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ABSTRACT

Diabetes Mellitus is associated with health complications and increasing healthcare
utilization. These poor health outcomes may be reduced by incorporating evidence-based
innovations in the discharge planning process to enhance essential self-care knowledge and skills
of those with diabetes. Initiating Diabetes Self-Management Education (DSME) in the hospital
with reinforcement in an outpatient setting may further promote positive health behaviors and
delay negative outcomes. A diabetes-specific discharge planning Quality Improvement program
was developed and implemented as a pilot project in five medical/surgical units at Maui
Memorial Medical Center. The goals were to incorporate evidence-based innovations into this
facility’s current discharge process to safely transition diabetic adult patients from an inpatient to
an outpatient setting, improve nursing DSME documentation, and increase outpatient diabetes
education participation in the community.

Methods to assess the program outcomes included data collection and analysis from
patient records, cross-sectional surveys, and provider surveys. Pre- and post-intervention data
showed an increase in nursing DSME documentation rate after an assessment tool was utilized,
which suggests a checklist-facilitated nursing compliance. Post-intervention data noted no
increased participation in two pre-implementation community DSME programs. There was,
however, an increase in the number of participants at Maui Memorial Medical Center’s monthly
diabetes support program. Several variables affect patient health education program
participation, but this result suggests that a discharge planning specific for those with diabetes

may have a positive influence on outpatient DSME program involvement.
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CHAPTER 1. EXECUTIVE SUMMARY
Introduction

Diabetes Mellitus (DM) is associated with increasing morbidity, mortality and healthcare
cost (American Diabetes Association [ADA], 2013; Centers for Disease Control and Prevention
[CDC], 2015). Hospitalizations and 30-day readmissions of those with DM are also more
frequent (Brumm, Theisen, & Falciglia, 2016; Rubin, 2015; Sentell, Ahn, Miyamura, & Juarez,
2015). These poor health outcomes may be reduced by incorporating evidence-based innovations
in the discharge (DC) planning process to enhance essential self-care knowledge and skills of
those with diabetes. Given that in 2013, 21% of Maui Memorial Medical Center’s (MMMC)
admissions had diabetes, and in 2015, when the number of diabetic patients who were readmitted
within 30 days of discharge increased from 163 in 2014 to 329, a diabetes-specific DC planning
program was initiated. The purpose of this evidence-based practice (EBP) project was to
implement and evaluate a DM-specific discharge planning program to safely transition diabetic
adult patients at MMMC from inpatient to outpatient settings, improve nursing Diabetes Self-
Management Education (DSME) documentation, and increase outpatient DSME participation.

Conceptual Framework

The Stetler Model of Research Utilization was the conceptual model selected for this
EBP innovation. This conceptual framework consists of five phases applicable to the
conceptualization, evidence synthesis, implementation, and evaluation of an evidence-based DC
planning practice change at MMMC (Schaffer, Sandau, & Diedrick, 2012).

Literature Review & Synthesis

An electronic search was completed using PUBMED, CINAHL, ERIC, and Health

Source: Nursing/Academic Edition. Expert committee reports, and national guidelines were also
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reviewed. Key words included: “diabetes mellitus AND discharge planning,” “diabetes mellitus
AND patient discharge”, “transitional care”, “diabetes mellitus AND patient education”, and
“chronic disease management”. This project included 26 manuscripts, reports, and clinical
practice guidelines. A critique and synthesis of the literature indicated that a combination of
interventions incorporated in the DC planning process may provide diabetics with necessary self-
care skills to safely transition from an inpatient to an outpatient setting. This diabetes-specific
DC planning may also promote nursing DSME documentation and encourage outpatient
education participation.

Innovation/Objectives

Based on the evidence and identified gaps in MMMC’s DC planning process of adult
patients with DM, a diabetes-specific DC program was planned, designed, and implemented as a
pilot study. The innovation included: (1) using an Admission Education Assessment Checklist to
assess patient/caregiver’s baseline knowledge of diabetes, (2) utilizing EB clinical guidelines to
create a comprehensive diabetes education brochure given to diabetic patients on admission, and
(3) incorporating DM in MMMC’s Medical Discharge Telephone Call-back Form. The expected
outcomes included: an increased rate of DSME documentation to 80% and increase in number of
outpatient DSME participants by 50%.

Methods

Design

This EBP utilized a Quality Improvement (QI) approach in developing, implementing,
and evaluating the effectiveness of a diabetes-specific DC planning program at MMMC. Seven
Medical/Surgical nursing units were designated to be the setting of the project, but this was

reduced to five because two units did not meet inclusion criteria. The target sample population
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for this project were adult patients with DM (either Type 1 or Type 2), 18 years and above,
admitted at MMMC who received the EBP innovation. Descriptive and statistical methods were
utilized to calculate pre- (T1) and post-implementation (T2) data, and trends were compared.
Results

The pilot study commenced on September 30, 2017 and completed December 31, 2017, a
total of 92 days. At the end of the study, the DSME documentation rate was 84%. A total of 98
Diabetes Education Admission Checklists were completed. There was no noted increase in the
number of participants in two community outpatient DSME programs. MMMC’s diabetes
support program, on the other hand, saw an increase in its monthly participants, from the 2016
baseline number of 7 to an average of 12.

Participants

Participants of the study were Registered Nurses (RNs) at five Medical/Surgical Nursing
Units at MMMC. These nurses were either full-time, part-time, float, or temporary/agency hires.
Guided by the Diabetes Admission Education Checklist questionnaires, they asked inpatient
adult diabetics specific questions on admission or transfer from other units. The DSME
documentation rates of these nurses were tracked pre- and post-implementation of the project.
Health Unit Coordinators (HUCs) or Unit Secretaries, either full-time or part-time MMMC staff,
were also included in this project. Within 3 days post-hospital discharge, either RNs or HUCs
asked outpatient adult diabetics specific questions regarding their diabetes, prompted by
questions on the Medical Telephone Call-back Form. The number of outpatient DSME
participants were noted pre-and post-implementation of the project.

Data analysis findings

Trends in results were evaluated and reported in percentage of units. A month post-
3



implementation, only 11 Diabetes Admission Education Checklist were completed and DSME
documentation rate was 48%. Fifty-four checklists were completed and an increase of DSME
documentation rate to 92% was noted after a gift incentive was offered for completing the
assessment tool. By the end of January 2018, a total of 98 checklists were competed, and the
DSME rate was 84%. The increase in nursing DSME documentation of the pre-intervention data
of 12% to a post-intervention rate of 84% suggests that an assessment tool can facilitate nursing
compliance. There were only 20 completed Medical Telephone Call-back form. Of the three-
baseline community DSME programs, only MMMC’s monthly participation increased from
seven in 2016 to an average of twelve participants, a 48% increase. This result suggests that the
program may have facilitated outpatient DSME participation.
Discussion
The results indicated that an assessment tool can facilitate nursing documentation.
Providing incentive further encouraged compliance. Although this program was successful in
increasing nursing DSME documentation, ongoing efforts are essential to ensure practice change
sustainability. Results of outpatient participation, however, were heterogeneous. These results
suggested that a discharge planning program that included assessing patients’ baseline
knowledge, providing inpatient DSME with a Diabetes Self-care Brochure, and adding diabetes
to the Medical Telephone Call back form, had at least some positive impact on outpatient DSME
participation.
Recommendations and implications
The next steps for this diabetes-specific discharge planning program include presenting
the results to MMMC’s stakeholders and implementing this practice change hospital-wide.

Collaborating with the MMMC Informatics will also be necessary to incorporate the assessment
4



tools in the EMR, meet meaningful use requirements, and ensure practice change sustainability.
Ongoing engagement and education to nursing staff, other providers, and to patients will ensure
that the most current evidence-based practice guidelines are utilized in diabetes care.
Recognizing the challenges in diabetes care supports which outcomes of the project can be
assessed and utilized as appropriate measures of nursing documentation compliance or diabetic
patient DSME outpatient participation.
Limitations

Inherent to any quality improvement project, this EBP has several limitations. A
limitation of this project was the short period of implementation, which was less than four
months. This may not fully engage the nursing staff and unit secretaries and could affect practice
change sustainability. Other limitations included low levels of evidence in the body of literature
reviewed. These were primarily based on performance improvement initiatives and reviews of
literature, which may decrease generalizability. While best efforts were done to ensure reliability
and validity of checklists and self-ratings, these untested instruments may limit the interpretation
of the EBP findings. In addition, there was variability in the average daily, weekly, and monthly
census of DM admissions at MMMC. Lastly, the baseline and the final medical record sample
size of 25 medical records from five medical/surgical units may not adequately represent the
population of diabetic patients being evaluated for their diabetes knowledge or having received

Diabetes Self-Management Education.



CHAPTER 2: PROBLEM
Introduction

Diabetes Mellitus (DM) is associated with increasing morbidity, mortality and healthcare
cost (American Diabetes Association [ADA], 2013; Centers for Disease Control and Prevention
[CDC], 2015). Hospitalizations and 30-day readmissions of those with DM are also more
frequent (Brumm, Theisen, & Falciglia, 2016; Rubin, 2015; Sentell, Ahn, Miyamura, & Juarez,
2015). These poor health outcomes, probably due to factors ranging from poor discharge (DC)
planning and patients’ lack of self-care skills, may be reduced by incorporating evidence-based
innovations in the discharge planning process to enhance essential self-care knowledge and skills
of those with diabetes.

An inpatient Diabetes Self-Management Education (DSME) program focused on self-
management in the DC planning process may promote positive health behaviors (Chen, Ma,
Chen, & Yermilov, 2012; Healy, Black, Harris, Lorenz, & Dungan, 2013). If DSME is further
reinforced in an outpatient setting, patients’ glucose control may improve, leading to reduction in
healthcare utilization (ADA, 2016; Cook, et al., 2009; Hodge & Malaskovitz, 2014).

Prior to this project there was no DC planning process specific to the diabetes patient
population at Maui Memorial Medical Center (MMMC). An evidence-based practice (EBP)
approach was utilized to improve care for this population through early identification of gaps in
their self-care knowledge and skills, increasing opportunities for education, and attempted to re-
enforce inpatient education through outpatient education. The Stetler Model of Research
Utilization was used to frame this clinical practice change and is the focus of the first part of this
chapter. Next, the background and problem statement indicate the extent of the problem. Lastly,

critique and synthesis of the literature, and objectives of the practice change are described.
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Conceptual Model

The Stetler Model of Research Utilization is the conceptual model selected for this
evidence-based practice (EBP) proposal (see Table 1). This model utilizes a series of critical
thinking and decision-making steps applicable to the conceptualization, synthesis of evidence,
and implementation of an EBP change (Stetler, 2001; Schaffer, Sandau, & Diedrick, 2012).
These steps ensure evidence applicability and feasibility to current practice that best fit the
organization.
Table 1.

The Five Phases of the Stetler Model.

Phase | Preparation Defines the purpose, background assessment, and search
for evidence.

Phase II Validation Involves EBP literature synthesis and supporting
evidence validation.

Phase Il Comparative Compares evidence, proposes the project, and the
evaluation/ decisions for implementation.
decision-making

Phase IV Translation/application Involves evidence translation, system-wide, or pilot
project trial implementation before system-wide
implementation.

Phase V Evaluation Evaluates system-wide or pilot project effectiveness, and
implementation/evaluation of practice-change across the
system.

Phase | (Preparation)

Problem/Background

Diabetes Mellitus is an endocrine disorder caused by either the failure of the pancreas to
produce enough insulin (Type 1) or resistance to insulin (Type 2) (ADA, 2017; CDC, 2016).
Both types can lead to elevated blood glucose level or hyperglycemia. Persistent chronic

7



hyperglycemia can lead to heart disease, stroke, blindness, kidney failure, wound infection, and
limb amputations (CDC, 2016). Uncontrolled hyperglycemia can cause acute exacerbations of
Diabetic Ketoacidosis (DKA) or Hyperosmolar Nonketotic Hyperosmolar Syndrome (HNSS).
Episodes of hypo/hyperglycemia may occur due to inappropriate use of diabetic medications
and/or patients’ lack of understanding of their illness (ADA, 2013; CDC, 2015; Hawai'i State
Department of Health [HSDOH], 2014).

The above-mentioned complications are some of the reasons why diabetic patients are
hospitalized and are being readmitted within 30 days of discharge more frequently than patients
without diabetes (Brumm et al., 2016; Rubin, 2015; Sentell et al., 2015). In fact, an estimated
22% of all hospitalized patients have diabetes (Hirschmann & Bixby, 2014). Diabetes
readmission rates, on the other hand, range from a low rate of 7.7% for Medicare and Medicaid
patients to 20% for commercially insured patients (Chen et al., 2012). Over 55% of these
readmissions may be due to ineffective inpatient care or poor DC planning (Chen et al., 2012).

This parallels data from Maui Memorial Medical Center indicating that in 2013, its DM
admission rate was 21%. MMMC’s number of readmissions of patients with DM was 163 in
2014 and 329 in 2015. In reviewing these cases, it was noted that MMMC has a generic
discharge plan in place that caters only to patients’ admitting chief complaints and diagnosis.
There was no standardized diabetes-specific discharge process, and a diabetic patient’s needs end
up not being addressed, especially if that patient comes in for a separate serious diagnosis such
as Acute Myocardial Infarction (AMI), Congestive Heart Failure, or Sepsis. Upon discharge,
diabetic home medications were either missed or doses were not adjusted prior to discharge,

leading to adverse consequences of hyper/hypoglycemia, and hospitalizations.



Diabetes and the Maui Community

Diabetes worldwide is on the rise, just as it has increased in the United States (US). An
estimated 382 million people worldwide, or 8.3% of adults, have diabetes (World Health
Organization [WHQ], 2016). In the US, there was a dramatic 385% increase in the prevalence of
this disease from 1988 to 2014 (CDC, 2016). In 2014, 29.1 million, or 9.3% of the United States’
(US) population, have diabetes; around 1 out of 11 of Americans (CDC, 2016). If this trend
continues, the CDC (2016) estimates that 1 in 3 US adults will have DM in 2050.

This increase is also reflected in Hawai i and the county of Maui. The proportion of
adults with diabetes in this county increased from 5.2% in 2003 to 7.8% in 2010 (HAH, 2013).
Its estimated population of 164,637 in 2015 is second only to O’ahu; but in 2011, this county
was noted to have the highest rate of hospitalization due to short-term complications of diabetes
(United States Bureau of Census, n.d.; Healthcare Association of Hawai’i [HAH], 2013).

For outpatient care, there is a private practice endocrinologist and a part-time Kaiser
endocrinologist in the community. DSME programs/support groups available to the Maui
community include the Maui County Office on Aging, Times Pharmacy (Honokowai), Maui
Medical Group, Kaiser Permanente, and Hu‘i N6 K& Ola Pono, an outpatient program providing
health services to the Native Hawaiian Community in Maui. However, Maui County Office on
Aging had only six participants in November 2016, MMMC had seven participants in January
2017, and Times Pharmacy (Honokowai) DSME had only three in December 2016, indicating a
lack of engagement in these outpatient programs. This also indicates that even these meager
resources are not being utilized to their fullest extent.

For hospitalized diabetics in Maui County, inadequate community resources should be

taken into consideration when preparing these patients for discharge because limited access to
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healthcare can impact individual and community health (HAH, 2013). Inpatient strategies based
on a diabetes-specific, culturally-individualized discharge process could mitigate this challenge.
For example, while recuperating, patients can be provided with health promotion and prevention
information. Physicians, nurses, and ancillary staff can also reinforce the importance of
outpatient glycemic control and outpatient DSME participation to prevent comorbidities and
hospitalizations.

Problem-focused Triggers

Triggers are problems that initiate the need for change within the organization. Several
problem-focused triggers were identified. As mentioned previously, the high diabetes admissions
and readmissions are major concerns. In addition, a medical record review noted that five out of
forty (12.5%) admissions had DKA within a three-week time frame on November 2016 to
December 2016. Another review of twenty-five medical records noted that only three (12%) had
documented diabetes education on admission. Also lacking are comprehensive DM educational
materials. Typically, specific educational materials are printed for each educational topic
identified and provided to patients/caregivers. In addition, while MMMC’s Medical Discharge
Follow-up phone call form includes Heart Failure (HF), DM is not listed. There is a distinct lack
of a standardized discharge planning guideline for patients with DM at MMMC.

Organizational Priority

Several factors were considered in determining the organizational priority of this
evidence-based project. DM is associated with increasing morbidity and mortality (ADA, 2013;
CDC, 2015). Blindness and limb amputations are disabling. Reno-vascular complications of this
disease can cause life-threatening acute myocardial infarction (AMI) and stroke, as well as

chronic kidney disease and renal failure. Hypo/hyperglycemia can be fatal.
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Diabetic care is costly. In 2012, the total estimated cost of diagnosed diabetes in the US
was $245 billion, a 41% increase from the previous estimate of $174 Billion in 2007. One out of
every five healthcare dollars was spent on direct diabetes care, with more than 40% of diabetic
medical care spent in inpatient care (ADA, 2013). In the state of Hawai’i, an estimated $1.1
billion was spent on diabetes-related medical care in 2012, costing an average of around
$13,043.48 per diabetic person care (HSDOH, 2014). In addition, readmissions, especially
within 30 days of discharge, can incur penalties and reduction in reimbursements (Moy, Chang,
& Barrett, 2013).

Decreasing the number of preventable hospitalizations, especially within this timeframe,
is a major goal of MMMC, as this could potentially improve healthcare quality and control
healthcare costs. There is convincing evidence that a diabetes-specific discharge plan is effective
in improving glucose control and promoting positive outcomes, including a reduction in health
services use and readmissions (ADA, 2016; Cook et al., 2009; Hodge & Malaskovitz, 2014).
With these factors in mind, it was in the best interest of MMMC to implement a discharge
planning program for patients with diabetes.

Project Purpose

The purpose of this Doctor of Nursing Practice (DNP) project was to implement an EB
standardized discharge planning program for adult patients (18 years and above) with DM at
MMMC. This was designed to improve diabetes inpatient to outpatient transition of care,
promote positive patient outcomes, increase nursing DSME documentation, and increase
outpatient diabetes education participation.

Literature Search

The following databases were searched: PUBMED, CINAHL, ERIC, and Health Source:
11



Nursing/Academic Edition. Authority opinion, expert committee reports, and national guidelines
were also reviewed. Search terms used include “discharge planning AND diabetes mellitus”,
“patient discharge”, “transitional care”, “diabetes mellitus AND readmission reduction”, and
“chronic disease management.” These were refined using MeSH, MAJR, and inclusion criteria
(literature published within the last 10 years, adult participants, 18 years and older, English
language), which reduced the number of publications. Letters to the editors and duplicate articles
were also excluded. Not all included studies and interventions focused specifically on the
discharge planning of diabetic patients and diabetes hospitalization reduction. Some
interventional studies on Heart Failure were included and considered relevant to the DNP project
due to their focus on quality care transition, improved chronic disease self-management, and
improved hospital utilization.

The initial searches on DM and discharge planning returned upwards of 3,700
publications. Choosing only publications using discharge planning strategies that demonstrated
significant positive outcomes and readmission reductions effects further reduced publications to
34; 26 of them were deemed feasible for the DNP project
Phase Il (\Validation)

Literature Synthesis

Mosby’s Level of Evidence model was used to grade the evidence and assess internal
validity (Melnyk, 2004). The articles critiqued included three Level 1: systematic review or
meta-analysis of all relevant Randomized controlled trial (RCT); two Level II: well-designed
RCTs; one Level IV: non-experimental case controlled, cohort study, and longitudinal study;
one Level V: systematic reviews of correlational studies; three Level VI: descriptive studies

including: surveys, cross-sectional designs, and developmental designs; four Level VII: authority
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opinion or expert committee reports; and twelve Performance Improvement (P1) studies and
reviews of literature (see Table 2). It is important to note that being assigned a level from this
model does not necessarily speak to the strength of the recommendations provided by the
publication.

Table 2.

The Number of Articles Critiqued and Synthesized using Mosby’s Level of Evidence.

Level of Evidence Mosby’s Level of Evidence Number of Articles

I Evidence from a systematic review or meta-analysis 3
of all relevant RCTs

I Evidence obtained from well-designed RCTs 2
11 Evidence obtained from well-designed controlled 0
trials without randomization
v Evidence from well-designed case-control and cohort 1
studies
\Y Evidence from systematic reviews of correlational 1
studies
Vi Evidence from single descriptive or qualitative 3
studies
Vil Evidence from the opinion of authorities and/or 4
reports of expert committees
Other Evidence from the Performance Improvement; 12
Review of Literature
Total 26

Seventeen out of the twenty-six articles were interventional studies that utilized multiple
actions or interventions and are referred to as “interventional programs.” These were challenging
to synthesize due to the heterogeneity of the interventions programs. Most studies, however,
were noted to employ a multi-interventional approach to an effective discharge planning.

Literature Summary

Key themes identified for effective diabetes discharge planning
General discharge planning measures. An effective hospital discharge process involves

several interventions. No single intervention alone was effective in reducing the risk of
13



hospitalizations, but a combination of interventions during and after hospitalizations could

reduce healthcare utilization (Hansen, Young, Hinami, Leung, and Williams, 2011; Raval et al.

2015) (see Figure
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Figure 1. DM DC Planning Themes Correlated with Statistically Significant Reduction of

Hospitalizations.

Agency for Healthcare Research and Quality recommendations. The Agency for

Healthcare Research and Quality [AHRQ] (2013) also emphasized engaging patients and

families to be partners in care. Patient and family’s involvement in the discharge planning

process, from the beginning of the admission, can improve hospital quality care and safety,

reduce outpatient adverse events, and prevent readmissions (AHRQ, 2013). This AHRQ strategy,

which is in line with the Institute of Medicine [IOM] (2001) strategy to improve patient safety,

focuses on engaging patients and families/caregivers in discharge planning.

ADA/American Association of Diabetes Educators [AADE] Recommendations for

Hospitalization. The ADA (2016) and the AADE (2012) recommend that discharge planning

should be initiated on admission and updated as patient needs change. An individualized and

structured discharge plan may reduce the length of hospital stay, readmission rates, and increase
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patient satisfaction (ADA, 2016).

The transition from inpatient to outpatient setting can be precarious for patients (ADA,
2016). Hyperglycemia or hypoglycemia, for example, may occur if inpatient blood glucose
levels were inconsistent or if diabetic home medications were changed and not adjusted at
discharge. To reduce negative outcomes, the ADA (2016) recommends that patients should
follow-up with their primary care provider, endocrinologist, or diabetes educator within one
month of discharge. Direct communication to outpatient providers through concise discharge
summaries can assist these providers as they assume care and facilitate outpatient care transitions
safely.

Diabetes-Specific Discharge Planning. Diabetes-specific measures incorporated into the
existing discharge process can potentially prevent diabetic hospitalizations and readmissions,
reduce the length of stay, and increase patient satisfaction. As per ADA’s (2016)
recommendation, Cook et al. (2009) and the Joint Commission (2016) supported the importance
of a diabetes-specific discharge planning process that should begin on admission. Patients
educational needs should be promptly identified (Cook et al., 2009). Inpatient DSME should be
provided based on baseline knowledge assessment. A clear and understandable post-discharge
plan, medication changes, and changes that were discussed with the patient should be
documented (Cook et al., 2009).

Confirming an outpatient follow-up with the PCP, endocrinologist, or diabetes educator
is recommended within one month of discharge for those who had in-hospital hyperglycemia
(ADA, 2016; Cook et al., 2009). Clear instructions about home medications and confirmed
follow-up appointments at the time of discharge, as well as identification of barriers to follow-

ups such as lack of primary care providers and seasonal visitors, are also recommended (ADA,
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2016, Cook et al., 2009). These strategies were supported by two randomized controlled trial
(RCT) studies by Balaban, Weissman, Samuel, and Woolhandler (2008) and Wexler et al.
(2012), and a descriptive study performed by Hansen et al. (2011).

Systematic reviews by Hansen et al. (2011), Lambrinou, Kalogirou, Lamnisos, and
Sourtzi (2012), and Rennke et al. (2013), along with an RCT study by Balaban et al. (2008)
supported the importance of post-discharge telephone call follow-ups in preventing diabetic
readmissions. Incorporating a discharge checklist can prompt nursing staff to confirm and
document education provided to patients and assessments regarding patients’ understanding of
the discharge plan (Cook et al., 2009; Raval et al., 2015; Soong et al., 2013). A diabetes
discharge checklist should include patient education on hypo/hyperglycemia, sick day
management, and medication administration.

Patient and caregiver education. Lack of knowledge and understanding of DC
instructions were identified as readmission risk factors (Rubin, 2015; Rubin, Donnell-Jackson,
Jhingan, Golden, & Paranjape, 2014; Wexler et al., 2012). Being hospitalized can be an
opportunity to provide additional education when diabetics are in the hospital for other reasons,
but most providers miss out on this chance. Patients were also not interested in learning about
DM because they were in pain, overwhelmed by hospitalization, did not want insulin, or did not
want to follow up after discharge (Wexler, 2012). Patient and caregiver’s engagement is needed
(Hardee et al, 2015; Pellet, 2016; Peter et al. 2015; Rodriguez et al., 2014).

One approach to increase patient engagement is using glycated hemoglobin (HbA1lc)
awareness to encourage patients to improve their blood glucose management (Dungan, 2012;
Hodge & Malaskovitz, 2014). Another technique to improve engagement, discussed in a

performance improvement study conducted in a tertiary magnet facility, was to use an enhanced
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“teach-back,” also known as the “tell back™ or the “show me” evaluation method.
Implementation of this method of education reduced HF patients’ readmission rate by 12%
(Peter et al., 2015).

Another RCT by Hansen et al. (2011) and a descriptive study by Rodriguez et al. (2014)
noted that an inpatient diabetes education, clear discharge instructions, and engaging patients in
medication reconciliation and post-discharge planning reduced diabetes readmission rates. An
RCT study by Wexler et al. (2012), a correlational study by Raval et al. (2015), and a descriptive
study by Pellet (2016) also mentioned the importance of providing patient and caregiver
education. The ADA (2016) and the Joint Commission (2016) highlighted the importance of a
DSME program that supports formal education on diabetes management. The effectiveness of
patient and caregiver outpatient education as a diabetes readmission reduction strategy was also
noted in reviews by Dungan (2012), Hodge and Malaskovitz (2014), Soong et al. (2013), and
Suzuki, Carmona, and Lima (2011).

An RTC study by Wexler et al. (2012) noted that inpatient diabetes management and
education improved glycemic control of those with uncontrolled type 2 diabetes up to one year
after discharge. Literature reviews by Hodge and Malaskovitz (2014) and Dungan (2012) also
revealed that knowing HbAlc level can guide treatment during and after hospitalization and
promote patients’ lifestyle changes and self-care.

A longitudinal study by Mokhtar et al. (2012) noted the benefits of inpatient education on
blood sugar control. A descriptive study by Rubin et al. (2014) supported the readmission
reducing benefit of an inpatient diabetes education, which engages patients in medication
reconciliation, discharge instructions, and post-discharge planning.

Nursing role in discharge planning. The literature noted the key role of nursing in
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patient education and discharge planning. A systematic review and meta-analysis studies by
Lambrinou et al. (2012) noted that Heart Failure management programs with nurse-led discharge
planning reduced readmission rates. Other systematic reviews by Rennke et al. (2013) and
Hansen et al. (2011) supported the importance of nurses in discharge scheduling and follow-up
telephone calls. Literature reviews by Suzuki et al. (2011) and Cook et al. (2009) and a pilot
study by Peter et al. (2015) found that hospital nursing staff had significant roles in inpatient
education. An RTC study by Balaban et al. (2008) noted that nurses’ discharge telephone follow-
ups effectively reduced rehospitalization.

Weaknesses/Gaps/Limitations

Several limitations were recognized in the literature search. Noted was a paucity of RCTs
studies specific to discharge planning interventions that can reduce diabetes hospitalizations and
readmissions. No single intervention was found most effective in reducing readmissions. No
specific bundle of readmission reducing interventions specific for diabetics was found to be
effective. Other limitations included low levels of evidence in the body of literature primarily
based on expert reports, which may decrease generalizability. Literature reviews on diabetes
readmission reduction interventions yielded retrospective studies and single-institution
assessments of quality improvements rather than experimental designs.

Due to limited experimental design studies, articles on Heart Failure and general
discharge planning and readmission prevention articles were included. There is a need for more
prospective interventional programs targeting in-hospital interventions for reducing diabetes
readmission rates. Broad prospective interventional studies are needed on reviewed retrospective

and quality improvement studies of single interventions.
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Innovation/Objectives

The period between hospital discharge and the patient’s first post-discharge follow-up
visit is being increasingly recognized as a vulnerable phase for patients. Adverse events from
new medications, new drug-drug interactions, and difficulties with follow-up visits and testing
may lead to recurrence of symptoms, morbidity, and readmission. Inadequate support can also
exacerbate complexity of transition of care from inpatient to hospital setting. Given the limited
community resources for diabetics in Maui, there was an urgent need to implement an EB
diabetes discharge guideline at MMMC to maximize patient benefits.

The evidence suggests that an effective diabetes discharge plan involves a combination of
interventions that could promote positive patient outcomes, prevent hospitalization, and reduce
readmission rates. While MMMC already has many of these interventions in place, problems
with high DM admission and readmission rates still exist. Underlying causes include
inconsistencies in DM education documentation, patient engagement, and post-discharge follow

ups (see Figure 2).
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Figure 2. Diabetes Discharge Planning Themes, Problems Identified in MMMC Discharge

Planning Process, and Proposed Components of the Diabetes Discharge planning program.
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As previously discussed, MMMC has high DM admission and increasing number of
diabetic readmissions. Figure 2 further illustrates MMMC DC process gaps that include
inconsistent inpatient diabetes education documentation, omission of DM from the telephone
call-back form, and lack of DM-specific DC instruction.

Based on the identified trigger-problems and gaps in MMMC’s discharge planning
process, proposed strategies in the diabetes-specific discharge guideline include a nurse- initiated
patient/caregiver assessment of diabetes baseline knowledge, inpatient education evaluation
using a modified teach-back evaluation method, inclusion of diabetes in MMMC’s Medical DC
follow-up telephone call form, and creation of a DM DC checklist (Figure 2).

Assessment of patients’ baseline knowledge by the nursing staff is important because low
health literacy contributes to hospitalization and readmissions (Cook et al., 2009; Rubin, 2015).
Inpatient education was noted by numerous studies to have positive effects on patients’ blood
sugar and glycated hemoglobin (HbA1c) level (Dungan, 2012; Hodge & Malaskovitz, 2014;
Mokhtar et al., 2012; Rubin et al., 2014; Wexler et al., 2012). Patients were engaged through an
active-learning, culturally-appropriate, empowerment-based approach regarding their
medications, glucose monitoring, hyper/hypoglycemia recognition and treatment, medication
reconciliation, and post-discharge planning reduced readmission risk for diabetics (Rubin et
al.,2014; Naik et al., 2011).

In addition, a quality improvement study by Peter et al. (2015) noted that improved
nurses’ compliance in educating patients and their caregivers reduced readmission rates for
patients with HF. Patient education was noted to be effective in reducing readmissions in
chronic illnesses, such as HF, and could potentially prove to be effective in other chronic

diseases, such as DM. Together with the three domains of learning through questions starting
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with: what, why, and how, the Health Belief Model (HBM) will also be guiding the use of teach
back. The HBM believes that individuals will take action to prevent, control, or treat a health
problem if they perceive the problem to be severe; if they perceive that the action will yield or
produce an expected positive outcome; or if they perceive negative consequences with non-
adherence to recommended therapy (Becker and Maiman, 1975). HBM’s focus is on disease
prevention behaviors and will be useful in developing self-care activities such as diabetes
management recommendations.

Balaban et al. (2008) noted a reduction in diabetes readmission rate through telephone
follow-up. Including diabetes in MMMC’s Medical Discharge Follow-up telephone call form
and creating a DM-specific DC checklist that engages patient’s understanding of home
medications and self-care skills were other proposed components of the DC planning guideline.
Summary

This chapter discussed the problem of diabetes hospitalization and readmission, as well
as the background and evidence indicating how this problem can be solved. The conceptual
framework and a review of literature were also presented.

The inpatient diabetes population is a high-risk group of patients who may be admitted
for other acute care illnesses but continue to have diabetes care needs. Being in the hospital can
be an opportunity to improve diabetes care, and gaps in patient diabetes knowledge can be
identified and/or addressed. A diabetes-specific DC planning process initiated on admission with
emphasis on early identification of patients in need of diabetes education ensures that diabetics
know and understand self-management skills that will facilitate their safe and smooth transition
from inpatient to outpatient settings. Coordinating care and involving primary care providers and

community diabetes education resources is essential for providing adequate diabetes care for the
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Maui community. These could potentially prevent negative outcomes and reduce healthcare
utilization.

The support of stakeholders, such as physicians, other healthcare providers, nursing
administration, and staff, is critical in determining whether a practice change in the DC process
can lead to successful, sustainable outcomes. Incorporating providers’ expertise as well as
patient/system preferences with the EBP discharge process will be beneficial and fiscally
advantageous. This can potentially promote positive patient outcomes such as increased patient
compliance with discharge plans, increased inpatient/outpatient education, and reduction of
adverse complications and hospitalizations.

The project team determined that a bundle of innovations applied to the project site. This
practice bundle was refined following team deliberation and subsequent analysis of pre-
implementation data. The details of the plans that guided the implementation of these EB

strategies will be discussed in the next chapter.
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CHAPTER 3. METHODS

Based on the identified triggers and gaps in MMMC’s discharge planning process, in
addition to the literature synthesis discussed in Chapter 2, a practice bundle was developed
containing the following methods: (1) assess patient/caregiver baseline diabetes knowledge using
a diabetes education assessment tool (Appendix A), (2) utilize a comprehensive diabetes
education brochure that enhances diabetic patients’ self-care skills, and (3) use of a telephone
call-back after discharge. Action items included: (1) implementing an inpatient diabetes
education protocol, (2) utilizing EB clinical guidelines to create a comprehensive diabetes
education patient brochure (Appendix B, p.1-2), and (3) incorporating diabetes in MMMC’s
Medical Discharge Follow-up Telephone Call-back Form (Appendix C, p.1-2).

PICO and Clinical Question

The following PICO statement was developed to guide the EBP practice change (see
Table 3). Adult patients, 18 years and older, with DM admitted at MMMC (P) will receive the
EB discharge planning program interventions (1) as compared to current practice (C). The
expected outcomes (O) include an 80% increase in nursing diabetes education documentation,

and a 50% increase in outpatient education participation.

Table 3.
PICO
Population Intervention Comparison Outcomes
Implementation of an EB discharge planning e Currently, no @ 80% increase in
e Adults > 18 | program that includes the following: standardized nursing diabetes
years, with | e Assessment of baseline diabetes knowledge DC process in education
a diagnosis using an Admission Education Assessment place specific documentation
of DM at checklist to patients with | @50% increase in
MMMC. e Creation of EB comprehensive DM DM outpatient education
educational material participation
e Incorporation of DM in DC telephone call-
back form
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Clinical Question

The clinical question is: will the implementation of an EB diabetes-specific
discharge planning program on adult patients with DM admitted at MMMC, improve
nursing diabetes education documentation and increase outpatient education participation?

The components of this question were the following: a) what the best will be
evidence-based care model to integrate into the admission and discharge processes of MMMC to
address diabetes hospitalizations; b) what type of screening tool will be needed for admission
and discharge of patients with diabetes admitted to MMMC; c¢) what type of diabetes education
protocol design will best engage patients and caregivers; d) which set of discharge guidelines
would be the most efficacious for diabetic patients at MMMC; and e) which metrics and quality
indicators could be used to monitor outcomes (Dearholt & Dang, 2012)?

Design

This practice change meets the Health Resources and Services Administration (HRSA)
definition of a Quality Improvement process. A Quality Improvement program has four key
principles: meeting the needs of a specific organization’s health service delivery system, with
focus on patients, on being part of the team, and on use of the data better improve patient
outcomes (HRSA, 2011). This project followed a systematic approach in improving nursing care
delivery and service in improving the health status of a targeted patient group, which the diabetes
population.

Phase 111 (Comparative evaluation/decision-making)

The Practice Change Description

Who, what, when, where, how.

This project explored if the implementation of a DC planning program specific to
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patients with diabetes would improve the rate of nursing DSME education documentation. The
other objective was to increase participation in three community DSME outpatient programs.
The project coordinator developed most instruments and tools, and descriptive and trend
analyses were used to evaluate outcomes.

The goals of EBP project were to enhance efficacy, efficiency, and effectiveness in
delivery and care to patients (Dearholt & Dang, 2012). The EBP approach was an appropriate
design for developing and supporting a DC planning program for patients with diabetes because
the outcome was to provide this population with quality care and health education to enhance
their self-care skills post-hospital stay.

Application of Users of the Innovation. Knowledge, persuasion, decision,
implementation, and confirmation are components of Rogers (2003) Innovation-Decision
Process that influence innovation adaptation or rejection. This process is influenced by change
agents, change champion/s, opinion leader/s, and other users (Rogers, 2003).

Change agents. Change agents, the content expert and project coordinator are
individuals who operate interventions or actions with the main purpose of initiating behavior
change and creating evident outcomes (Rogers, 2003). Change agents influence on opinion
leaders may promote successful adaptation of an innovation.

For change agents to successfully encourage the spread of an innovation, persuading
opinion leaders such as the MMMC Director of Nursing (DON) was the easiest way to
encourage positive attitudes toward an innovation. The Chief Nursing Executive (CNE) and the
DON’s approval provided the positive stimulus towards project implementation and adaptation.

Change Champion. The content expert of the DNP project is also the change

champion. Her role is key to moving the innovation through the phases of initiation,
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development, and implementation.
Opinion Leaders. Opinion leadership is the degree to which an individual is able to

% C¢

informally influence others’ “attitudes or behaviors in a desired way with relative frequency”
(Rogers, 2003, p. 362). In MMMC, the CNE, the DON, and the Clinical Diabetes Educator were
opinion leaders with the status and influence to approve innovative ideas. They have the
credibility to convince others to adopt an innovation, and a dynamic force in change diffusion.

Others. The Content Expert was the driving force of the innovation and provides
tremendous assistance throughout the process. Additionally, the Nurse Managers’ and Charge
Nurses’ approval influenced other staff innovation acceptance.

Innovativeness and Adopter Categories. Rogers’ (2003) five categories of innovation
are: innovators, early adopters, early majority, late adopters, and laggards. Each descriptive name
points to their role in the change process where each group becomes a significant, accepting
aspect of the innovation. The importance of this classification is to highlight the distinctive
characteristics and needs of a potential adopter during the diffusion process. Personalizing
marketing approach suited to the characteristics of each potential user encourage innovation
adaptation.

Innovators. This category, the first 5% of adopters, are gatekeepers of new ideas into a
system. Adoption of this group is a key point in the adoption process. The project expert is an
“innovator” who values new evidence. Her adoption of the innovation and as a peer educator of
early adopters generated acceptance of the innovation.

Early Adopters. This category, the next 10% of adopters, are opinion leaders who others
look to for guidance (Rogers, 2003). Opinion leaders have more influence to move the diffusion

process to acceptance by others than other individuals in the adopter category. The CNE, the
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DON, and the Clinical Diabetes Educator have the influence and respect of providers and
ancillary staff. They have the authority to initiate and accept a change in practice and gathering
the respect of the early adopters was important.

Early Majority. This category is the next 35% who tend to interact frequently with
peers. The Charge RNSs, quality improvement staff and the Nurse Managers have strong
interconnectedness within the system's interpersonal networks, and the nursing staff.

Late Majority. The late majority is the next 35% and tends to adopt from economic or
social necessity due to the diffusion effect from influence of other adopters (Rogers, 2003). This
group includes most of the RN staff in MMMC who, according to Rogers (2003) tend to be
skeptics and wary of innovations.

Laggards. The laggards are in the final 15% of the adopters, tend to be more traditional,
and are suspicious of change agents and innovations. They have set routines and their decisions
are often made based on past experiences with previous innovations, and so tend to be slow to
adopt (Rogers, 2003). The laggards at MMMC are a combination of RN staff, agency RNs,
physicians, and unit secretaries who are suspicious of innovations and prefer to maintain the
status quo. The late majority and laggards require patience and active listening of their reasons
for being cautious. Continuously engaging them as valuable team members was essential to get
them on board with the innovation. Because they see their resources as limited, proving that the
process can be successful may influence them to change their mind. Presentation about the
innovation on Performance Improvement meetings further exposed other adopters about the
practice change.

The pilot study was an opportunity for potential adopters to provide feedbacks and

suggestions and changes/ modifications before hospital-wide implementation. This was also an
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opportunity for late majority and laggards to personally find out the advantages of the
innovation.

Innovation characteristics

In the context of this DNP project, the perceived innovation characteristics
influence adopters/decision to adopt or reject a practice change (Rogers, 2003). The five
characteristics of innovation include relative advantage, compatibility, complexity, trialability,
and observability.

Relative advantage was defined as the degree to which the components of the discharge
planning program was perceived to be better than the existing practice. Several relative
advantages of this EB program include: convenience of incorporating EB practice in the
Electronic Medical Record (EMR) admission and discharge processes, improved quality, and
improved patient outcomes.

Compatibility was the perception that the “innovation is perceived as consistent with the
existing values, past experiences, and needs of potential adopters” (Rogers, 2003, p.240). This
practice change is in line with the key recommendation of Institute of Medicine’s (IOM) report,
Crossing the Quality Chasm (2001), for redesigning health care with EB practice.

This QI project is compatible with the mission of MMMC in providing culturally-
sensitive, quality health care in a collaborative, caring manner utilizing contemporary practices
(Maui Memorial Medical Center, n.d.). In addition, an inpatient education is in line with a
requirement to achieving the Joint Commission Advanced Disease-specific care certification for
inpatient diabetes (The Joint Commission, 2017). Utilizing checklists will lessen confusion
among staff and increase safety due to standardization of the discharge process. Less confusion

and convenience facilitated the change.
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Complexity was the perception that the initiative was “relatively difficult to understand
and use” and apply in the current practice (Rogers, 2003, p.257). Nurses and other healthcare
providers was exposed to new knowledge, including having to learn and correctly use the
Diabetes Admission Education Assessment, the Medical Discharge Telephone call-back form
with DM, and the Diabetes Education Brochure. Though this practice change has some
challenges, the result demonstrated that utilizing an assessment tool can enhance delivery of
inpatient education. The pre-printed Diabetes Self-care brochure is time-saving for nursing staff.

Trialability was the extent to which the practice change could be implemented or “trialed"
on a small scale to determine its benefits for practice. This practice change was challenging
because this required learning and behavioral change. The pilot study provided an opportunity
for potential adopters to provide feedback and suggestions to any changes/ modifications before
hospital-wide implementation.

Observability was the degree to which this program was visible to participants and those
who were involved in providing the care. Cost-savings may not be realized by staff having direct
patient care, but reduction in readmission rates could impact the financial health of this facility.
Showecasing increased economic profitability of the innovation will positively affect the rate of
adoption. As previously mentioned, a pilot study is an opportunity for a potential adopter to try
out the innovation, hastening the likelihood of its adoption (Rogers, 2003). Through the pilot
study in several Medical/Surgical units, other nursing units were made aware of the project
benefits. An Intensive Care Unit Charge Nurse expressed interest in adopting the innovation.

Stakeholders

Stakeholders are crucial to the success of an EBP practice change (CDC, 2011). Engaged

stakeholders lend support and credibility and facilitated project success of the process. As
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previously described, Rogers (2003) innovation adaptation process described these adopters.
These included innovators, early adopters, early majority, late majority, and laggards. The
innovators were the project expert and the project coordinator. The early adopters include the
CNE, the DON, the Clinical Diabetes Edcuator, and the nurses who utilized the first 11
checklists. The early majority or late majority nurses were probably those who completed the 54
checklists in December 2017 or those who completed the 34 checklists in January 2018. The
laggards, on the other hand, are known as skeptics and sometimes would wait to see if the
innovation worked before adopting the idea (Rogers, 2003).

The MMMC administration, the CNE, and the DON were continuously updated
throughout implementation and subsequent data analysis. The project expert, the Clinical
Diabetes Educator, and the nurse managers were also constantly updated throughout the project.
Their input and participation were critical for the project’s success. The RN staff and HUCs
played a bigger role in the implementation period. Gaining their full support was crucial during
the pre-implementation training and the implementation phases, as well as the post-
implementation stage. Patients, physicians, and other ancillary staff were also made aware of the
innovation during the informative period and project implementation.

Marketing

Marketing materials and a business plan were developed and shared during stakeholder
meetings to ensure buy-in and adoption of the program innovations (see Appendix D). Several
methods were utilized to involve stakeholders from the planning to the implementation and the
subsequent evaluation stages and will continue through dissemination phases. These include both
mass-media and interpersonal channels with one-on-one meetings. Mass-media strategy include

placement of colorful, easy-to-read flyers in high-traffic areas throughout the facility, in addition
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to postings of practice-change evaluation results on bulletin boards of each nursing unit to excite,
attract attention, and inform documentation trends.

The email system was another mass-media strategy for project announcement although
small group and one-on-one meetings were used as the main method of staff education. These
interpersonal channels were utilized to enhance communication, promote a clear understanding
of the project, and allow for immediate feedback to potential adopters, as well as gain insights on
areas requiring modifications during the pilot study. These also allowed for more personal, one-
to-one contact, ensured awareness of the project, hastened the dissemination of information, and
conveyed the project’s progress to stakeholders. Project presentations during unit morning
huddles, scheduled Performance Improvement sessions, and nursing unit meetings were
scheduled to persuade other late adopters, resistant to the practice change. Major benefits of the
program from the nurse’s perspective were also emphasized. Using active or performance-based
techniques, a “hands-on” experience with charting during each individual’s in-service was also
utilized (Briscoe & Aboud, 2012, p. 619). Multiple communication processes and channels were
utilized to involve stakeholders with the planning and implementation stages and will continue
through the evaluation and the dissemination phases. The contents and format of these
communication processes and channels are designed to maximize the understanding of results.
Emphasis will be on full disclosure of the required balanced assessment of the results,
advantages, limitations, and gaps for future improvements.

Project Setting.

MMMC, an acute care, tertiary, 206-bed hospital located in the island of Maui, was the
setting of this project. It was part of Hawai’i Health Systems Corporation (HHSC) until July 1,

2017 when MMMC became part of Kaiser Permanente. MMMC together with Kula Hospital,
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Lanai Community Hospital, and associated clinics affiliated with Kaiser Permanente Hawai’i are
now part of the Maui Health System (Maui Health System [MHS], n.d.).

The Maui Health System leadership team consists of the Hospital Administrator, the
Director of Information Technology, Assistant Administrator for Quality, Safety and
Performance, Chief Administrative Officer, Director of Compliance Operations, Assistant
Administrator for Clinical Services, Chief Financial Officer, and Chief Nursing Executive
(MHS, n.d.). The administrative staff includes department heads and unit head nurses. The DON
leads the nursing department and reports directly to the CNE. Department heads and supervisors
direct the clinical and non-clinical ancillary departments. Interdisciplinary collaboration provides
direct and indirect services to patients and their families. Medical, nursing and other clinicians
provide direct patient-centered care. In-house diagnostic and therapeutic services are provided
directly or through contractual agreements that are billed and charged by the facility.

Process of Policy Change at MMMC

Policy changes in MMMC are reviewed by the Provision of Care (POC) committee
comprised of nurse leaders, physician champion, clinical informatics, and ancillary department
managers. The POC committee coordinates quality improvement initiatives by communicating
steps in changes and gathering and presenting feedback. The DON provides clerical, medical,
and other departmental resources to ensure that the quality improvement efforts are successful.
The project coordinator ensures that EB care is provided, collects pre/post-implementation data,
and ensures that the project objectives are met.

The Practice Setting

A medical-surgical unit is an area in a hospital where patients who are acutely ill with a

variety of medical problems and diseases or are recovering from surgery receive around-the-
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clock specialized medical and nursing care. Medical-surgical units may also include patients
transitioning from an Intensive Care Unit (ICU) who have special needs and may require
physiologic monitoring (Department of Veterans Affairs, 2011). Typically, one nurse is assigned
for every four or six patients.

Patients in these medical-surgical units are cared for by hospitalists and attending
physicians from Kaiser Permanente or Maui Medical Group. There is a nursing manager on each
unit. Also, a nursing supervisor and a charge nurse is assigned for each shift. The nursing staff is
composed of an established and seasoned group of individuals mixed with interim contract staff.
These nurses are employed full time, part time or as contract workers to cover the needs of the
unit. A full-time employee works 40 hours a week and a part-time employee works less than 40
hours. The contract workers are only in the unit for around 13 weeks, if there is a need to fill in
for employees who are on leave, or if there is an increase in demand for unit census.

Sample Population

The population sample included adult patients, 18 years and above, with a history or
diagnosis of diabetes (either Type 1 or Type 2), admitted in any of the five medical/surgical units
at MMMC. These patients received the interventions provided by the nursing staff in these units.
A sample was a subset or “convenience” or “purposive” sampling of five documentation records
of nursing staff in these five medical-surgical units.

Sample Size

Five medical records from each of the five medical-surgical units, for a total of 25 charts,
pre-and post-innovation implementation, were reviewed to note whether nurses documented the
diabetes education that they had provided. Guided by the pre-implementation data collection tool

(Appendix E), the baseline data was manually extracted, de-identified, and entered an Excel
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spreadsheet. A repeat assessment of 25 charts, utilizing the post-implementation data collection
tool (Appendix F), was then conducted post-innovation implementation. It was challenging to
collect five medical records from each five medical/surgical units due to census variability.

Inclusion/Exclusion Criteria

The inclusion criteria for this project were patients aged 18 years or older, with Type 1 or
Type 2 DM, admitted in five Medical/surgical units at MMMC. Patients with a diagnosis of
hyperglycemia but without a diagnosis of Type 1 or Type 2 DM were excluded from the sample.
Patients younger than 18 years, and the Intensive Care units, Labor and Delivery, Postpartum
units, and Medical/Surgical units that do not use the Medical Telephone Call-back form were
also excluded. This QI program was planned to be conducted at seven 12—-24 bed adult Medical/
Surgical units at MMMC, but two did not meet inclusion criteria and so was ultimately
implemented in only five of these areas. One of these units utilizes a Surgical checklist. The
other unit is considered a Long-term Care unit and hardly admits or discharges patients.

Phase 1V (Translation/Application)

Program Description

Current Practice.

The discharge planning process at MMMC is initiated on admission (MMMC, 2010).
Depending on a patient’s admitting diagnosis and identified needs, a plan of care is created
which continue through discharge (MMMC, 2010) (see Appendix G). This discharge planning
process includes nursing assessment of a patient/family/caregiver’s educational needs upon
admission. Through patient and family education, coping and self-care measures emphasize
prevention of acute and chronic complications, future hospitalizations, and readmissions.

For those with DM, an identified educational need requires searching for and printing the
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corresponding educational material and giving it to the patient/caregiver/family. Education
provided to patients/family/caregivers was documented in the medical record and/or nursing
notes. Risk factors for complications, hospitalizations, and readmissions as well as social barriers
to health are further assessed and mitigated utilizing inputs from other disciplines including case
managers, dietitian, or physical therapy.

The discharge order is entered in the Electronic Medical Record (EMR) by the
Hospitalist/other prescribers (either from Kaiser Group or Maui Medical Group). They then
complete the discharge form in the EMR. This form has the patient’s diagnosis and discharge
instructions that include the patient’s diet, activity, medications to be taken at home, and follow-
ups. Kaiser Hospitalists personally arrange follow-ups. Nursing will acknowledge the discharge
order and confirm patients’ outpatient follow-ups with their Primary Care Providers (PCPs).

On the day of the discharge, nurses will give prescriptions for any new medications, and
will review discharge instructions and prescriptions with patient/family/caregiver. Forty-eight to
seventy-two hours post-discharge, patients/family/caregiver will receive a telephone call-back
from the RN or unit secretary/Hospital Unit Coordinators. Patients will be asked questions
guided by prompts on a Medical Discharge Telephone |Call-back form.

New Practice.

Upon admission or transfer from another unit, patients with DM will have their
baseline knowledge assessed by nursing staff utilizing the Diabetes Education Admission
Checklist (Appendix A) with the following instructions:

» Ask the patient each question listed on the Diabetes Education Admission Checklist.

» Circle each topic that the patient does not know and needs education.
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» Give the patient the Diabetes Self-Care Brochure (Appendix B, p.1-2) and place a
checkmark on the appropriate topics in which they need education.

* For example, if the patient does not know how to handle a high blood glucose when sick,
place a checkmark on sick day rules. If the patient already knows signs and symptoms of
hypoglycemia, there is no need to spend time teaching this topic.

* Inthe EMR, add Diabetes to the plan of care.

* Go to Education in the EMR and indicate that education on Diabetes Self-Care Education
was completed.

Nursing will assess on whether a Clinical Diabetes Educator referral is needed or not.
Reasons for referral include but not limited to patients’ answers to questions on the assessment
tool. Being a newly diagnosed diabetic, admission from complications of DM such as DKA or
hypoglycemia or being readmitted within 30-days due to DM-related complications such non-
healing wounds, limb amputations, or DKA, are other reasons for Clinical Diabetes Educator
referral. Forty-eight to seventy-two hours after discharge, those with DM will also receive
additional questions specific to their diagnosis guided with DM specific questions on the new
Medical Discharge Telephone Call-back form (Appendix C, p.1-2).

Anticipated impact of the practice change on providers and patients. This EB
practice change include a combination of interventions:

1. Utilize the Diabetes Education Admission Checklist. The Diabetes Education
Admission Checklist will serve as prompts to assist nurses in identifying who requires
inpatient education or referral to the Clinical Diabetes Educator. Identification of
diabetic topic areas that need emphasis will encourage education documentation.

2. Creation of comprehensive Diabetes Education Brochure. The comprehensive
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Diabetes Education Information brochure can further facilitate communication
between the provider and patient and guide the patient education part of the hospital
stay (Clark, N. (2016). This will be a valuable document for nurses to use during
inpatient education. Since this is already pre-printed, this will be time-saving for
nurses as they do not need to search for appropriate educational material for the
identified patient learning need. This brochure can also enhance the patient’s
understanding of their diabetes management plan. As a patient reference at home, this
can potentially increase their capacity to self-manage their chronic condition.
Incorporate DM in the Medical Discharge Telephone Call-back form. The post-
discharge follow-up phone call will allow the opportunity for questions, to clarify
patient and caregiver misunderstandings, and to address any concerns and
discrepancies in the discharge plan. Incorporating DM in the Medical Discharge
Telephone Call-back form will also be an opportunity to remind patients of the

benefits of diabetes outpatient education programs.

Definitions

Outcomes at baseline (T1):

1)

2)

A baseline outcome, collected in October 2016, is defined as the rate of DSME
provided by registered nurses on diabetic patients on admission before the EBP
implementation (three out of 25 or 12%).

Additional T1 data points include the following:

Pre-implementation number of participants (MMMC DM support program) (7).
Pre-implementation number of participants (Maui County Office on Aging) (6).

Pre-implementation number of participants (Times Pharmacy Honokowai) (3).
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Interventions.

The definition of the interventions in this EBP program include the following:

1.

Admission education checklist is defined as a cognitive aid to guide nursing staff
through accurate task completion of assessing patients’ baseline knowledge of
diabetes.

Diabetes Self-Management Education is defined as the process of facilitating
knowledge, skill, and ability necessary for diabetes self-care.

Diabetes Education brochure is defined as patient education handout on diabetes with
written information about the disease and instructions on self-management.

Medical Discharge Telephone Call-back form is defined as a telephone call script

utilized to call patients 2 to 3 days after discharge.

Outcomes at T2 include the following:

1.

Increase in registered nurses’ documentation of DSME to 80%

Nursing documentation is defined as any written or electronically generated
information describing the care or service provided to a patient by a nursing staff.
Diabetes Self-Management Education (DSME) is defined as the process of
facilitating knowledge, skill, and ability necessary for diabetes self-care.

Registered nursing staff is defined as licensed professional nurses who provide direct
patient care in medical-surgical units, who work full time or part time.

50% increase rate of participation in outpatient diabetes education program
Participation is defined as the completion of a Diabetes Self-Management program

given two and a half hours once a week for six weeks.

38



Additional terms used in this project include the following:

o Diabetic patients are defined as individuals having diabetes

o Diabetes Mellitus is defined as having either a glycated hemoglobin or hemoglobin
Alc (HbAlc) of greater than or equal to 6.5%; a fasting blood glucose of greater than
or equal to 126 mg/dl; or an Oral Glucose Tolerance Test (OGTT) at two-hour blood
glucose of greater than or equal to 200 mg/dl (ADA, 2017).

o HbAlc measures the average blood glucose for the past two to three months.

o Fasting Plasma Glucose (FPG) is blood glucose level taken at least at least eight
hours after last meal or drink (except water).

0 Oral Glucose Tolerance Test is a two-hour test that checks blood glucose levels
before and two hours after drinking a special drink with 75¢g of sugar.

e Outpatient diabetes education program is defined as a structured comprehensive
Diabetes Self-Management Education learning course provided by certified diabetes
educators designed to provide an individual with the knowledge, skill, and ability
necessary for diabetes self-care. The curriculum modules address healthy eating,
being active, monitoring blood sugar, taking drugs, and reducing risks.

Evaluation Question

The evaluation question of this EBP is: Can the implementation of a diabetes-specific

discharge planning program for adult patients, 18 years and older, with DM (either Type 1 or 2)
at an acute care facility, promote an increase in nursing DSME documentation rate and increase
in the number of outpatient DSME participants, within a three-month time frame?

The SMART Criteria for Evaluation Questions guided the evaluation question

construction (see Appendix H). The evaluation design of this EBP is both an impact evaluation
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and a process evaluation as defined by the CDC (2011) Introduction to Program Evaluation for
Public Health Programs. An impact evaluation, also called outcome or effectiveness evaluations,
explores the relationship between the intervention and the desired outcome. For example, the
expected outcome of an admission education assessment checklist by nursing staff is the 80%
increase in nursing documentation of diabetes education. This process evaluation will document
the extent to which nursing staff implements the interventions of this EB diabetes-specific
discharge planning program.

To obtain RNs’ pre-implementation baseline knowledge of DM discharge planning, a
five-question survey was administered to nurses in the five medical/surgical units before and
after each in service (see Appendix I). The percent of correct answers among these nurses was
compared to the scores from the baseline assessment (Appendix J). In-services continued
throughout and after the implementation stage.

Table 4.

Data Sources and Elements.

Outcomes Data Source Data Element
Nursing DSME EMR Records of patients with
documentation diagnosis of DM
Participation inan  Provider survey Number of participants
outpatient DSME e Maui County Office on Aging DSME program
program e Maui Memorial Medical Center Diabetes support group

e Times Maui (Honokowai)

Data management
Data sources and data elements.
The EMR was the data source for the rate of nursing DSME education provided to patients
with DM. The Maui County Office on Aging DSME program, Maui Memorial Medical Center

Diabetes support group, and Times Maui (Honokowai) were the data source for the number of
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diabetic participants in an outpatient DSME session (see Table 4).

Data collection procedures

To assess changes in nursing and diabetic patients’ knowledge and attitudes and
determine if objectives of the project are met, baseline measurements and target outcomes were
compared. For the baseline and post-implementation nursing documentation rates of DSME
provided, the EMR system was utilized to conduct retrospective chart reviews on five charts
from five medical/surgical units for a total of 25 charts.

To ensure patients’ confidentiality, person-identifiable information was not collected
during data extraction and Excel recording. Descriptive statistics and trend analysis were
conducted to track the impact of the interventions by conducting random chart reviews a month
post-implementation of the EBP change. Additional chart reviews were conducted on the second
and third month after the project initiation.

Data analysis.

Information collected were organized, tabulated, and summarized and then compared
with baseline information. The Excel computer program was utilized. Data regarding the number
of patients with DM who received diabetes education was compared before and after EBP
implementation. Comparisons were made by using descriptive statistics to compare baseline (T1)
measurement with results after the intervention (T2).

Resources

The DNP project meets CDC (2011) feasibility standards for program evaluations and
had the necessary resources needed for the planned. The budget for gift incentives was $500.00.
The folders with printed instructions that were provided on five Medical/surgical units were

approximately $3.00 for a total of $15.00. Since the presentations took place during morning
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huddles and between shift changes, there was no cost impact for the facility. Since the hours are
graduate practicum program requirement, no work-related payment for the project was received.
Laptops and projectors needed to make presentations were readily available. Space was not an
issue. The medical/surgical units in the facility were some of the settings for project presentation
during unit services and meeting rooms for other stakeholder meetings.

A cost-analysis of the project was presented to the DON, project expert, and Clinical
Diabetes Educator (see Appendix K). The approximate cost of the innovation was an additional
$12,407.86 per year on staff pay, and cost of paper and ink. This is minuscule compared to the
cost associated with diabetes care which was over $13,000.00 for each hospitalized diabetic in
2012 (ADA, 2013). With 2,100 diabetic patients admitted in 2013, preventing these
hospitalizations will save the facility over $21,000, 000 per year.

Human Subject Considerations

This EBP project is designed as a QI initiative and not as a controlled trial. Thus, there
are no plans to randomize patients to different treatments. In addition, person-identifiable
information will not be collected. Only standard, EBP will be utilized and data will be reported
as an aggregate of the population.

Primary ethical principles that govern research with human subjects, such as autonomy,
non-maleficence, beneficence, and justice, will be applied (Callahan & Hobbs, 1998).
Throughout the continuum of care and during the EB practice change, rights and autonomy of
patients will be honored and respected.

The ethical principle of non-maleficence will be emphasized. Patient safety will never be
sacrificed for research ends; patients will not be subject to additional risk beyond justified,

standard practice. Since this is an improvement of practice, there is only benefit or beneficence
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to both patients/families and staff. Patient care will not be manipulated; however, it is being
revised. Patients have provided consent for treatment when admitted to MMMC; additional
informed consent, therefore, will not be required for this project.

The author has completed the University of Hawaii required Collaborative Institutional
Training Initiative (CITI) course in Human Subjects Protection. A committee consisting of
faculty and clinical experts reviewed this EBP project to ensure there is adequate human subjects
protection.

This EBP proposal is also in line with the Nursing Code of Ethics 7.1 provision,
advancing the “profession through knowledge development, evaluation, dissemination, and
application to practice” (American Nurses Association [ANA], 2015, p. 43.). As healthcare
providers, nurses have an obligation to provide care based on recent scientific research. As
members of an organization, their responsibility is to ensure that the healthcare organization has
up-to-date practice standards to maximize possible benefits of current research. Utilizing EBP in
discharge planning to benefit patients with DM accomplishes the duty to do no harm and do what
is good.

This EBP plan will provide tools for nurses to use in caring for patients with DM. Nurses
have the professional autonomy to tailor their practice to meet individual patient needs.
Providing education according to the patient’s level of understanding of their illness is in line
with the AADE (2012) and the AHRQ (2013) recommendations. Also, the discharge plan that is
tailored to each patient meets the American Diabetes Association (2016) standards for Diabetes
Care in the Hospital.

Project TimeL.ine.

Phase 111 of this project started on the mid-January 2017 and ended in the middle of May
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2017 (see Appendix L). Engaging stakeholders was critical from the time when details of the
interventions were created and finalized to the collection and analysis of credible evidence and
data, through the conceptualization and confirmation of the evaluation design.

After MMMC became part of Kaiser Permanente in July of 2017, the innovation was
presented for approval to the new Chief Nursing Executive, DON, Clinical Diabetes
Coordinator, and Point of Care Committee. To provide staff enough time to adjust to the new
EMR system, the pilot study commenced the end of September through December 2017.

Pilot project’s effectiveness evaluation (Phase V) was performed throughout the months
of February and March 2018. Results of the study will then be presented to stakeholders.
System-wide implementation is expected to begin May 2018.

Limitations

This project has several limitations. A limitation was the baseline chart sample size. Five
charts from five medical/surgical nursing units were reviewed over a two-week period, for a total
of 25 charts. Moreover, not all patient characteristics will be controlled. This may not adequately
represent the population of charts from diabetic patient who received diabetes education.

Another limitation was the use of checklists and self-ratings. While best efforts were
made to ensure reliability and validity, these were untested instruments which may limit the
interpretation of the findings.

It is also difficult to conclude if education is always accurately documented or not. It is
possible that RN’s providing patient education missed charting the education provided. It is also
possible that nurses may not have provided patient education but charted as though they did.
Despite efforts to allocate enough time for each phase of the project, the implementation time-

frame of three months may not be sufficient to fully engage the nursing staff, promote innovation
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adaptation and practice change sustainability.
Summary

This chapter described the methods used for the EBP change and was guided by the
Stetler Model of Research Utilization conceptual framework. Information on the setting, sample,
and tools to be utilized were also described. This chapter further explained data collection,
project procedures, evaluation plans, ethical consideration, and limitations.

The data presented here suggests that MMMC is in a good position to enhance DM care
and safely transition diabetic patients from the hospital to outpatient setting through the
implementation of a standardized discharge planning program. This EBP project has the
potential to improve MMMC’s healthcare quality, decrease healthcare costs, and possibly reduce

negative diabetic patient outcomes.
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CHAPTER 4. RESULTS
Phase V (Evaluation)

Evolution of the Project

The QI project started with the project coordinator and project expert meeting with the
MMMC DON, who provided support for its initiation. The MMMC became a part of Kaiser
Permanente in July 2017, which required plan approval from Kaiser’s Chief Nursing Executive
and DON. The content expert of the project, the MMMC’s Clinical Diabetes Educator, assumed
another position, requiring project support from the new Clinical Diabetes Educator. The project
committee approved the innovation implementation on August 2017. On September 2017, the
project plan was presented and approved for implementation by the MMMC POC. The Diabetes
Admission Education Checklist is now Form 300-xxxx. The Diabetes Self-care Education
brochure is also Form 300-xxxx and the Medical Telephone Call-back Form is Form DC0052.

The EMR system also changed from Sorian to EPIC, which required changes in the
implementation process of the Diabetes Admission Education checklist. This assessment tool
was previously introduced by the project expert in an uncompleted pilot study in a
Medical/Surgical unit at the MMMC.

Before the initiation of the study, 3 RNs roleplayed the questionnaires. First was with a
non-RN staff, who was a competent diabetic. Another RN utilized the tool with an inpatient
newly diagnosed diabetic. Guided by the checklist, the project coordinator asked a participant
from MMMC'’s diabetes support group. The assessment tool completion process took less than
five minutes or a little over 10 minutes depending on the patients’ level of understanding,
orientation, and DSME knowledge.

The same MMMC support group gave feedback on the Diabetes Self-care brochure.
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Evaluation of the educational brochure ranged from fair to excellent with a suggestion of using
other languages or dialects in the future (see Appendix M). The Diabetes Self-care brochure, the
Diabetes Admission Education Checklist, and the Medical Discharge Follow-up phone call form
have been modified. Final versions were submitted to the compliance officer for printing on the
first week of February 2018. At the time of this report, there is still uncertainty on whether these
forms should be discarded or sent to HIM, scanned, and kept as a part of the patients’ medical
record.

Nursing and unit HUCs were engaged through the marketing and business plan. In-
services to 120 out of 145 nursing staff and 10 Unit Secretaries in 5 Medical/Surgical units were
carried out through education sessions. For reference, each unit was also given the written
program instructions containing colored and eye-catching illustrations of the new workflow
process. Pre and post in-service education quiz on a sample of 50 staff noted a knowledge
increase on the purpose and objectives of the project (Appendix J).

Objectives

The purpose of this EBP change was to explore if the implementation of a discharge
planning program to standardize the care of adults with diabetes would improve nursing
education documentation to 80%. Further, it explored if the creation of an engaging educational
material with a list of DSME program providers in the community, and the addition of DM in the
Medical Telephone Call-back form will increase outpatient education participation by 50%.

Sample

Pre-implementation data for this project was from the medical records of 25

diabetic patients admitted at MMMC between September 2016 and October of 2016. Post-
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implementation data was also from the medical reviews of 25 diabetic patients admitted the last
two weeks of January 2018. Pre-and post-implementation data showed that the average age was
63 years old. These admitted diabetic patients were mostly females (13 pre-implementation and

14 post-implementations (Figure 3).
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Figure 3. Demographics of Sample Participant Pre-and Post-implementation.

The admitting diagnosis of these patients ranged from infection to falls with the most
common being cellulitis, hypertension, and CHF. The ethnic background of these patients was
not gathered pre-implementation. Upon post- implementation review, this population was noted
to be mostly Native Hawaiians, Filipinos, and Japanese.

Data Analyses Findings

Upon review of the post-implementation medical records, it was noted that 4 out of 25
nurses who documented DSME did not utilize the assessment tool. It is possible that these nurses
became familiar with specific questions to ask without prompts from the assessment tool. It is
also possible that these nurses were aware of the ADA inpatient requirements and the facility
standards of diabetes care, had assessed patients’ baseline knowledge without prompts from the

checklist and documented the DSME they provided.
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Diabetes baseline knowledge, according to the Discharge Planning Program guideline,
must be assessed upon patient’s admission or transfer from other units. Education provided must
then be documented in the EMR. The DSME documentation results reflected nurses’ adherence
in following the program recommendations. Figure 4 summarizes the percentage of how many

times nurses documented the DSME they provided compared to the pre-implementation data.
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Figure 4. Nursing DSME Documentation Pre-and Post -implementation with Corresponding
Checklist Utilization.

As indicated in Figure 5, there is a 25% increase in the nursing DSME documentation
rate compared to the previous year. The documentation rate almost doubled (92%) in the third
month post-implementation. The rate in January 2018 was 84%. The trend in changes in the use

of the assessment tool is also summarized in Figure 5. In the first two months after the project
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was initiated, only 11 nurses utilized the checklist. The number of checklist utilized then
increased to 54 in December 2017 but went down to 33 in January 2018.

Only a handful of nurses initially utilized the checklists. The documentation rate was
48% in November 2017. Providing “incentive to engage with the intervention” can facilitate
behavior change and stirring competition among groups further promotes change adaptation
(Briscoe & Aboud, 2012). Gift incentive was announced, and an increase in both checklist use
and DSME documentation rate was noted. A Pizza party was also offered to nursing units with
nursing documentation over 90% on three chart reviews. Nurse managers were updated with
nursing DSME documentation rates, and results were posted on each unit’s bulletin boards,
nurses’ lounge, and in other high traffic areas.
Diabetes Education Assessment Tool

The purpose of the Diabetes Admission Education checklist was to identify diabetic
patients’ self-management knowledge. Based on these identified needs, nurses provided DSME
and documented the education they provided in the EMR. To reinforce the education given to
patients, nurses also provided the pre-printed Diabetes Self-Care Brochure. Additional
educational materials were printed if patients needed more detailed information. Recommended
to be completed during admission and on transfer from other units, nurses needed reminders to
ensure that their assigned diabetic patients’ baseline self-care knowledge were assessed and
documented. This assessment tool, however, evolved with some queries and areas modified such
as ensuring nursing signature and date being incorporated.

From these questionnaires, patients were asked about their general self-care knowledge of
diabetes including HbA1c levels, medications, exercise, meal plan, signs and symptoms of hyper

or hypoglycemia, the importance of blood glucose monitoring, sick days and emergencies, and
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foot care. An initial assessment of the utilized checklists noted that seventy-six checklists had
attached patients’ information, 21 had handwritten patients’ names, and one had no
identification. Not all questions had answers. Some only had check marks, while others had
“yes” or “no”. This made accurate and conclusive analysis of data challenging. These checklists

revealed critical information on patients’ self-care knowledge of their illness such as HbAlc

Diabetes Admission Education Checklist
Questionnaire results
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knowledge. As illustrated on Figure 5, a substantial number of patients did not even know their
HbAL1C patients. This figure could be higher considering that 25 checklists had no answers or

had only check marks.
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Figure 5. Diabetes Admission Education Checklist Questionnaire results illustrating

diabetes topics that were assessed using the assessment tool (n=98).
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Figure 6. RN actions based on patients answers of the Diabetes Admission Education Checklist
questions.

The Diabetes Admission Education Checklist provides RNs the opportunity to decide if
patients needed referral to the Clinical Diabetes Educator for further education. These RN
assessments and actions depend on patients answers of the assessment tool’s questionnaires. If a
diabetic answered all the questions “correctly”, this patient is considered “competent” and no
further education is needed. If additional education is needed, then this patient needs a Clinical

Diabetes Education referral. As noted in Figure 6, RNs noted that 31 patients needed further
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CDE education. The number of diabetics requiring further education was probably more than 31,
considering that 63 of these checklists had no answers or had only checkmarks.
Outpatient Education Participation

It was anticipated that the addition of diabetes in the Medical Telephone Call back form
would increase the participation rates of outpatient DSME programs. The results, however, were
not homogeneous (see Figure 7). The Maui County Office on Aging cancelled its February 2018
program and the Times pharmacy (Honokowai) had no participants since April 2017. The
MMMC DM support group, on the other hand, noted an increase in its participants.
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Figure 7. DSME Outpatient participation before and after project implementation
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Post-implementation Staff Survey

Staff survey about the project was conducted 2 months post- implementation using
telephone and face to face methods. A random sample of 25 nurses from the 5 pilot units were
asked a series of questions. Figure 8 summarized the result of the survey. Twenty-two nurses
responded that having the components of the innovation imbedded in the EMR would help them

remember to use these new forms especially the DM admission education checklist.

RN Staff Survey
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Figure 8. RN Staff Survey post-project implementation
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Ten HUCs were also asked post-implementation questions regarding the project. This
survey was done by phone and in person. Figure 9 illustrates the results. All became aware of the
project through in-service. Most preferred to have the forms imbedded in the EMR. Those using
the new call-back form stated that this was due to unit specific requirement that RNs telephone
discharged patients with CHF and or Diabetes. This way their concerns, or questions are
addressed immediately.
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Facilitators

Engaged stakeholders are crucial to the success of an EBP implementation (CDC, 2011).
Support from Chief Nursing Executive was instrumental in facilitating this innovation and made
it possible to reduce early staff resistance while facilitating project progressions. Involvement of
the Clinical Diabetes Educator was also vital in staff engagement and outpatient participation of
the MMMC DM support group. What seems to encourage these patients was “giving them the
self-care brochure and telling them about our support program” (personal communication, J.
Uclaray, January 31, 2018).

Securing the support of the in-charge RNs through huddles further promoted project
awareness. These RN group meetings provided a platform to promote awareness of the program
objectives and benefits. This awareness made an Intensive Care Unit charge RN to question why
their unit was not included in the project, considering that this was where diabetics with acute
hyperglycemic episodes are admitted, insulin IV titrations are administered, and even discharged
from when deemed stable enough to go home. Random medical record review results were
shared with nurse managers and each unit’s trends were posted on nursing lounges for staff to
view further facilitated adaptation. Offering gift incentives with the Pizza Party created
excitement and facilitated accomplishment of project goals.

Barriers

MMMC transition to Kaiser heightened the challenge of navigating policy process
change. The EMR also changed from Sorian to EPIC. These changes were barely three months
when the implementation was initiated. The staff were not totally adept with the new EMR
system with a majority of needing additional guidance in locating the area to “chart” the DSME

provided.
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New forms, especially the Medical Telephone Call-back forms without barcodes, created
confusion and, despite reassurance, some units were hesitant to its use due to authenticity
concerns. Tracking the quantity of these completed forms were also challenging because of each
units’ unique way of recording and storing completed patients’ forms. A couple of units make
copies of the completed call-back forms and keeping them in files or folders. Others send them
to Medical records after each completed call and 3 unanswered calls.

Another barrier was not being part of the organization. This delayed the project
coordinator’s authorizations and computer access for data management. This initially heightened
resistance to the innovation and hindered practice change adaptation and data evaluation.
Distance also made it difficult to follow-up and be more visually involved.

Summary

This chapter discussed the implementation results and evaluation of outcomes including
the description of the sample participants and other innovation findings. A description of the
evolution of the project and the identification of its facilitating factors and barriers were also
discussed.

The QI program implementation was initiated with the RN staff and unit HUC
engagement and education. Rogers’ (2003) methods of stakeholder engagement, initiatives, and
other incentives were utilized to secure support and compliance. Through the utilization of an
assessment tool, the objective of increasing the nursing documentation rate of the DSME
provided to diabetic patients was achieved. An increase in outpatient DSME program

participation, however, was only noted in the MMMC’s diabetes support group.
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CHAPTER 5. DISCUSSION

Caring for patients with diabetes requires multi-pronged strategies to promote positive
outcomes. This chronic illness requires ongoing in-hospital and outpatient self-management
education and support to reduce acute and chronic complications. Evidence supports the need for
a discharge planning program especially tailored for this population with a complex and chronic
illness and at a high-risk for hospitalizations and readmissions (ADA, 2016).

Guided by the ADA recommendations, a discharge planning program was initiated to
safely transition patients from in-hospital to a community setting to prevent acute complications
and to reduce hospitalizations. As expected, there was resistance to the innovation. Utilization of
Rogers (2003) Diffusion of Innovation framework facilitated project adoption.

It was anticipated that the addition of diabetes in the Medical Telephone Call back form
would increase participation rate in an outpatient DSME program. However, only the Maui
Memorial Medical Center Support program noted increased participation. A likely reason for the
low outpatient participation would be the underutilization of the new Medical Call-back form.
Only twenty completed forms were noted at the end of the study. In addition, staff were initially
hesitant to use the new call back form without barcodes, which was an Hawai’i Health System
requirement not required by Kaiser. The project coordinator was also unaware that the new
forms need the compliance officer’s approval. Subsequently, other units printed the new version
while others, who requested the Medical Call forms from the compliance officer, received the
“old” version without DM.

Tracking completed forms were also challenging due to every unit’s variability in
filing documents. A couple of units kept copied forms in folders after documenting that call-

backs were completed. Another unit could not find where this binder was without their unit
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secretaries. In addition, other units had their HUCs call, while others had their Charge RNs make
the call-backs.

While this program has been successful in increasing nursing documentation rate thus far,
sustainability is a long-term goal. This requires ongoing staff engagement and support by
maximizing the use of the EHR. Not only will this meet meaningful requirements but will also
streamline workflow and reduce paper usage, which is a financial advantage for the facility.

Patient participation requires a multidisciplinary approach and collaboration among
hospital healthcare providers, Primary Care Providers, and the community resources. These may
require conversations with nurses about the importance of reinforcing inpatient education
through outpatient education as well as referrals to these programs as part of their discharge.

Direct referral to an outpatient DSME program/support program may facilitate patient
participation (Schéfer et al., 2014). This is a probable reason for an increase in the MMMC'’s
outpatient participation. As previously mentioned, the new Clinical Diabetes Educator provided
patients the self-care brochure, told them the benefits of the support program, and had invited
them to join in. By engaging patients, the Clinical Diabetes Educator may have inspired these
patients to join the MMMC’s support program.

Stakeholders and staff involvement are two factors essential in the actual facilitation of
the implementation and will be necessary for sustainability initiatives of this diabetes-specific
discharge planning care program. The next steps for the program includes data sharing and
reporting outcomes to stakeholders to sustain the program. Outcomes will be reported to
stakeholders through face-to-face meetings, presentations, and written reports. Additionally, the
project can evolve to include new variables that may demonstrate the successful outcomes and

needs of this project.
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Recommendations and Implications

Optimize Technology

Recommendations from this evidence-based practice project include optimizing EMR use
by incorporating the components of the diabetes discharge planning in the MMMC’s nursing
documentation and workflow process. This include engaging the IT team to assist in integrating
these assessment tools. This team can also assist in modifying the current Discharge call-back
form, already in the EMR, to include specific questionnaires focusing on a patient’s diagnosis
and to suit the MMMC’s needs. This will help with data collection and entry to facilitate the
need for the program as well as demonstrate the project outcomes. Also, utilizing the EMR
reduces paper and ink expenditure, which is a potential cost-saver to the facility.

Some outcomes, which will require more data collection efforts, include tracking
patients’ educational needs, tracking the number of patients that are admitted with diabetes who
received the DSME education, and those who were called back. Hospital and community partner
collaboration will help achieve greater impacts on patient outcomes. Data sharing with other
local health providers, with the use of the EHR, will help ensure the improved coordination of
patient care.

Community Engagement

Another recommendation includes the MMMC’s hospitalist order entry of diabetic
patient referral to an outpatient DSME. Evidence supports that reinforcing inpatient diabetes
education through outpatient DSME promotes positive outcome and direct referral to an
outpatient education program may facilitate patient participation (Schéfer et al., 2014).

Education

Ongoing education to patients and providers is also necessary to utilize the most current
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evidence-based practice guidelines in the management of diabetes. Utilizing the American
Diabetes Association diabetes recommendations is a core aspect of Inpatient Diabetes
Certification, an aim the MMMC is working to achieve. Identifying patient demographics can
enhance educational processes that best suit patients’ culture and backgrounds.

DNP Essentials

Additional implications and recommendations are based on the AACN (2006), The
Essentials of Doctoral Education for Advanced Nursing Practice, which serves as a guideline for
the expected competencies for nurses practicing at the Doctor of Nursing Practice (DNP) level.
The AANC (2006) focuses on “practice that is innovative and evidence-based, reflecting the
application of credible research findings” (p. 3). The integration of the AACN’s (2006) essential
competencies in relation to the current EBP program is illustrated in the following section:

Essential I: Scientific Underpinnings for Practice.

The EBP diabetes-specific discharge planning program integrates scientific principles
with research-based knowledge, clinical practice guidelines, healthcare systems, healthcare
delivery, and evaluated new practice approaches to evaluate healthcare needs of patients with
diabetes.

Essential 11: Organizational and Systems Leadership for Quality Improvement and
Systems Thinking.

Systems organization and leadership are essential to improving patient care and health
related outcomes. The AACN (2006) stated that “doctoral level knowledge and skills in these
areas are consistent with nursing and health care goals to eliminate health disparities and to
promote patient safety and excellent in practice” (p.10). Through the evaluation of system level

care, and the impact on patient health related outcomes and safety, this EBP project attempted to
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assess diabetic patients’ health proficiency and skills, identify learning needs, and explored how
these can be mitigated through in-hospital and community-based educational services, while
providing safe, quality, and innovative care methods. Involving the Chief Nursing Executive and
Director of Nursing was important in facilitating the completion of this project.

Essential 111: Evidence-Based Practice and Translational Science.

“Nurses having long recognized that scholarly nursing practice is characterized by the
discovery of new phenomena and the application of new discoveries in increasing complex
practice situations” (AACN, 2006, p. 11). Utilizing the EBP guidelines to improve and promote
safe, timely, efficient, equitable, and patient-centered care has been emphasized by the AACN
(2006) as central to the Diabetes-specific Discharge Planning program.

Essential 1V: Information Systems and Technology.

The importance of information systems and technology in healthcare systems
management, especially in evaluating programs of care and assessing effectiveness of care, were
addressed in this AACN (2006) essentials. Demonstrating efficacy requires that technology is
utilized to develop, collect, and analyze data. Technology was utilized in communicating project
progress and results with stakeholders.

Essential V: Health Care Policy and Ethics.

The AACN states that health care policy, whether through governmental actions,
institutional decision-making, or organizational standards, can facilitate or hinder the delivery of
health care services or a provider’s ability to deliver quality care (AACN, 2006). Advocating for
patient safety was an important aspect of this innovation. Clinical guidelines were applied to
provide standardized, evidence-based diabetes care so patients could safely transition from the

hospital into the community.
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Essential VI: Interprofessional Collaboration.

It is essential to have multidisciplinary collaboration and communication in caring for
more complex patients and in a complex healthcare system. Thus, the DNP students are prepared
to work in a team approach, utilizing leadership skills, to ensure that patient-centered care is
timely, efficient, and equitable, which the Institute of Medicine (IOM) recommends. The
diabetes-specific discharge planning project was approved by a group of healthcare providers
physicians, certified diabetes educator, nurses, Health Unit Coordinators, and public health
professionals to engage patients at all levels not only in in-patient but also across a variety of
healthcare settings in the community.

Essential VII: Prevention and Population Health.

“Clinical prevention... as health promotion and risk reduction/illness prevention for
individuals and families. [And] Population health is defined to include aggregate, community,
environmental/occupational, and cultural/socioeconomic dimensions of health” (The AACN,
2006, p.15). The nature of this diabetes-specific discharge planning program clearly
demonstrates the intent to promote health and reduce the risk of illness by adopting health
promotion practices in hospitals and community-based settings and reducing the barriers and
burdens of access among the diabetic population.

Essential VII1: Advanced Nursing Practice and Education.

This essential is about advancing nursing practice. It is crucial to ensure that nursing
curriculum continues to advance to meet the increasingly complex health care needs. Nurses
have a variety of roles and positions, and scenarios appropriate to the specialty should be
developed and demonstrated. One consideration is a future diabetes care certification for the

Nurse Practitioner and nurse working in the community-based diabetes care clinic. The DNP
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student with specialty in Family Nurse Practitioner utilized advanced clinical judgment,
evidence-based standards of care, and therapeutic relationships to build a discharge planning
program to support improved care delivery and patient access to healthcare.

Sustainability

Ensuring that this program is sustainable is a long-term goal. This will require project
implementation on other medical/surgical units previously excluded in the pilot study. Involving
the Intensive Care Unit, where insulin infusions are administered, the Pre-operative units, and the
Obstetric unit will be valuable in ensuring that diabetes care is maintained, regardless of their
admitting diagnosis and the unit they are located at in the MMMC.

This program will also require partnerships among stakeholders and community
organizations. Cost findings demonstrate that those who are the highest-costing patients are the
ones that often do not receive primary care, preventative services, or coordinated care. The
Department of Health & Human Services Center for Medicare & Medicaid (DHHS CMS, 2013)
continues to support efforts that reduce the number of hospitalizations. It will be important to
continue to support initiatives that provide quality care at a more reasonable cost, such as this
diabetes-specific discharge planning program.

Plans for Dissemination

Reporting findings of this project demonstrates the need for improving delivery of care.
Results reported, in a variety of methods including oral, briefs, and formal written
reports/publications, will help to disseminate the program findings to a variety of audiences not
only to the organization and stakeholders but also with the community partners as well.

Through publications, this evidence-based practice initiative can be adopted across other

settings and other healthcare systems that utilize preventive approaches and patient education to
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population that are at a significant risk for health complications, hospitalizations, and
readmissions. In addition, publications help to demonstrate the comprehensive nature of diabetes
care and glucose control with complication reduction efforts, the aim of which is to provide
preventive measures to reduce healthcare utilization and reduce barriers to accessing healthcare.
Summary

Chapter 5 interpreted the findings of the Maui Memorial Medical Center’s evidence-
based initiative. This chapter also described The Essentials of Doctoral Education for Advanced
Nursing Practice and how this project integrated these essentials as required by the Doctoral
program. This diabetes discharge planning program identified knowledge deficits of diabetic
patients in the hospital setting, increased nursing DSME documentation, identified methods to
increase outpatient DSME participation, made a record of diabetes education program in the
community, and recommended that fully utilizing the EMR would help sustain the innovation
and improve MMMC’s quality of care. Incorporating innovations in the EMR will facilitate the
tracking of project outcomes. Increasing data sharing with local clinics and community programs
may further facilitate the adoption of the components of this program. Finally, plans for
dissemination were discussed with hope that stakeholders continue to participate in this initiative

of providing quality diabetes care.
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Appendix A
Diabetes Education Admission Checklist

Patient name

SELF-MANAGEMENT SKILLS ASSESSMENT-To be started on admission

Use this to assess all patients with a diagnosis of diabetes to assess their understanding of diabetes self-management skills.
Provide the Diabetes Discharge Instruction Brochure*

Provide handouts of topics
below if patient needs more
detailed information

Diabetes-General Hemoglobin
0 Do you know what is an A1C test? What is your A1C goal? Alc test
Medication Management Select Appropriate
0 What medications do you take to control your blood sugar? Medication Handout if
0 How many times a week do you end up not taking your medication for blood sugar? needed
Nutrition Management Diabetes diet
o] What type of meal plan do you follow? (ex. Small frequent meal, plate method, counting
carbs)
0 Inthe last week, how many days of the week do you follow your meal plan?
Exercise Exercise: The Basics
0 What type of physical activity do you do? How often? (times per week, length of time?)
Signs and symptoms of hyper and hypoglycemia Hyperglycemia and/or
0 Do you experience low blood sugar at home? What do you consider low? hypoglycemia
0 How do you treat a low blood sugar? How do you handle a high blood sugar? Instruction, Adult
Importance of blood glucose monitoring Blood Glucose

0 Do you check your blood sugar at home? How often? What is your blood sugar target? ~ Monitoring
0 Do you have all the supplies you need to manage your diabetes at home?

Sick day & Emergencies Sick Day

0 How do you handle your blood sugar monitoring and your diabetes medications when you Management
are sick? For Diabetes

0  When is diabetes an emergency and what should you do?

RN Signature Date/Time

Based on nursing assessment of self-management skills, choose one of the following options:

(RN is responsible for education when DM educator is not available)

O Patient is competent in O Patient requires additional

O Patient is not applicable for diabetes self-management Education.
education or is refusing skills and no further Select one: _
education. education is required. RN to complete education and

document
Or Consult Diabetes Educator

O Explanation:
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Appendix B, p-1

The Diabetes Self-Care Brochure

BEING ACTIVE OR Hemoglobin A1C
EXERCISING

Action

Take off your shoes and socks
each fime you visit your health
care provider
I Examine the top and battom of your
feet every day. Use 8 mimor fo help
you if necessary
I Wazh your feet every day with mild
so8p &nd wanm water (test the
waler with your eloaw or wrisf)
I Apply lnfion to top and bottom of
your fest - NOT BETWEEN TOES
I Shoes and slippers should:
+ cover your feet fully
+ be comforiable and fit wel
i Do Not:
+ walk barefoot
+ 50ak your feet
+ yse heating pads or hot water
boftles to warm your feet
+ frest skin and foot condifions
I 5ee your doctor right away if you
notice:
v reddened areas
v swelling, blisters or cracks
on your skin
+ change in feeling or
temperature
I 5ee a Podiatrist if you are not

able to cut or frim your nails.
American Diabetss Acaociation at
bt www diabates.org/

This wil help you control weight, lowers
blood sugar and can prevent heart
disease and other problems.
I [fyou take insulin:
aclo nat injgct it into the body area you
are exgrcising, Do not injeet it COLD
inta your body
I You can have low Elood sugar many
haurs afer yau exerciss
Hefore you exercise
falk with your dactor.
o5t your blood sugar.
et a snack if your blood sugar is
less than 100 mg/d.

Action

Remember to:

B Carry & fast-acting sugar

I \ear shoes and socks hat fit

I Cirink plenty of water before, during
and affer exercise

W Stop exercising if you are short of
breath, fael faint or have pain

B Talk with your doctor about these
problems befare you exerciz again

I Est & snack if you ere exercising for
mare than 45 minutes

B Test your sugar right away if you feel
signs of low blood sugar

W you cannot test, freat anyway just to
be safe

W \zar & medical Menfification (so
fnat someane will know you have
diabetes in an emergency)

Based on the attachment of glucose

{blood sugar) to hemaglabin (the

protein in red blood calls [RBCs]

hat camy oxygen). These RBCs
fypically live for sbout 3 months.

W Reflects your average blood suger
levels gver the past 3 manths.
Below 7 = genarally.apeaniable.

W iscuss your A1C goal with your
dactar.

APROINTMENTS & FOLLOW-UPS

Action

Make sure you have all your

diabetes prescriptions such as:

+ blood glucosa festing (meter,
frips, lancets)

+ medication {pills, insulin vials,
inzulin pens), Insulin should not
ba injected cold.

+ syringes, pen nesdles,

I Talk with your doctor about when
and how ofen to test your blood
sugars. Record your blood sugar
results in & logbook to review with
your dactar,

I Az your doctor to refer you to an
out-patient Diabetes Self-
Management Education Program
or & Clinical Diabetes Educator

I Test your blood sugar more often
(4 to B times & day) or &5 discussed
with your doctor,

MAUI MEMORIAL
MEDICAL CENTER

yied vtk KNS PRAAAEATL

DIABETES
SELF-CARE

EDUCATION
BROCHURE

)
T
0.

e

.lI“I.
kA
T '-.*J:t'@

IMPORTANT TELEPHONE NUMBERS

Maui Memorial Medical Center;

108) 2444050 5773

Diahetes Self-Managemant

Education Programs (Maui:
Hui Mo Kz Ofa Pano;
(B08) 2444047
Waui Caunty Cfficz on Aging
(B08) 4633168
i Medical Groug:
(B08) B4-T438
Haiser Cufpatien Clinic
(B08) 2434000
Timzs Phamrary Honokoai
(ED8) BG1-B004
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Appendix B, p-2

The Diabetes Self-Care Brochure

HIGH ELOOD SUGAR

Can occur i you et oo much food, ane
il under a ot of siress or do not fake
enough medicing.

Signs: tirdness, urinating ofien,
feling thirsty and having blurmy vision.

Action
Cal your health care provider  you
hieve unzplained blood sugar of 200
my/dl or greater for 2 days
Mot your sugar level every 4
hors or &5 advised by your doctor

SICK DAY RULES

When you are sick, your blood sugar
level is harder fo control.

Action

Call your heafth care provider if you:

cannat eat, vomiting, having
diarrhez, or having continued high
blood sugar.

I Test your blood sugar mare often (4
10 f fimes 3 day) ar s discussed wih
your docdor

I eep taking your disbetes medicafions

I Drink 2t east ane cup of water or oéher
sugar fee and caffeing frez drinks
each hour

If you cannat eat your usual meal,

have one of the fallowing 13 grams

of carbohydrate every 3 - 4 hours

o i cup il uice

+ 1 i mik

o o cup requiar solt drinks

of gt crachiérs

+1iupsaup

oy ELp ce-cream

LOW ELOOD SUGAR
(Sugar less than 70 me/dl)

Can occur vhen food, exencize and
dizbetes medicine do not balance.
Suthas

I Too litfe fod and delay in meals
e Too much exgrcise

e Too much medication

You may feel -
Shaky, hungry, sleepy or fred.
sweaty, confised, dzzy, restess
during night tme sleap

Action

e you el symiptams of o blood
sugar, test your bioad immediztely i
you can

e f you are ynable o test, freat right
iy with ane (1) of the following
13 grams of fast acting sugar.

+ 3 glucoze tablets or 3 hard candies
o plazs (4 ounces| fruitjuice
o plass regular soda

¥ Re-chieck your sugar 13 minutes after
freafrent ar 25 5000 35 you are able,
Ifitiz aboue 70 mydl 22t 2 snack i
your neset meal is mare than 1 hour
anay.

e [fit i 5t below 70 my'dl, repeat the
tregtment

e f you do not feel better, call your
health care provider or call 11

Your Prate For MeaL PLasnme

Y2 Plate

HEALTHY EATING

Hisving diabetes 4088 not mean you
haveto give up al o fouds yousmjoy,

Dt 1t goee maan vou have to control
your porflon elgss. Ledning lo ex

ealthy rnesals i an Enporant part of your
rianagemant
I fisk yaur husalth care provider to refar you fo

a diecifian

B Lizarn o fifarent faods and the
amoun! eaten affect vaur bload sugar

B Ei 3 meals & day, eat 2 sndcks 3 day
DO HOT 3KIP MEALS

I Dalance your meals: intlide sources of

tarbohydrate, protein andior healthy
fais

Include daily:
» 13 cups vegetables
» 2= 3 sanvings of fui
» 1= 3 caps low faf milk ar yogur

READING

NUTRITION LABEL

Firati Chagk Rarvinn_iza

Th# carving cize far thlc facd I 1 sup
Thira are 2 carvings or 2 oups In fhis
sontziner

Nutrition Facts

Sarving Sim Leup
wmb  Earvingi Por Conbiingr 2
Kot e Sy | Cup

Caknw 281 Caleriga fram Fat 110
o, iy i

| Lokl Pat 19 1%

|_Silralid f5é 30 L]

| Iyt lag
LT R I -1 |
Siachur 4711 my i
Tatal Grbohydrate H g 15
Diatary Fiber 0 g Lo}
Sugani 39

[y Witamn G %

Caleram 1% Irzn &5

et iy Vol s s o 00 sl

. ¥ovar Ly Valewa may ba bghr o lower
URIEINE o o Chlnd mec;

Sl (20 LLHL

TPt
E - HH

Liadinr |82 Hyg
Limadinr |28 FL]
il Liafine [ SUmg | HUmp
Talim Linafine | 24Hmy | 14U nyg
TelalCartekyirnly Wy |y
Ditary ke iy g

Gitlores par gram:

Fitd Larlyshyuras # I'robn &

Bacond: Chach Tobil Girbobydrits Gontant

I Lokl Crgiosrls P s mary gram of
curtiyceats i in | senng, 12 grims of
earboiyciats o gl &2 | cirkohydng yanang,

it {5 nzfadng 1n e ot cirobpdrate
meusk

Sugar i almatf il n S bl
gt | vt S bkl amourt of o

-l v e

Foem Hxnax Azprowed on AUT/IT By
1% b vyl Whizhesl Cielar UG Commetion
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Appendix C, p-1

Medical Discharge Follow-up Phone Call

MEMORLAL MEDICAL CENTER

ks v O AN AT

MEDICAL DISCHARGE FOLLOW-UP PHONE CALL

e will oall wihin three days of dischargpe ©o verly that
1. ¥ow wrd ersiaod The dicharges s irucos

Ol FLEAZE D0 NOT CALL

2. 'viog are gwere of your folioe-ap dociors speoi=iment
Pabierr  Family [FeSation=hin| 5ignaire:

|ocor oom
fiou pechesd Uz poar medostions snd e bEking fiem sporcpestely
Foour pain Is co=boled

4.

Fesmizzion i bk i Talyion _Enguage bamar
Comzent for follow-uz o2 of message: PelentFamily [Feefasship) signaars “hcre Marmbar
Acknowkedging Musss spretre:

n riEas T e - -

STANDARD MESSARE T Angwering Maghine Negsaon:
Helo, my s = and | = D Thme= Helo, this |5 gale vour gl name
comgucing @ flow-un phonet | peessse o OO Yo ' callng on bessll of Ut neimo
oall o= befal of Uig name and | srowering meschine 01 Mo from el AS=mosnl Misdical Casier
Vsl Reemmorial Riedical Cerier | oel moeesss i oai check on you. Somry Te we mzsed
i el i pu— 7 Time e Vi wall call back nd hope o el
* hisiser Coreiniery Ind mmerpr oo o you e, Thask Fou

Dere: Time:
Cuestiors COmMEnts (L peysrme sids dor addiiona| noes)

0 Tour SiscRergs NEucions noted pour Iolow-ap Docior |3 Tes

appoinimest iz on dae] Amal O Mo
BT O Your dischergs inefructions noted pour Tolow-ap WHhn | yeg
_ wemmim, | mavs scheduled pour BppoiniTeemt Your —

sppoiimesst s o dabe: i

C# o under=iand pour dischasge insbuecbons’ O Tes
T No -0 Plese seyiew our discnergs nsmucions wih your docior ol yvoor dolow op
speoi=bnent
-0 Refer Kuess
- Enp 0 usgessisrsding D0 irefrucions skl sas dfoslk o usde retarsd 7
00 Ri=ghosl wordz O3 Mok =xplsined
Ol Mol scruress OO Biegibis miffar -
[ po phce U por resd kadormprasoripion and are |0 Tet
Vo fmidnp e as oedersd i Mo - Pizsse call your docior izday i clarfly pour rmed oadone
O Tes
2 yaar paln canfoded 7 S Mo - Sieast o=l 10 I BEWEE yod on paT onwal
Cx you Bewee @0y O30 e vl would oz o share |0 Yo - | will pefer your coscers 90 e nurse mensper arsd have hee oall you io foliowius.
Bhout pour recest wsET =
Heart Failore P atient Questsons DATE:
D youl kreow Tl fefigee:, shioet of breah, dey mowis, |0 Tes
swegder e siankbesfesl poor sppetle, mauses I Mo - Piease s=fer 0 your discrengs ireirucions e e B ol waming clgms and moify
WeERETEETE W WEMIGG SOTs e sheubd s vou your docior I you haee These siges.
Iz call yowr docior? T
D yors noaw B call yourr decier I you pain 2 poarsds |0 Tes
& day or 35 pounds & wesk? T Mo - Pease e=fer i your dsonengs redrucions far e welkg it gain inftemabon and
reoily wour docise T pou pain reces fsn 2 paarsds = ey or 3= poarsds s e ek,
T
Haee poul beser Tollowirg a low =ait di=t a=d Bming O Tes
your fuid ImiakeT T Mo - Pizmse sefer i o meiesas ghves 0 you sbout pour disgnosks Offer iomel
mairraks ot dke | s Pukds.
T ME

*DC0052*

ME DICAL CISCHARDGE FOLLCR-LUIP

FHORE. CALL
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Appendix C, p-2

Medical Discharge Follow-up Phone Call

MAL| MEMORIAL MEDICAL CENTER

g T T

MEDICAL DISCHARGE FOLLOW-UP PHOME CALL

Diabaies Mallitus Patient Questions

JATE:

Did you enow that winating frequently, increa=ed thiest,
=low healing wourds, ard fesling shaicy, =wesfy, or
dizzy == waming signs thet shoud prompt pou io
call your docior?

3 Yes
0 o -Plzaze rfer o your dischame instruchions for Ere =t of waming signs and nofify
your doclor if you haree these signs.

my

Do you know how to call your docior i your biood
=uger levels are below T moghdl or grester Euan 300
mgdl?

3 Yes

) o - Please refer o your dschame mefuchons reqarding your tam ef blood sugar
levels and notfy your doclor if fhese are below 70 mgidl or geeater than 300
mg'd.

0 KA

fire you imferesied i paficipating in am outpatient
disbetes educstion'support peogram?

1 Yes Plesse mefer io the listsd community resources in the Sgreen and yellow® Disheles
Setf-Care: Brochure that wes given o you. Offer bo mail i # the patient does not
have fre bockure.

1 Ho -Zenvices outside of e hospisl support opfimeal hesfth and can help b support

your condition. ¥ vou change your mind, plesse conlscl & progem fom the =
KA

Diate [ Time Initials | Addiional Comments:

O Notified B office

Spoke to-

O Informed of conicerms noted

*DCO052*

‘DiCoosz”

MEDICAL DIS CHARCE FOLLOW-UF
PHOMNE CALL
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Appendix D

Marketing/Communication Plan

Communication  Activities  Target Date Lead Recipient
Mechanism Contributors

Meetings, emails, Introduce QI Before start of Project Chief Nurse

telephone calls project project Coordinator Executive/DON,
Content Expert, Quality
Manager, Clinical Diabetes
Educator

Flyers, pre-work Staff Initiation of  Project Nurse managers,

shift huddles, in- Education project Coordinator Staff nurses

services, verbal

communication

to staff, emails

Emails Tracking Will be Project Staff nurses in 5

monthly Coordinator medical/surgical units,

CNE/DON,
Content Expert, Quality
Manager, Clinical Diabetes
Educator

Pre-work shift Changesto  Asneeded and Project Staff nurses in 5

huddles, in- project as changes Coordinator, medical/surgical units,

Services, occur Content Expert  Nurse Manager

emails

Presentations at  Evaluation 2 months after Project CNE/DON, Nurse

meetings end of project Coordinator Managers, POC, Clinical

Diabetes Educator
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Appendix E

Pre-implementation Data Collection Tool

Date Date of Age  Sex  Admitting  History Admission Diabetes

Chart  Admissio Diagnosis ~ New/Chronic Diabetes Education

check n Education during hospital
stay

*Each column represents parameters utilized to review medical record of patients with
Diabetes Mellitus who received Diabetes Self-Management Education upon admission.
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Appendix F

Post-implementation Medical Record Review Data Collection Tool

Unit Chart check
Date of Admission
Date DSME completed
With checklist
Admitting Diagnosis
Age
Sex
Ethnic Background
Admission Diabetes
Education
Diabetes Education
during hospital stay

Admitting diagnosis

History
DM Type

* Each column represents parameters utilized to review medical record of patients with
Diabetes Mellitus who received Diabetes Self-Management Education upon admission.
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Appendix G

Schematic of the Discharge Planning Process at MMMC
The discharge planning process at MMMC is initiated on admission and continues through
discharge. The EBP interventions (boxes with bold text) include the use of the Diabetes
Education Admission Checklist to assess diabetic patients’ baseline self-care knowledge upon
admission and transfer from other units. RNs will also provide the pre-preprinted Diabetes Self-
Care Brochure. Forty-eight to seventy-two hours after discharge, those with DM will also receive
additional questions specific to their diagnosis guided with DM specific questions on the new

Medical Discharge Telephone Call-back form.

o RN utilizes Diabetes
Patient with DM RN initiates Education Admission
admitted or transferred to > admission Assessment 2| Checklist and provides
Medical /Surgical Unit Diabetes Self-care
Brochure
Vv
- .- Gives Patient DC
Acknowlg?ggfsphyswlan S AcknovaI((a:dg(rageegyswlan S Summary &
Prescriptions
v
PATIENT LEAVES RN or HUC utilizes
Gives Follow up S S Medical Call-back form
appointments HOSPITAL with DM to call patients
3 to 4 days postDC
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Appendix H

The SMART Criteria for Evaluation Questions

Specific Measurable Achievable Realistic Time-Bound
(Intervention & target (Outcomes)
population)

a) Nursing staff 1. 80% increase in  Yes, the Yes, the Yes, the
identify diabetic nursing evaluation evaluation evaluation
patient educational documentation of question will question question
need through use of an diabetes education ~ be answered addresses the includes a
admission education 2. 50% increase rate in the organizational  timeframe

assessment checklist ~ of participation in planned 6-  triggers that
b) Nursing staff use of outpatient diabetes  month time  motivated the
teach-back evaluation  education program  frame with ~ program

to assess diabetic the available evaluation
patient understanding resources
of education and support

c). Nursing staff use of
the Medical Discharge
Telephone call-back
form with DM, 48-72
after diabetic patient
discharge.
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Appendix |

Pre-and Post-in-service Knowledge Assessment Questionnaires

Regardless of their admitting diagnosis, diabetics should have their baseline
knowledge assessed

a. True

b. False

Which county has the highest rate of hospitalization
a. Kauai

a. Oahu

b. Maui

b. Big Island

An estimated_____ of hospitalized patients have DM
a. 10-15%
b. 20-25%
c. 30-35%

Which of this/these statements are true?

a. Evidence supports focusing on the needs of those with diabetes regardless
of their admitting complaints and diagnosis.

b. Discharge planning initiated on admission can safely transition diabetic
patients from hospital to home and possible prevent complications and
hospitalization

c. A and B true

b. None of the above

A requirement of the Joint Commission (TJC) Advance in-patient Diabetes
Certification is assessment of patient’s knowledge of Diabetes Self-
Management and providing patient education.

a. True

b. False
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Pre and Post In-service Knowledge Assessment Results

Staff Knowledge Assessment (n=50)

Questionnaires

7

B Pre-inservice
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Appendix K

Summary of Cost Associated with Diabetes and MMMC Cost in Implementing the EBP Project

Cost of EBP practice Cost Associated with Diabetes Diabetic care cost at
change MMMC
« Pay: $5.5 x 2100 » Per diabetic person care: $13,043.48 « 2100 Diabetic patients
(admitted patients with =$27,391,308.00 per year

DM, 2013) = $11,550 -« Cost of Amputations: $20,167
» Average cost of a readmission for any < 329 diabetics were
* Paper ($457.86) given cause: $11,200 readmitted at MMMC in
2015=%3,684,800per year

* Ink ($600.00) « Penalty of $528 million across all
hospitals in 2017; approximately
e TOTAL cost: $95,066.62, hospital
$12,607.86

 The 2012 average cost per premature
death was approximately $75,100 per
case

* An average of $166 per person per
day loss of earnings for those who
leave work early due to disability;
approximately $1,000 loss of earnings
per day in Maui county

« Approximately $185 per person per
day in 2012. The labor cost loss Maui
is approximately $1,110 per day
(number of diabetics multiplied by
$185).

78



Appendix L

Project Timeline

Task 2017 2018

JFMAMIJIIJAS ONDIJFMAMI

Phases | to IlI
1/15/17 to
5/15/17

Submit Chapter
1-3 to Project
Chair

Successful
Proposal
Defense

Brief Key
Leaders &
Staff

Develop
Marketing
Products

Prepare
Instruments for
Distribution

Educate Staff

Phase IV
Pilot Project (5
Med/Surg
Units)

Re-enforce
Education

Collect Data

Enter Data

Phase IV
Analyze Data

Interpret Data

Prepare &
Submit for
Dissemination

Plan for
organizational
implementation
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Appendix M

Diabetes Self-care Outpatient Group Evaluation Result

Questions Not atall Maybe Fair Good Very  Excellent Comments
Good
The Diabetic Self- 3 1 3 Good to have in
care brochure is different language
easy to read
The Diabetic Self- 3 1 3 Visuals are great,
care brochure is make important
easy to understand phone number info
BIGGER
The Diabetic Self- 2 1 3 Interesting and

care brochure will
be helpful in
managing my

diabetes at home
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