These authors recommended that patients be educated and assessed for self-
efficacy related to the management and control of their blood glucose (Kavanagh et al.,

2006).

Diabetes Mellitus

Diabetes mellitus (DM) is a group of diseases that includes type 1 DM, type 2
DM, gestational DM, medication-induced DM, and pre-DM; all are characterized by high
levels of blood glucose (ADA, 2008). In the United States, 9.3% of the population has
diabetes (CDC, 2003). T2DM, in particular, is the most common form of diabetes,
accounting for 90-95% of all cases of diabetes (CDC, 2003). In T2DM, the body does
not use insulin properly due to either insulin resistance or relative insulin deficiency
(ADA, 2007).

According to the American Diabetes Association (2007), an estimated 30 million
people worldwide had diabetes in 1985. By 1995, this number had gone up to 135
million. The latest WHO estimate for the number of people with diabetes worldwide in
2000 was 177 million. The number will reach 300 million by 2025 (WHO, 2014). In the
United States, 29.1 million people were diagnosed with diabetes in 2012, and it was
predicted that 50% of Americans will have diabetes by 2020 ((Pipe, Wellik, Buchda,

Hansen, & Martyn, 2005).



Diabetes is a leading cause of cardiovascular disease, blindness, kidney failure,
and lower-limb amputation. For instance, 65% of deaths occurring among people with
DM are attributed to heart disease or stroke. DM is the leading cause of blindness among
adults aged 2074, and diabetic retinopathy is linked to 12,000-24,000 new cases of
blindness each year. In 2000, nearly 130,000 people with DM underwent dialysis
treatment and kidney transplantation. Also, 60 —70% of these patients had mild to severe
forms of nervous system damage, which impairs sensation in the feet or hands and slows
the digestion of food in the stomach. Also, 60% of nontraumatic lower-limb amputations
in the United States occur among diabetes patients (ADA, 2007). Diabetes is the seventh
leading cause of death in the United States, with heart disease leading the cause of
diabetes-related deaths (ADA, 2012).

DM leads to many complications that are quite costly to the patients and the U.S.
health care system. Direct medical costs related to DM were $116 billion in 2007 and
$173.6 billion in 2012, whereas indirect costs (e.g., disability, work loss, premature
mortality) accounted for $58 billion in 2007 and $71.4 billion in 2012. The total costs
related to DM in the United States in 2007 were $174 billion, and in 2012, this number
had gone up to $245 billion, about a 41% increase (ADA, 2007; ADA, 2012).

Clinical Outcomes

Nalysnyk, Hernandez-Medina, and Krishnarajah (2010) conducted a total of 10

interventional and observational studies in patients with T2DM and reported a measure of

glycemic variability and its impact on the development or progression of micro- and



macrovascular diabetic complications. The study’s results showed a significant positive
association between glucose variability and the development or progression of diabetic
retinopathy, cardiovascular events, and mortality in 9 of 10 studies. The authors
concluded that a signal suggesting glucose variability, characterized by extreme glucose
excursions, could be a predictor of diabetic complications independent of HbAlc levels
in patients with T2DM. Better daily control of blood glucose excursions, especially in the

postprandial period, may reduce the risk of these complications (Nalysnyk et al., 2010).

Self-Management Training

The burden of DM is quite significant. Researchers, policymakers, and health care
providers believe DM is a self-management disease (Dalton et al., 2006). Self-
management can be defined as an ability and process that individuals use in conscious
attempts to gain control of their disease, rather than being controlled by the disease
(Wagner, Austin, Davis, Hindmarsh, Schaefer and Bonomi, 2001). Self-management
integrates multiple concepts: self-care, self-monitoring, adherence, health behavior
change, patient education, and collaborative care (Kumar, C. 2007).
Clinical Outcomes

Deakin, McShane, Cade, and Williams (2005) conducted randomized controlled
trials (RCTs) or clinical controlled trials (CCTs) to compare Group-Based Education
(GBE) for adults with T2DM in primary care settings or secondary care settings. The
purpose of this study was to determine if the effect of GBE on self-management training

improved clinical, lifestyle, and psychosocial outcomes. The authors included more than



six participants in a group, and each session lasted for about an hour. A total of eight
RCTs (n = 1260) and three CCTs (n = 272) met the selection criteria. Meta-analysis
(using a random effects model) showed that glycated hemoglobin and fasting glucose
concentrations were lower in the intervention group than in the control group and that
diabetes knowledge scores were greater in the intervention group than in the control
group (three trials, n = 432; standardized mean difference 0.95, 95% C1 0.72 to 1.18).
More patients in the intervention group than in the control group reduced their use of
diabetes medication over 12-14 months (five trials, n = 654; relative benefit increase
825%, C1 202 to 2738). One RCT (n = 314) reported greater total empowerment scores
in the intervention group than in the control group throughout follow-up (p values <0.05;
Deakin et al., 2005).

Compean-Ortiz et al. (2010) conducted a descriptive correlational study using a
randomized sample of 105 Mexican adult patients with type 2 diabetes at a community-
based outpatient clinic. The purpose of this study was (a) to determine the effect of
memory learning on self-care activities in adults with type 2 diabetes moderated by
previous education about or understanding of diabetes and (b) to discover the explicative
capacity of gender, age, diabetes duration, and glycemic control in memory learning and
schooling. The two questionnaires for self-care activities, the Wechsler Memory Scale,
and previous education/understanding in diabetes were used to evaluate the glycosylated
hemoglobin for glycemic control and memory learning. The study used multiple linear

regression analysis and memory learning on self-care activities to evaluate the effect of



moderator capacity of previous education in and understanding of diabetes. Multivariate
analysis was used to categorize the capacity of age, schooling, diabetes duration, and
glycemic control in memory-learning types. The study showed a significant positive
effect of memory learning on self-care activities. Education/understanding in diabetes
moderated the relationship between immediate and delayed memory learning and self-
care in glucose monitoring and diet. Gender, schooling, and the gender-glycemic control
interaction explained memory-learning performance (Compean-Ortiz et al., 2010).

Norris, Kansagara, Bougatsos, Nygren, and Fu, (2003) conducted a meta-analysis
to evaluate the efficacy of self-management education in glycemic control among adults.
A total of 31 studies were selected from 463 articles. The purpose of the study was to test
the effect of baseline glucose (Ghb), follow-up interval, and intervention characteristics
on Ghb. The result showed intervention decreased Ghb by 0.76% (95% CI 0.34-1.18)
more than the control group at immediate follow-up, by 0.26% (0.21% increase—0.73%
decrease) at 1-3 months of follow-up, and by 0.26% (0.05-0.48) at >4 months of follow-
up. Glucose decreased more with an additional contact time between participant and
educator; the study noted a decrease of 1% for every additional 23.6 h (13.3-105.4) of
contact. The authors concluded that positive outcomes were linked to diabetes self-
management education and training.

Brown, Garcia, Kouzekanani, and Hanis, (2002) conducted a prospective
randomized repeated measures study on the Texas-Mexico border to determine the

effects of a culturally competent diabetes self-management intervention in Mexican



Americans with type 2 diabetes. They utilized 256 randomly selected persons with type 2
diabetes aged 35-70. In the experimental group, diabetes knowledge was increased by 5.2
items (14.4%) correct on the diabetes knowledge scale and 1.5 items (3.6%) correct from
the baseline to the 3-month follow-up and the 3-month follow-up to the 12-month follow-
up, respectively. The level of hemoglobin Axc also decreased by 1.2%-age points at 3
months compared to the baseline level; increased by .19%-age points and .09%-age
points from the 3-month follow-up to the 6-month follow-up and the 6-month follow-up
to the 12-month follow-up, respectively. In the control group, the knowledge was
increased by 1.8 items (4.8%) correct from the baseline to the 3-month follow-up and
from the 3-month follow-up to the 12-month follow-up. The level of HbA1. decreased by
.58%-age points from the baseline to the 3-month follow-up; increased by .98%-age
points from the 3-month follow-up to the 6-month follow-up; and decreased by .56%-age
points from the 6-month follow-up to the 12-month follow-up. One year after the
initiation of the intervention, diabetes knowledge of the experimental and control groups
increased by 6.7 items (18%) correct and 3.6 items (9.7%) correct on the diabetes
knowledge scale, respectively. The authors concluded that culturally competent self-
management education, in both individual and support group settings, improved health
outcomes.

Venkat Narayan, Boyle, Geiss, Saaddine, and Thompson, (2006), studied 743
patients in a multicenter cluster randomized controlled trial in primary care. The purpose

of this study was to measure whether the benefits of a single education and self-



management structured program for people with newly diagnosed T2DM were sustained
at 3 years. Biomedical data were collected from 604 participants (82.6%) and
questionnaire data from 513 participants (70.1%). Of the 743 (90.2%) participants who
were eligible for follow-up at 3 years, the baseline result at 12 months showed HbA ¢
levels decreased by —1.49% (95% CI —1.69% to —1.29%) in the intervention group and
by —1.21% (—1.40% to —1.02%) in the control group. The overall results showed that the
decreases in both the intervention group (—1.32%, —1.57% to —1.06%) and the control
group (—0.81%, —1.02% to —0.59%) were sustained at 3 years.

Bodenheimer et al. (2002) noted that programs that teach self-management skills
are more effective than information-only patient education in improving clinical
outcomes. Piatt et al. (2004) showed that diabetes self-management, when implemented
within the context of the Chronic Care Model, can improve clinical and behavioral
outcomes in an underserved community. Duncan, Birkmeyer, Coughlin, Li, Sherr, and
Boren, S. (2009), indicated that self-management education/training strongly supported
cost reduction with high-quality care. Moreover, Glasgow et al. (2008) showed that
patients who feel understood and supported by their providers are more likely to have
high levels of self-confidence and to succeed at behavior change. Glasgow et al. also
stated that improved patient-provider communication and increased involvement of
patients in decision-making are associated with improved behavioral, biological, and

quality-of-life outcomes. A self-management deficit significantly affects self-



management support (SMS), which is a cornerstone of any chronic disease care

(Coleman, Austin, Brach, & Wagner, 2009).

Evidence-Based Clinical Practice Guidelines
EBP is the meticulous integration of the best research evidence with clinical
expertise and patient values and needs in the delivery of quality, cost-effective health care
(Burns & Groves, 2009). EBP also provides opportunities for nursing care to be more
individualized, effective, streamlined, and dynamic, and to maximize effects of clinical
judgment (Burns & Groves, 2009). The IOM (2010) defines guidelines as “systematically
developed statements to assist practitioner and patient decisions about appropriate health

care for specific clinical circumstances” (p. 74).
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Figure 2. Four levels of evidence-based health care (Gabbay, 2004).

Clinical Protocol

Clinical protocols are precise and detailed plans designed to be a user-friendly
guide for daily clinical care (IOM, 2007). Clinical protocols are summaries of the most
important sections contained in the relevant clinical guideline. They are practice-area—
specific and provide details concerning the treatment and procedure endorsed by the
employing agency. The information specified in a clinical protocol builds on that
provided in the clinical guideline and directs the care provider on specific elements of the
recommended care (IOM, 2010). The design was to determine care provided based on the
best available evidence and detailed descriptions of the steps taken to deliver specific
care and treatment to patients in the private primary care setting.

Summary

The review of the literature supported that the diabetes self-management training
guideline and protocol can reduce and improve T2DM (Norris et al., 2001). The
utilization of an evidence-based protocol related to DSMT will result in improved patient
outcomes. Section 2 of this project presented a detailed overview of the method of the
literature search, using the terms diabetes mellitus, self-management education, evidence-

based clinical guideline, protocol, and Rosswurm and Larrabee conceptual model.



Section 3: Approach
Introduction

The purpose of this design-only QI project was to develop an evidence-based
clinical practice initiative for diabetic self-management, including (a) an evidence-based
clinical practice guideline/protocol on diabetes self-management education (Appendix
B), (b) an educational curriculum plan (Appendix C), and (c) a pretest/posttest (Appendix
F). The goal of this project was to provide clinic staffs the tools to promote self-
management education among T2DM patients.

Section 3 outlines the development process of the initiative. This section discusses
the project’s approach, the members of the multidisciplinary team, the evaluation process,
content validity, and ethical considerations.

Project Approach

The following explains the process of the DNP project:

1. A multidisciplinary project team of stakeholders was carefully chosen
for the designed-only QI project.

2. The literature was analyzed, synthesized, and presented to the
stakeholders (see Appendix A).

3. Collaboration on the QI initiative was undertaken with stakeholders.

4. An evidence-based clinical practice guideline and protocol on diabetes
self-management education was developed (see Appendix B).

5. An educational curriculum plan was developed (see Appendix C).



6. The pretest/posttest was developed (see Appendix F)
7. The qualitative summative evaluation stakeholders/committee
members was developed (see Appendix I)

Interdisciplinary Project Team

Mitchell, Tieman, and Shelby-James (2008) stated that multidisciplinary care

occurs when professionals from a range of disciplines with different but complementary

skills, knowledge, and experience work together to deliver comprehensive health care.

This quality improvement project consisted of the following team members:

As project leader, I led all activities. These activities included presenting
an analysis and synthesis of the literature to the stakeholders, developing
the educational initiative (including the evidence-based clinical practice
guideline and protocol), the educational curriculum plan for the staffs, the
pretest/posttest (which was validated by two diabetes educators), and a
qualitative summative evaluation that was completed by the team
members at the conclusion of the meetings. The implementation and
evaluation of the guideline and protocol will take place after graduation.
A nurse educator helped with the QI project development.

An administrator and office manager helped organize the meetings and
group discussions of the QI project.

The medical director was in charge of validating the content of the

evidence-based clinical practice guideline and protocol prior to the



implementation of the protocol into the central database, which will take
place after my graduation from Walden University.

e The information technology personnel managed the electronic medical
records and will be in charge of implementing the evidence-based clinical
practice guideline and protocol into the central database.

Evaluation/Content Validation
An ongoing process evaluation of the project occurred and was recorded in the
meeting minutes. After the outcome products were presented to the team members for
review and approval and a content validation index was completed by two experts in the
field of diabetes. Each team member completed a qualitative summative evaluation of the
process and my leadership skills at the end of the project.

Ethical Considerations

Walden University’s Institutional Review Board (IRB) approved the project. The
IRB-approved record number for the designed-only DNP project is 06-08-16-0386119.

With the ethical standards of the university met, | was able to continue with the project.
Budget

The quality improvement project incurred no additional costs for the private
primary care clinic or staff members. The meetings were held during lunch breaks. The
time spent on in-service training, implementation, and evaluation will be included in the

regular working hours after graduation from Walden University.



Summary

Section 3 of this project outlined the approach in developing the guideline and
protocol for the evidence-based project. Included in this section was a description of the
multidisciplinary team taking part in the project, an explanation of the development of the
diabetes self-management training guideline and protocol, and a discussion of content
validation, ethical considerations, and the budget. Section 4 will present the findings and

evaluation of the project.



Section 4: Findings and Project Evaluation
Introduction

The purpose of this QI project was to develop an evidence-based clinical practice
initiative for diabetic self-management to include the following: (a) an evidence-based
practice guideline/protocol on diabetes self-management education (Appendix B), (b) an
educational curriculum plan (Appendix C), and (c) a pretest/posttest (Appendix F). The
goal of this project was to provide clinic staffs the tools to promote self-management
education among T2DM patients. With regard to achieving these outcomes, the overall
goal of the project was met. This section outlines the evaluation and findings and
discusses the implications of the project, the project’s strengths and limitations, and my
self-analysis.

Evaluation/Findings and Discussion

The project was framed within Rosswurm and Larrabee’s conceptual model
(1999). Using a team approach, the six essential steps for this process were as follows: In
step 1 of the project, the practice problem was outlined (see Section 1); in step 2, the
problem was connected with the outcomes (see Section 1); in step 3, all of the evidence
was gathered and presented (see Section 2); and in step 4, the practice change was
designed and presented (see Section 3). After my graduation from Walden University,
steps 5 (implementing and evaluating the practice change) and 6 (integrating and

maintaining the practice change) will be conducted.



Evaluation and Content Validation of the Project Outcomes

The team members for this project consisted of myself as the project leader, the
nurse educator, the office manager, the medical director, and the information technician.
Two diabetic educators with nurse practitioner licenses from outside the clinic served as
content experts, and an expert in test assessment critiqued the constructed test items.
With the efforts of the team members, the evidence-based clinical practice
guideline/protocol, the educational curriculum plan, and the pretest/posttest were
developed. After the development, | presented the pretest/posttest to the test assessment
expert for an evaluation of the test construction. Then, all of the content was presented to
the diabetic educators for content evaluation. The findings, evaluation, and validation of
the content are presented in the following subsections.

Outcome 1: Literature Review Matrix Promoting Diabetes Self-Management
Education in Outpatient Clinic (Appendix A)

Discussion. The literature review matrix was presented to the team members for
review and recommendations. After the approval, the literature review matrix was given
to experts on diabetes to use when evaluating the rest of the outcome products.

Evaluation. After the team of experts reviewed the literature review matrix, they
agreed that there were several articles that supported the importance of diabetes self-
management education in outpatient clinics. The experts also remarked that the level of
evidence was satisfactory.

Data. None



Recommendation. None
Outcome 2. evidence-based practice guideline/protocol on diabetes self-management
education (Appendix B)

Discussion. The evidence-based clinical practice guideline and protocol on
DSME were derived from the guidelines and protocols of the AADE (2012). The
guideline and protocol were then revised to meet the clinic’s specific needs (see
Appendix B). The content was then presented to the team members for approval. After
their approval, | presented the content to the diabetes educators for content review.

Evaluation. The team members and the diabetes experts all reviewed and
approved the utilization of the evidence-based clinical practice guideline and protocol in
this outpatient clinic.

Data. None

Recommendations. None
Outcome 3. Educational Curriculum Plan (Appendix C)

Discussion. The educational curriculum plan for staffs was developed with the intent
that the educational project be taught to staff members. The objectives were assessed
using a met or unmet scale with met = 2 and unmet = 1. At the conclusion of the project,
the curriculum plan the participants should to be able to achieve the following five
objectives:

e Describe T2DM and the impacts on the population;

e Identify four statistical overviews of diabetes mellitus in the general population;



e |dentify three reasons the Hispanic population is more affected by T2DM than the
general population;
e Discuss five comprehensive evidence-based non-pharmacological treatment plans
for T2DM; and
e Identify evidence-based pharmacological interventions.
Evaluation. The two diabetes experts completed the evaluation on the educational
curriculum plan using a met or unmet scale.
Data. The content experts’ responses revealed that the educational curriculum plan’s
objectives were met (Content expert evaluation score = 1.00) (see Appendix C).
Recommendation. None
Outcome 4. Pretest/Posttest (See Appendix F)

Discussion. The pretest/posttest was created with 15 multiple-choice/true/false
questions designed to validate the clinicians’ knowledge before and after the training.
The pretest/posttest was first presented to an expert in educational psychology and test
assessment for review of the construction of the test items. After this review, the
pretest/posttest was given to the content experts, who had received copies of the literature
review matrix, the evidence-based clinical practice guideline and protocol, and the
educational curriculum plan, in order to complete the validation of each test item.

Content Validation. The content experts validated the pretest/posttest using a
four-point Likert Scale, with 1 = not relevant, 2 = somewhat relevant, 3 = relevant, and 4

= very relevant.



Data. Content Validation Index = 1.00 (Appendix F)

Recommendation. The assessment expert made the recommendation to revise the
pretest/posttest to decrease the number of true/false questions to two and to rely more
heavily on multiple choice questions.

Outcome 5. Qualitative Summative Evaluation Stakeholders/Committee Members
(see Appendix I)

Discussion. At the conclusion of the last project meeting, the team members (n =
5) were asked to complete a seven-item open-ended qualitative summative evaluation
questionnaire, which focused on the team approach, the meeting outcomes, and my role
as the team leader. They were asked to complete the form without identifying their names
and to return the form to me through Walden University’s e-mail service. However, all
team members left the form on my desk at work rather than using email.

Evaluation. There were a total of seven open-ended questions. Three of the
questions related to the evaluation of the project team approach, two questions evaluated
the outcome of the project, and two questions evaluated me as the project team leader
(Appendix 1)

Data. The evaluation theme words used by the team members to evaluate the
project’s outcomes included the following:

Project Team Approach. The team members described the project approach as

being characterized by a detailed project plan, frequent meetings, open

communication, ensured group participation, and guaranteed participant



availability in all meetings. One member wrote that “the team leader frequently

seeks feedback to ensure continued team support.”

Outcome Products. With regard to the project’s products, the team members
emphasized a well-organized product, an adequate literature review, superior data
gathering and sharing, useful information, stimulating, and educational discussions.

Project Team Leader. The words commonly used by the team members with
regard to the project team leader included the following: “effective leadership skill,”
“open communication,” “data sharing,” “adequate preparation,” “drawing upon other
members’ knowledge/skills,” “frequent project up-dates,” and ““cross-examining the
team.”

Suggestions for Improvement

The main suggestion for project improvement involved time management. The
team members expressed concern that the scheduling of the lunch meetings did not allow
for sufficient breaks before they needed to return to regular duty. Meetings lasted 45
minutes and were held in the employee lounge during lunch breaks; the participants were
able to eat lunch during the meetings.

Applicability to Health Care

Diabetes self-management education (DSMT) has been proven to be a
cornerstone in clinical management for T2DM, and is soon to become a vital part of high-
quality primary care (Bodenheimer, 2002; Dalton et al., 2006). According to the AADE

(2010), evidence-based clinical practice guidelines enhance the ability of health care



providers to effectively address the needs of individuals with diabetes (AADE, 2010).
The objectives of implementing this evidence-based clinical practice guideline and
protocol on diabetes self-management in the clinic for which the project was designed are
to (a) improve metabolic control, (b) prevent diabetes complications, and (c) optimize
patients’ quality of life while keeping health care costs acceptable.
Implications

Practice

Assisting patients in caring for themselves is vital to treating T2DM. By
incorporating diabetes education into every visit, such as through a brief explanation of
diabetes, diabetes complications, and the prevention of these complications, practitioners
can promote healthy outcomes and increase social support. The research has shown that
social support, through family, friends, and community involvement, is also needed to
promote healthy outcomes for diabetic patients (AADE, 2010). An evidence-based
clinical practice guideline and protocol on DSME is a necessary tool for staffs to assess
self-management deficits among all patients and intervene as needed to promote diabetes
self-management behavior. Self-management behaviors are learned from the
sociocultural environment and may be altered by staffs through the acquisition of
knowledge. Diabetes patients, their families, and the greater community need to be
encouraged to learn more about diabetes and diabetes complications via an evidence-

based guideline and protocol on DSME.



Research

Research is the key to improving the quality of care for diabetes patients. The call
for evidence-based quality improvement and health care change emphasizes the need for
redesigning care that is effective, safe, and efficient. Incorporating this project into
clinical practice will promote the use of evidence-based research by staffs, thus resulting
in better care for diabetic patients. Through a number of evidence-based research
projects, this out-patient clinic will also advance their policies and promote increased
commitment to evidence-based practices among staffs in all aspects of patient care.
Social Change

Patients who have developed T2DM often report feelings of powerlessness and a
lack of self-efficacy (Berwick, 2003). T2DM impacts the physical, psychological, and
emotional well-being of the patients and their family members (Berwick, 2003). The
evidence-based clinical practice guideline and protocol on self-management education
has been shown to bring about social change with regard to diabetes and to decrease the
prevalence of and complications associated with the disease (AADE, 2010). The
development of a consistent educational curriculum plan among staffs contributes
positively to social change by promoting better health among T2DM patients. The
evidence-based clinical practice guideline and protocol on DSME significantly improves
the quality of diabetes care and has a positive effect on society by creating a culture that

values good health.



Strengths and Limitations of the Project

Strengths

The strengths of this DNP project stem from the multidisciplinary nature of the
team members. Multidisciplinary care occurs when professionals from a range of
disciplines, with different but complementary skills, knowledge, and experience, work
together to deliver comprehensive health care (Mitchell et al., 2008). The influence,
expectations, and interests of the stakeholders became a strength to this project as well.
The team members stayed involved, made themselves available, showed interest, and
supported the project. As a result, this project has a chance of being implemented in the
clinic after | graduate from Walden University.
Limitations

The main limitation of this quality improvement project was obtaining approval
from the Institutional Review Board (IRB) in a timely manner. The IRB process delayed
the project for an extended period of about five months until | received the approval letter
allowing me to continue with my DNP project.

Self-Analysis

As Scholar

As a scholar, my passion for knowledge has grown. Through my perseverance

and courage in completing my DNP program, my leadership skills and ability to



contribute to the evolving field of nursing have deepened. | have learned to utilize
evidence-based research in practice to contribute to safe patient care. As a result of the
DNP project, | have increased my understanding of the design and promotion of
evidence-based health care, gained experience in leading professional team members, and
learned to integrate project design with best practices.
As Practitioner

My love for the field of nursing led me to pursue my DNP education. As a family
nurse practitioner and project developer, one of the many challenges | faced was being an
effective leader. Effective leadership is critical in delivering high-quality care, ensuring
patient safety, and facilitating positive staff development. With the completion of this
program, my knowledge, experience, and leadership skills have increased immensely. |
can confidently say that this program and the completion of the DNP project have helped
me to become a successful leader.
Project Manager

As a project manager, | ran into several challenges in developing this project. The
most difficult aspect of this QI project involved maintaining effective time management
and obtaining the Institutional Review Board’s (IRB) approval in a timely manner.
Through a written plan, the time management issue was effectively resolved. The team
members were pleasant, and easy to work with them. The scheduling for the meetings
was not an issue since the meetings were held in the employee lounge during lunch time.

The team members were quite helpful; they assisted me with assessing, planning,



evaluating, and making other recommendations for the project. As I initially had limited
leadership experience, the knowledge and teaching background of several team members
were much appreciated.

Implementation Plan

The project implementation will take place after | graduate from Walden
University. The nurse educator and | will lead the implementation process by holding five
meetings with all the qualified staff members. The developed educational curriculum
plan, the evidence-based clinical practice guideline and protocol, and the pretest-posttest
on the diabetes self-management training will be presented.

The diabetes self-management pretest/posttest (Appendix F) will be used to
record the participants’ knowledge before and after the intervention. The participants will
be asked to complete the pretest prior to participation in the educational program and to
complete the posttest after the program is over. Before and after comparisons will be
made to evaluate whether the education positively affects the practitioners’ knowledge
about diabetes self-management training, blood glucose monitoring, healthy diet,
exercise, and family support. Staff will be educated on how to utilize the guideline and
protocol on self-management for T2DM.

Implementation Evaluation (to be conducted after graduation from
Walden University) (Appendix N)
Following the implementation process described above, staff will be asked to

complete another form of evaluation on the educational program. This evaluation will



incorporate five-item Likert scale questions, with the scale ranging from 1 = not at all, 2
= slightly, 3 = moderately, 4 = very, and 5 = extremely. The goal of this intervention is to
assess (a) staff knowledge, (b) changed attitudes and skills as a result of this
implementation, (c) the effectiveness of my teaching methods, and (d) the effectiveness
of my teaching resources (e.g., handouts).
Summary

The purpose, goal, and outcomes of this project were successfully met. The
educational curriculum plan and the evidence-based clinical practice guideline/protocol
on diabetes self-management education developed during this project were intended to
improve health outcomes for diabetes patients by providing improved quality of care and
increasing patient safety. The evidence is clear that self-care management will facilitate
well-being among diabetic patients. The gap between the care recommended by the
evidence and the care that is actually provided in the clinical setting will be closed further
with the development of this initiative. Section 5 of this project includes a scholarly
product (a poster board) that is intended to disseminate the evidence-based clinical
practice guideline and protocol on diabetes self-management education to a broader

audience.



Section 5: Poster Board Presentation Abstract
Section 5 is a scholarly product for the dissemination of the QI project. This
abstract follows the recommendations of American Diabetes Association Poster Abstract
criteria. The poster abstract criteria (Appendix L) presents an evidence-based clinical

practice guideline and protocol on diabetes self-management education for T2DM.

Purpose

Problem Statement

The practice problem addressed in this quality improvement project was the lack
of an evidence-based guideline and protocol for diabetes self-management, as evidenced
in the clinic’s annual report, which reported that two out of three patients in suffered from
T2DM, with more than 50% of those patients having an A1C of greater than 9%.
Purpose

The purpose of this QI project was to develop an evidence-based clinical practice
initiative for diabetic self-management.
Project Goal

The goal of this project was to provide clinic APRNs the tools to promote self-
management education among T2DM patients.
Project Outcome

Comprehensive evidence-based APRN education plan to include: a). an
educational curriculum plan for APRNS, b). an evidence-based practice guideline and

protocol, ¢). a pretest/posttest, and d). a qualitative summative evaluation product



Background/Significance

Diabetes mellitus (DM) is a chronic metabolic disease characterized by
macrovascular and microvascular complications due to high levels of blood glucose
(Centers for Disease Control and Prevention [CDC], 2013). T2DM constitutes 90-95% of
all cases of diabetes worldwide. According to the World Health Organization (WHO)
(2014), estimated 30 million people had diabetes worldwide in 1985, today, DM is
estimated at 180 million. DM is now projected at 300 million by 2025. According to
Centers for Disease Control and Prevention (CDC, 2014), 29.1 (9.3%) million American
with DM in 2012. It is predicted that 50% of Americans will have diabetes by 2020. In
New Mexico State (where this project will be developed) 8.1% are with DM.
Significance

Adherence to self-management training in primary care practices remains crucial
for clinicians (Dalton et al., 2006). Implementing an educational curriculum plan and the
EBP guideline and protocol on T2DM self-management training for APRNSs, physician
and other staff members in this primary care setting may improve the quality of diabetes
care and have a positive effect on our health care system.

Method

The project was framed within Rosswurm and Larrabee’s conceptual model
(1999). Using a team approach, the six essential steps for this process were as follows: In
step 1 of the project, the practice problem was outlined (see Section 1); in step 2, the

problem was connected with the outcomes (see Section 1); in step 3, all of the evidence



was gathered and presented (see Section 2); and in step 4, the practice change was
designed and presented (see Section 3). After my graduation from Walden University,
steps 5 (implementing and evaluating the practice change) and 6 (integrating and
maintaining the practice change) will be conducted.
Data collection
Data was collected using a Professional team members and diabetes educators
(Nurse practitioners) to review and made recommendations on evidence-based clinical
practice guideline/protocol and Literature reviewed matrix. Pretest/posttest questionnaires
was validated by diabetes educators using a four-point Likert Scale. The educational
curriculum plan was evaluated by the experts using a met or unmet scale. And the
qualitative summative evaluation was completed by the team members using a seven-
item open-ended questionnaires.
Result
A. The literature review matrix- Approved
B. The evidence-based clinical practice guideline and protocol —~Approved
C. The educational curriculum plan- The content experts average evaluation scores =
2 (met)
D. The pretest/posttest- Content Validation Index = 1.00
E. Qualitative summative evaluation-

a. Project Team Approach:
Frequent meetings, open communication, ensured group participation

b. Outcome Products:



Well-organized product, adequate literature review, adequate data gathering and
sharing

c. Project Team Leader:
Effective leadership skill, open communication, frequent project up-dates, and
cross-examining the team.

d. Suggestions for Improvement

Time management

Conclusion
Evidence-based clinical practice guideline and protocol for diabetes self-
management education has the potential to improve evidence-based parameters of the

diabetes care in the out-patient clinics.
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Appendix B
Evidence-Based clinical Practice Guideline/Protocol on Diabetes Self-Management
Education

1. The DSME entity will have documentation of its organizational structure, mission
statement, and goals and will recognize and support quality DSME as an integral
component of diabetes care.

2. The DSME entity shall appoint an advice-giving group to promote quality. This
group shall include representatives from the health professions, people with
diabetes, the community, and other stakeholders.

3. The DSME entity will determine the diabetes educational needs of the target
population(s) and identify resources necessary to meet these needs.

4. A coordinator will be designated to oversee the planning, implementation, and
evaluation of diabetes self-management education. The coordinator will have
academic or experiential preparation in chronic disease care and education and in
program management.

5. DSME will be provided by one or more instructors. The instructors will have
recent educational and experiential preparation in education and diabetes
management or will be a certified diabetes educator.

6. A written curriculum reflecting current evidence and practice guidelines, with
criteria for evaluating outcomes, will serve as the framework for the DSME
entity. Assessed needs of the individual with pre-diabetes and diabetes will
determine which of the content areas listed below are to be provided:



7. Anindividual assessment and education plan will be developed collaboratively by
the participant and instructor(s) to direct the selection of appropriate educational
interventions and self-management support strategies. This assessment and
education plan and the intervention and outcomes will be documented in the
education record.

8. A personalized follow-up plan for ongoing self-management support will be
developed collaboratively by the participant and instructor(s). The patient’s
outcomes and goals and the plan for ongoing self-management support will be
communicated to the referring provider.

9. The DSME entity will measure attainment of patient-defined goals and patient
outcomes at regular intervals using appropriate measurement techniques to
evaluate the effectiveness of the educational intervention.

10. The DSME entity will measure the effectiveness of the education process and
determine opportunities for improvement using a written continuous quality
improvement plan that describes and documents a systematic review of the
entities' process and outcome data.

Adopted from American Association of Diabetes Educators (AADE). (2008). Self-care

behaviors. Diabetes Education, 4, 445. Retrieved from www.diabetes.org



Appendix C

Educational Curriculum Plan

Problem: The practice problem addressed in this design-only QI project is the lack of an

evidence-based protocol and guideline for diabetes self-management, as evidenced by

two-thirds of the patients having T2DM, with more than 50% of those patients having an

Alc of greater than 9%, as shown in the Clinicians Annual Report.

Purpose: The purpose of this design-only QI project is to develop a comprehensive

educational initiative on diabetic self-management training for staffs.

Goal: The goal is to promote self-management of the diabetic patient as evidenced by

improved Alc scores on the Annual Report.

Objectives: Content Outline Evidence Method of Method of
Presenting Evaluation
P/P Item

At the What is diabetes (CDC, PowerPoint Pretest
conclusion of mellitus 2013). presentation posttest
this project, the Types of DM S, open 6 test items
participants will Complications of WHO, discussion, | #2,3,4,7,8,1
be able to: DM (2011; and 5
Describe type 2 Purpose for 2014) online
diabetes treating DM resources
mellitus and its DM related health
impact on the care cost
population DM Annual

Report card in

this clinic
At the Estimated rate of WHO, Power- Pretest




conclusion of DM worldwide in (2011; point/oral posttest
this project, the 1985 vs. now 2014) presentation test items
participants will e Estimated rate of #1,12

be able to: diabetes in the CDC,

Identify 4 United State (2013)

statistical e Death rate cause

overview of by DM

diabetes

mellitus in the

general

population

At the Hispanic population: Caballero, Power-point Pretest
conclusion of Statistics (2007) presentation, posttest
this project, the e Social /economic open #9
participants will status discussion,

be able to: e Metabolic factor and

|dent|fy three ° L|festy|e choices online

reasons resources

Hispanic are

affected more

by type 2

diabetes

mellitus than

the general

population

At the DM self-management Coleman et | Power-point Pretest
conclusion of education al., (2009 presentation, posttest
this project, the e Routine DM open 3 test items
participants will monitoring Glasgow et | discussion, | #5,6,10,14
be able to: e Heathy lifestyle al., (2008) | and

Discuss 5 choices Shrivastava | online

comprehensive o , etal, resources

evidence-based
non-
pharmacologica
| treatment plan
for type 2
diabetes
mellitus.

Healthy eating
habit

Increased patient
involvement in
decision-making

(2013)




At the
conclusion of
this project, the
participants will
be able to:
Identify
evidence-based
pharmacologica
| intervention

e Medication Coleman, Power-point Pretest
regimen Austin, presentation, posttest
e Adverse drug Brach, & open #11,13
effect Wagner, discussion,
(2009) and
online
resources

Five Sessions with 1 objective for each session. At the conclusion of this project, the
participants will be able to:
1. Describe type 2 diabetes mellitus and its impact on the population
a. Definition of type 2 Diabetes Mellitus (DM 2)

a. Characterized by high levels of blood glucose

iv.

Pancreas produces insulin

Body unable to use it because cells of body resistant to action of
insulin

Does not carry the same risk of death from ketoacidosis like type 1
DM

Does involve many of the same risks of complications as type |

b. Risk factor for type 1 diabetes Mellitus

. Cardiovascular complications
ii. Nephropathy problems
iii. diabetic retinopathy
Iv. Nerve damage to the lower extremities

c. Type of Diabetes Mellitus

. Type 1 is where there is a lack of beta cells to produce
insulin

ii. Type 2 DM is common in adults with overweight or obese.
Adult onset diabetes
iii. Gestational diabetes is a form of high blood sugar affecting
pregnant women.
Iv. Drug-induced diabetes. A number of drugs have been
linked with an increased risk development of type 2 diabetes. These
drugs include corticosteroids, thiazide diuretics, beta-blockers,
antipsychotics, and statins




V. Pre-DM is characterized by high blood sugar levels in non-

diabetic patients. Pre-DM patients are at high risk of developing type

2 diabetes within a decade unless the patients modify their life style.
d. Complications of DM2

i. Seventh leading cause of death in the United States

ii. leading cause of cardiovascular disease, blindness, kidney failure,
and lower-limb amputation,

iii. DM complication is due in part to Obesity, sedentary lifestyles,
and life expectancy

e. Diagnosis of Diabetes Mellitus
i. Fasting plasma glucose test (FPG), a standard diagnosis of diabetes
is made when two separate blood tests show that a fasting blood
glucose level is greater than or equal to 126 mg/dL.

ii. The oral glucose tolerance test is a medical test in which glucose is
given and blood samples taken afterward to determine how quickly
it is cleared from the blood. A normal blood glucose level is lower
than 140 mg/dL (7.8 mmol/L).

iii. The hemoglobin A1C test measures what percentage of
hemoglobin (a protein in red blood cells that carries oxygen) is
coated with sugar (glycated). The result reflects the average blood
sugar level for the past two to three months (ranges b/w 4.4 to
6.4%).

f.  What is the purpose of treatment
i. Normalize blood sugar (hemoglobin A1C of 4.4 to 6.4%)

ii. Minimize complications

iii. Minimize health care cost

g. Diabetes related health care cost
i. direct medical costs for DM was $116 billion, 2007
i. Indirect medical cost accounted for $58 billion, 2007
iii. direct medical costs $173.6 billion, 2012

iv. indirect medical cost $71.4 billion, 2012

v. Total medical costs related to DM in the United States in 2007

were $174 billion, and $245 billion in 2012
h. Annual Report information for this clinic
i. Average hemoglobin A1C of < 7%

ii. Average hemoglobin A1C nationwide (6.5%)

2. ldentify 4 statistical overview of diabetes mellitus in the general population



Diabetes mellitus statistics
a) Rate of type Il diabetes worldwide

i. T2DM constitutes 90—-95%
ii. Estimated DM in 1985 vs. now
iii. DM is projected to be 300 million by 2025

b) Rate of type Il diabetes in the U.S.
i. 29.1 million American has DM in 2012
ii. 50% of Americans are predicted to have diabetes by 2020
c) Death rate cause by DM
i. The seventh leading cause of death in the United States
Ii. Heart disease leads the cause of diabetes-related deaths

iii. The leading cause of cardiovascular disease, blindness, kidney

failure, and lower-limb amputation,
3. Identify three reasons Hispanic are affected more by type 2 diabetes mellitus than the
general population
Hispanic population: Statistics
a) Social economic status
I. Evidence suggests that social and economic factors are important
determinants of health.
ii. Annual Personal Earnings of Hispanics average at $ 21,000

iii. Low income appears to be associated with a higher prevalence of

diabetes and diabetes related complications.
b) Metabolic factors

iv. Prevalence of total diabetes among all Hispanic/Latino groups is
roughly 16.9 percent due in part to metabolic syndrome.

v. The prevalence rate of metabolic syndrome among the Hispanic
population is at 32%.

vi. Metabolic syndrome is a multiplex risk factor that arises from
insulin resistance accompanying abnormal adipose deposition
and function.

c) Life style choices
vii. Obesity, sedentary lifestyles, and poor life expectancy (the life
expectancy of type 2 diabetes is likely to be reduced, as a result
of the condition, by up to 10 years).

4. DM self-management education (Non-pharmacological intervention)
a. Routine DM monitoring



1. glucose check three times daily before meals (normal glucose at
70-120mg/dl; call your doctor if glucose level below 70 or over
300 mg/dl)
i. Blood glucose recording 3 times daily (bring it to the provider on
the next f/u apt)
ii. Follow-up appointment every three months
b. Heathy lifestyle choices
I. Weight bearing exercise 30 minutes daily
ii. Group exercise (cardiac exercise)
iii. Available resources (YMCA, etc.)
iv. Smoking cessation
v. Addiction therapy (AAA)
c. Healthy eating habit
i. Reading label (eliminate high sugar/cholesterol containing food)
ii. Eating 3-6 small meals per day (balance meals such as protein, low
carbohydrate, low fat, fruit and vegetables )
d. Involving patients in decision-making
5. DM self-management (Pharmacological intervention)
a. Medication regimen
i. Oral glycemic agent such as Biguanides (metformin), lower blood
glucose by reducing the amount of glucose produced by the liver.
Sulfonylureas and Meglitinides stimulate the beta cells of the
pancreas to produce more insulin. Alpha-glucosidase inhibitors
block the breakdown of starches and some sugars, which helps to
reduce blood glucose levels. (Used with A1C above 7 mg/dl).

Persons with type 1 diabetes do not produce insulin, they require
insulin and cannot be treated with oral anti-diabetic drugs.
ii. Schedule medications with or without meals; hold if glucose level

is below 70 mg/dl; call PCP if glucose is over 300 mg/dl.
b. Adverse drug effect
iii. Stop medication and call provider with any adverse reaction (such
as allergic reaction to medications)
iv. Monitor kidney function and discontinue metformin, and Januvia
for Glomerular Filtration Rate (GFR) of > 60%.



Appendix D

Expert Evaluation of DNP Project/Outline/Content/Evidence

Title of Project:
Student: Date:
Name of Reviewer:

Products for review: Curriculum Plan, Complete Curriculum Content, Literature review
Matrix

Instructions Please review each objective related to the curriculum plan, content and
matrix. The answer will be a “yes” or “no” with comments if there is a problem
understanding the content or if the content does not speak to the objective.

Met Not Met
Objective 1: At the conclusion of this project, the participants will be able to: Describe
type 2 diabetes mellitus and its impact on the population
Comments:

Met Not Met
Objective 2: The participants will be able to: Identify 4 statistical overview of diabetes
mellitus in the general population
Comments:

Met Not Met
Obijective 3: The participants will be able to: Identify three reasons Hispanic are affected
more by type 2 diabetes mellitus than the general population

Comments:
Met Not Met
Obijective 4: The participants will be able to: Discuss 5 comprehensive evidence-based
non-pharmacological treatment plan for type 2 diabetes mellitus.
Comments:
Met  Not Met
Objective 5: The participants will be able to: Identify evidence-based pharmacological
intervention
Comments:



Appendix E

Content Expert Evaluation of Curriculum Plan Summary

Not Met =1 Met = 2
Objective Number Evaluator 1 Evaluator 2 Average Score
1 2 2 1
2 2 2 1
3 2 2 1
4 2 2 1
5 2 2 1
Total N=5 1

Content Expert Evaluation Score = 2:00




Appendix F

Pretest /Posttest

1. Biguanides, such as metformin, lower blood glucose by reducing the amount of
glucose produced by the liver.

a. True
b. False

2. Because persons with type 1 diabetes produces insulin, they do not require insulin and
can only be treated with oral anti-diabetic drugs.

a. True
b. False

3. Type 2 diabetes accounts for approximately what percentage of all cases of diabetes in
adults?

a. 55%-60%
b. 35%-40%
c. 90-95%
d. 25-30%

4. A common symptom of low blood sugar (hypoglycemia) is:

a. Shakiness.

b. Pain.

c. Burning on urination.
d. Slow healing.

5. Risk factors for type 2 diabetes include all of the following except:
a. Advanced age

b. Obesity

¢. Smoking

d.Physical inactivity

6. Diabetics are at increased risk of heart disease if patients also are:



. Smokers.

. Physically active.

. Obese.

. Physically inactive.

o 0O oo

\l

. Blood sugar is well controlled when Hemoglobin A1C is between:

. 12-15%.

. 5.7-7.0%.

. 8.2-10%.

. None the above

o 0O T o

o

. Which of the following measures does not help to prevent diabetes complications?

. Controlling blood glucose

. Controlling blood pressure and blood lipids

. Eliminating all carbohydrates from the diet

. Prompt detection of diabetic eye and kidney disease

o 0O T o

(o]

. Diabetes is a condition of the body that is a result of:

a. Too much insulin in the body.

b. Not enough or ineffective insulin in the body.
c. Eating too much sugar and other sweet foods.
d. Eating high-fat foods.

10. Numbness and tingling in the feet may be symptoms of:

a. Kidney disease.
b. Nerve disease.
c. Eye disease.

d. Heart disease.

11. According to CDC reports, which population is at highest risk of developing
diabetes?

a. Caucasian

b. Hispanics/Latinos
c. Black American

d. Non-Hispanic white



12. Weight loss and increasing physical activity can help patients to prevent all of the
following except:

a. High blood glucose
b. Obesity

c. Type 2 diabetes

d. Smoking

13. Which statement about diabetes is false?

a. The U.S. prevalence of diabetes is decreasing

b. Diabetes is the seventh leading cause of death in the United States

c. Diabetes is the leading cause of blindness among persons age 20 to 74
d. Diabetes is the leading cause of kidney failure

14. What is the first thing you should do after you have a blood sugar <70 (low blood
sugar)?

a. Call your doctor.

b. Take some insulin.

c. Eat or drink something that has sugar.
d. Go to the hospital emergency room.

15. Untreated diabetes may result in all of the following except:

a. Lower limbs amputation
b. Death

c. Blindness

d. Smoking cessation



Appendix G
Content Expert Pretest/Posttest Content Validation

1. Biguanides, such as metformin, lower blood glucose by reducing the amount of
glucose produced by the liver.

a. TRUE
b. FALSE

Not Relevant__ Somewhat Relevant__ Relevant Very Relevant__
Comments:

2. Because persons with type 1 diabetes produces insulin, they do not require insulin and
can only be treated with oral anti-diabetic drugs.

a. TRUE
b. FALSE

Not Relevant__ Somewhat Relevant__ Relevant Very Relevant
Comments:

3. Type 2 diabetes accounts for approximately what percentage of all cases of diabetes in
adults?

a. 55%-60%
b. 35%-40%
c. 90-95%
d. 25-30%

Not Relevant__ Somewhat Relevant__ Relevant Very Relevant__
Comments:

4. A common symptom of low blood sugar (hypoglycemia) is:

a. Shakiness.

b. Pain.

c. Burning on urination.
d. Slow healing.



Not Relevant__ Somewhat Relevant__ Relevant Very Relevant
Comments:

5. Risk factors for type 2 diabetes include all of the following except:

a. Advanced age

b. Obesity

c. Smoking

d. Physical inactivity

Not Relevant__ Somewhat Relevant__ Relevant Very Relevant
Comments:
6. Diabetics are at increased risk of heart disease if patients also are:

a. Smokers.

b. Physically active.
c. Obese.

d. Physically inactive.

Not Relevant__ Somewhat Relevant__ Relevant Very Relevant
Comments:

7. Blood sugar is well controlled when Hemoglobin A1C is between:

a. 12-15%
b.5.7-7.0%

c. 8.2-10%

d. None the above

Not Relevant__ Somewhat Relevant__ Relevant Very Relevant__
Comments:

8. Which of the following measures does not help to prevent diabetes complications?

a. Controlling blood glucose

b. Controlling blood pressure and blood lipids

c. Eliminating all carbohydrates from the diet

d. Prompt detection of diabetic eye and kidney disease



Not Relevant__ Somewhat Relevant__ Relevant Very Relevant
Comments:

9. Diabetes is a condition of the body that is a result of:

a. Too much insulin in the body.

b. Not enough or ineffective insulin in the body.

c. Eating too much sugar and other sweet foods.

d. Eating high-fat foods.

Not Relevant__ Somewhat Relevant__ Relevant Very Relevant
Comments:

10. Numbness and tingling in the feet may be symptoms of:

a. Kidney disease.
b. Nerve disease
c. Eye disease

d. Heart disease

Not Relevant__ Somewhat Relevant__ Relevant Very Relevant
Comments:

11. According to CDC reports, which population is at highest risk of developing
diabetes?

a. Caucasian

b. Hispanics/Latinos
c. Black American

d. Non-Hispanic white

Not Relevant__ Somewhat Relevant__ Relevant Very Relevant__
Comments:

12. Weight loss and increasing physical activity can help patients to prevent all of the
following except:

a. High blood glucose
b. Obesity

c. Type 2 diabetes

d. Smoking



Not Relevant__ Somewhat Relevant__ Relevant Very Relevant
Comments:

13. Which statement about diabetes is false?

a. The U.S. prevalence of diabetes is decreasing

b. Diabetes is the seventh leading cause of death in the United States

c. Diabetes is the leading cause of blindness among persons age 20 to 74
d. Diabetes is the leading cause of kidney failure

Not Relevant__ Somewhat Relevant__ Relevant Very Relevant__
Comments:

14. What is the first thing you should do after you have a blood sugar <70 (low blood
sugar)?

a. Call your doctor

b. Take some insulin

c. Eat or drink something that has sugar
d. Go to the hospital emergency room

Not Relevant__ Somewhat Relevant__ Relevant Very Relevant__
Comments:

15. Untreated diabetes may result in all of the following except:

a. Lower limbs amputation
b. Death

c. Blindness

d. Smoking cessation

Not Relevant__ Somewhat Relevant__ Relevant Very Relevant
Comments:



Appendix H
Content Validation Index Score Summary by Content Experts

Not Relevant = 1, Somewhat Relevant = 2, Relevant = 3, Very Relevant = 4

Test Item Evaluator 1 Score | Evaluator 2 Score Q//?
Score
1 4 4 1
2 4 4 1
3 4 4 1
4 4 4 1
5 4 4 1
6 4 4 1
7 4 4 1
8 4 4 1
9 4 4 1
10 4 4 1
11 4 4 1
12 4 4 1
13 4 4 1
14 4 4 1
15 4 4 1

Content Validation Index Score = 1.00



Appendix |
Quialitative Summative Evaluation

TITLE OF PROJECT
Student:
Thank you for completing the Summative evaluation on my project. Please complete and
send anonymously via interoffice mail to: inemesit.udo@waldenu.edu
A. This project was a team approach with the student as the team leader.

1. Please describe the effectiveness (or not) of this project as a team approach

related to meetings, communication, and desired outcomes etc.

2. How do you feel about your involvement as a stakeholder/committee member?

3. What aspects of the committee process would you like to see improved?

B. There were outcome products involved in this project pretest-posttest, curriculum plan,
and summative evaluation report

1. Describe your involvement in participating in the development/approval of the
products.

2. Share how you might have liked to have participated in another way in
developing the products.
C. The role of the student was to be the team leader.

1. As a team leader how did the student direct the team to meet the project goals?

2. How did the leader support the team members in meeting the project goals?



D. Please offer suggestions for improvement.



Appendix J
Quialitative Summative Evaluation Result

A. Project Team Approach

The emerging theme for the project approach included a detailed project plan,
frequent meetings, open communication, ensured group participation, and ensured
participants availability in all the meeting. One member wrote that “student frequently
seek feedback to ensure continued team support.”
B. Outcome Products

The emerging theme from the team members on the product outcome include
well-organized product, adequate literature review, great data gathering and sharing,
useful information, stimulating, and educational.
C. Project Team Leader

The theme word commonly used by the team members on project team leader
include, effective leadership skill, open communicate, data sharing, adequate preparation,
drawing upon other members’ knowledge/skills, up-to-dates with the project, and cross-
examining the team.
D. Suggestions for Improvement

The theme for the project improvement was on time management. The team
members expressed concern that the time of the meeting did not allow enough time to

rest prior to returning to the regular duty. The meeting time was 45 minutes during lunch



break in the employee lounge and the participants were able to eat lunch during the

meeting.



Appendix K

Framework for Diabetes Self-Management Education

Medscapes www.medscape.com
1. Assess 2. Link 3. Synthesize 4. Design 5. Implement 6. Integrate
need for problem best evidence practice change and evaluate and maintain
change in intervention change in change in
practice and outcomes practice practice
* Include * Use |+ Search + Define + Pilot study + Communicate
stakeholders standardized resaarch proposed demonstration recommended
* Collect classification | literature change + Evaluate change to
internal data systems and | relatedto * |dentify process and stakeholders
about current language | major vari- needed outcome + Prasent staff
practice * Identify ables 1esources + Decide to inservice
* Compare potential + Critique * Plan imple- adapt, adopt, education on
internal Interventions and weigh mentation of reject change in
data with and activities evidence Process praclice practice
external data « Select + Synthesize * Define change + Integrate into
* |dentify outcomes indi- best evidence outcomes standards of
problem cators + Assess feasibil practice
ity, benefits, + Monitor
and risk process and
oulcomes

Sourca: Urol Nurs © 2005 Sociaty of Urologic Murses and Associales

From Rosswurm, M.A and Larrabee, J. (1999). A model for change to evidence-

based practice. Image: Journal of Nursing Scholarship, 31, pp. 317-32




Appendix L

Poster Abstract Criteria

American Diabetes Association Research Poster Abstract Criteria
Research poster abstracts may focus on any aspect of the continuum of critical care,
including but not limited to patient care, nursing practice, nursing management or nursing

education. The research may be original or replicated studies.

Prepare research poster abstracts to include the following key elements:

1. Purpose — What was the intent or goal of the study? What did you want to
learn? (Limit 500 characters, including spaces)

2. Background/Significance — What was the problem and why was it important?
What knowledge are you building on? (Limit 500 characters, including spaces)

3. Method — What was the design? What was the sample? What instruments were
used? How was data collected and analyzed? (Limit 700 characters, including
spaces)

4. Results — What were the findings? (Limit 700 characters, including spaces)

5. Conclusions — What do the findings mean? (Limit 500 characters, including

spaces)



Appendix M

93

Poster Board for Evidenced-based Guideline on Diabetes Self-Management Education

BT T ST

The practice problem addressed in this DNP project
was the lack of an EBP guideline/protocol for DSM,
as evidenced in the clinics annual report that 2/3
patients in this clinic suffered from T2DM. The
purpose was to develop an EBP initiative for DSM.
The goal was to provide clinic APRNs the tools to
promote DSME. Outcomes included a) educational
curriculum plan, b) EBP guideline/protocol, ¢)
Pritest/posttest, and d) qualitative summative

evaluation.

Background/Significance

Diabetes mellitus is a chronic metabolic disease
characterized by macrovascular and microvascular
complications (CDC, 2013). T2DM constitutes 90-95%
of all cases of diabetes worldwide.

Adherence to self- ing in primary care

practices remains crucial for clinicians (Dalton et al.,

2006). Impl EBP guideline/protocol on DSME

in this primary care setting may improve the quality of
diabetes care and have a positive effect on our health

care system.

The project utilized
Rosswurm and Larrabee’s
conceptual model (1999). The
six essential steps include: a)
assessing the need for practice
change; b) connecting the
problem with the intervention
and outcome; c) gathering all
the evidence; d) designing a
practice change; e)
implementing and evaluating
the practice change; and f)
integrating and maintaining
the practice change.

Data Collection - EBP
guideline/protocol and
Literature reviewed matrix
was collected via professional
team and diabetes educators
(Nurse Practitioners).
Pretest/posttest and
educational curriculum plan
was validated by diabetes
educators. And qualitative
summative evaluate was
completed by team members.

The EBP guideline/protocol and literature review matrix was
approved by the team members and diabetes educator (ARNs).

The ional by content

plan was
experts and the content experts average evaluation scores = 2
mef).The pretest/posttest Content Validation Index = 108, The
qualitative summative evaluation review focus on the Project
Team Approach, Outcome Products, and Project Team Leader.
Their result were as followed; open communication, ensured
group participation, well-organized product, adequate literature
review, adequate data gathering and sharing, effective
lendezsbin '], coenemommicetion Tequent woejsct

up-dates, and cross-examining the team.

Conclusions

Evidence-based clinical practice guideline and
protocol for diabetes self-management education
has the potential to improve evidence-based
parameters of the diabetes care in the out-patient

clinics.
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Appendix N

Implementation Evaluation (to be conducted after graduation from Walden University)

Please answer questions using the following scale:

1=Notat all 2=Slightly 3=Moderately 4=Very 5=Extremely

To what degree are you able to meet the learning objectives of this activity?
1=Not at all 2=Slightly 3=Moderately 4=Very 5=Extremely

To what degree has your attitude about the topics covered in this learning activity

changed as a result of your participation in this activity?

1=Not atall 2=Slightly 3=Moderately 4=Very 5=Extremely
To what degree do you anticipate your skills will change as a result of your participation

in this activity?
1=Not atall 2=Slightly 3=Moderately 4=Very 5=Extremely
To what degree were the teaching methods used effectively?
1=Not at all 2=Slightly 3=Moderately 4=Very 5=Extremely
To what degree were the teaching resources (e.g. electronic tools, handouts, etc.) used
effectively?

1=Not at all 2=Slightly 3=Moderately 4=Very 5=Extremely
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