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PROBLEM STATEMENT

Type 2 diabetes mellitus (T2DM) is a condition that can
be challenging for individuals to manage, especially
when it comes to adhering to their treatment plan.
Individuals with T2DM on insulin tend to have higher
levels of diabetes distress and lower self-efficacy In
relation to their management plan. The current problem
identified Is that a standardized care plan Is not being
used as a part of T2DM management.

PROJECT PURPOSE

The purpose of this project was to develop and
Implement a standardized care plan (SCP) for patients
with type 2 DM on Insulin, to assist them In better
managing their treatment plan and decrease diabetes
related distress. The overarching aim of this project is to
decrease Diabetes Distress Scale (DDS) scores and
Hemoglobin A1C (HbAlc) levels. The clinical question
proposed was “In patients with type 2 diabetes mellitus
on insulin therapy, does the development and
Implementation of a standardized care plan reduce DDS
scores by 30% and HbA1c by 1% in 3 months?”

MODEL/NURSING THEORY

The Plan-Do-Study Act (PDSA) Model for quality
Improvement was used as the framework for this project
because of the flexibility in making modifications prior to
Implementing on a larger scale.

The Social-Cognitive Theory focuses on the self efficacy
of individuals influence the diabetes distress scale
scores before and after implementation of the care plan.

The use of a standardized care plan can decrease diabetes-related distress

METHODS

Participants

A convenience sample of participants aged 25-75 years
old with a diagnosis of Type 2 DM being managed by
Endocrinology were included in the project

 There were a total of 9 participants in the SCP project

Setting
This project was implemented at an Endocrinology clinic in

central Florida.

Instruments/Tools

The Diabetes Distress Scale (DDS) includes 17 Likert scale
statements that measure the level of patient distress. The
final score iIs a mean score between one and six where less
than 2 indicates little to no distress, between 2 to 2.9 indicates
moderate distress, and higher than 3 indicates high distress.

DD51.1 DDS1.1

DS

. A
DIRECTIONS: Living with disbetes can sometimes be touzh. There may be many problems N AShight | o e rate | Serions "“5:‘"“ Serig
and hassles conceming dizbetes and they can vary grestly in severity. Problems may range from

28
o
5

mingr hassles to major Life diffionlties. Listed below are 17 pumﬁ:;lpmblmarmsﬂmtpenple
with disbetes may expenence. Consider the degree to which each of the 17 items may have
distressed or bothered you DURING THE PAST MONTH and circle the appropriste number.

Please note that we are asking you to mdicate the degree to which each item may be bothering
you in your life MOT whether the item is merely tue for you. I you feel that 3 particalar item is
not 3 bother or 2 problem for yoo, you would dcrcle "1". K it is wery bothersome to yow, you
might circle "6".

ta | AShght | o -"‘me Somewhat | 4 corjgg, | A Very 11. Feeling that my doctor doesn't

Ne pile Serioms
Problem | Froblem Problem | Problem Problem Prohlem

14. Feeling overwhelmed by the
demands of living with dishetes.

15. Feeling that I dom't have a
doctor who I can see rezularly
enougzh about my disbstes.

14. Mot feeling motvated to kesp
up ooy dizbetes self manazement.

. I 1 3 3 3 5 & 17. Feeling that friends or family
bleod sogars frequently encugh. dom't give me the emotional
support that I wonld like.

no matter what I do.

DOE 12117 © Befawioral Diabetes insiflie

Figure 1: Diabetes Distress Scale developed by the
Behavioral Diabetes Institute

Intervention and Data Collection

During a routine visit, patients completed the DDS survey prior
to seeing their provider. The patients were provided with a
copy of their care plan, so they could refer to it regularly. The
participants were called 4-6 weeks after their visit by one of the
medical assistants for the DDS survey to be repeated and
patient goal progress to be checked. When the patients came
to their follow up appointments in 3 months, their HbAlc
scores were checked to further assess progress.

and improve HoAlc values.
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Specialist Check List:
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O Podiatry (foot doctor)
O Cardiology (if applicable)

Goals:

Barriers to goals:

1)

2)

YELLOW
Caution
Alc 79

Bivod sugars 150-240
* Schedule a follow up
visit

* Take your medications
¢ (Check your blood sugar

regqularty * |ncrease activity
¢ 30 minutas of activity * ith

+ Continus to eat haalthy choicas

- C

ontact provider for
appointment

* Higher blood sugars increases
risk for kidney, nervas, haart,
and circulation complications

............................

...............

..............

Glucose Monitoring

Date Before
and Breakfast
Time

Before
Lunch

Bedtimea

Comments

MNotes:

Figure 2: Standardized Care Plan Form
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DISCUSSION

The results of the SCP project demonstrated an
iImprovement in HbAlc values and DDS scores.

The comparison of data was completed using a
paired t test. The p values for the HbAlc showed
statistical significance (p < 0.05). The p values for
the DDS scores did not show statistical
significance (p>0.05).

Limitations:

« Small sample size of participants

 Unable to reach three participants for post-
Intervention information

IMPLICATIONS FOR ADVANCE

PRACTICE NURSING

The SCP project has the potential to positively
change the approach of diabetes management.
The implementation of a Standardized Care Plan
could improve patient outcomes.

The SCP project could be sustained In this setting
through the continued use of the care plan and
use of the DDS to drive visit discussions and
patient goal planning.

SUSTAINABILITY

If the practice location uses the DDS reqularly,
the fee will be five dollars per use. This fee Is
charged by the Behavioral Diabetes Institute,
unless licensing/permission is obtained for use.
This cost can be eliminated if the DDS is taken on
a website provided by the Behavioral Diabetes
Institute (BDI) prior to their visit. The results
obtained can be discussed with their health care
provider during their office visit.
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