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Abstract  
 
Background: Type 2 diabetes (T2D) has become pandemic and is predicted to increase 

among Americans. Hispanic Americans are at high risk for the disease. T2D is a 

causative factor in many chronic illnesses among adults in the United States. A major 

contributing factor to poor adherence to diabetes treatment plans is knowledge deficit 

related to the disease, its management, and its complications. Therefore, education in 

self-care practices is critical in diabetes management. 

Purpose: The purpose of this evidence-based quality improvement project (QIP) was to 

promote self-care practices among T2D Hispanic patients through a diabetes self-

management education (DSME) program. The project had five objectives: (a) to develop 

and (b) implement the DMSE; and to evaluate patients’ (c) blood glucose levels, (d) 

knowledge and practice of self-care management, and (e) self-efficacy in self-care 

practices before and after the educational initiative.  

Theoretical Framework: Pender’s Health Promotion Model was used for this evidence-

based practice project.  

Methods: A quantitative exploratory design was used for this QIP. An educational 

program was developed from the American Diabetes Association care standards for 

diabetic needs. Twenty T2D patients at a South Florida urban medical center were 

recruited and provided with individualized educational sessions. With paired-samples t 

tests, their blood glucose levels, knowledge and practice of self-care, and self-confidence 

in their self-care were measured preintervention and 2 to 3 months postintervention with 

individual glucose measurements, the Self-Care Inventory-Revised Questionnaire, and 

the Self-Efficacy for Diabetes Questionnaire. 
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Results: The results showed that participants’ blood glucose levels decreased 

significantly from pre- to postintervention (p < .000). Participants’ knowledge of and 

adherence to diabetes self-care increased significantly (p < .000). Participants’ self-

efficacy in their ability to practice self-care also increased significantly (p < .000). 

Conclusion: The educational initiative was highly effective in lowering T2D 

participants’ HgA1c levels and increasing their knowledge of, adherence to, and 

confidence in their self-care management practices. Future research should include 

replication of this project with larger samples and in other geographic locations. T2D 

management requires constant education, and similar educational initiatives should be 

implemented in other medical facilities so that T2D patients may improve their self-

management and quality of life.   
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Chapter 1 

Nature of Project and Problem Identification 

Type 2 diabetes (T2D) is a serious health problem that can result in multiple 

chronic comorbidities. Management requires patients to maintain strict self-care 

behaviors in order to manage the disease effectively (Hu, 2016). A major component of 

the medical treatment of T2D is self-care management practices. Active involvement of 

diabetics in their care requires commitment to understanding the disease and treatment 

plan. Diabetic patients with good self-care behaviors can optimize glycemic control and 

their health outcomes can improve when they adhere to their treatment plans. However, 

patients with T2D do not always achieve good glycemic control, resulting in increased 

risk of developing diabetes-associated health complications due to poor adherence to 

treatment plan (Hu, 2016). 

Good communication and rapport between patients and providers can drastically 

decrease the risks of nonadherence to the diabetes treatment plan (Albuquerquea, 

Correiab, & Ferreiraa, 2017). The more knowledge patients have about T2D, the better 

they can manage their disease; therefore, awareness about diabetes self-care practices can 

lead to better control of the disease (Manobharathi, Kalyani, Felix, & Arulmani, 2017). In 

addition, increased self-efficacy and motivation, ability to afford diabetes medications, 

and access to transportation can increase adherence to disease management, appropriate 

self-care practices, and better quality of life (Manobharathi et al., 2017). 



2 
 

 
 

Fifty percent to 80% of diabetic patients have limited knowledge about their 

disease. Less than half of these patients achieve optimal glycemic control (Albuquerquea 

et al., 2017). Therefore, an educational initiative that focuses on achieving glycemic 

control must enhance patients’ knowledge, build their confidence, and increase their 

motivation. 

  Historically, T2D was originally an illness of Western society, with an adult late 

onset. However, a recent study found an increasing occurrence in poor populations as 

well (Hu, 2016). The World Health Organization (WHO, 2014) estimated that T2D 

affects more than 346 million adults globally and predicted that this figure will increase 

to 552 million by 2030, with 90% having T2D (Hu, 2016; Jeeva & Babu, 2017). In a 

study to assess the risk factors of chronic noncommunicable diseases, Jeeva and Babu 

(2017) reported that rural populations have a higher prevalence for T2D (5.8%) than 

urban populations (4.6%). 

 T2D is defined as a chronic disorder in which the body fails to secrete enough 

insulin or the beta cells dysfunction in the pathophysiology of the disease, resulting in 

damage to both micro- and macrovascular tissues (American Diabetes Association 

[ADA], 2016a). Hyperglycemia due to poor disease management can increase diabetes-

related complications, including cardiovascular disease, renal disease, and 

cerebrovascular disease (ADA, 2016a; Hu, 2016; WHO, 2014). T2D has negatively 

impacted life expectancy worldwide. People diagnosed with T2D at age 50 will die 6 

years earlier than those who do not have the illness (Forouhi & Wareham, 2014). Hence, 

effective management of the disease is essential to reduce morbidity and premature death 

related to T2D as well as to improve healthcare costs and quality of life.  
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In the Unites States of America, the overall estimated cost of T2D in 2017 was 

“327 billion dollars, which included 237 billion dollars in direct medical costs and 90 

billion dollars in decreased productivity” (American Diabetes Association [ADA], 2018, 

p. 1). The Florida Diabetes Report (2017) indicated that “more than 20% of the 

healthcare budget in Florida is spent on patients with a diagnosis of T2D” (p. 22). The 

total indirect cost of diabetes was approximately $57.1 billion, of which $27.5 billion was 

for premature mortality, $16.2 billion for permanent disability, and $13.3 billion for 

temporary disability (Florida Diabetes Report, 2017). 

The total direct cost is estimated between $45 and $66 billion due to treatment 

complications related to T2D (Florida Diabetes Report, 2017). Patients with T2D have 

medical expenditures approximately 2.3 times higher than nondiabetics (ADA, 2018; 

Florida Diabetes Report, 2017; Zhuo et al., 2014). In partial accounting for these costs, 

T2D self-management is very complicated and requires continuous medical care to 

decrease the progression of the malady (Rwegerera, 2014).   

Medications and lifestyle changes can be effective when patients adhere to self-

care management practices. Adherence to diabetes treatment plans is important to 

maintain optimal glycemic control. However, only 50% of patients suffering from 

diabetes adhere to their management plans because of the increased complexity of 

therapies and difficulties of adopting healthy lifestyle habits (World Health Organization 

[WHO], 2013). Alternatively, a treatment plan that requires fewer changes in lifestyle 

patterns, such as decreasing the number of pills, is more likely to have a positive health 

outcome (WHO, 2013).  
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Psychological distress, including depression, anxiety, and stress, can affect the 

ability of diabetic patients to follow their therapy plan, leaving them feeling 

overwhelmed, frustrated, and discouraged (Harvey, 2015). Hopelessness and negative 

feelings can decrease patients’ drive to care for themselves and may also influence their 

ability to follow complex instructions (Harvey, 2015). Other psychological problems that 

can affect adherence to self-care management practices include eating disorders, poor 

relationship between the provider and patients, unpleasantness of treatment, fear of 

hypoglycemia, and poor ability to care for oneself (Harvey, 2015). In addition, poor 

socioeconomic status, illiteracy, and forgetfulness have been related to poor treatment 

adherence (Gonzalez-Zacarias, Mavarez-Martinez, Arias-Morales, Stoicea, & Rogers, 

2016).  

 Patients with knowledge deficit of T2D are more prone to be nonadherent 

regarding their follow-up appointments, which may result in challenges related to 

glycemic control (Borgsteede et al., 2013; Gonzalez, Tanenbaum, & Commissariat, 

2016). Knowledge deficit may contribute to nonadherence; other factors that may 

influence nonadherence to follow-up appointments in diabetic adults include 

inaccessibility to dependable transportation, lack of ability to take off time from work, 

family responsibilities, lack of self-efficacy, and lack of motivation (Borgsteede et al., 

2013). Patients are more motivated if they have the ability to manage their own care 

(García-Pérez, Álvarez, Dilla, Gil-Guillén, & Orozco-Beltrán et al., 2013; Pender, 

Murdaugh, & Parsons, 2015).  

Self-efficacy is one cognitive variable that can impact self-care practices in 

diabetic individuals (Pender et al., 2015). Reisi et al. (2016) found that self-efficacy and 
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its interaction with optimistic outcome expectations were significantly related to diabetes 

self-care management practices, adherence, and glycemic control in diabetic individuals. 

The increased and escalating rate of T2D and its complications indicate an urgent need 

for diabetic patients to comply with their self-care practices to attain treatment goals and 

slow the progression of the disease, in addition to improving patents’ quality of life 

(ADA, 2016a; Centers for Disease Control and Prevention [CDC], 2017).  

Jeeva and Babu (2017) found that 78.4% of patients with deficiency in self-care 

knowledge were nonadherent with their treatment plan, and patients with adequate 

knowledge of the disease were associated with good glycemic control. A review of 

diabetes self-management education standards found that a fourfold increase in diabetic 

complications for diabetic individuals without formal education regarding self-care 

practices (Florida Diabetes Report, 2017). Importantly, the ADA recommends at least an 

annual assessment of self-care management skills and knowledge for patients with T2D 

(Florida Diabetes Report, 2017). Given this recommendation, an educational initiative to 

improve the self-care management practices of patients with T2D in one urban medical 

center will be implemented. 

Problem Statement 

In Florida, the latest estimates indicate that over 2.4 million people have diabetes 

(Florida Diabetes Report, 2017). In Miami, one in three adults will be diabetic by 2050 if 

existing trends continue (Florida Diabetes Report, 2017). At one medical center in 

Miami, it is reported that four out of five patients are diagnosed with T2D. Of those 

patients, it is estimated that 50% of these individuals do not take their medicines on time 

as ordered, follow a healthy diet, participate in recommended physical exercise activity, 
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or participate in follow-up visits with their healthcare provider (Glades Medical Center 

Annual Report, 2016). 

Purpose Statement 

The purpose of this evidence-based quality improvement project (QIP) was to 

promote self-care practices among patients diagnosed with T2D through a diabetes self-

management education (DSME) program. 

Project Objectives 

The following were the objectives for the potential capstone project: 

Objective 1: To develop a self-care management individualized educational 

program for Hispanic diabetic patients in one urban medical center. 

Objective 2: To implement a self-care management individualized educational 

program for patients with T2D at this medical center.  

Objective 3: To evaluate patients’ hemoglobin A1c levels before and after the 

individualized educational initiative.  

Objective 4: To measure the impact of an individualized educational initiative on 

patients’ knowledge of and adherence to self-care management practices.  

Objective 5: To evaluate the impact of the individualized educational initiative 

on patients’ self-efficacy regarding self-care practices. 

Theoretical Foundation: Pender’s Framework 

As this evidence-based QIP focused on diabetic patients with self-care 

management deficits, a theoretical framework that addresses patients’ behavior and its 

impact on health outcomes was appropriate. Patients can enhance their health by 

engaging in health promotion activities, a process that necessitates changes in their 
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behaviors. Pender’s Health Promotion Model (HPM; Pender et al., 2015) was the 

theoretical framework that guided this project. The HPM asserts that particular 

characteristics and experiences can affect individuals’ behavior cognitions (Pender et al., 

2015). These behavior cognitions determine patients’ behavior outcomes. This model 

assumes that people seek to control their own health behaviors, resulting in improved 

outcomes (Pender et al., 2015). 

Alternatively, competency can be defined as one’s ability of acting out a health-

promoting behavior successfully. Pender et al. (2015) recognized that each individual has 

a distinctive set of specific characteristics and experiences, which are subject to 

modification through effective education. Nease, Tomala, Follis, and Bauman (2015) 

found that patients who engaged in educational programs achieved improvement in their 

hemoglobin (Hg) A1c levels compared to those who did not engage in educational 

sessions. Diabetic patients who participate in their own management minimize their risk 

of secondary complications of T2D (Nease et al., 2015). Shrivastava, Shrivastava, and 

Ramasamy (2013) proposed that ongoing education is critical. 

Pender’s HPM was introduced in 1982 and revised in 1996 (Pender et al., 2015). 

The HPM is a descriptive model of health conduct directed toward accomplishment of 

positive health outcomes (Becker & Janz, 2015). The model presupposes that the greater 

a person’s self-efficacy or perceived competence for a behavior, the stronger the person's 

intention will be to carry out the behavior (Becker & Janz, 2015). The HPM model 

presumes the health-related behaviors of patients with regard to adherence to their 

treatment plan. The theory is based on the significance patients place on the objective, 
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assuming it is health. In turn, the objective will create an environment for promoting 

adherence to the patients’ treatment plans (Becker & Janz, 2015). 

 The application of the HPM served as a guide for this project to decrease the 

risks of T2D illness through the overlapping domains of disease prevention and health 

education and protection (Kumar & Preetha, 2013). Education is crucial to the improved 

compliance to self-care practices of T2D (Shrivastava et al., 2013). Patients adhere to 

their management therapy when they better understand the disease (Pender et al., 2015). 

Figure 1 shows the HPM. 

An education program that includes both behavioral and psychological 

approaches is effective in increasing patients’ adherence to their care plans (American 

Diabetes Association [ADA], 2016a; CDC, 2017). Teaching patients about health-

promoting strategies helps them in precluding disease-related complications, enhancing 

their quality of life, improving their compliance, and decreasing their expenditures 

(Pender et al., 2015). In this project, the use of Pender’s model as an educational guide 

produced a positive impact on patients in their accomplishing health-promoting 

behaviors. 

Concepts of the Framework 

Pender’s HPM was used for the long-term management of patients with T2D 

(Lari, Tahmasebi, & Noroozi, 2018). Poor compliance to a prescribed treatment plan can 

result in life-threatening consequences for diabetic patients (Becker & Janz, 2015). 

Patients’ perceived self-efficacy and competence play major roles in their commitment to 

change their behaviors (Becker & Janz, 2015). HPM guided the provider in this project to 

navigate the complicated biopsychosocial practices for promotion of patient engagement 
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in behavioral modification to improve their health (Becker & Janz, 2015).  The goal of 

individualized education was to have a positive impact on patients in adhering to their 

diabetic care plan. 

 

Figure 1. Pender’s Health Promotion Model (Pender et al., 2015). Reprinted with 
permission. 
  

Structure. Pender’s HPM emphasizes eight beliefs that served as a guide to 

evaluate the knowledge of patients about T2D and healthy lifestyle alternatives:  

• Self-efficacy is the person’s belief in his or her ability to execute health-

promoting actions (Pender et al., 2015). 
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• Perceived benefits of actions include the perception of the beneficial 

outcomes of undertaking health encouraging lifestyle alternatives (Pender 

et al., 2015). 

• Affect-related actions are personal feelings that patients with T2D 

experience before, during, and following particular health-promoting 

manners (Pender et al., 2015). 

• Interpersonal influences can increase or decrease patients’ commitment to 

promoting healthy behaviors (Pender et al., 2015). 

• Situational influences are the beliefs and thoughts that encourage patients 

to take part in health-promoting actions (Pender et al., 2015). 

• Commitment assists patients with T2D in following through with specific 

health- encouraging behaviors effectively (Pender et al., 2015). 

• Patients’ dedication and actions increase when encouraging emotions are 

related to a behavior (Pender et al., 2015).  

• Preferences and instant challengers are other actions that intrude into 

patients’ perception before the calculated incidence of intended health 

encouraging behaviors (Pender et al., 2015).  

Process. The processes of Pender’s HPM were beneficial to the objectives 

targeting this medical problem. Patients with T2D make drastic improvement when they 

contribute to their own care (Steenkamp, Alexanian, & McDonnell, 2013). Thus, the 

health promotion model guided an intervention for individuals to support their higher 

levels of well-being while identifying background elements that influenced health-

promoting behaviors.  
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Regardless of continuing improvement in treatment methods, the successful 

management of T2D primarily depends on patients’ compliance with the recommended 

management plan (Steenkamp et al., 2013). Fernandez and Naidu (2017) found that 

healthcare professionals must fulfill a leading role in diabetes treatment and education to 

promote patients’ participation in their self-care management. Health-encouraging 

performances are related to patients’ self-discipline and self-efficacy that can improve 

their quality of life (Steenkamp et al., 2013).  

Outcomes. The self-care management of T2D involves a lifetime dedication and 

is a key determinant of health outcomes for patients diagnosed with T2D. Pender’s model 

has altered the focus of the role of the healthcare provider from simply preventing illness 

to promoting health (Pender et al., 2015). The utilization of the model in this project 

served as a guide in expanding the role of the healthcare provider to promote patients’ 

good health for better quality of life (Pender et al., 2015; Syed, Gerber, & Sharp, 2013).  

Patients are likely to commit to modifications in behaviors if they anticipate 

positive outcomes that they personally value (Pender et al., 2015). Thus, the healthcare 

provider can inspire them to make the needed adjustments to promote healthy outcomes. 

Not only does Pender’s model expand the role of the provider by focusing on self-

efficacy, but the model also guides the provider to become an agent of change to improve 

diabetic patients’ health (Pender et al., 2015; Syed et al., 2013).  

Effective self-care practices are required to prevent or delay the long-term 

complications associated with T2D. Acquisition of diabetes education increases patients’ 

knowledge of self-care behaviors, leading to higher quality of life. Provision of valuable 

education on diabetes self-care practices empowers patients, as defined in Pender’s 
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Health Promotion Model, to take control of the disease and make changes in many 

aspects of their lives (Pender et al., 2015). Adoption of a healthy diet, engagement in 

daily physical activities, and taking medicines as ordered are important aspects in the 

improvement of self-care practices of diabetic patients. Most importantly, the provision 

of an educational setting in which diabetic patients can learn about the disease promotes 

their better health outcomes (Tol, Alhani, Shojaeazadeh, Sharifirad, & Moazam, 2015).  

Application of Theory  

Pender et al. (2015) defined the role of the provider as working in partnership 

with patients towards a goal of reducing poor health outcomes. This definition is 

particularly applicable to long-term management of T2D, in which the provider has to 

encourage patients to make long-term changes in their daily lives to enhance their health 

and self-care. The most important underpinning of Pender’s model is the hypothesis that 

people value progress while looking for enhancement in their health condition.  

Self-assurance is a significant part of the model, and it is the belief in one’s own 

ability to succeed (Pender et al., 2015). Diabetic patients need to believe that positive 

change is possible. By assuming that diabetic patients are able to change, the provider can 

inspire them to make the changes that they need to support quality and health outcomes 

(Pender et al., 2015). Pender’s HPM provided the theoretical bases for this QIP and 

served as a guide to enhance their self-care practices and healthcare outcomes. 

The aptitude of patients to self-control the disease and live healthier lifestyles 

decreases the risk of T2D-associated complications, such as cardiac disease, 

hyperglycemia, hypoglycemia, nerve damage, kidney disease, and blindness (ADA, 

2016a). Pender’s framework was used to guide an educational initiative to assist patients 
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in changing unhealthy behaviors to healthy ones for improvement of their health. 

Educating patients with T2D is important (American Diabetes Association [ADA], 

2016b; Powers et al., 2015), and the educational initiative provided the foundation for 

patients to learn the skills necessary to manage their illness (Powers et al., 2015).   

In this project, the interaction with patients provided opportunities for health 

clinicians to evaluate their patients’ knowledge about medication regimen and assess 

their determination and drive regarding adherence to self-care management practices. The 

integration of the HPM in self-care practices empowered individuals with evidence-based 

knowledge to achieve success in adherence to their treatment plans. In addition, the HPM 

supported a rapid assessment of behavioral factors which influenced compliance in 

diabetes treatment management. Further, the HPM facilitated identification of patients’ 

strengths and weaknesses to better tailor their treatment plans for increased adherence. 

Diabetes self-care management practices are a challenge for diabetic patients 

(American Diabetes Association [ADA], 2017). Empowerment plays a vital role in 

helping these individual to practice self-care successfully. Pender’s HPM was selected to 

help diabetic patients change their unhealthy lifestyle habits to healthy ones to improve 

their overall health. 

Significance to Practice and Healthcare Outcomes 

Poor self-management practices can increase nonadherence to treatment 

recommendations (ADA, 2016a). Pender’s HPM was used to guide treatment. The 

evidence-based QIP focused on patients with knowledge deficits related to diabetes self-

management and provided them with an educational initiative to promote adherence to 

self-care practices.   
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Nursing Practice  

The purpose of Pender’s HPM was to help practitioners to comprehend the main 

elements of health practices that can encourage healthy lifestyle choices (Pender et al., 

2015). Practicing healthy behaviors is one approach to maintenance of health. Health-

promoting behaviors consist of activities that enable patients to monitor their care, and 

these activities are useful to promote self-care practices. The scope of the HPM focuses 

on identifying health-promoting behaviors that can be applied effortlessly into day-to-day 

nursing practice (Pender et al., 2015).  

The goals of nursing care must focus on empowering education to assist patients 

in acquiring a healthy life. Education on T2D can be effective if it emphasizes behavior 

in combination with knowledge. Therefore, the HPM is a vital part of empowering the 

discipline of nursing to influence patients to increase lifestyle changes. Such changes can 

promote a lifetime of adherence to their diabetes treatment plans.   

Healthcare Outcomes  

Adherence to therapy is a primary element of treatment success. Improvement of 

adherence to prescribed medications and lifestyle changes has the potential to decrease 

significantly the unhealthy outcomes related to nonadherence (García-Pérez et al., 2013).  

Reasons for poor compliance to T2D self-care practices are multifaceted. They may 

include lack of knowledge related to the disease management, poor lifestyle choices, 

psychological distress, costs, complexity of treatment (García-Pérez et al., 2013), and 

lack of motivation. However, several approaches can be used to increase adherence to 

T2D management. These approaches may include decreasing the complexity of treatment 

with fixed-dose medicines, prescribing medications with fewer side effects, and using 
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educational initiatives to motivate patients to engage in health-promoting activities 

(García-Pérez et al., 2013). 

Self-efficacy is a significant predictor of T2D self-care practices and outcomes. 

Thus, diabetics with increased self-confidence in their ability to choose healthy behaviors 

can increase their adherence to practice personal care (Pender et al., 2015). The HPM 

incorporates the concept of perceived self-efficacy to elucidate and encourage health-

promoting behaviors; for instance, diabetic patients will adhere to their treatment plan if 

they believe they can successfully fulfill the care plan (García-Pérez et al., 2013; Pender 

et al., 2015).   

Patients who receive diabetes education have better diabetes self-care 

management practices than patients who do not receive diabetes education (Reisi et al., 

2016). However, these patients may need more than knowledge to empower them with 

the self-care behaviors they need for their everyday lives (Reisi et al., 2016). Therefore, 

including patients’ self-efficacy in the educational initiative will have a positive outcome 

on patients’ compliance to self-care practices and health outcomes.  

Healthcare Delivery  

 The outcomes of this evidence-based QIP will impact the healthcare delivery by 

assisting diabetics to increase compliance to their management plan. The long-term life 

expectancies of patients with T2D increase with good disease management (Hale, Capra, 

& Bauer, 2015). T2D requires continuing self-care management education and 

continuous involvement of patients in the treatment plan and medical care (Hale et al., 

2015). A multidisciplinary approach based on the HPM can positively impact the 

healthcare delivery. The HPM supports behavior changes, which plays a vitally important 
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role in T2D education (Hale et al., 2015). When applied effectively, Pender’s theory will 

increase compliance to treatment plan resulting in enhanced healthcare delivery and 

outcomes (Hale et al., 2015; Patel et al., 2016).  

Healthcare Policy 

Health policies can be defined as strategies that are followed through to achieve 

particular healthcare goals within a society (Beland & Katapally, 2018). When fully 

implemented, health policies are important for the prevention or treatment of illnesses. 

The Protection and Affordable Care Act is a watershed in the public healthcare policy of 

America (Obama, 2016). The purpose of this act is to provide patients with access to 

medical insurance coverage, healthcare providers, and evidence-based preventive care at 

low or no cost (Obama, 2016). As a result, patients benefit from earlier detection and 

treatment of the disease prior to its symptoms becoming of crisis proportions (Obama, 

2016).  

Early disease detection and management improve healthcare outcomes and 

decrease the healthcare costs for both patients and the public as a whole. Internationally, 

the quality of care is a focused indicator in health policy (ADA, 2016a). In addition, the 

health outcomes of patients are widely recognized as a direct indicator of that healthcare 

quality (ADA, 2016a).  

The objectives of the Healthy People 2020 initiative mirror the objectives of the 

Health Promotion Model (Pender et al., 2015) related to the promotion of healthy 

behaviors to improve the health of communities. “Healthy People 2020 emphasize 

initiatives to advance health related quality of life for all individuals through the 

promotion of positive health behaviors across the life span and health development” 
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(Heese et al., 2014, p. 1). The U.S. Department of Health and Human Services (n. d.) 

indicated that Healthy People 2020 stresses that patients’ wellbeing is a relative state 

where they maximize their physical, psychological, and social functioning in the context 

of supportive environments to live full, satisfying, and productive lives. Healthcare 

providers involved in healthcare policy must initiate educational programs for patients to 

improve their wellbeing and practices that are driven by the best available evidence and 

knowledge. 

Summary 

T2D is a common, morbid, costly disease in the adult population that presents 

unique challenges to self-care practices (ADA, 2016a). Once the challenges are 

identified, educational approaches can be designed to promote adherence to treatment 

plan while lowering the risk of hyperglycemia and related comorbid illnesses and 

ultimately improving quality of life. The prevalence of United States adults with T2D 

continues to rise due to nonadherence to disease self-management regimen (Gonzalez et 

al., 2016). In addition, many diabetics struggle to adhere to their diabetes treatment due to 

poor knowledge and understanding of the effects of T2D on their bodies (Gonzalez et al., 

2016).  

A critical factor in T2D is the self-management of the condition. A strong 

knowledge base and comprehension of the disease must be present for diabetic patients to 

successfully manage this illness. Patients with T2D must remain adherent participants in 

their personal care. Therefore, the HPM was used to provide adequate guidance to the 

development of this educational initiative. The goal of the initiative was to promote 
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healthy behaviors in patients with T2D to improve their self-care activities and healthcare 

outcomes.  

Lifelong self-care behaviors for T2D include adoption of a healthy diet, staying 

physically active, testing blood glucose properly, adhering to prescribed medications, 

practicing healthy coping activities, and reducing any risk behaviors (Jansà et al., 2013). 

Patients’ nonadherence to these behaviors can be pervasive risks to their own healthcare 

management. Serious health complications and additional health disorders can be 

prevented through proper control in balancing the glucose in the blood (Asif, 2014). 

Thus, incorporation of self-care management education into the medical center’s practice 

should improve adherence in patients with T2D.
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Chapter 2 

 Review of the Literature 

 The prevalence of T2D is escalating, and the disease is an ongoing health 

concern in America, causing increasing strain on healthcare services (CDC, 2017). It has 

been estimated that 27 million people living in America have diabetes and 10.9 million 

diabetes cases are associated with people older than 65 years (CDC, 2017). By the year 

2020 according to the CDC (2017), it is predicted that 50% of the American population 

will have elevated blood glucose. Outcomes from a project piloted by the World Health 

Organization indicated that 300 million individuals will have the disease by 2025, with 

only a 50% in adherence rate (CDC, 2017; Shrivastava et al., 2013; WHO, 2013). Thus, 

nonadherence can be a major problem to diabetes self-care practices. 

Shrivastava et al. (2013) indicated that poor T2D self-care practices can lead to 

poor health outcomes, diminished quality of life, and increased health costs. Study 

outcomes from the WHO (2013) evaluation of adherence actions indicated that patients’ 

compliance with their treatment plans can positively influence their overall health. 

Patients with T2D must monitor their health and adjust self-care actions, such as eating 

healthy foods, engaging in regular physical activities, adhering to medications, and 

keeping appointments for routine medical follow-ups (ADA, 2016a). An educational 

initiative is essential for these patients to increase awareness of the disease and its 

management as well as to encourage and promote their self-care practices. 
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 CDC (2017) indicated that 40% of U.S. adults are expected to develop T2D. That 

percentage represents approximately 50% more Hispanic individuals at present than non-

Hispanic individuals. The Hispanic population has also shown poor blood glucose control 

(Fortmann et al., 2015). For Hispanics, low socioeconomic status, diminished self-care 

practices, ethnic beliefs, and lack of knowledge about diabetes may contribute to the 

severity of the risk (Fortmann et al., 2015). The propensity to T2D for Hispanics warrants 

resources and education that promote better T2D self-care practices and glucose 

management in this population. 

Search of the Literature 

A literature review related to evidence-based study on T2D self-care practices 

education was completed. The search for the evidence-based research for the QIP was 

conducted with several applicable databases. These were PubMed, Cochrane Library, 

Cumulative Index to Nursing and Allied Health (CINAHL), Medline, Joanna Briggs 

Institute (JBI), Evidence for Policy and Practice Information (EPPI), EBSCO, Nursing 

and Academic Edition Database, and Google Scholar search engines.  

Publications reviewed were limited to evidence-based studies reported within the 

last 5 years in peer-reviewed journals. All journals were published in English. Keywords 

searched were adults of 18 years old with T2D, Bandura Self-Efficacy Model, diabetes, 

diabetes and DSME approach, diabetes knowledge and self-efficacy, diabetes personal 

care management practices and DSME, glycemic control, instruments or tools or 

measures used in T2D self-care management, Latino, self-management, T2D and 

behavior changes,T2D and lifestyle changes, T2D and self-care management practices, 

and T2D in Hispanics.   
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The search generated over 4,000 studies, and 36 studies were used for the 

literature review. Five of the articles focused on various educational tools proven to 

increase adherence in diabetics. Themes identified in the literature search were (a) 

inadequate diabetes education in Hispanics, (b) multifaceted educational approach to 

promote glycemic control, (c) sociocultural and financial factors contributing to 

nonadherence, (d) psychological effects on adherence, (e) healthcare providers’ lack of 

awareness of validated educational tools to increase adherence, and (f) complex 

medication regimen. The following sections review the pertinent literature. 

Inadequate Diabetes Education in Hispanics 

 Asante (2013) found that knowledge deficits and misconceptions related to self-

care practices continue to exist among Hispanic patients with T2D. Furthermore, Asante 

(2013) stated that limited knowledge and understanding are causative elements in the 

increased rate of nonadherence of T2D in this population. Knowledge deficit of 

antidiabetic medications, diabetes treatment, treatment complexity, and healthcare costs 

were contributing factors to nonadherence (Asante, 2013; Brundisini, Vanstone, Hulan, 

DeJean, & Giacomini, 2015). Asante (2013) suggested that addressing barriers that 

contribute to nonadherence will increase adherence and quality of life of diabetics.  

Education is an essential element of diabetes care (American Diabetes 

Association [ADA], 2015a, 2015b, 2015d, 2015e). The results of several researchers 

supported the importance of education in diabetes care. Berr, Lockhart, Davies, Lindsay, 

and Dempster (2015), Jansiraninatarajan (2013), and Parajuli, Saleh, Thapa, and Ali 

(2014) indicated that patients who were educated on T2D used preventive measures, took 
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their medicines as prescribed, monitored their blood sugar levels, and had lower 

healthcare costs than patients who were not educated on T2D. 

Multifaceted Educational Approach 

Optimum management of T2D is important to prevent health problems and is a 

primary goal for diabetic patients (Andrew et al., 2015). Current research supports the 

importance of educating patients with T2D, and a multifaceted educational approach is 

recommended (Chavan, Waghachavare, Gore, Chavan, Dhobale, & Dhumale, 2015; Beck 

et al., 2017; Bonilla & Grant, 2015; Pillaya, Aldousb, & Mahomeda, 2016; Tavakol-

Moghadam, Najafi, & Yektatalab, 2018). Therapeutic adherence is a key element in the 

control of the disease. The absence of adherence can negatively impact the incidence and 

prevalence of diabetes. Fifty percent of diabetic patients do not adhere to their therapy, 

and this percentage increases where resources and education are lacking (American 

Diabetes Association [ADA], 2014; Florida Diabetes Report, 2017; WHO, 2013).  

Chavan et al. (2105) emphasized that an interdisciplinary approach is crucial for 

effective patient education with T2D to improve patient outcomes, adherence to 

medication therapies, and enhancement of healthcare delivery. In addition, 

multidisciplinary educational interventions on diabetes self-management are effective in 

delaying the consequences of the disease (Garcia-Perez et al., 2013; Tavakol-Moghadam 

et al., 2018). Pillaya et al. (2016) found that effective integration of a multifaceted 

method to diabetes care held potential in achieving patients’ glycemic targets and 

improving their quality of life.   
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Different Views of Healthcare Providers 

T2D is a lifelong illness without any cure (ADA, 2016a). Due to the chronic 

nature of the disease, an effective treatment plan requires honest collaboration between 

patients and providers to enhance adherence and decrease morbidity and mortality (ADA, 

2016b). Improving treatment adherence needs to be a priority for healthcare providers 

and patients (American Diabetes Association [ADA], 2013; García-Pérez et al., 2013; 

WHO, 2013). According to Brundisini et al. (2015), healthcare providers believed that 

the incidence of nonadherence increases poor health outcomes and healthcare costs for 

diabetic patients. Therefore, improving the continuity of care of diabetics through better 

rapport and knowledge sharing has shown to be related to increased compliance and 

enhanced health outcomes (Garcia-Perez et al., 2013).  

Brundisini et al. (2015) studied the differences between providers’ approach to 

quality of health and patients’ perceptions of the danger of adverse effects of antidiabetic 

medications. The researchers described occurrences where diabetics agreed to take their 

medications; however, they did not follow through for unclear reasons. According to 

Garcia-Perez et al. (2013), providers recognized different behaviors, including cultural 

norms, and economic constraints leading to increase nonadherence. However, no 

substantial evidence in the literature was found to prove that intentional nonadherence 

resulted from patients’ refusal of taking antidiabetic medications due to their side effects 

(Brundisini et al., 2105).  

Similarly, healthcare professionals and patients disagreed on how best to 

influence the self-care management of diabetic patients (Gonzalez-Zacarias et al., 2016). 

However, clinicians described patients’ knowledge deficit about the illness as the 
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principal reason for nonadherence (Brundisini et al., 2015). Garcia-Perez (2013) showed 

that the views of healthcare providers focused on diabetics’ comprehension about the 

basic physiology of the disorder and the roles of therapeutic and lifestyle interventions. 

These included the nature of the problem, the steps that must be completed, and by what 

means.  

Several clinicians recognized the significance of emotional, mental, social, and 

spiritual elements. However, the clinicians related these factors to lack of motivation 

rather than the patients’ taking medications as prescribed (Gonzalez-Zacarias et al., 

2016). Recent research studies corroborated these outcomes, indicating that health 

providers considered motivation as an essential element for diabetics’ comprehending of 

the disease and effectual health education (ADA, 2013; Brundisini et al., 2015; Gonzalez-

Zacarias et al., 2016; Hale et al., 2015; WHO, 2013). 

Psychological Effects on Adherence 

Positive and negative sentiments can enhance or impair medication compliance in 

diabetics (Brundisini et al., 2015; Chew, Shariff-Ghazali, & Fernandez, 2014; Jaremka, 

Lindgren, & Kiecolt-Glaser, 2013). Brundisini et al. (2015) observed that positive health 

benefits of treatment can strengthen self-empowerment and self-care practices. Similarly, 

Jaser, Patel, Rothman, Choi, and Whittemore (2014) reported that positive psychosocial 

elements were essential mediators of medical outcomes in the care of patients with T2D. 

In contrast, undesirable emotions, such as anxiety, guiltiness, lack of confidence, and 

exasperation can decrease adherence to diabetes care (Jaremka et al., 2013). 
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Sociocultural and Financial Factors 

Basu and Garg (2017) pointed out several characteristics associated with the 

culture of the U.S. Hispanic population with T2D that negatively impact diabetes self-

care management. These characteristics include low confidence in diabetes self-care, 

herbal remedies, ethnic food, and putting family members’ needs over their own. In 

addition, the negative history of family members with diabetes, cultural beliefs, lack of 

access to diabetes education, and low socioeconomic status contributed to poor 

compliance with self-care practices (Parajuli et al., 2014). However, these barriers can be 

overcome with ethnically suitable education on diabetes and support programs for 

Hispanic patients with diabetes (Barcelo, Arredondo, Gordillo-Tobar, Segovia, & Qiang, 

2017; Basu & Garg, 2017; Gonzalez-Zacarias et al., 2016).  

CDC (2017) and Fortmann et al. (2015) recognized that Hispanic patients tend to 

have more uncontrolled glycemic levels compared to other ethnic groups, resulting in 

more frequent complications and negative health outcomes. Lack of education on T2D 

may be a contributing factor to these disparities (Fortmann et al., 2015). Nevertheless, 

more innovative research studies pertaining to better diabetes self-care practices and 

blood glucose control within the Hispanic populace are needed (Basu & Garg, 2017; 

Fortmann et al., 2015; Gonzalez-Zacarias et al., 2016) to influence changes in negative 

health behaviors (Miller & DiMatteo, 2013).  

Patients with lower socioeconomic status were also associated with medication 

nonadherence, which resulted in poor clinical outcomes (ADA, 2015b; Faul, 2014; Kang, 

Lobo, Kim, & Sohn, 2018). Patients with T2D often have comorbidities that require 

medications in addition to oral diabetes medications (Kang et al., 2018). Prescription 
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medication costs are increasing and many diabetic patients experience cost-related 

medication nonadherence (CRN) (Williams, Steers, Ettner, Mangione, & Duru, 2013). 

CRN is defined as patients’ taking less medication than prescribed because of cost. CRN 

exists between 16% and 19% in patients with diabetes (Kang et al., 2018). Cost-

associated nonadherence among Hispanic patients with diabetes can prevent them from 

adhering to their medication regimen (Barcelo et al., 2017; Williams et al., 2013). As a 

result of their financial hardship, these patients tend to have involuntary nonadherence 

with their diabetes medication management. 

Complex Medical Management 

Generally, diabetic patients are responsible for managing their glucose control at 

least daily once a schedule of antidiabetic medicines has been created (Antoine, Pieper, 

Mathes, & Eikermann, 2014; García-Pérez et al., 2013). Antoine et al. (2014) indicated 

that poor compliance to antidiabetic medications therapy is very common and can result 

in serious health problems. In addition, complex treatment regimens, such as polytherapy, 

multiple daily-dosing of medications, long-term therapies, and loose-dose medications, 

can lead to poor adherence (Antoine et al., 2014).  

Presently, there are several fixed-dose mixtures of medications for the 

management of T2D, which facilitate administration schedules and increase diabetics’ 

compliance (Antoine et al., 2014; García-Pérez et al., 2013). García-Pérez et al. (2013) 

showed increased adherence in patients with T2D who used single-tablet or fixed-dose 

formulations compared to those taking loose-dose regimens. In addition, patients on 

fixed-dose combinations had lessened health costs, improved treatment satisfaction, and 
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better life expectancy when compared to those on loose-dose combinations (Antoine et 

al., 2014; García-Pérez et al., 2013).  

Effectiveness of Educational Tools 

Educational tools are vital and effective in teaching Hispanic patients with T2D 

about self-management practices (ADA, 2014, 2015a, 2015b, 2015d, 2015e, 2016b; 

American Diabetes Association [ADA], 2015c). These tools are also essential in the 

assessment of adherence to diabetes treatment plans (Jansà et al., 2013). Multiple surveys 

revealed that the utilization of educational tools, such as the American Association of 

Diabetes Educators (AADE) AADE7 Self-Care Behaviors, Diabetes Self-Efficacy Scale, 

and Diabetes Self-Care Inventory-Revised version (SCI-R), resulted in improved self-

care behaviors and healthy lifestyle choices (ADA, 2014, 2016a; Asante 2013; Jansà et 

al., 2013; Jansiraninatarajan, 2013; Parujuli et al., 2014).  

In addition, practical and visual informative materials can help diabetic patients to 

remember the knowledge learned to better their self-care practices (ADA, 2014, 2016a; 

Jansà et al., 2013). A combination of materials seems to be most effective. Many 

researchers have found that patient education materials improved healthcare and 

outcomes, thus decreasing healthcare costs as well as  hospitalization rates (ADA, 2014, 

2015a, 2015b, 2015c, 2015d, 2015e, 2016a; Antoine et al., 2014; Barcelo et al., 2017; 

Beck et al., 2017; Garcia-Perez et al., 2013; Gonzalez- Zacaria et al., 2016; Williams et 

al., 2013). 

Self-Efficacy and Self-Care Management 

Self-efficacy and self-care management are vital elements of good diabetes care 

(Moore & Lavin, 2013). Successful self-care practices of T2D are essential to achieve 
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positive health outcomes (ADA, 2014, 2015a, 2015b, 2016a, 2016b). Culturally-based 

diabetes informative programs were found to improve patients’ health behaviors, 

knowledge, health status, and self-efficacy (Robertson, Amspoker, Cully, Ross, & Naik, 

2103). Because self-care practices incorporated behavioral, personal, and environmental 

elements into patients’ daily activities (Mehta, Trivedi, Maldonado, Saxena, & 

Humphries, 2015), the concept of self-efficacy is pertinent for improving self-care 

practices (Cheng et al., 2017) as patients make the necessary changes to manage their 

T2D (Berry et al., 2015). 

Gaps Identified in the Literature 

Identification of a literature gap is imperative to a study because the gap indicates 

the need for new research and increases the possibility of publication (Dyke et al., 2013). 

Several gaps were identified from the literature review. Medicinal herbs were not 

addressed in the literature; many natural remedies for diabetes are available. Treatments 

can range from alternative medicines to natural solutions and traditional medications. 

However, the literature did not report on the use of these methods in the treatment 

management for diabetic patients.  

Several research studies indicated that adherence to recommended treatments are 

essential to reduce adverse outcomes. Research outcomes indicated less than 50% of 

patients reach the glycemic goals recommended by the American Diabetes Association 

(García-Pérez et al., 2013). New and more advanced approaches are needed to these gaps 

and focus on improving the overall adherence rate in diabetes self-care management. 

Improvement in adherence rates in turn will slow the progression of this life-threatening 

disease.   
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Summary 

T2D affects millions of people worldwide and poor lifestyle choices and 

interventions contribute to this condition. According to Chrvala, Sherr, and Lipman 

(2016), effective interventions are necessary to slow this worldwide epidemic and its 

related complications. The literature review revealed positive results of providing T2D 

education for self-care practices of patients with the use of an educational initiative (Basu 

& Garg, 2017; Berry et al., 2015; Cheng et al., 2017; Fortmann et al., 2015; Gonzalez-

Zacarias et al., 2016; Jansà et al., 2013; Mehta et al., 2015; Moore & Lavin, 2013).  

The research supported poor compliance to self-care therapy of diabetes in the 

well-being of Hispanics with T2D. Thus, an educational approach is needed to promote 

adherence to self-care practices in diabetics (Berry et al., 2015; Cheng et al., 2017; Jansà 

et al., 2013; Parajuli et al., 2014). Poor adherence to the management of diabetes is a 

serious threat to the well-being of Hispanics with T2D (ADA, 2016a, 2016b). Thus, 

health clinicians must evaluate their patients for adherence to management therapy.  

The findings from the literature suggested that education increased patient and 

providers’ knowledge, increased patient self-efficacy to promote self-care management 

practices, and addressed factors that contributed to nonadherence. These factors were 

beneficial to improving compliance to glycemic control (Antoine et al., 2014; Asante, 

2013; Bonilla & Grant, 2015; Chew et al., 2014; Jansiraninatarajan, 2013; Pillaya et al., 

2016; Tavakol-Moghadam et al., 2018; Vijay & Kumbhakar, 2016). Therefore, the use of 

an educational initiative to promote adherence to diabetes self-care practices supports a 

change in practice. 
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Patients with increased knowledge in diabetes were capable of making well-

informed decisions about personal care and adhered to good behavioral changes to 

control their disease (Mehta et al., 2015). In addition, an increase in T2D knowledge was 

related to an increase in patients’ self-efficacy, leading to a more consistent glucose 

monitoring (Mehta et al., 2015). The high cost of the management of T2D can be 

alleviated by decreasing its prevalence in the Hispanic population through education that 

contributes to disease prevention (ADA, 2015b; Faul, 2014; Kang et al., 2018).  

The studies reviewed support education as an effective intervention to promote 

adherence in the management of T2D in Hispanics. Glycemic control is a strong predictor 

of illness development of cardiovascular problems for individuals with T2D (Chrvala et 

al., 2016). Given the chronic nature of diabetes, focused attention is required from 

patients and healthcare providers for education toward adherence and glycemic control. 

The need is essential for continuing education to improve care in Hispanic T2D patients 

and their adherence to treatment plans. Application of educational concepts and evidence-

based practices of the QIP can help to improve Hispanic patients’ compliance with self-

care practices, resulting in improving their overall glycemic control management and 

T2D.
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Chapter 3 

Methods 

Type 2 diabetes in the Hispanic population is increasing compared to other ethnic 

groups (Lopez, Bailey, Rupnow, & Annunziata, 2014). Hispanic patients with T2D 

experience higher mortality rates from micro- and macrovascular diseases, kidney 

disease, strokes, and amputation of lower extremities (Lopez et al., 2014). The review of 

related literature provided support that education regarding appropriate T2D self-care 

management practices can increase success in treating the disease (Chavan et al., 2015; 

Beck et al., 2017; Bonilla & Grant, 2015; Pillaya et al., 2016; Tavakol-Moghadam et al., 

2018). 

This chapter defines the project objectives, setting, and recruitment methods. The 

chapter also enumerates the eligibility criteria for participants. In addition, this section 

describes the project’s design, timeline, budget, and ethical considerations, including 

informed consents, processes, and the data collection and analysis plan. 

Project Design 

A quantitative exploratory design was used for this quality improvement project. 

The quantitative inquiry approach was used to collect pertinent information about the 

participants and results of the evaluation of this evidence-based practice (EBP) self-

management educational program. The participants were Hispanic adults with T2D at a 
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South Florida medical facility. A demographic questionnaire described the selected 

population, and three outcome measures determined the effectiveness of the program.  

In addition to the demographic questionnaire, the three measurement tools were 

pre/post intervention measurements of patients’ blood glucose (HgA1c) levels, a pre/post 

intervention knowledge assessment of diabetes, and a pre-/post intervention measurement 

of self-efficacy for diabetes management. The HgAlc levels were drawn as routine 

screening tests during regular scheduled follow-up clinic visits for project participants 

and no additional blood samples were drawn. The assessment tools were administered at 

the patients’ individualized educational sessions. The postintervention measurements 

took place 2 to 3 months after the educational sessions.  

Setting 

A primary care center in North Miami Beach, Florida, was selected as the setting 

for this QIP. The medical center has been operating for 3 years and serves patients from 

9:00 a.m. to 5:00 p.m. on weekdays. The center is staffed with one provider, one office 

manager, and two medical assistants. Based on chart reviews and the center medical 

yearly report, of the 312 patients who receive health services at the center, 70% (218) are 

Hispanic.  

Hispanics are defined as follows: “The ethnic term Hispanic refers to a person 

from Cuba, Mexico, Puerto Rico, South and Central America, or other Spanish cultures 

or origins, regardless of race” (Juckett, 2013, p. 48). In the North Miami Beach 

communities, Hispanics are the largest minority population with T2D (Juckett, 2013). 

Therefore, there is an immediate need “to explore how these patients comprehend, view, 

and experience behavior changes in relation to their diabetes and to identify and 
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incorporate more approaches that may be beneficial in promoting adherence to their self-

care management of the disease” (Aponte, Campos-Dominguez, & Jaramilla, 2015, p. 

19). 

At the medical center, 40% of 70% of Hispanics have uncontrolled T2D. Their 

illness is uncontrolled because they are not adopting a healthy lifestyle; not adhering to 

improved diet, exercise, and antidiabetic medications; and missing or cancelling at least 

one follow-up appointment out of four in the last year. Currently, no coordinated 

educational program exists at this facility for T2D patients. According to the clinical 

staff, time constraints and lack of staff resources limit diabetes education opportunities 

for patients, and escalating medication regimes are often the treatment of choice. 

Chart audits revealed that patients are not taking their medications as prescribed 

nor complying with follow-up medical visits. At the center, poor patient adherence to 

their diabetes medications is a challenge to achieving glycemic control or lowering 

HgA1c levels. In addition, many diabetic patients have failed to maintain their HgA1c 

levels at the recommended percentage of under than 7% (Polonsky & Henry, 2016) for 

the past 2 years. According to the center’s 2017 yearly report, the proportion of patients 

with HgA1c levels increased significantly from 40% in 2015 to 50% in 2017. Therefore, 

evaluation of the self-care management skills of this population is warranted.   

Positive outcomes related to knowledge, self-efficacy, and self-care practices for 

T2D patients have been widely reported in the literature following educational initiatives 

(ADA, 2014, 2015a, 2016a; Antoine et al., 2014; Barcelo et al., 2017; Basu & Garg, 

2017; Beck et al., 2017; Berry et al., 2015; Chrvala et al., 2016; Cheng et al., 2017; 

Fortmann et al., 2015; Gonzalez-Zacarias et al., 2016; Jansà et al., 2013; Mehta et al., 
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2015; Moore & Lavin, 2013; Robertson et al., 2103; Williams et al., 2013). This literature 

provides an evidence base by which to support the implementation of the educational 

initiative in this setting and this patient population. Successful T2D education has been 

evaluated with diabetes educational tools, such as the AADE7 Self-Care Behaviors, 

Diabetes Self-Efficacy Scale, and the SCI-R (ADA, 2014, 2016a; Asante 2013; Jansà et 

al., 2013; Jansiraninatarajan, 2013; Parujuli et al., 2014).  

Therefore, this QIP incorporated these tools into the EBP project to measure 

Hispanic participants’ self-confidence and evaluate their knowledge of and adherence to 

self-care management recommendations and provide them with education to facilitate 

positive behavior changes. The outcome will increase the “likelihood of achieving 

desirable T2D management through healthy diet, regular exercise and medications 

adherence” (Ghafoor, Riaz, Eichorst, Fawwad, & Basit, 2015, p. 231). Similarly, 

participants will become more confident in modifying their lifestyles and living better 

quality lives (Ghafoor et al., 2015). 

Recruitment Methods 

The recruitment of potential partakers for this QIP was conducted in three steps. 

The first step was the referral process. The principal investigator obtained oral or written 

referrals for possible project participants from the center’s medical provider. The referrals 

were made after the provider saw and identified potential participants with an HgA1c 

serum 7% or greater during scheduled clinical visits.  

Participants’ names were placed on a list and stored in a secured locked drawer to 

maintain patient confidentiality and privacy. Only the principal investigator had access to 
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the drawer. The referral process continued until 20 possible project participants were 

identified.  

The second step was the screening process. The project investigator screened the 

referred participants to ensure that they met the inclusion criteria of the QIP. The third 

step was educating potential diabetic Hispanic participants about the QIP and its potential 

benefits and obtaining informed consent. It was anticipated that the education 

intervention would take 30 to 60 minutes based on the needs and level of engagement of 

eligible participants. Participation in the evidence-based QIP was voluntary and there 

were no financial incentives given to project participants. 

Inclusion Criteria 

Twenty Hispanic adults who met the inclusion criteria participated in this 

evidence-based practice project. The inclusion criteria for participants in this QIP were as 

follows: Hispanic males and females, age 35 and older, with a diagnosis of T2D for at 

least 2 years, having missed or cancelled at least one appointment out of four follow-up 

visits in the last year, and taking at least two oral antidiabetic medications. Potential 

project participants must have had a hemoglobin A1c (HgA1c) level of 7% or higher 

from January 21, 2019, to January 31, 2019, based upon their HgA1c blood sample 

analysis, must have agreed to take part in the project, able to sign a written informed 

consent, and must be able to speak, read, and understand English.  

Exclusion Criteria 

This project had several exclusion criteria. These were as follows: non-Hispanic 

patients, Hispanics with type I diabetes, patients less than 35 years old, and patients with 

a diagnosis of type 2 diabetes less than 2 years, as well as taking fewer than two oral 
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antidiabetic medications. Additional exclusion criteria were patients who did not speak, 

read, or understand English, and pregnant women.  

Ethical Considerations 

This QIP involved human subjects. A project requires Institutional Review Board 

(IRB) approval if it includes both research and human participants. Thus, approval from 

the Nova Southeastern University Institutional Review Board (NSUIRB) was obtained 

prior to the implementation of the project and data collection (Appendix A). The IBR has 

the responsibility to ensure that the project investigator complies with applicable 

regulations and the risks to human subjects are minimized (Haahr, Norlyk, & Hall, 2014). 

In addition, the IRB evaluates recruitment methods to ensure that the principal 

investigator is in compliance with the Health Insurance Portability and Accountability 

Act privacy rules (Haahr et al., 2014). The project site does not have an IRB. However, 

the medical director of the center supported and supplied written approval for this EBP 

project (Appendix B). 

Protection of Participants 

“Protecting the health, dignity, integrity, right to self-determination, and privacy 

and confidentiality of personal information of research participants” is a high priority 

(Yip, Han, & Sng, 2016, p. 684). Participants in this educational initiative were assured 

of the confidentiality of their medical records as well as any data collected during their 

participation. A numerical value was assigned to each participant and used on all study-

related materials which contained patient data. All deidentified data collection forms and 

study materials were stored in a secured locked drawer in the provider’s office accessible 

only to the project investigator.  
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All electronic information was stored and secured on the principal investigator’s 

personal computer. The investigator was the only user of the computer, which has a 

secured password only used by the investigator. The computer was set to turn off after 1 

minute of inactivity.  

On completion of the study, signed consent forms and other study-related 

materials will be kept for a minimum of 3 years and then destroyed. Project participants' 

identifiable paper records will be shredded and placed in a container used for discarding 

confidential materials. Participants’ electronic data stored on the principal investigator’s 

computer hard drive will be erased using commercial software applications designed to 

securely erase all data from the storage device.    

Informed Consent 

As protection of human subjects is of paramount importance, the goal of the 

informed consent process is for potential participants to have a clear understanding of the 

QIP, its objectives and phases, possible risks and benefits, and available alternatives to 

involvement. Potential participants were assured that they would receive their usual care 

if they chose not to participate. If the patient agreed to participate, the principal 

investigator obtained both verbal and written informed consents (Appendix C). Patients 

were assured that their participation was voluntary and their right to cease involvement at 

any time during the intervention would be honored. 

Intervention Design 

The Diabetes Education Kit (DEK) included health materials to help the 

participants understand their disease and make informed decisions and behavioral 

changes that would benefit their health, longevity, and quality of life. Educational 
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interventions can enhance compliance in diabetic patients by providing them with 

evidence-based materials and skills (Powers et al., 2016). Based on Pender’s theoretical 

model and with permission for use (Appendix D), the educational materials enhanced 

diabetes patients’ knowledge and self-efficacy with illustrations for key concepts to guide 

patients through instructions for self-care practices.  

The educational sessions were conducted with each participant individually by the 

principal investigator in a quiet, private setting within the medical center using the 

contents from the DEK handout materials. These materials were developed regarding 

standard diabetes care that was crosschecked and verified with American Diabetes 

Association care standards for individual diabetic needs (Appendix E).  

Participants were provided with a folder containing the educational materials to 

refer to during the sessions and take with them at the conclusion. The DEK was 

composed of six modules (Taking Medication, Glucose Monitoring, Being Active, 

Healthy Eating, Healthy Coping, and Reducing Risks with Follow-Up Visits (including 

all medical checkups; Appendix EF.  

Antidiabetic Medications 

Taking antidiabetic medication as prescribed is important for the management of 

T2D (Appendix F). The principal investigator educated participants on the importance of 

taking their antidiabetic medications as prescribed by the provider. The names of the 

medications, doses of medications, and the reasons the provider prescribes the 

medications were discussed. Also, the importance of participants bringing all medications 

to their healthcare appointments, including over-the-counter products, supplements, or 

natural remedies was discussed. 
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Self-Blood Glucose Monitoring 

Testing the blood glucose levels of diabetic patients is an important part of 

diabetes self-care (ADA, 2014, 2015a, 2015b, 2015c, 2015d, 2015e, 2016a, 2017). The 

principal investigator instructed the participants (Appendix F) in learning how to use a 

glucose meter, when to check their blood glucose, what the results mean, and what to do 

when the results are not within target range. According to ADA (2017), the target range 

for diabetics is 70 to 130mg/dl before meals and less than 180 mg/dl 1 to 2 hours after 

meals. Project participants will also be educated on how to read the blood sugar results 

and how to record them in a daily log.  

With a glucometer, the investigator demonstrated how to test blood sugar levels 

and then record them. Participants provided return demonstration posteducation. At the 

end of the education session, participants who did not have glucometers were provided 

with prescriptions for glucometers and a log to record their blood glucose results. 

Being Active: Exercise and Physical Activity 

Physical activity helps T2D patients keep blood glucose in control (ADA, 2017). 

Managing T2D is challenging, but diabetes education can help patients live longer 

(Rowley, Bezold, Arikan, Byrne, & Krohe, 2017). Regular physical activity is as 

important to manage T2D (ADA, 2017). Therefore, the principal investigator assisted 

selected participants in designing physical activities (Appendix F), such walking 30 

minutes daily, jogging, dancing, swimming, and biking. These activities helped 

participants to manage the disease. 

Healthy Diet 
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T2D self-care control is important to achieving glucose control and enhancing 

health outcomes (ADA, 2017). Strong evidence confirms that adopting a healthy diet can 

improve diabetes outcomes (Beck et al., 2017; Bonilla & Grant, 2015; Chavan et al., 

2015; Ghafoor et al., 2015; Pillaya et al., 2016; Tavakol-Moghadam et al., 2018). 

Diabetic patients were educated on the importance of consuming a balanced diet that is 

naturally rich in nutrients and low in fat and calories in order to manage their blood 

glucose and prevent health complications (Appendix F). Healthy food selections include 

fruits, vegetables, and whole grains (ADA, 2017). The principal investigator showed food 

packages during the education sessions to demonstrate and educate participants on eating 

correct food portions, eating healthy snacks on time, and reading food labels to make 

better choices. Return demonstrations were required from participants posteducation. 

Healthy Coping 

T2D can affect patients physically and emotionally. Burns, Deschênes, and 

Schmitz (2016) and Jaremka et al. (2013) indicated that Hispanic patients living with the 

disease may feel stressed, discouraged, or even depressed. Therefore, it is natural for 

patients to have mixed feelings about self-care management practices (Aponte et al., 

2015; Chew et al., 2015). In this QIP, T2D Hispanic patients were educated to develop 

more healthy coping strategies to apply on a daily basis to improve their self-care 

practices (Appendix F).  

These skills included engaging in support groups, faith-based activities, exercise, 

counseling, meditation, and building healthy relationships (Burns et al., 2016). In 

addition, educating T2D Hispanic patients on coping management strategies improved 
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their abilities to cope with the disease. Better coping resulted in developing personal 

strategies to encourage healthy behavior changes. 

Reducing Risks with Medical Follow-Up Appointments 

Diabetic Hispanic patients who do not keep and follow-up on their medical 

appointments interrupt the clinician’s efforts to provide continuity of care (ADA, 2016b, 

2017). In addition to patients’ daily self-care, it is important that they stay up-to-date with 

their laboratory examinations, screenings, and clinic appointments. Therefore, in addition 

to the DEK materials, project participants were educated on the importance of 

maintaining their regular medical visits and completing their tests and screenings as 

recommended by their provider to improve their self-care practices and health status. 

Quality Improvement Project Instruments 

Demographic Questionnaire 

The demographic questionnaire was designed by the principal investigator based 

on items in the literature. The questionnaire has seven questions and requests information 

about participants’ age, gender, ethnicity, compliance with follow-up appointments, and 

number of years diagnosed with diabetes, as well as achievement in disease management 

control, and recognition of symptoms of low/high blood sugar levels (Appendix G). The 

purpose of the demographic questionnaire was to obtain basic demographic information 

from participants (Reisi et al., 2016). In addition, this instrument helped the principal 

investigator gain a better understanding of project participants. 

Self-Care Inventory-Revised Questionnaire 

The Self-Care Inventory-Revised (SCI-R) questionnaire was created by Weinger, 

Butler, Welch, and La Greca (2005) for pediatrics and was found to be useful for adults 
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with both types of diabetes (Mumtaz, Haider, Malik, & La Greca, 2016; Weinger et al., 

2005). The SCI-R questionnaire is a self-report tool that assesses patients' cognizance of 

their compliance with their disease self-management recommendations over the past 1 to 

2 months (Jansà et al., 2013). The instrument has been shown to be a valid and reliable 

tool for evaluating patients’ overall knowledge of compliance to their disease self-

management recommendations in multiple research studies (ADA, 2014, 2016a; Asante 

2013; Jansà et al., 2013; Jansiraninatarajan, 2013; Murntaz et al., 2016; Parujuli et al., 

2014). The internal consistency of the SCI-R is 0.87 (Jansà et al., 2013; Ritter & Lorig, 

2014). Permission was given for use of the instrument (Appendix H). 

The SCI-R is comprised of 15 questions on a 5-point Likert scale that address 

patients’ nutrition intake, glucose testing, medicine administration, physical activity, low 

blood sugar levels, and preventative aspects of self-care (Appendix I). A high score 

indicates increased level of knowledge in managing the disease. Items 3 and 15 were 

omitted in this project because they did not apply to project participants. The SCI-R was 

a useful and effective tool (Jansà et al., 2013) for this QIP because it can provide the 

principal investigator with an indication of how well diabetics adhere to their self-care 

recommendations.   

Self-Efficacy for Diabetes Questionnaire 

Self-efficacy is an individual’s beliefs in his or her aptitude to succeed and make 

changes in particular situations (Bandura, 1997; Lee, van der Bijl, Shortridge-Baggett, 

Han, & Moon, 2015). The Self-Efficacy for Diabetes (SED) instrument from the Stanford 

English Diabetes Self-Management Resource Center was utilized to evaluate project 
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participants’ self-efficacy. The scale does not require permission for use (Ritter & Lorig, 

2014). 

The SED contains eight survey items that measure how self-confident individuals 

are in performing certain activities (Appendix J). The questionnaire measures patients’ 

abilities to manage their day-to-day diabetes self-care management, including nutrition, 

exercise, medication compliance, and blood sugar testing (Lee et al., 2015). The SED is a 

reliable scale with internal consistency of .83 (Lorig, Ritter, Villa, & Armas, 2009). The 

instrument is scored on a 1 to 10 rating system, with higher scores indicating greater self-

confidence (Lee et al., 2015; Ritter & Lorig, 2014).  

Self-efficacy is essential for individuals with T2D (Lee et al., 2015). Improved 

diabetes self-efficacy has been related to T2D self-care enhancement and glucose 

management (Adu, Malabu, Malau-Aduli, & Malau-Aduli, 2019). Moreover, “higher 

levels of diabetes specific self-efficacy can result in increased resilience when diabetics 

face challenges associated with diabetes self-management” (Ritter & Lorig, 2014, p. 

1265). Therefore, ongoing education to improve or promote self-efficacy in Hispanic 

patients with T2D is needed to equip them with self-control of their diabetes (Ritter & 

Lorig, 2014). 

Data Collection  

Data collection took place after approval by the NSUIRB and permission from the 

medical center (Appendices A and B). “Data collection is the gathering of data that are 

pertinent to the project purpose and it is crucial to safeguarding the integrity of the 

research study” (Doody & Noonan, 2013, p. 32). First, piloting of the QIP took place. 

The principal investigator emailed 25 fellow nurses and nurse practitioners the DEK 
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materials, instruments, and a short survey for their feedback and suggestions on the 

educational initiative (Appendix K). Their recommendations were taken into account in 

the preparation of the final materials.  

Next, participants who met the project inclusion criteria were approached and 

invited in person to participate in the QIP. On agreement, they were asked to sign the 

informed consents (Appendix C). Data collection then took place and was conducted in 

the provider’s office outside the patient care area to maintain confidentiality. 

Pre-HgA1c levels were measured during participants’ appointment visits with the 

provider prior to the beginning of each teaching session. Upon participants’ arrival to the 

center, each approved candidate was given a number that was used throughout the 

remainder of the project. The principal investigator kept a master list of the project 

participants and their identifiers in a secure locked drawer.  

The individualized educational sessions started with the participants completing 

the demographic questionnaire (Appendix G). The investigator then asked participants to 

complete the SCI-R and SED prior to the educational session intervention. If participants 

had low literacy, the principal investigators read the questionnaires to them.  

The educational session was based on the AADE7 standards for the self-care 

management practices of diabetes (Appendix E). All education materials have been 

published and endorsed by the American Diabetes Association. Each individual 

educational session lasted approximately 30 to 60 minutes and took place during 

participants’ medical visits to increase enrollment and follow-up. At the end of the 

session, the Diabetes Education Kit containing handouts describing the process of T2D, 

its comorbidities and complications, and the importance of healthy diet and routine 
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physical activity in diabetes self-care control were given to each project participant 

(Appendix F).   

Following the educational session, participants completed a post-HgAlc test as 

well as a postintervention SCI-R and Self-Efficacy Questionnaires (Appendices I and J). 

The posttests were administered between 2 and 3 months after completion of the 

individual educational sessions under similar conditions as the pretests and lasted 45 to 

60 minutes.  

Data Analysis 

Pretest and posttest questionnaires were then scored according to the guidelines 

for each instrument. Participants’ pre- and post-HgA1c test results, their self-care 

knowledge scores from the SCI-R, and their self-efficacy scores from the SED were 

analyzed at the end of the QIP. The IBM Statistical Package for the Social Sciences 

(SPSS), Version 24 for Windows, was used. 

A paired-samples t test analysis was conducted. “A paired-samples t-test will be 

used to compare the means of two related groups to determine whether or not there is a 

statistically significant difference between these means” (Kim, 2015, p. 540). For this 

QIP, the paired-samples t test compared the means for the T2D Hispanic patients of their 

pre/post HbA1c levels as well as the means of their pre/post SCI-R and SED. This 

educational initiative had the potential to decrease Hispanic participants’ HgA1c levels to 

less than 7% and increasing their knowledge of and adherence to T2D self-care 

management practices and self-confidence in their adherence, leading to improved health 

outcomes. 
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Timeline  

The planning of the QIP required teamwork and organization. The time frame to 

finalize this study was January 2019 through August 2019. The date NSUIRB approval 

was August 2018 (Appendix A). The implementation phase began in January 2019. 

Starting from the third week of January 2019, eligible participants had their HgA1c 

measurement completed during their medical appointments prior to the individual 

educational session. At the commencement of the educational session, the participants 

completed the demographic survey and the SCI-R and SED. This process lasted 

approximately 45 to 60 minutes. 

Between 2 to 3 months from the completion of the educational session, the 

postintervention HgA1c test and administration of the SCI-R and SED were completed. 

This process lasted approximately 45 to 60 minutes. The data analysis and evaluation 

processes commenced in May 2019. Then, completion of the report took place, and the 

entire project was completed by August 2019. 

Resources and Budget 

The resources for the study consisted of the team composed of the principal 

investigator, the medical director, a nurse manager (office manager), and two medical 

assistants. The medical director referred all T2D Hispanic patients for participation in the 

QIP once they meet the inclusion criteria. The director also validated the scientifically-

based practice information and resources before their implementation in the QIP. The 

office manager assisted in organizing and scheduling participants’ medical appointments for 

the project. The medical assistants verified patients’ information and prepared them for 

examination as well as drawing their HgA1c serums for the QIP.  
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The principal investigator led the project activities and provided the educational 

sessions to the 20 selected participants on their knowledge of T2D and the significance of 

their adherence to treatment. Diabetic snacks were provided at the end of the educational 

sessions. The investigator administered both pretests and posttests of the instruments 

individually to participants. 

The total cost for this project was $460. Costs included purchase of office 

supplies, printing of all materials, editing of the DNP manuscript for publication, 

refreshments, and miscellaneous costs. Table 1 displays the budget. 

Table 1 

Budget for Capstone Project 

 
Activity 
 

 
Description 

 
Quantity 

 
Total Cost 

 
Editing 

 
Manuscript editors 

 
1 

 
$220.00 

 
Printing  Copies of project 

proposal 
4 $100.00 

 
Printing  

 
Consent forms 

 
25 

 
           $  5.00 

 
Printing  

 
Questionnaires 

 
100 

 
           $ 20.00 

 
Office supplies 
(pens, paper, folders, 
etc.) 

 
For educational 

sessions 

 
Unknown 

 
           $ 15.00 

 
Refreshments 

 
For participants at 

educational sessions 

 
Unknown 

 
           $ 50.00 

 
Miscellaneous 

 
Unanticipated 

expenses 

 
Unknown 

 
           $ 50.00 

 
Total Cost 
 

   
          $460.00 
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Summary 
 

This chapter described the importance of an educational initiative to increase T2D 

Hispanic participants’ knowledge of personal care management skills and self-efficacy to 

improve adherence. Over the last few decades, patient compliance with diabetes 

recommended treatment has become of increasing concern for patients and providers 

(Albuquerquea et al., 2017). Even though diabetic patients may be aware of T2D health 

threats, they continue to take part in unhealthy activities, such as poor compliance with 

self-care practices and medical follow-ups (Albuquerquea et al., 2017). T2D self-care 

control and awareness are essential for optimal glycemic control and delay of 

complications resulting from T2D (Albuquerquea et al., 2017). Therefore, an educational 

initiative was necessary.  

Education is vital in managing T2D Hispanic patients (Beck et al., 2017; Chavan 

et al., 2015; Pillaya et al., 2016). The most reliable litmus test for T2D patients to 

increase adherence to diabetes is to follow their treatment plans. Thus, the successful 

implementation of this exploratory quantitative design project brought diabetic Hispanic 

patients’ recognition of good adherence to self-care practices. However, if patients lack 

self-efficacy, it can be challenging for them to adhere to their diabetes treatment 

management. Self-efficacy can influence patients’ choice of behaviors as well as how 

they motivate themselves in activities that they undertake (Lee et al., 2015). As a result, 

patients with strong self-confidence will view the recommended behaviors as challenges 

to be mastered, even when they are difficult (Lee et al., 2015). 

Yip et al. (2016) indicated that “research studies involving human subjects can 

raise unique and complex ethical issues” (p. 684). Human participants were essential to 
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the success of this QIP. The method and design of the project had to be planned carefully 

to attain the desired outcomes as well as to protect the human subjects (Yip et al., 2016). 

Protection of the participants was a high priority for the principal investigator. Therefore, 

this QIP was designed to ensure that all requirements of the NSUIRB were met and 

careful consideration was given to safeguard all the rights of the study participants. The 

QIP had a budget of $ 460.00 and will be completed by August 2019. 

Information collection instruments are vital in the acquisition of accurate data in 

research study (Doody & Noonan, 2013). The tools used for data collection in this project 

have been used in previous studies and are valid and reliable (Mumtaz et al., 2016; Ritter 

& Lorig, 2014; Weinger et al., 2005). T2D continues to be a rising cause of healthcare 

complications and costs for Hispanics (Caspersen, Thomas, Boseman, Beckles, & 

Albright, 2015; CDC, 2017; Cradock et al., 2017). Implementation of this QIP can 

increase Hispanic patients’ knowledge and adherence to T2D self-care management 

skills, leading to better health outcomes and quality of life.
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Chapter 4 

Results and Discussion 

The purpose of this EBP project was to promote adherence to self-care 

management practices through an educational initiative for Hispanic adults age 35 years 

and older with type 2 diabetes. An evidenced-based intervention aimed at positively 

impacting self-care management practices of Hispanic adults with type 2 diabetes was 

undertaken. The intervention and focus of the quality improvement project included a 

well-developed educational initiative using teaching materials based on the American 

Association of Diabetes Educators standards for self-care management practices of 

diabetes to improve participants’ knowledge. Data collection included participants’ 

completion of a demographic questionnaire, measurement of participants’ pre/post-

HgA1c levels, a pre/post knowledge assessment (SCI-R), and a pre/post measurement of 

self-efficacy (SED). The paired t test was chosen for data analysis because this test 

facilitated the comparison of pre/post findings of this quality project. 

Participant Demographics 

Demographic data were collected from all project participants (Appendix G), 

including age, gender, and ethnicity. In addition, participants were asked about specific 

behaviors relating to T2D. These included the number of years they were diagnosed with 

T2D; how compliant they were with follow-up appointments, including attending at least 
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one appointment out of four follow-up visits in the last year; as well as whether or not 

they believed they could recognize low and high blood sugar.  

A total of 20 Hispanic adults (N = 20) consented to participate. Thirty-five percent 

(n = 7) of project participants were male and 65% (n = 13) were female. The mean age of 

participants was 43.6 (SD 6.2; range 36-56), and their duration of having the disease 

ranged from 3 to 26 years, with a mean of 10.5 years. Forty-five percent (n = 11) of 

participants had missed at least one appointment out of four follow-up visits in the last 

year.  

Additional baseline data collected from participants included changes they needed 

to make to improve their diet, monitor blood sugar, stay active, control their calorie 

intake better, increase knowledge of diabetes (M = 2.0; SD 1.4), and improve their 

abilities to recognize the symptoms of low/high blood sugar (M = 1.5; SD .5). Ten 

percent (n = 2) of participants were taking two antidiabetic medications, 70% (n = 14) 

used three antidiabetic medications, and 20% (n = 4) used four or more antidiabetic 

medications to effectively control their blood glucose. Table 2 displays the participant 

demographics. 

Expected and Unexpected Findings 
 

 This evidence-based educational intervention sought to increase the knowledge of 

Hispanic adults with T2D by providing them with evidence-based materials to promote a 

better understanding of their diagnosis and to improve the likelihood that they would 

make knowledgeable diabetes self-care management decisions. It was expected that this 

educational initiative also would increase project participants’ self-confidence regarding 

self-care practices resulting in more consistent blood glucose monitoring results and 
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effective health-promoting actions. Three tools measured participants’ HgAlc levels, their 

knowledge of and adherence to self-care practices (SCI-R), and their self-confidence in 

carrying out the self-care practices (SED). Administration of the instruments and 

subsequent data analyses confirmed the expectations that participants would improve in 

all areas. 

There were few unexpected findings postimplementation because the literature 

supporting the use of the AADE7 materials, on which the DEK was based, indicated 

improvement for T2D in blood glucose levels, knowledge of, and adherence to self-

management practices. The major unexpected finding was related to HgA1c levels 

measured before and after the educational sessions. Nineteen participants had decreased 

levels but one participant had an increased HgA1c level of .3%. 

Five objectives were formulated for this EBP. These were (a)  to develop a self-

care management individualized educational program for Hispanic diabetic patients in 

one urban medical center, (b) to implement a self-care management education program 

for patients with T2D, (c) to evaluate patients’ HgA1c levels before and after the 

individualized educational initiative, (d) to measure the impact of the educational 

initiative on patients’ knowledge of and adherence to of self-care management practices, 

and (e) to evaluate the impact of the educational initiative on patients’ self-efficacy 

regarding self-care practices.  
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Table 2 

Participant Demographics: Frequencies and Percentages (N = 20) 
 
 
Category 

 
Frequency 

 
       Percentage           Mean          SD 
 

 
Age                     

36-38       
39-46 
47-51 
52-56  

 
 
7 
7 
3 
3 

                        
                                 43.6               6.2 
            35          

35 
15 
15 

 
Gender 

Male 
Female 

 
 
7 

     13 

 
 
35 
65 

 
Ethnicity 

Hispanic 
 

 
 
20 
 

 
 

          100 
 

Do you attend at least 
one appointment out of 
four follow-up visits in 
the last year? 

Yes 
No 

 
               
 
 
             9 

11 

                                     1.5              .5 
 

 
 
            45 

55 
 
Number of years 
diagnosed with T2D 

3-5 
6-8 
10-16 
18-26 

 
What do you need to 
change from the list 
below to achieve disease 
management control? 

Diet 
More education 
Monitor my 
blood sugar 
Exercise more 
Control my 
calorie intake 

 
 

 
6 
5 
4 
5 

 
 

 
 
 

           12 
 2 
 1 
 4 
 1 

 

                                 
                                   10.5             6.8                      
     
            30 

25 
20 
25 

 
                                   2.0               1.4 
 

 
 

            60 
10 
50 
20 
  5 
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Category 

 
Frequency 

 
       Percentage           Mean          SD 
 

 
Do you believe you can  
recognize low/high 
blood sugar? 

Yes 
No 

 
 
 
 

    10 
    10 
  

  
                                
                                       1.5             .5 

 
             50 

 50 

 
Outcome Measures 

Three outcome measures determined the effectiveness of the educational 

initiative: pre/post intervention HgA1c levels, a pre/post intervention knowledge 

assessment, and a pre/post intervention measurement of self-efficacy. The results of data 

analysis of all outcomes measured showed improvement and confirmed that this 

evidence-based educational intervention effectively increased patients’ knowledge and 

self-efficacy for self-management of T2D.  The steps are reviewed below with specific 

dates for each phase. 

• Participants’ medical records were audited for identification of patients age 35 

and older with a diagnosis of T2D for at least 2 years, who had missed or 

cancelled at least one appointment out of four follow-up visits in the last year, 

and were taking two or more oral antidiabetic medications, as well as having 

had a HgbA1c of 7% or higher from January 21, 2019, to January 31, 2019. 

• Patients were approached during their regular scheduled follow-up clinic 

visits to participate in the QIP project. Once agreed, they signed informed 

consents from February 4, 2019, to February 15, 2019. 
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• Prior to participants receiving the educational session, HgbA1c serum levels 

were drawn and participants completed the Self-Care Inventory-Revised 

knowledge assessment and the Self-Care Efficacy for Diabetes survey from 

February 18, 2019, to February 28, 2019. 

• Thirty to 60 minutes of personalized, individual educational sessions were 

conducted by the principal investigator with each project participant from 

March 4, 2019, to March 22, 2019. 

• Chart audits were completed for documentation of improved HgbA1c levels, 

participants seeking refills on antidiabetic medications, and for participants 

who kept at least one appointment out of four follow-up visits in the last year 

from March 25, 2019, to March 29, 2019. 

• Individual appointments were scheduled again at 2 to 3 months 

postintervention to measure the same participants’ HgbA1c serum levels and 

administer the Self-Care Inventory-Revised and the Self-Efficacy for Diabetes 

assessments from April 1, 2019, to April 8, 2019. 

Data Analysis 

Data were collected and entered into SPSS, Version 24 for Windows. Descriptive 

statistics were calculated for demographic information, pre/post HgA1c levels, and the 

pre/post Self-Care Inventory-Revised and pre/post Self-Care Efficacy for Diabetes 

surveys. Cronbach’s alpha was used to measure the internal consistency or reliability of 

the questionnaires in data analysis and outcomes or how well the questionnaire items 

were related to each other (Bonett & Wright, 2015). Participants’ HgbA1c levels in 
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conjunction with paired t tests to compare the results of the two surveys for evaluation of 

the outcomes of the QIP educational intervention.   

HgA1c Data Analysis 

Project participants’ preeducational program HgA1c and posteducational program 

HgA1c values were collected. Changes between the two periods were compared and 

reported in percentages (Table 3). The analysis indicated a decrease in the HgA1c levels 

from -0.2 to -1.3%, except for Participant 15, who had an increase of .3%. 

A paired-samples t test was conducted with the HgA1c levels before and after 

education. As Table 4 shows, the difference was found highly significant (p < .000).   

The difference in patients’ HgA1c levels before and after the educational program was 

highly significant (p < .000). Figure 2 displays two histograms of the results.  

Self-Care Inventory-Revised Data Analysis 

The SCI-R is an evidence-based tool consisting of 15 questions on a 5-point 

Likert scale. The values are never (1), rarely (2), sometimes (3), usually (4), and always 

(5). Cronbach’s alpha was calculated at .868 (Table 5). The SCI-R was used to assess 

diabetic participants’ knowledge of diabetes treatment management.  

 Twenty participants (N = 20) completed the SCI-R pre-and postquestionnaires 

(with the exception of items 3 and 15, which did not apply). Item analysis was conducted 

for the means pre- and posteducational program (Table 6). For the pretest, the means for 

responses ranged from 1.35 to 2.50, indicating responses between never, rarely, and 

sometimes. For the posttest, the mean responses ranged from 4.60 to 5.00, indicating 

responses between usually and always. Participants’ self-care activities and behaviors 

improved by 3.25 to 2.50 values from pre- to posteducational program. 
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Table 3 

Participants’ HgA1c Levels Pre- and Posteducational Intervention 
______________________________________________________________________ 

 
Participant Number                   Pre-HgA1c Values       Post-HgA1c Values         Change 
                                                               (%)                                 (%)                        (%) 
________________________________________________________________________    

 

1.                                              7.1                                  5.8                       -1.3 

2.                                              7.2                                  6.3                       -0.9 

3.                                              8.1                                  7.6                       -0.5            

4.                                              7.2                                  7.0                       -0.2 

5.                                              7.8                                  6.9                       -0.9 

6.                                              8.3                                  7.9                       -0.4 

7.                                              8.6                                  8.0                       -0.6 

8.                                              7.9                                  7.5                       -0.4 

9.                                              8.7                                  8.0                       -0.7 

10                                             8.6                                  8.0                       -0.6 

11.                                            8.6                                  8.2                       -0.4 

12.                                            7.2                                  7.0                       -0.2 

13.                                            7.4                                  7.0                       -0.4 

14.                                            8.3                                  7.9                       -0.4 

15.                                            8.1                                  8.4                     + 0.3 

16.                                            8.3                                  7.8                       -0.5                        

17.                                            7.6                                  6.9                       -0.7 

18.                                            7.5                                  6.8                       -0.7 

19.                                            7.8                                  7.3                       -0.5 

20.                                            7.9                                  7.1                       -0.8 

_______________________________________________________________________ 
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Table 4 

HgA1c Paired-Samples t Test Results 
________________________________________________________________________ 
 

      Paired Differences 
          _______________ ____________________________ 

                      
               95% Confidence Interval 

              of the Difference 
          _ ___________________ 

 
  

 
Mean 

 
 

SD 

St. 
Error 
Mean 

 
 

Lower 

 
 

Upper 

 
 
t 

 
 

df 

Sig. 
(2-

tailed) 
 

 
Pre/Post-
HgA1c 
 

 
.5400 

 
.3267 

 
.0731 

 
.3871 

 
.6929 

 
7.3292 

 
19 

 
.000* 

 
*p < .000. 
 

 



59 
 

 

Figure 2. Differences in participants’ HgA1c scores before and after education. 

Table 5 

SCI-R Reliability Statistics 

 
 

Cronbach’s Alpha 

 
Cronbach’s Alpha Based on 

Standardized Items 
 

 
 

Number of Items 

 
.868 

 
.886 

 
13 
 

 
A paired-samples t test was conducted with the participants’ SCI-R scores before 

and after education. As Table 7 shows, the difference was found highly significant on all 

13 items (p < .000). There was a statistically significant (p < .000) difference between the 

mean pretest scores and the mean posttest scores. These results suggest that participants’ 

adherence to diabetes treatment management increased significantly after the educational 

program. 

 

Table 6 
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Self-Care Inventory-Revised Pre- and Posteducation Item Analysis (N = 20) 
 

 
     

        
        Pretest 

    
          
       Posttest  

                                                                                          Mean         SD 
 

Mean 
 

  SD 

 
1. Check blood glucose with monitor            1.80         .523             5.00       .000 

2. Record blood glucose resultsa                       1.35         .587             4.90       .308 

4. Take correct dose of diabetes pills or insulin        2.50        .946            4.95       .224 

5. Take diabetes pills or insulin at the right time      2.15         .812            4.90        .308 

6. Eat the correct food portions             1.75         .910           5.00        .000 

7. Eat meals/snacks on time               1.60    .940           5.00        .000 

8. Keep food records     1.55        .887            4.80        .410 

9. Read food labels                1.55         .887           4.75        .444                                                                    

10. Treat low blood glucose with just the                     2.35        .671           4.95        .224 

     recommended amount of carbohydrate 

11. Carry quick acting sugar to treat low blood         2.10        .852            4.95        .224 

     glucose    

12. Come in for clinic appointment              2.20        .834            4.95       .224 

13.  Wear a Medic Alert ID               1.50   .135            4.60        .503 

14.   Exercise       1.65   .745          4.90        .308 
 
 
aItems 3 and 15 were omitted because they did not apply to project participants.  
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Table 7 

Self-Care Inventory-Revised Paired-Samples t Test Results 
 
 

Paired Differences 
 

          _________________________________________ 
                      

               95% Confidence Interval 
              of the Difference 

       _______________________ 
 

 
 

Question 
 

 
 

 Mean 

 
 

SD 

St. 
Error 
Mean 

 
 

Lower 

 
 

Upper 

 
 
    t 

 
 

df 

Sig. 
(2-

tailed) 
 

 
1. Check blood 
glucose with monitor 

 
2. Record blood 
glucose resultsa 

 
4. Take correct dose 
of diabetes pills 
 
5. Take diabetes pills 
at right time 
 
6. Eat the correct 
food portion 
 
7. Eat meals/snacks 
 
8. Keep food records 
 
9. Read food labels 
 
10. Treat low blood 
glucose with just the 
recommended 
amount of 
carbohydrates 
 
11. Carry quick-
acting sugar to treat 
low blood glucose 
 
12. Come in for 
clinic appointment 

 
-3.20 

 
 
 

-3.55 
 

-2.45 
 
 

-2.75 
 
 

-3.25 
 
 

  -3.40 
 

-3.25 
 

-3.20 
 

-2.60 
 
 
 
 
 
 

-2.85 
 
 
 

-2.75 

  
.523 
 
 
 
 .686 
 
 .999 
 
 
.786 
 
 
.910 
 
 
.940 
 
1.02 
 
1.00 
 
.754 
 
 
 
 
 
 
.875 
 
 
 
.786 

 
.117 

 
 
 

.153 
 

.223 
 
 

  .176 
 
 
  .204 

 
 

  .210 
 

.228 
 

.225 
 

  .169 
 
 
 
 
 
  
 .196 
 
 
 
  .176 

 
-3.45 
 
 
 
-3.87 
 
-2.92 
 
 
-3.12 
 
 
-3.68 
 
 
-3.84 
 
-3.72 
 
-3.67 
 
-2.95 
 
 
 
 
 
 
-3.26 
 
 
 
-3.12 

 
-2.96 
 
 
 
-3.23 
 
-1.98 
 
 
-2.38 
 
 
-3.82 
 
 
-2.96 
 
-2.77 
 
-2.27 
 
-2.25 
 
 
 
 
 
 
-2.44 
 
 
 
-2.23 

 
-27.4 
 
 
 
-23.1 
 
-11.0 
 
 
-15.6 
 
 
-16.0 
 
 
-16.2 
 
-14.3 
 
-14.2 
 
-15.4 
 
 
 
 
 
 
-14.6 
 
 
 
-15.6 

 
19 
 
 
 

19 
 

19 
 
 

19 
 
 

19 
 
 

19 
 

19 
 

19 
 

19 
 
 
 
 
 
 

19 
 
 
 

19 

 
.000* 

 
 
 

.000 
 

.000 
 
 

.000 
 
 

.000 
 
 

.000 
 

   .000 
 
   .000 
 
   .000 
 
 
 
 
 
  
  .000 
 
 
 
    .000 



62 
 

 

 
 

Question 
 

 
 

 Mean 

 
 

SD 

St. 
Error 
Mean 

 
 

Lower 

 
 

Upper 

 
 
    t 

 
 

df 

Sig. 
(2-

tailed) 
 

 
 
13. Wear a Medic 
Alert ID 
 
14. Exercise 

 
 
 

-3.10 
 
 

-3.25 

 
 
 
1.59 
 
 
.851 

 
 
  
 .355 
 
 
.190 

 
 
 
-3.84 
 
 
-3.65 

 
                   
 
-2.36 
 
 
-2.85 

 
 
 
- 8.7 
 
 
-17.9 

 
 
 

19 
 
 

19 

 
 
    
 .000 
 
 
 .000 
 
 

 

aItems 3 and 15 were omitted because they did not apply to project participants.  
 
*p < .000. 
 
Self-Efficacy for Diabetes Data Analysis 
 

The SED is an 8-item scale used to evaluate the confidence of individuals related 

to their diabetes self-care management practices. This questionnaire consisted of three 

questions regarding diet, two questions regarding exercise, two questions regarding blood 

glucose monitoring, and one question regarding follow-up visit with the medical 

provider. The range of responses is from not at all confident (1) to totally confident (10). 

No alpha was reported by the author of the tool. As Table 8 shows, postintervention, 

Cronbach’s alpha for the SED was .917.  

Table 8 

SED Reliability Statistics 
 
 
 

Cronbach’s Alpha 

 
Cronbach’s Alpha Based on 

Standardized Items 
 

 
 

Number of Items 

 
.917 

 
.919 

 
8 
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Twenty participants (N = 20) completed the SED pre- and postquestionnaires. 

Item analysis was conducted for the means pre- and posteducational program. Table 9 

shows the results. It can be seen that for the pretest, the means for responses ranged from 

2.95 to 3.20, indicating responses slightly higher than not confident at all (1). For the 

posttest, the mean responses ranged from 9.75 to 9.95, indicating responses very close to 

totally confident (10). That is, participants’ self-efficacy improved by 6.80 to 6.75 values 

from the preeducational program to the posteducational program. 

A paired-samples t test was conducted with the SED scores before and after 

education. Table 10 indicates that the difference was found highly significant on all items 

(p < .000).  There was a statistically significant (p < .000) difference between the mean 

pretest scores. These results suggest that participants’ adherence to diabetes treatment 

management increased significantly after the education. 

As Table 10 shows, a statistically significant difference was found (p < .000) 

between the pretest scores and the posttest scores. These results indicated that the 

education was effective in increasing participants’ self-confidence in performing specific 

activities to effectively manage their T2D. 

 Discussion of Outcomes 
 

  An educational initiative was implemented at a medical center with 20 T2D 

participants. They were provided with diabetes self-care management education based on 

the American Association of Diabetes Educators recommendations for diabetic patients. 

Self-care education was measured by comparing participants’ pre- and posteducation 

HgA1c results, their pre- and posteducation knowledge and behaviors with the SCI-R, 

and their confidence in performing diabetes management activities with the SED.  
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Table 9 

Self-Efficacy for Diabetes Pre-and Posteducation Item Analysis (N = 20) 

  
 Pretest 

 
Posttest 

  Questions                                                                                        Mean 
 

SD 
 

Mean SD 

 
1. How confident do 
you feel that you can 
eat your meals every 
4 to 5 hours daily, 
including breakfast? 

 

         2.95 .51 9.95 .22 

2. How confident do 
you feel that you can 
follow your diet 
when you have to 
prepare or share food 
with other people 
who do not have 
diabetes? 

3.10 .71 9.80 .41 

 
3. How confident do 
you feel that you can 
choose the 
appropriate foods to 
eat when you are 
hungry (for example, 
snacks)? 

 

2.95 .75 9.90 .30 

4. How confident do 
you feel that you can 
exercise 15 to 30 
minutes, 4 to 5 times 
a week? 

 

3.05 .75 9.90 .30 

5. How confident do 
you feel that you can 
do something to 
prevent you blood 
sugar level from  
dropping when you 
exercise? 

3.20 .61 9.75 

 
 

.44 
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 Pretest 

 
Posttest 

  Questions                                                                                        Mean 
 

SD 
 

Mean SD 

 
6. How confident do 
you feel that you can 
do something to 
prevent your blood 
sugar level goes 
higher or lower than it 
should be? 

 

         3.10 .85 9.95  

 
 
 

.33 
 
 

 
7. How confident do 
you feel that you can 
judge when the 
changes in your 
illness mean you 
should visit the 
doctor? 

 

         3.15             .81             9.90                   .30 

8. How confident do 
you feel that you can 
control your diabetes 
so that it does not 
interfere with the 
things you want to 
do? 

       3.05 .60 10.00 .00 
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Table 10 

Self-Efficacy for Diabetes Paired-Sample t Test Results 
_____________________________________________________________________ 
 

        Paired Differences 
          _________________________________ 

                      
               95% Confidence Interval 

              of the Difference 
       _______________________ 

 
 
 

Item: How 
confident do you 
feel that . . . 

 

 
 

 Mean 

 
 

SD 

St. 
Error 
Mean 

 
 

Lower 

 
 

Upper 

 
 
    T 

 
 

Df 

Sig. 
(2-

tailed) 
 

 
1. You can eat your  -7.00   .459     .103        -7.21      -6.79 -68.2     19 .000* 
meals every 4-5 hours  
every day, including  
breakfast? 
 
2. Follow your diet      -6.70    .801     .679       -7.08       -6.33      -37.4   19 .000  
when you have to 
prepare or share food 
with other diabetics?  
 
3. You can choose       - 6.95    .759     .170       -7.31       -6.66 -40.9   19 .000 
appropriate foods 
when hungry? 
 
4. You can exercise      -6.85    .745       .167       -7.20     -6.50 -41.1   19 .000 
15 to 30 minutes, 4  
To 5 times a week? 
 
5. You can do                -6.55     .826      .185       -6.94      -6.16 -35.5   19 .000 
something to prevent 
blood sugar level from 
dropping when you 
exercise? 
 
 
 
 



67 
 

 

____________________________________________________________________ 
 

        Paired Differences 
          _________________________________ 

                      
               95% Confidence Interval 

              of the Difference 
       _______________________ 

 
 
 

Item: How 
confident do you 
feel that . . . 

 

 
 

 Mean 

 
 

SD 

St. 
Error 
Mean 

 
 

Lower 

 
 

Upper 

 
 
    T 

 
 

Df 

Sig. 
(2-

tailed) 
 

 
6. You know what to    -6.85     .933      .209       -7.73      -6.64       -32.8     19  .000 
do when your blood 
sugar level goes higher 
or lower than it should 
be? 
 
7. You can judge when   -6.75   .910      .204       -7.18      -6.32        -33.2   19  .000  
the changes in your 
illness mean you should  
visit the doctor? 
 
8. You can control your -6.95   .605     .135        -7.72      -6.67  -51.4   19       .000 
diabetes so that it does 
not interfere with the 
things you want to do? 
_______________________________________________________________________ 
  
*p < .000. 
 

During the evaluation process, participants’ pre- and post-HgA1c, SCI-R, and 

SED scores were compared with paired-samples t tests. The results indicated that 

participants improved significantly in the positive direction. Participants’ post-HgA1c 

levels improved by .54 from a mean of 7.910 to 7.370. Participants’ SCI-R scores and 

SED scores improved significantly after the educational program (p < .000). These results 

indicate unequivocally that the diabetes educational program improved patients’ HgA1c 
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levels, knowledge of and adherence to T2D management, and self-efficacy in carrying 

out their self-management. 

Project Strengths and Limitations 

Strengths 

Several strengths were evident in this QIP. First, participants’ eagerness to learn 

about the disease, importance of antidiabetic medications, and healthy behaviors to 

improve their self-care activities and health outcomes were major strengths. As a result, 

project participants were cooperative with all aspects of the educational initiative and 

motivated to change their lifestyles to stay healthy. Second, the positive attitudes of the 

medical director and staff nurses to promote optimum health outcomes to enhance 

diabetes self-care management strengthened this DNP project. Third and most 

importantly, the positive outcomes of clinical and statistical significance indicated the 

importance and value of this QIP. 

Limitations 

Three limitations are acknowledged for this project. First, the sample size was 

small. Second, the project and educational sessions took place in a relatively short time 

frame. Third, the QIP took place at one medical facility in a single geographical area. 

Therefore, generalizations to larger groups of Hispanic T2D patients in other areas could 

not be made (Jansà et al., 2013). Nevertheless, the outcomes of this educational initiative 

showed promise in the promotion of similar educational programs for adherence to self-

care management practices in patients with uncontrolled T2D.    
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Implications for Nursing Practice 

The American Association of Colleges of Nursing (2014) presented eight  
 
Essentials of Doctoral Education for Advanced Nursing Practice to be taken into account 

in any DNP project. These components apply specially to practice-focused projects. The 

six most applicable components are discussed below with reference to the current QIP. 

Scientific Underpinnings for Practice 

The essential component of scientific underpinnings for practice of the Essentials 

of American Association of Colleges of Nursing (2014) is a conceptual framework for 

advanced nursing practice. The evidence-based QIP was undertaken to deliver to T2D 

patients a better understanding of the disease process and methods for them to control 

their illness. Hieronymus and Fowlkes (2015) observed that T2D patients require a 

lifetime for learning of healthy self-care practices. This project was developed from the 

scientific research of previous studies that demonstrated the value and relevance of 

education for T2D patients. Outcomes from this project demonstrated that the educational 

initiative was effective in lowering participants’ HgA1c levels, increasing their 

knowledge of and compliance with their diabetes self-care management practices, and 

increasing their confidence in their abilities to follow the recommended regimens, 

resulting improved health outcomes.  

Organizational and Systems Leadership 

The organizational and systems leadership component of the American 

Association of Colleges of Nursing (2014) Essentials promotes high quality and safe 

patient care. In this QIP, the principal investigator assumed a leadership role for effective 

implementation and used communication skills keyed to the participants. These factors 
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were crucial for the excellent project outcomes. The health disparities in the Hispanic 

participants were addressed in relation to health promotion and disease self-care 

management therapy. At all individualized educational sessions, the principal investigator 

verified through participants’ feedback and return demonstrations that the participants 

understood all materials and instructions and followed through with the recommendations 

for T2D self-management. 

Information Systems and Patient Care Technology 

The component of information systems and patient care technology of the 

American Association of Colleges of Nursing (2014) Essentials was used throughout this 

project. At the medical center, the principal investigator and staff used information 

systems and technology to deliver and synchronize patient care. Technology was used 

through different settings to evaluate patient care outcomes and communicate with other 

healthcare professionals and patients. Furthermore, information technology systems were 

used during this project to gather evidence-based materials to educate the participating 

diabetic participants on self-care management practices to improve their health outcomes. 

Healthcare Policy for Advocacy in Healthcare 

The component of healthcare policy for advocacy in healthcare of the American 

Association of Colleges of Nursing (2014) Essentials was important for this project. For 

project participants, T2D and its multitude of complications were primarily influenced by 

knowledge deficit of diabetes self-care management practices. Clinical practice policies 

at the medical center played vital roles in participants’ health improvements, as 

demonstrated by the pre-/posteducation results. Because of these significant results, 

essential to this QIP was advocating for diabetic patients to improve their health and 
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quality of life. Dissemination of evidence from practice-focused projects, such as the 

current one can help nurses advocating for changes in healthcare policies to include 

fundamental and necessary education for T2D patients as part of treatment to self-manage 

their disease. 

Interprofessional Collaboration 

The component of interprofessional collaboration of the American Association of 

Colleges of Nursing (2014) Essentials helped produce successful outcomes in this 

project. Essential was collaboration of the principal investigator with the 

interprofessional team of a medical director provider, an office manager, and two medical 

assistants to inspire and motivate diabetic patients to adopt healthy practices for better 

health outcomes. The collaboration between the principal investigator and the 

interprofessional team was important not only for the success of this project but also to 

provide good quality care, improve participants’ health, and lower their risks of diabetes 

complications. In addition, the promotion of shared decision-making between patients 

and healthcare professionals was a core element of the collaborative care, leading to 

increase in participants’ knowledge and adherence to diabetes self-care management 

practices. 

Advanced Nursing Practice 

The component of advanced nursing practice of the American Association of 

Colleges of Nursing (2014) Essentials was a primary factor for the principal investigator 

in this project. This essential component calls for the clinical prevention of illness 

throughout the population health to improve the health status of the nation (American 

Association of College of Nursing, 2014). Patient education about medications, disease 
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progression, blood glucose monitoring, diet, exercise, and many other factors of self-

management were very important in this population of Hispanic T2D participants 

because lack of knowledge and methods is one of the significant contributing elements to 

poor adherence. 

Future Research 

 Findings from this EBP project indicated that the diabetic education given to 

project participants was effective in lowering their HgA1c levels and improving their 

adherence to their diabetes self-care management practices. Diabetes mellitus care 

requires a lifetime of learning and relearning (Hieronymus & Fowlkes, 2015). This 

quantitative EBP project supports previous research studies on the effectiveness of 

educational initiatives for T2D (ADA, 2014, 2016a, 2016b; Asante 2013; Basu & Garg, 

2017; Beck et al., 2017; Berry et al., 2015; Bonilla & Grant, 2015; Chavan et al., 2015; 

Cheng et al., 2017; Fortmann et al., 2015; Gonzalez-Zacarias et al., 2016; Jansà et al., 

2013; Jansiraninatarajan, 2013; Mehta et al., 2015; Moore & Lavin, 2013; Parujuli et al., 

2014; Pillaya et al., 2016; Tavakol-Moghadam et al., 2018).  

This project should be replicated with patient populations of Hispanic and other 

ethnicities over longer time periods and in different geographic locations. In addition, 

qualitative studies with these populations could be implemented for understanding of 

both patients’ and nursing practitioners’ impressions, reflections, and insights about the 

educational initiatives. All such studies would further help to improve practice and 

deliver to patients with T2D greater management of their disease and better quality of 

life. 
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Conclusion 

Twenty Hispanic patients with T2D participated in this DNP project. Education 

materials emphasizing the importance of taking antidiabetic medications, glucose 

monitoring, being active, healthy eating habits, and follow-up visits were used to 

stimulate participants’ learning. Participants’ pre- and post-HgA1c, pre- and post-SCI-R, 

and pre- and post-SED evaluation outcomes were compared with paired-samples t tests. 

The findings showed that the educational initiative was highly effective in 

lowering T2D participants’ HgA1c levels as well as increasing their knowledge of, 

adherence to, and confidence in their and self-care management practices. The 

management of this chronic disease and its complications requires continuous education 

and skill-building by patients to perform successful day-to-day self-care management 

practices. This DNP project has added to the current body of knowledge regarding 

educational interventions for patients with T2D to promote their positive self-care 

management practices and help them to manage their disease and increase their quality of 

life.   
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Appendix C 

Participant Informed Consent 

 

General Informed Consent Form 
NSU Consent to be in a Research Study Entitled 

 

“An Educational Initiative to Promote Self-care Practices in Hispanic Adults with 

Type 2 Diabetes” 

Who is doing this research study? 

 

College:   Nova Southeastern University  

               Ron and Kathy Assaf College of Nursing 

Principal Investigator: Geralde Bridges, RN, MSN, ARNP 

Dissertation Chair:      Dr. Linda Evans, PhD, RN 

 

Site Information:  

Vicente Rodriguez, MD 

Glades Medical Center  

1 North East 167 Street 

North Miami Beach, FL 33162 

Tel: 305-432-9000 
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Funding: Unfunded 

What is this study about? 

This is a research study, designed to test and create new ideas that other people 

can use. The risk of diabetes is 66% higher in Hispanic adults compared to non-

Hispanics. The prevalence of Type 2 diabetes (T2D) is escalating in Hispanics and poor 

T2D self-care practices can lead to poor health outcomes, diminished quality of life, and 

increased healthcare costs. The purpose of this research study is to provide health 

information to Hispanics aged 35 and older diagnosed with T2D to help them with their 

self-care management behaviors.   

Why are you asking me to be in this research study? 

You are being asked to be in this research study because you are a Hispanic 

patient with diabetes for at least two years, are over the age of 35, take two or more 

medications to treat your diabetes, and have missed at least one clinic appointment over 

the last year. This study will include about 20 participants. 

What will I be doing if I agree to be in this research study? 

If you agree to participate in this study, you will attend a 45-60 minutes session 

that will teach you about caring for yourself and your diabetes. At the beginning of the 

session, you will be asked to complete 3 questionnaires about you and how you take care 

of your diabetes. You will also have your HgA1C value checked. During the session, you 

will receive information to help you care for yourself and your diabetes specific to your 

medications, your diet, your daily exercise, the monitoring of your blood glucose levels, 

ways to help you cope with your disease, and the importance of seeing your healthcare 

provider regularly. 
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At your 2-3-month follow-up appointment with your healthcare provider, you will 

again be asked to complete the 3 questionnaires about you and your self-care practices 

related to your diabetes. You will also have your HgA1C value checked. 

Are there possible risks and discomforts to me?  

Invasion of privacy and loss of confidentiality are possible risks associated with 

this study.  

What happens if I do not want to be in this research study?  

Participation in the research study is voluntary. You will not be penalized and will 

receive your usual care if you choose not to participate or choose to withdraw from the 

study after it has begun. If you choose not to continue to participate, or do not return for 

your follow-up visit to your healthcare provider, any information previously collected 

may be used in aggregate reporting and will not be identifiable to you in any way. 

What if there is new information learned during the study that may affect 

my decision to remain in the study? 

If new information relating to the study becomes available after you have joined 

the study, this information will be given to you by the principal investigator. You may 

have to sign a new Informed Consent Form. 

Are there any benefits for taking part in this research study? 

This research study has the possibility to increase your knowledge on self-care 

management of diabetes and the importance of following your doctor’s recommendations 

to improve your blood sugar levels and health. 

Will I be paid or be given compensation for being in the study?  

There is no cost or compensation for participating in this research study. 
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How will you keep my information private? 
 
 A number will be assigned to you and used during the study. All the paper 

information collected from you will be secured in a locked drawer in the provider’s office 

accessible only to the principal investigator. All your electronic information will be 

stored and secured on the project lead’s personal computer. The project lead will be the 

only user of the computer, which has a secured password only. The computer is set to 

turn off after one minute of inactivity. Once the study is completed, your information will 

be kept for 36 months and then destroyed. The paper records will be shredded and the 

hard drive containing your electronic data will be erased from the storage device.  

Whom can I contact if I have questions, concerns, comments, or complaints? 
 
If you have questions now, feel free to ask the principal investigator. If you have 

more questions about the research, your research rights, or have a research-related injury, 

please contact:  

Primary contact: 

Geralde Bridges, RN, MSN, ARNP can be reached at 786- 333-7375 

Research Participants Rights 

For questions/concerns regarding your research rights, please contact: 

Institutional Review Board 

Nova Southeastern University 

(954) 262-5369 / Toll Free: 1-866-499-0790 

IRB@nova.edu 

You may also visit the NSU IRB website at www.nova.edu/irb/information-for-

research-participants for further information regarding your rights as a research 

participant. 

mailto:IRB@nova.edu
http://www.nova.edu/irb/information-for-research-participants
http://www.nova.edu/irb/information-for-research-participants
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3200 South University Drive • Fort Lauderdale, Florida 33328-2018 

(954) 262-1301 • 800-672-1802 

Research Consent & Authorization Signature Section  

Voluntary Participation - You are not required to participate in this study.  In the 

event you do participate, you may leave this research study at any time.  If you leave this 

research study before it is completed, there will be no penalty to you, and you will not 

lose any benefits to which you are entitled. 

If you agree to participate in this research study, sign this section.  You will be 

given a signed copy of this form to keep.  You do not waive any of your legal rights by 

signing this form.   

SIGN THIS FORM ONLY IF THE STATEMENTS LISTED BELOW ARE 

TRUE: 

• You have read the above information. 
• Your questions have been answered to your satisfaction about the research. 

 

 

 

 

Adult Signature Section 
 
I have voluntarily decided to take part in this research study. 

 

 

 

 

Printed Name of Participant 
 
 
 
 
 
 

 Signature of Participant 
 
 

  Date  

Printed Name of Person 
Obtaining Consent and Authorization 

 Signature of Person Obtaining Consent 
& Authorization 

  Date  
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Appendix D 

Letter of Permission to Use Pender’s Theoretical Model  

O7/16/19 

Nola J. Pender, PhD, RN, FAAN 

Professor Emerita 

University of Michigan School of 

Nursing 400 North Ingalls Building 

Ann Arbor, MI 48109-5482 

Telephone: (815) 436-9946 

Fax: (815) 609-0560 
 

 
Dear Dr. Nola J. Pender 

I am a doctoral student in the Doctor of Nursing Practice Program at the Nova 

Southeastern University in West Palm Beach, Florida. I am undertaking an Evidence- 

Based Quality Improvement Project and I am asking for your permission to include 

the following theory in my project: A copy of the Health Promotion Model Theory. 

I will use the Health Promotion Model as a guide to promote positive behaviors 

changes in Hispanic patients with type 2 diabetes through a diabetes self-

management education (DSME) program. A copy of the Health Promotion 

Model table retrieved from:                                            

htt://currentnursing.com/nursing_theoryhealth_promotion_model.html will be 

placed in the theory framework section in my project entitled: "An 
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Educational Initiative to Promote Self-Care Practices in Hispanic Adults with 

Type 2 Diabetes." 

Please indicate your approval of this request by signing below where it is 

indicated and email back to me as soon as possible at 

gb749@mynsu.nova.edu. Your authorization by signing this letter will also 

confirm that you own the copyright to the above-described material. Please 

let me know if there is a fee for using the Health Promotion Model Theory. 

Sincerely, 

Geralde Bridges, RN, SN, ANP  

6656 Rivermill Club Drive 

Lake Worth, Florida 33463  

gb749@mynsu.nova.edu 

786-333375 
 

 
 

mailto:gb749@mynsu.nova.edu
mailto:gb749@mynsu.nova.edu
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Appendix E 

AADE7 Standards for Diabetes Self-Care Management Education 

 

1. Healthy eating - Simple methods of teaching diabetic patients about 

healthier choices or alternatives to help improve glucose control and weight loss. 

2. Being Active- Incorporating physical activity into their lifestyles. 

3. Monitoring - Getting patients to check their glucose levels as ordered 

by the provider can give them vital information about their diabetes management. 

4. Taking medications - Providers often assume that prescribed 

medications are taken properly, but one of the first questions to ask patients are 

when and how do you take your medications. 

5. Problem solving - Some patients encounter problems with their 

diabetes control and diabetes can increase the risk for developing other health 

problems. Patients can quickly learn what can affect their blood glucose levels if 

you understand the risks. With that information, they can take actions to correct 

high or low blood glucose by modifying their nutrition, activity, or medications. 

6. Reducing risks - Some risk decreasing behaviors are to encourage and 

remind patients to get routine eye exam and to inspect their feet daily because 

having diabetes increases the risk for developing other health problems. 

7. Healthy coping - Apply coping management strategies such as 

engaging in support groups, counseling, or improving provider-patient 

communication can improve patients’ ability to cope with the chronic condition, 

resulting in developing personal strategies to encourage healthy behavior change. 
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The AADE7 Self-Care Behaviors provide the essential framework to confidently 

motivating diabetes education practice, allowing for benchmarking, setting standards and 

universal measurement of the effects of diabetes educators and diabetes self-management 

education (Diabetes Care, 2014, 37 [Supplement 1], S144-S153. http:// 

dx.doi.org/10.2337/'dcl4-S 144). 
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Appendix F 

Diabetes Education Kit Materials
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Appendix G 

Demographic Questionnaire 

 

Instructions:  Please provide a response for each of the following questions:  

1.  What is your age?  __________        

2.  What is you sex? 

Female c   Male c          

3.  With which racial or ethnic category do you identify? 

Hispanic c    Non-Hispanic c      

4.  Do you attend your follow-up appointments?      __________________ 

5.  How long have you been diagnosed with type 2 diabetes?  __________ 

6. What do you need to change to achieve disease management control?     
(Diet, Need more education, Monitor better my blood sugar, Exercise, 
Control better my calorie intake) 
__________   
7- Can you recognize the symptoms of a low/high blood sugar? _________   
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Appendix H 

Letter of Permission for Use of Self-Care Inventory-Revised (SCI-R)

 



letter will also confirm that you own the copyright to the above-described material. Please let me

know ifthere is a fee for using this SCI-R tool.

Sincerely,

Geralde Bridges, RN, MSN, ANP

6656 Rivermill Club Drive

Lake worth, Florida 33463

gb749@nova.edu

For copyright owner use:

jw

dellv
Highlight

dellv
Highlight

dellv
Highlight

dellv
Highlight

dellv
Highlight

dellv
Highlight



110 
 

 

Appendix I 

Self-Care Inventory Revised (SCI-R) Questionnaire 

 

This survey measures what you actually do, not what you are advised to do. How 
have you followed your diabetes treatment plan in the past 1-2 months?  
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Appendix J 

Self-Efficacy for Diabetes (SED) Questionnaire  
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Appendix K 

Request for Pilot Information 

 

Dear Colleague, 

I am an employee at the West Palm Beach VA Medical Center as well as a 

student at Nova Southeastern University. I am currently completing my DNP and have 

chosen to initiate a quality improvement project involving: An Education Initiative to 

Promote Self-Care Practices in Adults with Type 2 Diabetes.” I am interested in receiving 

feedback and suggestions from my fellow nurses and nurse practitioners as to the 

feasibility of implementing this project in the primary care center. In 1 week, you will 

receive a link to a confidential survey that will ask for information and feedback. You 

will remain anonymous and will not be contacted further after the research survey is 

emailed to you. If you have further questions, I can be reached at 786 333-7375. 

Thank you for your support, 

 

Geralde Bridges 


