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Abstract
Diabetes Mellitus Type II (DM II) is one of the most commonly diagnosed and managed diseases in primary care in the United States, and has been identified as a national health concern. Due to the commonality and frequency of this diagnosis, much research has been conducted in attempt to identify the most effective method to tighten diabetic patients glycemic control. Fostering self-efficacy among diabetic patients has been shown to improve their overall health and reduce their HgB A1C levels. A quality improvement project was implemented in a rural primary care setting in North Carolina. This project introduced an educational packet, offered to patients from their providers, that promoted self-efficacy among diabetic patients with a HgB A1C of 7.0% or greater. Information provided within the educational packet focused on lifestyle interventions (LSI), such as diet and exercise. As a result of this project, 85% of eligible patients in the office received education and 61% of those patients chose to implement a LSI. This project offered the potential for improved provider-patient relationships, tighter glycemic control for patients, and a decrease in financial burden for the healthcare organization as well as the patient. 
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Chapter One:  Overview of the Problem of Interest 
	When individuals feel they have the power to make a positive change, they often will. This chapter will focus on the background of type 2 Diabetes Mellitus, as well as pitfalls in the management of patients living with this disease. Emphasis is placed on lifestyle interventions and problems facing the implementation of these interventions in a primary care setting. This project is centered on provider education regarding beneficial lifestyle interventions for patients diagnosed with type 2 Diabetes Mellitus, and methods to improve patient access to diabetic management resources. 
Background Information 
	Diabetes is one of the most commonly managed diseases in the primary care setting. “In 2015, 30.3 million people in the United States had diabetes,” with 90% to 95% of all these diabetics being classified as type 2 diabetics (National Diabetes Statistics Report, 2017, p.2). It is projected that diabetes will be the seventh leading cause of death by 2030 (Becic, Studenik, & Hoffmann, 2018). Type 2 diabetics either do not produce enough insulin or their bodies are resistant to insulin; therefore, the glucose levels in their body remain elevated. Uncontrolled diabetes can lead to other health conditions, including cardiovascular disease, stroke, arterial diseases, as well as amputation of limbs (National Diabetes Statistics Report, 2017).
There are two commonly used screening methods for those with type 2 diabetes or suspected diabetes. These are a serum fasting glucose level and glycosylated hemoglobin, or hemoglobin A1C. An elevated serum fasting glucose, greater than 100, is indicative of diabetes (American Diabetes Association, 2014). A hemoglobin A1C level is frequently obtained in people with diabetes to assess glucose trends in the body over three months. According to the National Institute of Health, a hemoglobin A1C greater than 6.5% indicates diabetes in a patient (NIH, n.d.).
	The American Diabetes Association (ADA) recognizes the following as risk factors for type 2 diabetes: physical inactivity, having a first degree relative with diabetes, hypertension, personal history of cardiovascular disease, an HDL of less than 35 and/or a triglyceride level higher than 250, and severe obesity (Martinez, Sherling, & Holley, 2019). It is crucial to screen people with diabetes regularly to prevent adverse effects related to the diseases from occurring. Without regular screening, gradual hyperglycemia can lead to severe micro- and macrovascular changes (Martinez et al., 2019).
	 Heredity has been proven to be a factor for type 2 diabetes. However, obesity and a sedentary lifestyle have been shown to play an even more significant role in the disease process (Martinez, Sherling, & Holley, 2019). Lifestyle interventions, such as exercise and weight loss that decrease the rates of obesity and sedentary lifestyles have been shown to slow the progression of type 2 diabetes (Martinez et al., 2019). Studies have shown that diabetic patients participating in a low-calorie diet have reported a reduction in blood glucose levels in just one week and have maintained their glycemic control for up to two months (Kolb & Martin, 2017). While diet is essential in controlling glucose levels and weight loss, regular exercise has proven to be just as equally vital. A systematic review and meta-analysis of twenty-two trials involving 2,996 individuals revealed that physical exercise, specifically aerobic exercise, leads to improved glycemic control (Becic, Studenik, & Hoffmann, 2018). Aerobic exercise includes activities such as walking, biking, and jogging. Even moderate exercise, when done regularly, has shown a reduction in hemoglobin A1C levels (Becic et al., 2018). 
The success of individual lifestyle interventions relies heavily on the utilization of existing resources in practice, as well as the adequate training of practitioners to deliver information to patients. (Dintsios, Chernyak, Grehl, & Icks, 2018). When providers are adequately trained to educate patients on successful lifestyle interventions, patients are likely to feel empowered regarding their health. Patient self-efficacy related to diabetes self-management has been shown to have a direct correlation with health education on diabetic care, and elevated confidence levels were associated with stronger glycemic control and an increase in self-care activities (Amer, Mohamed, Elbur, Abdelaziz, & Elrayah, 2018). Many providers attempt to educate their patients regarding positive lifestyle interventions related to diabetic self-care during routine exams. However, it is often grouped with other information regarding comorbidities and can be quickly forgotten by overwhelmed patients (Institute for Healthcare Improvement, 2019). Without concrete information for patients to review related to lifestyle interventions, much of the information they receive at their visit is subject to be misconstrued, poorly implemented, or unused. 
Significance of Clinical Problem 
	Diabetes is a disease that is plaguing the nation, and the rates of diagnosis are projected to increase (Healthy People 2020, n.d.). Individuals diagnosed with type 2 diabetes are at risk for multiple other comorbidities, such as cardiovascular disease and renal insufficiency. Primary care providers, even though they may attempt to educate their patients regarding lifestyle interventions that help slow disease progression, are not able to foster as much self-efficacy in their patients as is needed to promote better glycemic control. This is, in large part, due to the rapidly rising rates of individuals with diabetes, which results in a decrease in resources and available time for provider attention per person to help combat the disease (Healthy People 2020, n.d.).
 	Self-management is the center of care for diabetics and consists of healthy dietary habits, physical exercise, blood glucose monitoring, medication adherence, good coping and problem-solving skills, and a reduction in risky behaviors (Amer, Mohamed, Elbur, Abdelaziz, & Elrayah, 2018). Providers are the spearheads of diabetic care, but it is the role of the patient to take responsibility for their health on a day-to-day basis. By fostering increased self-efficacy and providing patients with tools and resources to use as references at home, providers are allowing them to obtain tighter glycemic control and advocate for their health. According to the Institute for Healthcare Improvement (IHI), better patient outcomes can be achieved through activities that involve collaboration between provider and patient and patient empowerment (2019). 
Question Guiding Inquiry (PICO) 
The goal at a primary care office in rural Western North Carolina (NC) is to improve the care that diabetic patients receive and offer them resources and materials to foster self-efficacy in diabetic self-care. This goal will be achieved through provider education regarding resource material and how to convey the information most effectively to diabetic patients.
	Population. The population being evaluated is a group of providers in a rural North Carolina primary care office involved in the direct patient care of diabetic patients. This area has limited access to specialists, including endocrinologists; therefore, primary care providers assume responsibility for the majority of chronic disease care.
Intervention. The intervention will be to educate providers on materials included in an educational packet to be reviewed and sent home with patients who have a hemoglobin A1C of 7.0% or higher. The aim is to create a standardized, evidence-based diabetic education program using resources found on the American Diabetes Association website and using resources such as the Diabetes MyPlate poster (Learning ZoneXpress, n.d.) for diabetes management in the clinic. The Diabetes MyPlate poster does come at a cost that will be covered by the project lead.  There will be weekly follow up with providers and staff to assess the positives and negatives of the intervention at various intervals, and adjustments will be made accordingly to suit the practice and their patients better. 
Comparison. There is currently no defined practice in place at the primary care office that fosters self-efficacy among diabetic patients or provides resources to be sent home with patients to aid in patient-directed glycemic control. Providers were previously charting that they educated patients on lifestyle interventions, but no documentation indicated that materials related to lifestyle interventions were sent home with patients for review. Therefore, there is no guideline for comparison. The organizations' goal is for 100% of all individuals with a hemoglobin A1C greater than 7.0% to receive patient educational materials. This will be assessed through the collection of checklists placed on each chart that the provider will complete stating whether or not eligible patients received the material and associated education.
Outcome(s). The outcomes being evaluated are compliance in the implementation of a standardized patient educational tool for diabetics, patient satisfaction related to educational materials received, and the real-life potential for implementation of lifestyle interventions. Questionnaires regarding the education being given, as well as provider checklists, will be collected by front office staff. Whether or not eligible patients, those with a hemoglobin A1C of 7.0% or greater, received the educational packets will be evaluated based on response to “yes” or “no” option on the checklist. It will be the role of providers to review educational materials and resources in the packets with patients, as well as to circle the correct option on checklists. The role of the nurse will be to review the checklist and confirm that the provider documented accurately. This will function on an honor system, and providers will be encouraged to report honestly to assist in ensuring the success of the intervention. When patients receive these educational materials, they will also receive a patient satisfaction survey regarding their impression of the materials given to them. This short survey will be completed in the office and given to the front desk staff following the patients' appointment. Questions on the satisfaction survey will focus on the patients’ satisfaction of the provider education, materials received, if questions were answered, and any plan of lifestyle changes. 
Summary 
Diabetes is not a self-limiting disease and, if uncontrolled, can increase a patients’ risk for heart attack, stroke, or limb amputation. The percentage of individuals diagnosed with diabetes in the United States is on the rise, and provider management can only reach so far. It is crucial for patients to feel empowered to play a role in the management of their diabetic care.  
Primary care providers offer education to their patients regarding lifestyle interventions that lower the risk of disease progression and blood glucose levels, but it is not ensured that this information is always understood. Providing patients with proper education regarding lifestyle interventions in conjunction with take-home educational materials that help to foster self-efficacy among diabetic patients is necessary in a world with a rapidly growing diabetic population. 
	This project works on multiple levels to achieve improved patient care for diabetic patients in a primary care office in rural North Carolina. Through provider and nursing education regarding the importance of self-efficacy, documentation of educational review of materials with patients, and allowing patients to be involved in their diabetic self-care, this project will work to improve the overall health of people with diabetes involved in the implementation.  


Chapter Two:  Review of the Literature
The following discussion will focus on the review of literature related to diabetes patient education, self-efficacy, and implementation of patient education strategies. Due to the increasing prevalence of diabetes, there is extensive discussion surrounding the topics. Through careful evaluation, inclusion, and exclusion, the reviewed literature is compiled to support the importance of the proposed project in a rural primary care setting. 
Literature Appraisal Methodology 
Sampling strategies. The literature review is composed of articles from multiple sources, including PubMed, CINAHL, and One Search. Several short phrases, including “diabetes education,” “self-efficacy diabetes,” “diabetes lifestyle interventions,” “diabetes patient education,” and “diabetes self-management education in primary care” were used in the review of literature. Using the PubMed database, the search term “self-efficacy diabetes” yielded 450 results, and the search for “diabetes lifestyle interventions” resulted in 633 articles, four total articles were utilized from these results. CINAHL revealed 9,461 articles related to “diabetes education,” two of which are included in the literature review. The search term, “diabetes patient education,” yielded 618 total results in the PubMed database, of which four are present in the literature review. Finally, “diabetes self-management education in primary care” was searched using One Search and yielded 11,938 articles, one of which was utilized in this review. Each literature search was limited to peer-reviewed journal articles from the last five years with full text available online. Other inclusion criteria included adults aged eighteen or older, and studies involving English-speaking individuals. 
Since the topic of diabetes and issues surrounding the disease are increasing in their prevalence and popularity, search terms yield a large variety of scholarly articles. Many articles were excluded from this literature review due to the sheer fact of duplicity of results or similarity in study composition. Therefore, the articles most relevant to this project implementation were selected (Appendix A).
Evaluation criteria. Articles identified were initially included or excluded based on whether or not they focused on clinically diagnosed diabetics.  Any articles that only included information on prediabetes or preventing diabetes in non-diabetics were excluded. Information related to diabetes or diabetic patients in an inpatient setting were also excluded from the literature review. Articles were narrowed to include only studies or research that involved an English-speaking population since the intervention is being implemented in an English-speaking location. Articles that included patients with heart failure as an additional comorbidity were not excluded since the two diagnoses often coincide with one another.  
Literature Review Findings 
 	A review of the current literature surrounding the proposed intervention revealed a plethora of evidence-based practice guidelines regarding diabetic patient education and self-efficacy. Articles included in the literature review are from varying levels of evidence. These include systematic reviews and meta-analyses of randomized controlled trials, randomized controlled trials, systematic reviews of descriptive and qualitative studies, descriptive and qualitative studies, and expert opinions (Appendix B). While evidence related to the proposed intervention dates back several decades, only the most recent and relevant data from the last five years were included in the review of the literature.
	It is projected that by the year 2050, one out of every three individuals in the United States will develop type 2 diabetes (Powers, Bardsley, & Cypress, 2017). Through review of the literature and evidence-based practice, patient education and an increase in self-efficacy are necessary to aid in glycemic control for patients with diabetes and can lower healthcare costs related to diabetic care (Amer, Mohamed, Elbur, Abdelaziz, & Elrayah, 2018).
	Lifestyle Interventions. There are several methods of diabetes self-management that have the potential to benefit patient outcomes. Lifestyle interventions (LSI), including dietary management, weight loss, and exercise, are becoming more critical with the increasing prevalence of type 2 diabetes (Alberti, Zimmet, & Shaw, 2007). A meta-analysis of twenty-two trials, with 2,996 participants, showed that aerobic exercise can positively affect adipokines, such as leptin and adiponectin, in the body, which leads to tighter glycemic control (Becic, Studenik, & Hoffman, 2018). While exercise is important in controlling blood glucose, it can prove to be difficult for patients who may be in less than optimal physical health. Therefore, it is essential to stress the need for dietary management. Diabetic patients who practice a low-calorie diet have a better chance of maintaining normal blood glucose levels than those who do not (Kolb & Martin, 2017). The glycemic index (GI) of food helps to predict how quickly a dietary carbohydrate will raise blood glucose levels (Avedzi, Storey, Johnson, & Johnson, 2019). Type 2 diabetics should be encouraged to consume foods with a low GI to aid in improving glycemic control (Avedzi et al., 2019).
Self-Efficacy. The American Association of Diabetes Educators (AADE) clearly defines seven self-management behaviors that education surrounding diabetes should address. These include healthy eating, physical activity, blood glucose monitoring, medication use, risk reduction, problem-solving, and healthy coping mechanisms (Chatterjee et al., 2018). All these components of diabetes education, when utilized properly, play a role in improving self-efficacy among diabetic patients. The method of communicating information to patients is equally as important as the specific content that is offered. For example, a qualitative focus group of 20 British diabetics revealed they were “graded” as a “pass or fail” based on how their lab results changed after they received education from their primary care providers (Arana, Valderas, & Solomon, 2019). Instead of feeling as though they were working with their provider in achieving a healthier lifestyle, these patients felt as though they were being judged based on their success or failure. Fostering an environment of positive change instead of one of probable failure will likely result in inherently happier and healthier patients.
When constructing an educational program, different learning styles must be accommodated. Learning materials should be specific to the general patient population (Fink, Fach, & Schröder, 2019). For example, introducing dietary suggestions that include a large quantity of fresh seafood to individuals who live in the Western part of the state will inevitably fail due to the lack of resources that provide fresh seafood (Fink et al., 2019).  Overcoming obstacles such as this is vital to the success of diabetes patient education programs.
Self-efficacy includes providing patients materials about diabetic care that equips the patient with the education and support systems to foster confidence in their ability to manage their health. Diabetes Self-Management Support (DSMS) helps patients acquire skills, knowledge, and ability to self-manage diabetes, while DSMS allows patients to develop coping skills and behaviors (Coppola, Sasso, Bagnasco, Glustina, & Gazzaruso, 2016). 
Implementation. The research supports the need to foster self-efficacy in diabetic patients through education and lifestyle interventions; however, the gap in knowledge surrounds the topics of how to implement the interventions and which information is most important to convey to patients (Chatterjee et al., 2018). The American Diabetes Association (ADA) has developed a provider's diabetes education algorithm. This algorithm includes the ADA Standards of Medical Care in Diabetes recommendations. (American Diabetes Association, 2016). These recommendations include four critical times to assess, provide valuable information, and adjust Diabetes Self-Management Education (DSME) and Diabetes Self-Management Support (DSMS).  (See Appendix C). These critical times include at diagnosis, annually, with the introduction of new factors, and when transitions in care occur (Powers, Bardsley, & Cypress, 2017). Although not an exclusive list of methods and timing to provide patient diabetes education, it organizes provider education. This algorithm will be used as a template to guide self-management and educational interventions in the project at different stages of the diabetic disease process.
 Information related to diabetes self-management is essential for tighter glycemic control and healthier lifestyle for diabetic patients; however, method and timing may overwhelm patients. Introducing information tailored to a specific population's level of education achieves successful patient educational programs (Coppola, Sasso, Bagnasco, Glustina, & Gazzaruso, 2016). 
Evidence suggests that education explicitly tailored to individual patients is more efficacious than generalized materials. However tailored interventions are rarely feasible in primary care due to time and monetary constraints (Dintsios, Chernyak, Grehl, & Icks,  2018). Generalized education plans applicable to a large subset of patients are more sustainable in primary care. There are no clear standards from any health care organization stating how much contact time, what specific content, and which methods of delivery are the most likely to achieve desired patient outcomes and increased self-efficacy in diabetic self-management (Chatterjee et al., 2018). Therefore, providers must address such concerns independently with each varying delivery. 

Limitations of Literature Review Process 
Although there is substantial literature on diabetes self-management and self-efficacy, gaps in the literature persist. Limitations in the studies reviewed included the variation in contact time between provider and patient, content delivered, and method of delivery. More research is available with the aim to prevent diabetes rather than to reduce hemoglobin A1C. Due to the lack of comparability between trials, there is no official educational guideline set forth by any leading organizations in healthcare, such as the ADA or AADE (Chatterjee et al., 2018). These organizations offer recommendations of various modes of education delivery and content, but no concrete plans. This has the potential to cause ambiguity between providers and can lead to conflicting information delivered to patients, which can cause confusion and misuse of information. Mode of content, delivery, interaction with healthcare providers, blood sugar testing, and life applications are five additional barriers to successful diabetes education and lifestyle interventions (Arana et al., 2019).
Discussion 
Conclusion of findings. The most efficient way to improve glycemic control in diabetic patients with a hemoglobin A1C of greater than 7.0% is to increase their self-efficacy through provider education on lifestyle interventions and diabetes self-management techniques. Ideally, the information would be tailored to specific patient needs, but this is often difficult to implement in the primary care setting. However, to progress towards better patient education and increased self-efficacy, educational material needs to be as specifically tailored to the target patient population as possible.  By using ADA recommendations on critical components of self-care behaviors, a program can be implemented to provide resources to diabetics in a primary care office.  
Advantages and disadvantages of findings.  Support for the proposed intervention includes standardizing a diabetes self-management education program and ensuring providers are aware of educational interventions that foster self-efficacy. Evidence supports the fact that DSME and DSMS programs benefit patient outcomes and reduce healthcare costs for the clinical practice as well as the patients. 
Disadvantages of the proposed intervention include a lack of nationwide standardization of educational materials or modes of delivery. Lack of standardization makes it more challenging to ensure the most beneficial information for patients is given by their provider. The literature also supports individualized interventions on a patient to patient basis, which is not feasible in the construction of educational materials. The materials will be specific to the target population of a rural community in Western North Carolina. However, this idea can be implemented through one-on-one interaction between provider and patient. While reviewing the educational materials, the provider can individualize instructions for each patient. 
Utilization of findings in practice change.  The intervention is designed for patients with a hemoglobin A1C of 7.0% or higher. This includes those who already have a diagnosis of diabetes, and those just presenting with elevated hemoglobin A1C levels who have not been formally diagnosed. Patients receiving this education fall in at least one of the three categories listed in the DSME and DSMS algorithm of care (Appendix C). Providers will use this algorithm to help guide the education they give to their patients. Providers will be educated about the importance of adequate and effective education to help ensure self-efficacy and success in tightening glycemic control, as well as improving patient quality of life. The literature supports educating providers to assure proper delivery of education and support of patients. This has been shown to increase patient confidence and self-efficacy. Literature also provides support for standardizing diabetes self-management care in primary settings, even though it does not offer direct guidelines for precisely what materials and how often these materials should be delivered. 
The materials for the educational packet were developed through evaluation of the most successful interventions and evidence-based practice. The packet included information regarding appropriate dietary choices, exercise routines to fit patients at various levels of fitness, and links to resources that provide information on self-management of type 2 diabetes.  
Summary 
Diabetes is a rapidly increasing disease. By implementing standardized educational packets for patients, the goal is to achieve tighter glycemic control and improve patients’ attitudes towards their diabetic management. Healthy People 2020 (n.d.) has several objectives that align with this intervention. These include reducing the diabetes death rate by 10%, improving glycemic control among people with diabetes by tracking trends of individuals with a hemoglobin A1C of less than 7.0%, and aiming to reduce the number of individuals with a hemoglobin A1C of 9.0% or higher by 10% (Healthy People 2020, n.d.). Implementing education regarding lifestyle interventions for patients, as well as encouraging healthy eating and weight loss, are interventions for the proposed intervention that are supported by Healthy People 2020 (n.d.).
Literature suggests that patients feel more confident about their health care management when they receive adequate education and support from providers and their healthcare staff. This implementation should improve the health of the patients involved, lowering their hemoglobin A1C levels as well as improving their overall quality of life through weight loss interventions and exercise strategies. Finally, by obtaining tighter glycemic control, health care costs will be reduced for the patients who will, ideally, not have to progress to further medications or suffer from side effects associated with uncontrolled diabetes. Costs of health care per capita will also be reduced by preventing hospitalizations and expensive treatments related to diabetes. All these benefits of the intervention are congruent with the Triple Aim objectives of “improving the patient experience of care, improving the health of populations, and reducing the per capita cost of healthcare” (IHI, 2019, p.1). 
The proposed intervention is aligning with both Healthy People 2020 and Triple Aim objectives. It is supported by evidence-based and peer-reviewed literature and will benefit both patients and the primary care office involved in the implementation.


Chapter Three:  Theory and Concept Model for Evidence-based Practice 
Concepts surrounding project implementation, as well as the theoretical framework, and evidence-based practice model supporting the intervention will be reviewed in this chapter. Concepts included are: hemoglobin A1C, self-efficacy, self-care, provider education, and lifestyle interventions. Dorothea Orem’s Self-Care Deficit Theory will provide the theoretical basis for the project, while the Iowa Model of Evidence Based-Practice will act as the conceptual framework. 
Concept Analysis  
	Hemoglobin A1C. A hemoglobin A1C serum level is a screening tool to aid in the screening, diagnosis, and monitoring of diabetes (ADA, 2014). It gives providers and patients an average of glucose levels in the blood over three months.  For this project, hemoglobin A1C levels were used as the trigger for implementation. Individuals with a hemoglobin A1C of 7.0% or higher were eligible to receive the educational packets and associated education. 
	Self-Care. Having the ability to take the initiative and provide self-initiated care to improve one's health and wellbeing is an appropriate way to define the concept of self-care (Amer et al., 2018). Self-care can be utilized as a tool for promoting wellbeing in a variety of healthcare areas, including mental health, physical health, emotional health, as well as in the management of chronic diseases (Powers et al., 2017). This intervention focused on promoting self-care among patients with the diagnosis of diabetes who have a hemoglobin A1C of 7.0% or higher. Care activities included in the intervention included ways to improve diet, exercise recommendations, and connections to diabetic resources.
	Lifestyle interventions. Lifestyle interventions include any intervention of care that works to improve a patients' health status. Usually, lifestyle interventions include some aspect of dietary recommendations, exercise plans, and another element of care specific to the disease process that is being improved (Dintsios et al., 2018). An educational packet consisting of dietary recommendations, exercise routines applicable to all skill levels, ways to reduce blood sugar, and links to relevant resources for people with diabetes constituted the lifestyle interventions highlighted by this project. The ultimate goal of these interventions was to improve the overall health of patients who receive the information, as well as assist them in obtaining tighter glycemic control. 
Provider education. The concept of adequate provider training regarding educational materials, as well as how they present this information to their patients is essential to the success of any healthcare intervention (Coppola et al., 2016). For this project, providers were educated on the importance of the information and interventions contained within the educational packets. The concept of providing personalized and thorough guidance to the patients receiving the educational materials was conveyed to providers. The role of the provider was to review the packet information with eligible patients and individualize specific information and recommendations for the patient. A significant theme from the literature review related to the pitfalls of lifestyle intervention implementation was that providers do not do an adequate job of discussing interventions with patients or listening to concerns and questions that the patient may express (Arana et al., 2019). This project worked to address this issue by educating providers regarding the various aspects of effective patient communication and relay of information.
	Self-Efficacy. For an individual to be successful in the implementation of lifestyle interventions and in implementing self-care behaviors, they must believe in their innate ability to achieve the goals at hand. Fostering self-efficacy involves the utilization of effective provider/patient communication as well as encouraging the patient to take the initiative in their health care (Amer et al., 2018). For an individual to be willing to play a role in their health, they need to believe that there is a need for personal improvement in the area of health and that by changing their habits regarding the issue, there will be a reward to be reaped (Amer et al., 2018). In relation to this project, fostering self-efficacy in diabetic patients may instill the belief that they can make a positive change in their glycemic control through self-care activities, lifestyle intervention, and communication with their primary care provider.
	Project outcome. There are several components of this project that work together to help achieve the goal of all eligible patients receiving the educational packets with personalized education and guidance from providers. The intervention focused on equipping patients with the tools necessary to improve their glycemic control and overall health through available educational materials and individualized provider education. The project outcome was measured through checklists identifying whether eligible patients received the educational materials or not and evaluation of patient satisfaction regarding education provided.  There was also an additional assessment of patient’s perception on lifestyle changes based on education. 
Theoretical Framework 
	Naming the Theory. Dorothea Orem spent a large portion of her adult life constructing her theory of self-care. Orem believed theories that could be applied to practical sciences, such as nursing, should not only focus on the "What" and "Why," but also on the "Who" and "How" behind the model (Smith & Parker, 2015). Her theory has been applied in the implementation of numerous studies, interventions, and research articles (Smith & Parker, 2015). Orem’s theory focuses on the concept of overcoming the deficits individuals face surrounding self-care. This theory relies heavily on the individual assessment and personalization of care for each patient (Mohammadpour, Shargi, Khosravan, Alami, & Akhond, 2015). 
 	There are five main concepts identified by Orem in her theory. These include the idea that patients should be responsible for their own care, patients are distinct individuals, nursing constitutes an interaction between two or more people, successfully meeting universal self-care requisites is vital to primary care prevention and health, and that a persons' knowledge of potential health problems helps to promote self-care behaviors (Petiprin, 2016). 
	Self-care agency is a concept of Orem’s theory, and is defined as the capability of an individual to practice self-care (Kumar, 2007). Identifying the structure of an individual’s self-care agency involves identifying their capabilities for self-care operations, enabling these capabilities, and analyzing their foundational capabilities (Smith & Parker, 2015). The success of the model relies on identifying clients’ unmet needs and selecting which methods best assist the client in compensating for their deficits (Wagnild, Rodriguez, & Pritchett, 1987). A patient is identified as having a self-care deficit when their self-care demand is greater than that of their self-care agency (Kumar, 2007). 
Orem's model is not one-sided and cannot be adequately utilized if the effort is not put forth by the patients as well as the providers. Individuals must be willing to engage in self-care activities. Providers alone cannot ensure patient success and must rely on patient motivation (Kumar, 2007).
There are three systems identified in Orem’s theory that help guide its application. These include the wholly compensatory system, the partially compensatory system, and the supportive-education system (Smith & Parker, 2015). These three systems offer a variety of tactics and frameworks based on the self-care ability of the individuals affected by a particular intervention. Individuals with limited or no self-care agency are grouped under the wholly compensatory system (Smith & Parker, 2015). Those with some ability and willingness to perform self-care are considered a part of the partially compensatory system, while those with a strong sense of self-care agency can utilize the supportive-education system (Smith & Parker, 2015). 
	Application to practice change. Orem’s Self-Care Deficit theory strongly embodies the ideals that this project represents. Individuals affected by this project were suspected of having a self-care deficit in relation to diabetes self-management. This is because their A1C was 7.0% or higher, which demonstrated uncontrolled type 2 diabetes (ADA, 2014). Ideally, if they did not have a deficit, then their hemoglobin A1C levels would be more controlled.
 	The goal of this project was to increase the self-care agency of those with elevated hemoglobin A1C levels through provider education. By acting on behalf of others, guiding patients, supporting their needs, providing an environment that promotes personal development, and providing proper education, this project embodied what Dorothea Orem's theory is based upon (Petiprin, 2016).
	This project focused on the supportive-educative system identified in Orem’s theory. Based on the theory, the role of the healthcare provider was to regulate the exercise and development of an individual’s self-care agency (Smith & Parker, 2015). This was accomplished through use of educational materials that were provided to them, and through open communication and individualized education from providers. The role of the patient in this system was to begin working towards the goal of accomplishing self-care by increasing their self-care agency (Smith & Parker, 2015). 
	According to Orem, the success of a conceptual model or theory is dependent on whether or not it can be adapted into specific settings (Wagnild et al., 1987). Using this idea as a guide, her theory has proven to be a success based on its widespread implementation throughout the years (Smith & Parker, 2015). Using Orem’s theory as a theoretical blueprint for this project allowed for the implementation to focus on the need to increase the self-care agency and abilities through provider based educational methods. In a healthcare field where providers are doing all they can to ensure the wellbeing of their patients, a tool that will increase the ability for the patients to aid in their own success and healthfulness is needed. 
EBP Change Theory 
Naming the change model. Using evidence-based practice models, such as the Iowa Model, has been shown to aid in the success of health care related implementations for decades (Buckwalter et al., 2017). Permission to utilize this model for this project and paper were obtained (Appendix D). The Iowa Model has recently been revised to maintain relevance with the changes that have been made in healthcare over the last decade (Buckwalter et al., 2017) (Appendix E). 
The first step in the utilization of the Iowa Model is identifying whether or not a need for the project is present (Iowa Model Collaborative, 2017). Determining the necessity of a project is site specific and should focus on identifying opportunities for patient improvement. After assessing the need for a particular project, the next step is creating a formal statement identifying the purpose of the proposed intervention (Iowa Model Collaborative, 2017). This statement offers a concise identification of what the intervention's goal will be in relation to the specific site being targeted. If the proposed intervention is identified as a priority, then a team needs to be formed to work towards the implementation of the project (Iowa Model Collaborative, 2017).
Before implementation, a systematic review and synthesis of literature related to the proposed intervention must be conducted to ensure that there is enough evidence to support the intervention (Iowa Model Collaborative, 2017). Recent literature should be relevant to the specific intervention and from reputable and reliable resources. Once enough evidence is found to support the intervention, a pilot of the project should be performed to assess the efficacy of the implementation (Iowa Model Collaborative, 2017). This is done to assist in attaining baseline data, developing and editing protocols, promoting the adoption of a specific intervention, and ensuring that materials and planning are designed to the highest level possible (Iowa Model Collaborative, 2017). Finally, if the success of a project is determined after pilot implementation, and the organization would like to continue the utilization of a project, it is then appropriate to begin formal adoption of a project into practice (Iowa Model Collaborative, 2017). 
The Iowa Model is evidence that the successful implementation of an idea or project into practice is not done lightly. There are several steps involved in the process, many of which have the potential to set a project back. While linear progression is the goal, factors such as not having enough evidence to support an implementation or a lack of resources in an organization, have the potential to produce regression. However, even with potential setbacks, the Iowa Model offers step-by-step guidelines on how to implement ideas and methods regarding how to rebound from complications.
Application to practice change. The steps outlined in the Iowa Model coincided well with the proposed implementation plan for this project. The opportunity that this project presented was creating an evidence-based educational intervention for patients that did not exist in the clinical practice. It offered an opportunity to ensure that the organization was meeting national initiatives to provide better quality care for people with diabetes through methods that work to tighten their glycemic control (Healthy People 2020, n.d.). The purpose of the project was to ensure providers were equipped with the appropriate materials and skills to offer education to their diabetic patients that foster self-efficacy and self-management of the disease. This topic has been deemed as a priority by national standards, such as Healthy People 2020 and Triple Aims, as well as by the clinic where it will be implemented.
The team for this project involved all individuals at the clinic, including providers and nurses, who were included in the implementation and review process. Enough evidence to support this intervention was found in the recent and relevant literature. The project pilot was implemented over twelve weeks. During this time, baseline data was compared to weekly and bi-weekly reports, and regular discussions with the implementation team were held to evaluate methods to improve the interventions. If, after the twelve-week implementation, the post-pilot data were to show an improvement in the number of diabetics who received the educational materials and patient questionnaires result in positive patient perception of selected lifestyle interventions, there is an opportunity for sustainability at the clinical practice. 
Summary 
	Each of the key concepts identified in this project played an essential role in its successful implementation. Alone, they each possess merit, but when utilized together, they create a project with the potential to positively impact healthcare. Dorothea Orem's Self-Care Deficit Theory offers a guide for how to increase self-agency and self-efficacy of both the patients and providers in relation to the identified key concepts. Identifying areas where individuals are lacking and providing resources and tools to assist their growth decreases their self-care deficit and allows for improving self-confidence
	The goal of utilizing the Iowa Model during implementation is to ensure that evidence-based practice guidelines are being followed. By evaluating the process, even as complications arose, a tool was available to provide recommendations on the most appropriate next developments.

Chapter Four:  Pre-implementation Plan
	Before implementing this quality improvement (QI) project, several steps were taken to evaluate for appropriateness and feasibility of proposed project. Project received approval from project site and faculty lead. From there, a detailed implementation and evaluation plan was created. This chapter describes this QI project's pre-implementation plan. 
Project Purpose
Project purpose was for providers to educate diabetic patients with elevated (i.e., 7% or higher) hemoglobin A1C levels about the importance of lifestyle interventions, such as diet and exercise, to control the disease. Providers reviewed and gave educational packets during patient encounters to assist patients in better understanding of lifestyle interventions to lower blood glucose levels.
Project Management
Organizational readiness for change. Discussions with the project's site champion and office manager demonstrated that this organization was ready to participate in this project. The organization supported improving care that their diabetic patients receive; particularly tighter glycemic control to achieve better overall health. Key participants' support enforced implementation among office staff and contribute to the project's success.
Interprofessional collaboration. This project team consisted of several team members. Team members included a DNP student who was the project lead, DNP faculty, a DNP site champion, an on-site office manager, and a staff of providers, nurses, and ancillary personnel. DNP faculty and site champion contributed expert advice on public health practice and made project improvement recommendations. The on-site office manager controlled logistical areas of implementation, i.e., specific paperwork, and gave official approval for project implementation. Office staff and personnel were central to the project in performing project implementation at clinical entry level. Feedback from these individuals ensured the best practices are provided for patients.
Risk management assessment. A SWOT analysis was conducted to evaluate the strengths, weakness, opportunities and threat of project implementations.  Several strengths were identified of this project. There was minimal risk of patient harm. Project implementation was feasible within the allotted time frame. Key stakeholders supported the project, and minimal time burden was added to provider workload. 
A weakness identified was that patients may not adhere to lifestyle interventions or behaviors to lower their blood glucose levels. Individuals who failed to adopt lifestyle interventions may also be unreceptive to education. This would make evaluation of the intervention somewhat difficult.
 Potential opportunities of this project included tighter glycemic control for the patients in this practice through education. Patients also had the opportunity to experience improved levels of self-efficacy concerning diabetes care. Better overall health for patients and enhanced provider-patient communication were both possible opportunities of this project.  
Threats for this project included the potential for patients to refuse education and lifestyle interventions. Providers might also have been resistant to implementation perceiving as increase to workload. Their resistance would result in education not being delivered to patients. 
Organizational approval process. Project approval began during discussion between the project lead and project site champion about quality improvement ideas that pertained to the clinical setting.  The project lead met with the on-site office manager, the final topic was selected, and approved by the manager. Email and telephone correspondence between the DNP faculty, project lead, project site champion, and on-site office manager were exchanged on the proposed intervention. The final project plan outline was sent to and approved by the office manager at the organization (Appendix F). 
Information technology.  The project lead collected patient survey data and provider checklists bi-weekly. Data was displayed using Microsoft Excel and Pages. The number of (1) patients eligible to receive education, (2) patients who received instruction, and (3) patient survey results were collected and entered on an Excel spreadsheet. Microsoft Word was used to create the provider checklist and patient survey. The electronic health record was not accessed and no personal health information was collected. 
Data from Excel and Pages were used to aid the DNP graduate in reporting findings and demographics of project. Microsoft PowerPoint was used to create a poster for dissemination of final results and discussion surrounding project implementation. 
Cost Analysis of Materials Needed for Project
 	The costs related to this project were minimal (Appendix G). Production of each educational packet cost were estimated at $1.45. Additional costs included staff lunch provision during a pre-implementation informative session. Both data collection and PowerPoint presentations were created by the project lead and, therefore, did not create additional costs. 
Plans for Institutional Review Board Approval
	Formal approval from the site was obtained from the on-site office manager in the official letter of support (Appendix F).  The project site did not have an IRB; therefore, the University IRB verification process was completed.  The first step was completing the IRB QI/Program Evaluation Self-Certification Tool.  After obtaining approval from the faculty lead, the tool was submitted online. The project was deemed QI and an immediate response was received stating that IRB review was not required (Appendix H).
Plan for Project Evaluation
Demographics. All patients involved in this project have a hemoglobin A1C of 7.0% or higher. This, along with gender, was the only demographic information specific to project evaluation. Gender was voluntarily provided by patients during educational sessions and was communicated to the project lead.
Outcome measurement. The project's primary outcomes were lowered blood glucose and decreased hemoglobin A1C levels post provider-patient education. For the purpose of this project, outcomes measured included increasing the number of patients receiving provider education and receiving a formal education packet.  An additional outcome was assessing patient perception in making a lifestyle change following provider education. 
Evaluation tool. Two evaluation tools were used for this project. The first was a checklist for providers asking whether or not patients received the education and educational packet (Appendix I). Providers marked "yes" or "no" on the checklist. If they mark "no," indicating that an eligible patient did not receive the education, they were asked to elaborate why. The second evaluation tool was a patient questionnaire about their perceptions of the education and materials provided, and if they plan to begin one of the lifestyle interventions (Appendix J). These evaluation tools, created by the project lead, were approved by the site champion and on-site practice office manager. 
Data analysis. The provider checklist and patient questionnaires were analyzed using Microsoft Excel. Data collected from the provider checklists was quantitative. All data was measured at the nominal level.  Descriptive statistics was used to analyze the results using frequencies and percentages. Patient answers to questionnaires were presented in a table, displaying which answer choices or satisfaction scores were most common. Provider checklist data were presented in a table highlighting how many patients received the intervention versus how many were eligible. 
Quantitative results of the patient questionnaire were additionally measured at the nominal level. Questions regarding patients’ perception of the education they received were assessed using a Likert scale.  Descriptive statistics were used to analyze the results using frequencies and percentages. There are no organizational benchmarks currently in place for comparison.
Data management. No personal or identifying patient health information were collected for this project. Patients surveys and provider checklist were stored in a locked file cabinet within a locked office. Project lead reviewed the surveys and checklists, and entered data on an excel spreadsheet for data analysis.  Data on excel spreadsheet was stored on a password protected computer in a locked office. Aggregate data was shared confidentially with DNP faculty, site champion, and the office manager via email during and post-implementation. Once the project was completed, data was deleted from the project lead’s computer and paper tools were shredded.
Summary
	The proposed quality improvement project aimed to improve glycemic control among patients in a rural, primary care practice in North Carolina. This goal was achieved through provider patient education about lifestyle interventions. Organizational readiness for change was determined, and a SWOT analysis was performed to identify potential strengths, weaknesses, opportunities, and threats in the pre-implementation phase. Collaboration between several healthcare professionals throughout this phase helped to create a well-planned project.  
	This quality improvement project earned approval from DNP faculty, the office manager, the site champion, and was deemed a quality improvement project by a University IRB review, and no further IRB review was required. The project presents minimal risk of patient harm and minimum time burden added to clinical site staff.
 Data from this project were gathered and reviewed weekly throughout its implementation. Final data were analyzed to determine if results support the project’s goal: increased number of diabetic patients that received education from providers and the anticipated outcome to improve glycemic control. 


Chapter Five:  Implementation Process
Following pre-implementation planning, QI project implementation was ready to begin. Project implementation was scheduled for twelve weeks, with a staff educational luncheon occurring prior to implementation. This chapter discusses project setting, participants in the project, the recruitment process, implementation process, and variations made to the project during implementation. 
Setting
      This project took place in a privately-owned primary care practice in Western, NC that serves members within the small community. Providers treat patients with multiple comorbidities and chronic disease processes. The practice accepts a wide variety of health insurances, but not Medicaid. The organizations interest in this project stemmed from their desire to improve patient care for their diabetic patients. 
Participants
	Participants in the QI project included all office staff and providers employed by the project site. The role of providers in the QI project was to provide education and standardized education materials to patients. Other staff, including nurses, ensured that providers are aware of which patients were eligible to receive the intervention and were responsible for collecting hard copies of questionnaires from patients and providers. Beneficiaries of the QI project initiative were those patients with a hemoglobin A1C of 7.0% or greater. 
Recruitment
            All participants employed at the project site were expected to participate in the project. Prior to approval from the project partner, educational materials and data tools were reviewed and approved by providers in office. A luncheon session was held a week before implementation began for all staff. The office manager communicated the time and date of the luncheon to staff members prior to the date. This session included an overview of all educational materials, checklists, and questionnaires. Any staff questions and concerns were addressed at this luncheon. 
      Based on participants approval of materials for this intervention and their willingness to accept the QI project at their practice site, the office staff were excited for implementation to take place.  Providers in the office reviewed educational materials and expressed agreeance with their importance to improving glycemic control.  
Implementation Process 
            The QI project was implemented over a 12-week period at the primary practice site. Prior to implementation, a luncheon was held that included an overview of the project plan and review of educational materials and the implementation process. Providers received a copy of the ADA DSME and DSMS algorithm (Appendix C), to review which stage in the process their patients may be and the importance of self-efficacy at each of these stages. The algorithm was used to guide patient education. 
Prior to the implementation, a patient educational packet was compiled by the project lead for use by the providers that included:  ADA A1C Educational Handout (Appendix K), ADA Aerobic, Resistance, Balance and Flexibility Exercise handout (Appendix L); ADA Physical Activity Handout (Appendix M); ADA Starter Walking Plan (Appendix N); ADA What Can I Eat Educational Handout (Appendix O); and USDA Diabetes MyPlate Educational Handout (Appendix P). Each packet included the provider checklist (Appendix I) and patient education survey (Appendix J). Patient educational packets were stored at a central location within the office so that all staff had access to them. When adult patients came in for an appointment, nurses followed their normal patient onboarding process, with the addition of reviewing the patients most recent hemoglobin A1C value. If a patient had a value of 7.0% or higher, the nurse placed an educational booklet in the room for the provider to review with the patient.
After the provider reviewed this information with the patient, providers were to complete the provider checklist by indicating: “yes” or “no” on whether or not the eligible patient received the education. Providers were to return the checklist to the front desk at completion of patient visit.     
At the completion of the review of the education, providers asked patients to complete the patient education satisfaction survey located in the booklet (Appendix J). Patients were asked to complete the survey, insert in attached envelope and return the envelope to the front desk. Front desk staff were to store the provider checklists and patient surveys in a sealed envelope for the project lead.
Biweekly, the project lead collected and reviewed the hard copies of both the patient questionnaire and provider checklist. The project lead met informally with providers and staff members once every other week to receive their feedback on project implementation. Adjustments were made based on provider and staff input to improve flow of the project. A PDSA review cycle was completed biweekly based on results of deliverables gathered and feedback from providers and staff. Alterations to the project were made based on the outcome of the PDSA cycle and were implemented in the weeks following. 
Plan Variation 
	As with any project, some complications arose and changes were made throughout implementation. After the first week of implementation, providers found that having patients complete the survey in office was cumbersome for their practice and asked the project lead to follow-up with the patients to conduct a telephone survey. From that point forward, phone calls were made to patients in the office by the project lead and surveys were completed by proxy. No identifying patient information was collected during these phone encounters. The on-site office manager supplied the project lead with patient phone numbers, that were only used in office and returned after the completion of phone calls. Due to time constraints of the project lead, data was gathered from the office site bi-weekly instead of the initial plan of weekly collection.
	The original on-site office manager unexpectedly resigned from the practice after week six of project implementation. For two weeks, an interim office manager aided the DNP project champion with implementation. During this time, educational packets were misplaced and the project fell to the wayside. The new on-site office manager entered the role during week nine of implementation, and the project lead met with staff again to reinforce project goals and strategies. After this meeting, the project continued with some success, but not all momentum was recovered. 	
Summary
	Several setbacks occurred throughout implementation that hindered some of the potential for success of this project. Provider buy-in with in-office patient survey completion, change in management, time constraints, and a decrease in office momentum were all factors that limited progress. Biweekly evaluation of the project by the project lead was performed. Increased project lead presence in the office during the last few weeks of the project aided in raising staff awareness and remembrance of the project. Though there was some success, the project was unable to reach its maximum potential due to the aforementioned obstacles. 


Chapter Six:  Evaluation of the Practice Change Initiative
The purpose of this DNP project was to increase self-efficacy in diabetic patients at a primary care clinic through standardized provider education. The intent of this chapter is to review findings and discuss implications for practice change.  
Participant Demographics
           Participants in this project included providers, clinical nursing staff, and an on-site office manager at a rural primary care office in Western North Carolina. Providers consisted of two physicians and three nurse practitioners. Additional demographic information was not collected due to lack of relevancy to project implementation. These participants worked closely with the project lead to ensure successful implementation of the project.
	The population directly affected by implementation were diabetic patients at the primary care clinic who had a hemoglobin A1C of 7.0% or greater. During the 12-week implementation, twenty-seven patients, 10 (37%) male and 17 (63%) female, were identified as eligible by providers to receive education.
Intended Outcome(s) 
Prior to initiation of this project, the site did not have a standardized educational regime for their diabetic patients. The intended outcome was for provider compliance in educating and distributing materials to all patients who visited the office with HgB A1C levels of 7.0% or greater. 
A short-term outcome was for providers to incorporate standardized educational materials into their daily practice. An intermediate outcome was for eligible patients to receive provider education and take-home packets. A long-term outcome was for all eligible patients at the clinic who received education to adopt a lifestyle intervention and implement it into their daily lives. An additional long-term outcome that was not able to be measured in the time allotted for the DNP project was for tighter glycemic control and improved HgB A1C level for patients who received education. 
Findings
             A total of twenty-seven eligible patients were identified during the 12-week period. Of these patients, twenty-three (85%) received education from providers and four (15%) declined. Fourteen of the 23 patients (61%) who received materials and education completed the survey and indicated a lifestyle intervention they were going to adopt into their lives. Of the 23 patients who received education, nine (39%) did not complete the patient survey. 
	During the first four weeks, 14 patients were identified as eligible for education, however during week five and six no patients were identified.  Further evaluation revealed lack of follow-up due to an abrupt change in office management. During week seven and eight, six patients were identified, and in the final four weeks, seven were identified as eligible. (See Appendix Q) 
	Patients who completed the survey, selected between diet, exercise, or diet and exercise for their implemented lifestyle intervention. Of these 14 patients, 42% (6) chose diet alone, 29% (4) indicated exercise alone, and 29% (4) chose to implement diet and exercise together. (see Graph1). 
	Graph1. Lifestyle Interventions chosen by patients.
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 Summary
The intended outcome of this project was to increase self-efficacy of diabetic patients in the primary care setting through standardized provider education. Of all eligible patients, 85% received education from providers during the 12-week period. Over half of the patients who received education reported a lifestyle intervention they planned to implement. Though provider compliance regarding distribution of educational materials wavered in weeks five and six due to organizational changes; there was an overall increase in patients who received education and support regarding self-efficacious behaviors related to diabetes management during the 12-week implementation period.





Chapter 7: Implications for Nursing Practice
	There are eight essentials, known as the DNP Essentials, that are required for the completion of a Doctorate of Nursing Practice (DNP) degree. These essentials represent skills and knowledge central to all advance nursing practice roles. In this chapter, each essential will be defined and its relation to the DNP project will be discussed.
Practice Implications
	According to the Cambridge Dictionary, implication is best defined as “the effect than an action or decision will have on something else in the future” (Implication, 2019, p.1). Using this definition as a basis, practice implications can further be defined as the result of current actions on future nursing practice. The American Association of Colleges of Nursing (AACN), has published eight DNP essentials that must be incorporated into DNP programs throughout the country (AACN, 2006). These essentials outline core competencies and work as a guide in evaluating the implications of a DNP project on overall nursing practice. 
Essential I: Scientific underpinnings for practice. This essential address science and theory as one of the foundations of nursing practice and outlines how the DNP student should use these foundations in advanced nursing practice. The DNP student should focus on the integration of natural and social sciences, as well as theory, biology, and the science of therapeutics within their project (AACN, 2006). 
Biological science was utilized in defining the patient population that providers were to educate for the DNP project. The next step was to use previously researched theoretical and behavioral science to identify the most effective methods to educate those with elevated hemoglobin A1C levels. Literature reviews yielded a great deal of information regarding the success of utilizing self-efficacy in education for diabetic patients. 
Dorothea Orem’s Self-Care Deficit theory was utilized as the theoretical framework to guide the DNP project. The PDSA cycles were conducted to evaluate the bi-weekly outcomes.  Run charts as well as bar graphs were used to display information gathered from the project. Information gathered from patient surveys indicated that patients were accepting and willing to change their habits and behaviors based on the education they received from their provider. Many patients expressed that they had already begun implementing diet, exercise, or diet and exercise changes into their daily lives. 
Essential II: Organization and systems leadership for quality improvement. The second DNP essential defines the DNP students’ ability to target a specific population or set of populations using care delivery models that are applicable within current organizational, political, cultural, and economic perspectives (AACN, 2006). The DNP student must be able to demonstrate balance between the provision of patient care with productivity and financial limitations in their area of implementation (AACN, 2006). 
Two of the main concepts of this project were empowerment of patients and education of providers. Patients received evidence-based education regarding their diabetic care, and had the potential to increase their self-care agency to better control their health. This project was cost-effective for the organization, and was restructured to remove more time burden from office staff. Educational packet materials consideration included the potential financial constraints for patients, and offered guidance on low-cost ways to improve health.
With continued organizational commitment to providing the best patient care possible, this project has the potential to be continued at the implementation site. The continued use of the educational materials, as well as provider education resources will allow for the continued promotion of increased patient outcomes. Benefits to the patients include a stronger sense of self-efficacy regarding their diabetes and the potential for a healthier and improved lifestyle.
Essential III: Clinical scholarship and analytical methods for EBP. According to the AACN, DNP students should be able to appropriately analyze existing literature, design and implement systems of care based on literature review, convey findings to a team of individuals, and examine and report on outcomes (AACN, 2006). The ability to understand and appropriately use information technology (IT) is vital for each of the aforementioned responsibilities of the DNP student. 
The DNP student utilized IT to review the literature and analyze findings that led to defining the target population for this QI project. Various levels of evidence, including multiple randomized controlled trials (RCTs), meta-analyses of RCTs, and case-controlled studies, were included in literature analysis for this project (Appendix B). Only data from peer-reviewed journals written in the last five years were utilized. From there, educational materials and tools were developed and disseminated to patients through trained providers at the organization. The literature review techniques used for this QI project ensured that patients and providers received the highest level of information and education possible. Effective dissemination of patient education information was made possible through an interdisciplinary team approach consisting of the DNP graduate, DNP project site champion, on-site office manager, providers in the office, and nursing staff.
Essential IV: Information systems/technology and patient care technology for the improvement and transformation of healthcare. Knowledge surrounding information systems/technology allows the DNP student to improve patient care (AACN, 2006). The DNP student should be able to evaluate outcomes of care and care systems, evaluate the execution of a plan or system, and provider leadership in the resolution of IT related ethical and legal issues within a healthcare system (AACN, 2006).
Information systems/technology was used to collect data, evaluate and implement a system, collaborate with an interdisciplinary team, and present findings. Literature reviews using search engines produced the basis for why the project was needed and how to most effectively implement the project. Collaboration with the interdisciplinary team via email and through sharing of PDSA cycles, run charts, and bar graphs allowed for continuous evaluation of the project. Microsoft Excel and Microsoft Word were used to display bi-weekly outcome reports. In the future, patient education information could be better disseminated to patients through online patient portals. This would allow for patients to continue to benefit from provider education through continual access to materials online. 
Essential V: Healthcare policy for advocacy in healthcare. This essential state that DNP prepared graduates assume leadership roles in regard to analyzing and developing healthcare policy, as well as implementing policy at all governmental levels (AACN, 2006). According to the AACN (2006), DNP students should be prepared and willing to influence and educate nursing practice policy makers on current events and best practices for patients. 
The organization for this DNP project did not have a process in place to promote self-efficacy among diabetic patients through provider education. Giving these patients access to materials and resources to promote their self-efficacy in relation to their diabetes, falls under the realm of health equality for all patients. The potential for continuation of this project through standardization of the process after the initial twelve-week implementation, could mean additional healthcare equality for patients in this practice.
Essential VI: Interprofessional collaboration for improving patient and population health outcomes. Collaboration amongst healthcare professionals is vital in addressing need of patients and improving patient outcomes. The DNP graduate must be able to not only be a part of a team, but have the capability to accept leadership when necessary (AACN, 2006). Through effective communication, the DNP student can create change in healthcare (AACN, 2006).
Collaboration between a variety of professionals was integral to this DNP project. Both the DNP project champion as well as on site office manager were vital in distributing educational materials to patients and encouraging other providers to participate. Nursing staff and other providers in the organization gave feedback that aided in ensuring the project was more time-efficient, which led to more widespread adoption. The DNP graduate served as the project lead and was available to receive feedback, make necessary changes to implementation strategies, and follow up with patients who received education. Collaboration between intraprofessional team members has helped to ensure better outcomes for diabetic patients in this practice. 
Having a DNP prepared nurse leading interdisciplinary collaborative initiatives has the potential to improve patient outcomes on several levels in a rural setting. The DNP prepared nurse has the ability to critically analyze relevant literature to ensure pertinent material is disseminated, as well as the skillset required to unite a subset of individuals for a common goal. These abilities of the DNP nurse create an individual capable of leading others in the implementation of a successful project. The presence of a DNP prepared nurse during implementation, has the potential to lead to increased success.  
Essential VII: Clinical prevention and population health for improving the nation’s health. Promoting healthy behaviors and reducing illnesses and risky behaviors among specific groups of people, or aggregates, are the key components to this DNP essential (AACN, 2006). Aggregates are defined as groups of individuals who share a similar characteristic, either age, diagnosis, gender, etc. (AACN, 2006). The DNP prepared graduate has the capability to analyze global data on a larger scale, and synthesize it so similar concepts are applicable within a specific community (AACN, 2006). 
Secondary clinical prevention in relation to the diabetic population in rural North Carolina (NC) was the focus of this project. An intensive literature review revealed data on a global scale reporting the benefits of increasing patient self-efficacy through education. The DNP student synthesized this data and applied it to an aggregate of providers and patients in rural NC. Providing evidence-based educational materials to providers to distribute to patients supports an increase in self-efficacy among the patients in this community, and an increase in overall positive health outcomes supporting the Healthy People 2020 guidelines. The project specifically addresses the Healthy People 2020 initiatives of increasing the proportion of diabetics who receive formal diabetes education, and increasing the number of diabetics who are implementing healthy lifestyle interventions, such as diet and exercise (Healthy People 2020, n.d.).
Essential VIII: Advanced nursing practice. DNP programs are designed to prepare students as experts in one field, however, the domain of advanced nursing practice encompasses a wide variety of specializations (AACN, 2006). It is the role of the DNP student to prepare themselves to competently address patient care issues in a multitude of settings. Through the use of therapeutic interventions, culturally sensitive care, and relationship development and sustainability, the DNP student is able to maintain progressive patient and professional relationships (AACN, 2006).
This project was performed in an outpatient, community health setting. However, it maintains applicability to a wide variety of care settings that treat diabetic patients. Discussions amongst the interprofessional care team regarding outcomes of this project, could be further disseminated to private offices, health departments, as well as inpatient settings. Providing patients the ability to gain confidence and control over their own health care choices through direct education is not restricted to a particular realm of healthcare.
Ensuring that providers are giving consistent and comprehensible education to the patients helps to ensure that understanding of information is occurring and promotes likelihood of adoption of behaviors. Therapeutically communicating with patients and leaving the door open for questions and concerns further strengthens the provider-patient relationship, which improves patient outcomes. The role of the advanced practice nurse in leading a quality improvement initiative such as this one is to improve patient outcomes through direct patient care and advocacy. 
Summary
	The eight DNP essentials discussed above outline a program of study for DNP prepared graduate nurses. To be eligible to confer a degree, the DNP graduate must meet all of these goals. However, these essentials carry more weight than just a degree. Accomplishing all of these essentials allows the public eye to recognize the DNP graduates’ contributions in advancing nursing practice and patient care outside of an education institution. Using these essentials in practice as an advanced practice nurse allows for a greater impact on community and population health. DNP students are poised to enter the advanced practice world and make positive change. By working with their peers to ensure improved outcomes, DNP graduates are changing the way society looks at healthcare and nursing but also can have an impact on patient outcomes through implementing evidence-based practice change.


Chapter Eight: Final Conclusions
This QI project focused on promoting self-efficacy among diabetic patients in the primary care setting. With diabetes diagnoses on the rise in the U.S., it is imperative to work towards standardizing a method that encourages diabetics to take ownership in their own healthcare needs. This final chapter will summarize significance of findings, strengths, weaknesses, limitations, and recommendations of the QI project.
Significance of Findings 
	There was an increase in diabetic patients receiving standardized educational interventions promoting self-efficacy as a result of the DNP Project. Prior to the intervention, there was no standardized tool promoting self-efficacy for patients at the clinic. Over the twelve-week implementation period, 85% (23) of eligible patients received the educational intervention, and 61% (14) of those patients stated that they planned on implementing a lifestyle intervention gleaned from materials given. 
	Self-efficacy is a concept that has the potential for application in various areas of healthcare. Promoting autonomous health behaviors among patients with various comorbidities affords them the opportunity to improve their overall health status. Having a systematic program in place surrounding self-efficacious behaviors can potentially improve patient outcomes across the board. 
	The information provided to diabetic patients throughout the course of this project implementation was aimed specifically at increasing their self-efficacy in relation to their disease. Counseling and providing resources related to dietary changes and exercise regimens gave these patients the opportunity to impact their own healthcare and work towards improving their overall health and tightening their glycemic index. 
Project Strengths and Weaknesses
       Strengths of this project included willingness of providers and staff to adopt the initiative, as well as offer suggestions for change throughout implementation. Clinical staff played an important role in the project in their diligence by placing questionnaires on patients charts prior to provider review. Conducting bi-weekly PDSA cycles strengthened the project through the process of continual revision and improvement of the implementation. Another strength of the project was the minimal cost burden to the office. As mentioned in Chapter Four, the cost of organizing educational packets for patients was $1.45 with the majority of the educational materials readily available for healthcare providers on the American Diabetes Association website. 
	One weakness of the project was the lack of efficiency in completing patient surveys. Due to limited time of staff in the clinic, patient surveys had to be completed via telephone, which introduced another weakness of patient compliance with survey completion. Many patients did not answer phone calls from the project lead, and therefore were not available to provide feedback related to the education they received; leading to no follow-up or feedback from these patients. 
Project Limitations
	Organizational leadership change midway through the 12-week implementation limited the potential success of the project. There was a lapse in communication between providers and clinical staff during this time, and no educational materials were provided to patients for a two-week time span. As mentioned in Chapter One, the purpose behind the project was to improve glycemic management, but due to the limited time frame of the project, further evaluation of HgB A1C was beyond the scope of the project. In reference to the survey completion process, not having a dedicated personnel member to complete telephone surveys with patients is a potential future limitation for continuance of the implementation.       
Project Benefits
	Benefits of the project included offering the option for a standardized diabetes education program related to self-efficacy at the office. Being able to identify eligible patients in the practice made providers and staff more aware of the individual needs of the patient. Actual cost-savings were not quantifiable in the time span allotted for implementation. However, according to the American Diabetes Association (2018), the average healthcare costs per person with diabetes is estimated to be around $16,570 per year. Additionally, it is estimated that the annual cost of diabetic healthcare in America is around 327 billion dollars (American Diabetes Association, 2018). Physician visits account for around 13% of the medical expenditures related to diabetic care (American Diabetes Association, 2018). Therefore, if the project is continued at the site, potential healthcare expenditures could be reduced for both the patient as well as the institution. The minimal cost of implementation in relation to potential cost savings for both patient and organization is potentially the largest benefit of the project.          
Practice Recommendations
	This QI project resulted in increased patient self-efficacy regarding lifestyle interventions to increase their glycemic control. As a result of providers spending time with patients educating them on methods to improve their glycemic control, provider-patient relationships were strengthened. Continuing this project at the clinic site has the potential for overall healthier and improved lifestyle for diabetic patients. Increasing patients’ willingness for self-care and disease management allows for a strengthened team-centered approach to care. Collaboration within the interprofessional team aimed at providing patients with the educational information necessary to help them manage their diabetes and glucose level is vital toward sustainability. 
	To support further replications of this project, there are recommended changes that could lead to improvement. Having the survey integrated into the patient portal and automatically sending it via the portal for patients to complete has the potential to increase the amount of feedback related to educational materials. For those who are not enrolled in the portal or do not have access to the internet, designating a staff member to call and follow-up regarding their care and integrating the survey into this follow up would be a viable option. Additionally, the adoption of a flagging system in the electronic medical record (EMR) to alert providers of eligible patients has the potential to allow providers to identify those at increased need for education on self-care and management of their diabetes and ensure they are receiving the assistance needed, as well as decrease burden on clinical staff. 
Final Summary
	Diabetes is a chronic disease that is rapidly increasing in prevalence across the United States. This QI project addressed the concept of strengthening diabetic patients’ self-efficacy through a standardized provider-led educational program in a primary care clinic. The goal of increasing documented rates of patient self-efficacy related to their diabetes management was met in this clinic. Revision of the project during the 12-week implementation period through PDSA cycles allowed for changes in workflow that increased benefit to providers and patients. Promoting self-efficacy among patients as it relates to diabetes and other chronic health conditions has the potential to improve patient outcomes and reduce individual as well as organizational healthcare costs. 
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	DNP Project Budget

	Item
	Individual Cost
	Total Cost

	Education Folders
	0.34
	34.08

	MyPlate Handout
	0.35
	34.85

	Printing per page
	0.04
	76.00

	Staff Lunch
	9.50
	228

	
	
	

	
	
	

	Total Project Budget
	372.93
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Appendix I
Provider Checklist
Provider Checklist on Diabetic Education
(Please circle the correct response)

1. Was the patient eligible to receive provider education and educational packet?
a. Yes				b. No

If you circled “No” for question #1, you may stop here. If you circled, “Yes,” please answer the following questions.

2. Did the patient receive the provider education and educational packet?
a. Yes				b. No

3. If you circled no to question #2, please elaborate on why did the patient not receive the provider education and educational packet?

a. Patient refused		
b. Not enough time
c. Unaware that the patient qualified for the education	
d. Other ___________________________________










Appendix J
Patient Education Survey
Diabetes Education and Materials
Patient Satisfaction Survey

We would like to know how you feel about the education you received from your provider today regarding the diabetes educational materials you were given. Please take the time to complete this short survey so that we may better care for you. All responses are kept confidential and anonymous. Thank you for your time. 

	Please mark how satisfied you were in the following areas:
	Very unsatisfied
1
	Unsatisfied
2
	Indifferent
3
	Satisfied
4
	Highly Satisfied
5

	The provider education given to you
	
	
	
	
	

	The materials provided to you in the booklet
	
	
	
	
	

	How the provider answered any questions you may have had
	
	
	
	
	




Overall, were you satisfied with the diabetes education and materials you received today?
a. Yes				b. No

What, if any, lifestyle intervention do you plan on incorporating into your life?

a. Improving your diet		b. Trying to exercise more		c. Diet & Exercise	

d. I don’t plan on implementing any lifestyle changes 

Please circle your gender below

a. Male	b. Female 	c. Other		d. Prefer not to answer
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ADA A1C Educational Handout
[image: ../dnp_project/ada_a1c.pdf]
Appendix L
ADA Aerobic, Resistance, Balance, and Flexibility Exercises Education
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ADA Physical Activity Education
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Appendix N
ADA Starter Walking Plan Education
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Appendix O
ADA What Can I Eat? Education
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Appendix P
USDA Diabetes MyPlate Education
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Appendix Q
Results of Patient Surveys 
WEEKLY RESULT OF PATIENT EDUCATION SURVEYS
	
	DIET
	EXERCISE
	DIET & EXERCISE
	NO ANSWER
	DECLINED EDUCATION
	TOTAL NUMBER OF ELIGIBLE PATIENTS 

	WEEK 1
	1
	
	
	1
	
	2

	WEEK 2
	
	
	
	
	
	0

	WEEK 3
	1
	1
	
	1
	1
	4

	WEEK 4
	2
	
	
	4
	2
	8

	WEEK 5
	
	
	
	
	
	0

	WEEK 6
	
	
	
	
	
	0

	WEEK 7
	1
	
	1
	2
	
	4

	WEEK 8
	1
	1
	
	
	
	2

	WEEK 9
	
	2
	1
	
	
	3

	WEEK 10
	
	
	
	
	1
	1

	WEEK 11
	
	
	1
	
	
	1

	WEEK 12
	
	
	1
	1
	
	2
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You have permission, as requested today, to review and/or reproduce The lowa Model Revised: Evidence-Based Practice
to Promote Excellence in Health Care. Click the link below o open.

‘The lowa Model Revised: Evidence-Based Practice to Promote Excellence in Health Care
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The lowa Model Revised: Evidence-Based

Practice to Promote Excellence in Health Care

Identify Triggering Issues / Opportunities
Clinical or patient identified issue
Organization, state, or national initiative
Data / new evidence 4
Accrediting agency requirements / regulations
Philosophy of care

A

State the Question or Purpose

Is this topic a
priority?

No Consider another
Issue / opportunity
A

Form a Team

'

Assemble, Appraise and Synthesize Body of Evidence
e Conduct systematic search
o Weigh quality, quantity, consistency, and risk

A

Is there
sufficient
evidence?

Conduct research

Design and Pilot the Practice Change
Engage patients and verify preferences
Consider resources, constraints, and approval
Develop localized protocol
Create an evaluation plan
Collect baseline data
Develop an implementation plan 4
Prepare clinicians and materials
Promote adoption
Collect and report post-pilot data

Is change
appropriate for
adoption in
practice?

Consider alternatives

Integrate and Sustain the Practice Change
Identify and engage key personnel
Hardwire change into system
Monitor key indicators through quality improvement
Reinfuse as needed

Disseminate Results >

‘ = a decision point ©University of lowa Hospitals and Clinics, Revised June 2015

To request permission to use or reproduce, go to
DO NOT REPRODUCE WITHOUT PERMISSION https:/luihc.org/evidence-based-practice/
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April 08,2019

To East Carolina University College of Nursing:

We at have reviewed Amanda Baynard’s DNP Project Proposal
“Fostering Self-Efficacy in Diabetic Patients in Primary Care”. Ms. Amanda Baynard has
organizational support and approval to conduct this project within our institution. We understand
that the timeframe for this project is from the date of this letter through April 30, 2020.
Implementation at the project site will occur August/September through November 30, 2019,
unless otherwise negotiated. We understand that for Ms. Amanda Baynard to achieve completion
of the DNP program, dissemination of the project will be required by the University which will
include a public presentation related to the project and a manuscript submission will be
encouraged.

Our organization has deemed this project as a quality improvement initiative. Our organization is
aware that this project will be processed first through our organizational IRB and then through
the University and Medical Center Internal Review Board of East Carolina University
(UMCIRB). Our organization does not have an Internal Review Board (IRB).
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O No

Would the project occur regardless of whether individuals conducting it may benefit
professionally from it?

@ Yes
O No

Does the project involve "no more than minimal risk" procedures (meaning the probability
and magnitude of harm or discomfort anticipated are not greater in and of themselves than
those ordinarily encountered in daily life or during the performance of routine physical or
psychological examinations or tests)?

@ Yes
O No

Is the project intended to improve or evaluate the practice or process within a particular
institution or a specific program, and falls under well-accepted care practices/guidelines?

@ Yes
O No

Based on your responses, the project appears to constitute QI and/or Program Evaluation
and IRB review is not required because, in accordance with federal regulations, your project
does not constitute research as defined under 45 CFR 46.102(d). If the project results are
disseminated, they should be characterized as QI and/or Program Evaluation findings.
Finally, if the project changes in any way that might affect the intent or design, please
complete this self-certification again to ensure that IRB review is still not required. Click the
button below to view a printable version of this form to save with your files, as it serves as
documentation that IRB review is not required for this project. 6/26/2019

Powered by Qualtrics
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A1C

American
Diabetes

. Association.

Diabetes Advisor

What is A1C?

The A1C is a blood test that tells you what
your average blood glucose levels have
been for the past 2 to 3 months. It measures
how much glucose is attached to your red
blood cells. Because you are always making
new red blood cells to replace old ones, your
A1C changes over time as your blood glucose
levels change.

How often should | have an A1C?

Usually your doctor will measure your A1C

at least twice a year. If your medication is
changing or you are making other changes in
how you take care of yourself, you may have it
checked more often.

What is the suggested target for
the A1C?

The ADA’s

target for :
A1C for most Y
adults is less
than 7%. Your g
doctor may
recommend a
higher or lower
target depending on how old you are and other
factors. The closer you get to your target, the
better your chances of preventing or delaying
problems from diabetes that can develop over
time. Studies have shown that for every one
point decrease in A1IC levels, you reduce your
risk of long-term diabetes complications by up
to 40 percent.

What does my A1C result mean?

Usually your A1C will reflect the general trends
you see with your day-to-day blood glucose
checks. Sometimes, your A1C result may seem
higher or lower than you expected.

That may be because your blood glucose levels
are a certain level at the time you’re checking
it, but at other times your levels may be very
high or very low.

A1C Average Blood Glucose
6% 126 mg/dL
6.5% 140 mg/dL
7% 154 mg/dL
7.5% 169 mg/dL
8% 183 mg/dL
8.5% 197 mg/dL
9% 212 mg/dL
9.5% 226 mg/dL
10% 240 mg/dL
10.5% 255 mg/dL

If your A1C is different from what you expect,
talk to your doctor. You may need to check
more often or use a continuous glucose
monitor to get a better idea of how your blood
glucose is changing throughout the day.

%

Both kinds of checking are important.
You’ll use your meter results to make day-
to-day decisions. The AIC gives you an
overall idea of what’s going on.

Do I still need to check my blood
glucose with a meter if | get the
AI1C test regularly?

A@American Diabetes Association.

Visit diabetes.org or call 800-DIABETES (800-342-2383) for more resources from the American Diabetes Association.









Visit diabetes.org or call 800-DIABETES (800-342-2383) for more resources from the American Diabetes Association.

What is A1C?

The A1C is a blood test that tells you what 

your average blood glucose levels have 

been for the past 2 to 3 months.

 It measures 

how much glucose is attached to your red 

blood cells. Because you are always making 

new red blood cells to replace old ones, your 

A1C changes over time as your blood glucose 

levels change.

How often should I have an A1C?

Usually your doctor will measure your A1C 

at least twice a year. If your medication is 

changing or you are making other changes in 

how you take care of yourself, you may have it 

checked more often.

What is the suggested target for 

the A1C?

The ADA’s 

target for 

A1C for most 

adults is less 

than 7%. Your 

doctor may 

recommend a 

higher or lower 

target depending on how old you are and other 

factors. The closer you get to your target, the 

better your chances of preventing or delaying 

problems from diabetes that can develop over 

time. Studies have shown that for every one 

point decrease in A1C levels, you reduce your 

risk of long-term diabetes complications by up 

to 40 percent.

What does my A1C result mean?

Usually your A1C will reﬂect the general trends 

you see with your day-to-day blood glucose 

checks. Sometimes, your A1C result may seem 

higher or lower than you expected. 

That may be because your blood glucose levels 

are a certain level at the time you’re checking 

it, but at other times your levels may be very 

high or very low.

If your A1C is diferent from what you expect, 

talk to your doctor. You may need to check 

more often or use a continuous glucose 

monitor to get a better idea of how your blood 

glucose is changing throughout the day.

A1C

A1C Average Blood Glucose

6% 126 mg/dL

6.5% 140 mg/dL

7% 154 mg/dL

7.5% 169 mg/dL

8% 183 mg/dL

8.5% 197 mg/dL

9% 212 mg/dL

9.5% 226 mg/dL

10% 240 mg/dL

10.5% 255 mg/dL

Do I still need to check my blood  

glucose with a meter if I get the  

A1C test regularly?

Both kinds of checking are important. 

You’ll use your meter results to make day-

to-day decisions. The A1C gives you an 

overall idea of what’s going on.
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Aerobic, Resistance, Balance, and Flexibility

EXERCISES

Aerobic Exercises

£\ American Disbetes Association

Aerobic Exercises

4\ American Diabates Association

Balance Exercises

2\ American Diabetes Association.

Balance Exercises

s

A American Diabetes Association

Flexibility Exercises

A American Diabetes Association.
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Flexibility Exercises
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Flexibility Exercises
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Resistance Exercises
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Resistance Exercises
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‘What can physical activity do for me?

Physical activity

® helps keep your blood glucose (sugar), blood
pressure, and cholesterol levels on target

m lowers your risk for heart disease and stroke

W relieves stress

® helps insulin work better

m strengthens your heart, muscles, and bones

m improves your blood circulation and tones
your muscles

® keeps your body and your joints flexible

Even if you've never exercised before, you can
find ways to add physical activity to your day.
You'll get benefits, even if your activities aren't
hard to do. Once physical activity is a part of your
routine, you'll wonder how you did without it.

If | haven’t been very active
lately, what should | do first?

Start with a check up. Your health care provider
will check your heart, blood vessels, eyes,
kidneys, feet, and nervous system. If you have
health problems, your provider can recommend

physical activities that will help you but won't
make your conditions worse.

‘What kinds of physical activity
are best?

A complete physical activity routine includes 3
different kinds of activities:

® activity—walking, using the stairs, moving
around—throughout the day

m aerobic exercise, such as brisk walking,
swimming, or dancing

| strength training, such as lifting light weights

Being active throughout the day

Being active helps burns calories. Get up and
move every 90 minutes if you sit for long
periods of time. Place a check mark next to the
things you'd like to try:

O Walk instead of drive whenever possible.

O Take the stairs instead of the elevator.

O Walk around while you talk on the phone.

O Work in the garden, rake leaves, or wash the car.

O Play with the kids.

O Park at the far end of the shopping center lot
and walk to the store.

0 Others things | can d

Aerobic exercise

Aerobic exercise makes your heart and bones
strong, relieves stress, helps your insulin work
better, and improves blood circulation. It also
lowers your risk for heart disease by keeping
your blood glucose, blood pressure, and
cholesterol levels on target.

For most people with diabetes, it's best to aim
for a total of about 30 minutes a day, at least 5

continued on page two

For more information from the American Diabetes Assoclation,

visit professional.diabetes.org/PatientEd or ¢

1-800-DIABETES (342-2383).
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Once physical activity is a part of your routine,
you’ll wonder how you did without it.

continued from previous page

days a week (a total of at least 150 minutes each
week). If you haven't been very active recently,
start with 5 or 10 minutes a day. Then work up to
more time each week. Or split up your activity
for the day—try a brisk 10-minute walk 3 times

a day. Your health care team can show you how
to warm up and stretch before aerobic exercise
and how to cool down afterward.

Here are some ways to get aerobic exercise:

W Take a brisk walk every day.

B Go dancing or take a dance aerobics class.

® Swim or do water aerobic exercises.

® Take a bicycle ride outdoors or use a
stationary bicycle indoors.

My plan for aerobic exercise:
‘What I'll do:

What I need to get ready:

Which days and times:

How long each session will be:

How 'l warm up and cool down:

Strength training

Strength training helps build strong bones and
muscles and makes everyday chores like carrying
groceries easier for you. With more muscle, you
burn more calories, even at rest. Strength training
also helps your insulin work better.

Do your strength routine 3 times a week. Here

are some things to try:
u Lift light weights at home.

W Join a strength training class that uses
weights, elastic bands, or plastic tubes.

B When you travel, make time to use the hotel
fitness center.

My plan for strength t
‘What I'll do:

What | need to get ready:

Which days and times:

How long each session will be:

How to keep a record of your progress

Keep track of your efforts to be active. You

might find that writing everything down helps

keep you on target. Think about what works

best for you:

® Keep a small notebook with you all day. Write
down what kind of physical activity you've
done and for how long.

® Mark your activity program on a calendar or
daily planner and chart your progress.

® Surf the web and find an Internet-based
exercise-tracking log and record how you are
doing online.

How a support system can help

You might find it helpful to meet on a regular
basis with people who are also trying to be
active. Think about joining a group for exercise
or general support. Or find a walking buddy.
Then work together to reach your goals.

For more information from the American Diabetes Assoclation,
visit professional.diabetes.org/PatientEd or call 1-800-DIABETES (342-2383).
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g, STARTER WALKING PLAN

Start out by keeping track of how much you currently walk for a few days.

Use a pedometer or a watch to determine how many minutes of walking you already do or how many steps you take.

From there, you can the following plan add more walking into routine.

Start out Slow, increase to a Brisk walk, then cool down with a Slow walk at the end.
Daily Walk Slow Brisk Slow Total Per Day
Minutes Steps Minutes Steps Minutes Steps Minutes Steps
Week 1 5 500 0 0 5 500 10 ~1,000
Week 2 5 500 5-8 500-800 5 500 15-18 1,500-1,800
Week 3 5 500 8-11 800-1,100 5 500 18-21 1,800-2,100
Week 4 5 500 n-14 1,00-1,400 5 500 21-24 2,100-2,400
Week 5 5 500 1417 1,400-1,700 5 500 24-27 2,400-2,700
Week 6 5 500 17-20 1,700-2,000 5 500 27-30 2,700-3,000
Week 7 5 500 20-25 2,000-2,500 5 500 30-35 3,000-3,500
Week 8 5 500 25-30 2,500-3,000 5 500 35-40 3,500-4,000
Week 9 5 500 30-35 3,000-3,500 5 500 40-45 4,000-4,500
Week 10 5 500 35-45 3,500-4,500 5 500 45-55 4,500-5,500
Week 11 5 500 45-55 4,500-5,500 5 500 55-65 5,500-6,500
Week 12+ 5 500 Mal'J”ntta;l”;gL iggé'r:“;gjf g']r(‘)‘;rl‘;"?se 5 500 Maintain or continue to increase.

Remember that the rate at which you increase your walking may be faster than or not as fast as the plan suggests.

What’s important is that you take it one day at a time and build up your walking stamina at a pace that’s comfortable for you.

*Adapted from / Hate to Exercise, 2nd edition, by Charlotte Hayes, MMSc, MS, RD, CDE. © American Diabetes Association.

For more information call 1.800.DIABETES or visit diabetes.org
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What Can | Eat?

Best Foods for You:
Healthy Food Choices for People with Diabetes

Making Choices

Managing diabetes from day to
day is up to you. A large part of
it is making choices about the
foods you eat. Everyone knows
that vegetables are healthier than
cookies. But there are also best
choices within each food group.

A best choice is a food that is better
for you than other foods in the same
group. Best choices are lower in
saturated fat, trans fat, added sugar
and sodium than similar foods.

Nonstarchy Vegetables

» The best choices are fresh,
frozen and canned vegetables and
vegetable juices without added salt
(sodium), fat or sugar such as:

« Asparagus

« Green beans
« Carrots

« Cabbage

« Eggplant

« Cauliflower
« Broccoli

« Mushrooms
« Tomatoes

« Spinach

« Onion

« Peppers

» If using canned veggies, drain
and rinse them with water to wash
away about 40% of the sodium.

Fruit

» The best choices are fresh,

- frozen and canned fruits without
" added sugars such as:

« Apple

« Blueberries
« Orange

« Grapefruit
« Grapes

« Peaches

« Pear

« Plums

« Cherries

» If you use canned fruit in syrup,

- drain and rinse the fruit with water
" to wash away the extra syrup.

Milk

» The best choices are milk and

_ yogurt without added sugars
- suchas:

« Fat-free or low-fat milk (1%)
« Unflavored soy milk

« Plain, nonfat yogurt

« “light” yogurt

Grains and Starchy

" Vegetables

» The best choices are whole grain

d foods, beans, peas and lentils and
* starchy vegetables without added
. fats, sugars or sodium.

o

Best Choices of Whole

. Grain Foods

» Look for cereals, breads, and

* grains with these whole grains as
. the first ingredient:
.« Whole wheat flour

"« Whole oats/oatmeal
_» Whole-grain

corn/corn meal

"« Popcorn

.« Brown rice

*« Whole-grain rye

~ + Whole-grain barley
-« Wild rice

"« Buckwheat/buckwheat flour
. Triticale

"« Bulgur (cracked wheat)
_« Millet

-« Quinoa

"« Sorghum

» Choose cereals with at least

N3 grams of fiber and less than 6
* grams of sugar per serving.

. Best Choices of
© Legumes and Lentils

~ « Beans such as black, pinto and

kidney

"« Lentils and dried peas
.« Fat-free refried beans and

vegetarian baked beans

For more information visit diabetes.org or call 1-800-DIABETES
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Best Choices of Starchy - Fats Go Easy
Vegetables » Best choices or ‘good fits”are > Avoid regular soda, fruit punch,
« Acorn squash unsaturated fats like omega-3, sports drinks, sweet tca, and other
« Butternut squash ‘monounsaturated and polyunsatu- - sugary drinks. Choose water and
« Green peas rated fats: calorie free drinks instead.
+Com_ + Avocado, lives and seeds suchas > Cut back on high calorie snack
 Parsnip flax, pumpkin or sesame foods and desserts such as chips,
« Pumpkin © « Nuts such as almonds, brazil, cookies, cakes and ice cream.
: 9""“}:" cashews, hazelnuts, peanuts, pine, . R lace “bad- fats from faty.
Plantal pecans, istachios and walnuis ot ey, ttey and
; Ot such a olive, canolacorn, TS full ft dai “pood i
Protein flaxseed, safflower, soybean and g
» The best choices are plant-based sunflower » Keep portions small.
tein foods, fsh, chicken, and -+ Salad dressings and mayonnaise
}:;mu such as: Foods | Like
. Omega-3 Fatty acids are
+ Beans and lentls good for your Heart. When
« Nuts and seeds g o e
g and piking your ot soures, cons
« Eggs and cheese s
+ Chicken, turkey,and duck with- -~ Albacore tuna, mackerel, halibut,

out the skin

+ Buffalo, rabbit and venison

+ Lean cuts of beef, lumb, and pork
‘such as chuck, rump roast, round,
sirloin, T-bone steak and tender-
loin

A great protein choice.
Dried beans, hummus,lentls, nuts,
soy-based “nugges® and “burgers”
are examples of plant based protein
foods. Use them in your meals
instead of beef, poultry or fish.

herring, salmon, sardines and
trout
~ Flaxsceds and English walnuts
~Oils such as canola,
flaxsced and walnut

2.

Looking for healthy recipes and food tips?

Sign up for our FREE online resource,
Recipes for Healthy Living at diabetes.org/recipes.

1-800-DIABETES
(1-800-342-2383)
www.diabetes.org

©201 Amarican Dibetes Associaton 205
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MYPLATE

Vary your
veggies

NON-STARCHY
VEGETABLES

~Buy fresh vegetables in season—keep frozen on
hand too.

~Plan meals around a vegetable main dish, sucl
vegetable str-fy.

~Keep cut-up vegetables handy for quick snacks.

DAIRY

Move to low-fat or fat-free milk
or yogurt

~Choose fat-free or low-fat milk or yogurt.

~Choose calcium-fortified foods if you can't
‘cat dairy products

) Vary your.
protein routine

PROTEIN

~Start with lean choices and remove visible fat and skin.
~Use fish and poultry more often.

~Try griling, broiing, poaching, o roasting—these
methods do not add extra fat.
rrrirs
L o T ——
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Healthy Eating with Diabetes

What is Diabetes?

kg prescrbad medcings can halp manage dbetes.
Foods that contan carbofyciate are changed into blood
Gluemse when you cat These include:
 Plnt-based foods ke grans,dried beans and pess,
Starchy vogetabis, . and Uk uco
1 Dairy-based foods ko mik and yogurt Plan to eat every 3-4 hours
2 Sweets ko sugar, honey. aie, candy. yTup. during the day
o eguio sods.

» e goocs e cakes, cookies andpies Follow a Balanced Diet
to Control Blood Glucose
— Levels -
Diabetes - » Planto eat every 34 hours curing
o
Biet Fipa ot i k.
" et metme owy  Read Food » Wt e porien s Us asmater
dvestvgoerys4iome | L abels oot beors et
ER SRS M| 10 rocd Nt Fcts
rocdescunned | Sebtoddmeate | (What equals
iR the poton you recatng 1 carbohydrate choice?
e formens | (omoerethe seningiize ears chokce 15 grams of corbomyate
e B T i 1102 sl o st
» e — V2 Engln i bagetcrbun 2>
E?ﬂx forvan - ooty
PR p——
Sabetesecmor e

* Focuson errom wholeoransnd vegetabis Fberhelos
control blood gucosa v

< Pt oo st S P o o
carbohydrate an dont make Blood ohcoso 00 U Seect
Taan cuts of meatand rn visiio fot and sk

+ Eat a5 mary vegetables a5 you wari except or starchy ones. | Frut:] mockum plece o .
Limi these porons /2¢0 1 cup (ess than thesizeof 1k berries o maon

your s, 2 cu conned 1 G water or ice)
+ Choose weter,unsweetened cffe, tea, o die ot ks V200 100% hut ke

Cut back on foods Be physically active your way'

- high in solid fats, Pick activities that you ke and start by doing what

~— added sugars, <) youcan, ot ess 10minutes o a time. Every bit s

‘and salt. Up and the heaith benefisIncrease 2 you spend.
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