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A Comparative Analysis of the Scope of Practice ~£Diabetic Educators in Georgia and 
New York City · 
(Under the direction of DR. ANITA C. ALL) 

The purpose of this ·study was to identify md describe scope of practice trends of 

diabetic educators in the state of Georgia. This study was a replication of a research 

investigation originally done on diabetic educators in the metropolitan area ofN ew York 

City in 1991. The sample for this study was composed of members of the American 

Association of Diabetic Educators in Georgia who responded to the Diabetes Educator 

Responsibilities Questionnaire (DERQ). A total of 97 people returned the completed 

questionnaire, yielding a response rate of 45.3%. 

Descriptive statistics were· used to characterize the demographics and practice 

patterns of the sample. Results indicated that six of the nine educator roles included in the 

DERQ survey were carried out by more than 50% of the Georgia respondents. A 

comparative analysis of teaching roles of diabetic educators in Georgia in 1996 and in the 

original New York City 1991 study was also made. A positive finding was that over 70% 

of both groups of diabetic educators taught general diabetes information. A question 

asked of diabetic educators in the study involved the use of behavior modification 

strategies in patient teaching endeavors. Results indicated that less than 50% of the 

Georgia sample always/frequently used behavior modification strategies in educating the 
\ 

patient with diabetes. Based on the results of the study, recommendations for future 

research were made. 
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A Comparative Analysis of the 

Scope of Practice of Diabetic Educators 

in Georgia and New York City 

Chapter I 

Introduction 

Diabetes mellitus is a chronic disease which afflicts approximately 14 million 

Americans. Individuals with this disease are classified as having type I, insulin-dependent 

diabetes mellitus (IDDM), or type II, non-insulin-dependent diabetes mellitus (NIDDM). 

Over 90% of those diagnosed with this chronic disease have NIDDM (American Diabetes 

Association, 1994a ). Both types of diabetes, when uncontrolled, result in many health 

complications. Statistfos indicate that diabetes, along with its health-related complications, 

make it the third-leading cause of death in the United States (Bernstein, 1990; Davidson, 

1991). 

Health Complications 

Coronary heart disease mortality rates are three to_ five times,,_greater in those 

individuals with diabetes when compared to the nondiabetic population (Lopez-Ovejero, 

1992a). It is estimated that 50 to 75% of the lower extremity amputations performed 

involve clients with diabetes (American Diabetes Association, 1994a). Diabetes ranks as 

the number one cause of new cases ofblindness in this country (Davidson, 1991). The 
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most common cause of end-stage renal disease (ESRD) in both the United States and 

Western Europe is diabetes. More than 30% of patients on dialysis in the United States 

have diabetic ESRD (Lopez-Ovejero, 1992b). 

Studies indicate that diabetes may result in health complications for both the pregnant 

woman and her newborn. Diabetic women have an increased risk of developing obstetric 

difficulties, ketoacidosis, hypoglycemia, renal dysfunction, and other microvascular 

irregularities. Some hospitals report that cesarean delivery may be required in up to 50% 

of maternity patients with diabetes (Landon & Gabbe, 1992). Infants of women with 

diabetes are also at risk for health complications. Newborns have an increased risk for 

prematurity, traumatic birth, respiratory distress syndrome, macrosomia, adult obesity, 

NIDDM, and other health complications (Freinkal, Metzger, & Potter, 1993). 

In the United States, 7.2% of all hospitalizations can be attributed to diabetes and its 

complications (Quickel, 1994). Individuals with diabetes can expect to be hospitalized 1.5 

times more often than those subjects without diabetes (American Diabetes Association, 

1993). In 1992, health care expenditures for patients with diabetes totalled about one in 

seven health care dollars (Rubin, Altman, & Mendelson, 1994). In this same year, 

confirmed diabetics accounted for $85 billion or 11.9% of the total U. S. health care 

expenditures (American Diabetes Association, 1993; Rubin et al., 1994). 

Management Plan 

Presently, there is not a cure for diabetes. Maintaining blood glucose levels in an 

optimal range is the main goal for control. The development of complications relating to 

diabetes can be delayed and preyented altogether when the treatment plan is closely 
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followed by the patient (Venable & Walters, 1992)., Patient education is helpful and is 

considered essential in the management of diabetes (American Diabetes Association, 

1994a). 

In educating the patient with diabetes, both the treatment plan and management goals 

must be individualized. It is important to note that although patient education is beneficial 

in the management of diabetes, it does not always guarantee that the individual will follow 

the treatment plan. As with any chronic disease, individuals with diabetes must assume 

responsibility for the day-to-day management of their disease. The motivational level of 

the individual who is required to make lifestyle modifications in order to follow the 

prescribed diabetes treatment plan may fluctuate from day-to-day (Kelly, 1995). 

Because diabetes care is· multifaceted an_d involves ongoing patient education, the 

American Association of Diabetes Educators (AADE) was established in 1974. This 

multidisciplinary organization is composed of health. professionals who educate patients 

with diabetes. In addition, diabetic educators also teach the patient's family members and 
. ·,.,, 

other health care professionals about this chronic· disease (American Association of 

Diabetes Educators, 1992). Diabetic educators encourage health-promoting habits and 

lifestyle modifications through the use of many teaching strategies. 

Statement of the Problem 

One of the most important goals of diabetes management is to improve the patient's 

ability to understand and follow the necessary treatment plan. There is evidence that 

multidisciplinary teamwork and appropriate educational programs can help to decrease the 

risk of complications associated with diabetes (Thompson & Gibbon, 1993). 
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With earlier hospital discharges and more outpatient care, it is important to know what 

educational measures are being used by diabetic educators in a variety of settings. 

Consistency in the educational content and the teaching activities provided by diabetic 

educators in all treatment settings will help to foster the patient's understanding of the 

treatment plan. 

In the state of Georgia, diabetic educators function in many different settings such as 

hospital and outpatient clinic settings. A review of the literature indicated that there had 

not been any published information on what educational content and strategies were used 

by diabetic educators in Georgia. Thus, the question asked by this researcher was: What 

is the scope of practice for diabetic educators ·in the state of Georgia'? 

Purpose 

The purpose of this study was to identify and describe scope of practice trends of 

diabetic educators in the state of Georgia. This study was a replication of a research 

investigation originally done in 1991 on diabetic educators in the metropolitan area of 

New York City (Cypress, Wylie-Rosett, Engel, & Stager, 1992). Information obtained 

from this- study can be used to help guide future scope of practice trends and health 

promotion activities of diabetic educators in the state of Georgia. 

Significance 

This study has importance for both health care professionals and health care 

recipients. There continues to be an increase in the number of people with diabetes, 

especially in the elderly population. Non-insulin-dependent diabetes mellitus is one of the 

most common chronic diseases associated with aging (Graham, 1991). Impaired glucose 
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tolerance and diabetes affect more than 40% of people 65 to 74 years of age and 50% 

of individuals 80 to 89 years old (Halter & Christenson, 1990). In the next century, it is 

estimated that the eldei;ly population will increase from the current 12% to an estimated 

25% (Leggett-Frazier, Turner, & Vincent, 1994). These statistics-indicate that health care 

professionals will see an even greater number of patients with diabetes in the century to 

come . 

Efficacy of patient education depends not only on the motivation of the client to act 

on the information provided by the diabetic educator, but also on the type and ac~uracy of 

the information provided (Jayne & Rankin, 1993). This study helped to identify the 

strengths and gaps in the education provided by diabetic educators in Georgia. It is 

hoped that findings from this study will provide useful information for those who function 

as diabetic educators. 

Conceptual Framework 

The Health Promotion Mode~ developed by Pender (1987) was used as the 

theoretical framework for this study. This model is based on social cognitive theory, and 

is used to explain and predict the health-promoting aspects of lifestyle through a 

description of causal mechanisms (Johnson, Ratner, BottorH: & Hayduk, 1993). Pender's 

mode~ depicted in Figure 1, suggests that modifying background factors have a causal 

impact on the seven-cognitive perceptual factors which influence or which directly affect 

whether an individual will participate in specific health promoting behaviors (Ratner, 

BottorH: Johnson, & Hayduk, 1994). 
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Figure 1. The Health Promotion Model (Pender, _1987) 
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Health promotion has been defined as actions which are specifically aimed at 

developing resources that maintain or improve a person's well-being (Pender, 1987; 

Weitzel, 1989). Almost without exception, ~ealth-promoting behaviors must be ongoing 

activities that become a routine part of the individual's lifestyle. According to Pender 

( 1987), activities that individuals may become involved in for the promotion of health 

include physical exercise, nutritional eating practices, and the use of stress management 

techniques. It should be noted that for the patient with diabetes, dietary modifications, 

exercise, and medication are three types of treatment recommended to achieve near 

norm.al to norm.al blood glucose levels (Venable & Walters, 1°992 ). 

A descriptive analysis of the Health Promotion Model was required to better 

understand how it related to this study. The primary motivational mechanisms for 

acquisition and maintenance of health-promoting behaviors in this model are the cognitive

perceptual factors. Pender (1987) proposed that each of these factors exerts a direct 

influence on the possibility that an individual will engage in health-promoting actions. In 

this model, cognitive-perceptual influences include: the importance of health, perceived 

control of health, perceived self-efficacy, definition of health, perceived health status, 

perceived benefits of health-promoting behavior,· and perceived barriers to health

P!Omoting behavior. 

Modifying factors proposed in Pender's Health Promotion Model (1987) include the 

following: demographic characteristics, biological characteristics, interpersonal influences, 

situatio~al factors, and behavioral factors. The modifying factors may affect any or all of 

the cognitive-perceptual factors. In this model, cues to action can be described as those 
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internal or external stimuli that precipitate a health-related behavioral event (Pender, 1987; 

Pender, Walker, Sechrist, & Frank-Stromberg, 1990 ). The intensity of the cues required 

to iniate action.will depend on the level of readiness of the person or group to become 

involved in a specific health-promoting activity (Pender, 1987). 

For the purpose of this study, it was the modifying factors and the cues to action in 

the Health Promotion Model which could be directly related to the responsibilities of the 

diabetic educator and the patient with diabetes. Interpersonal influences are one of the 

model's modifying factors, and include· expectations of significant others, family patterns 

ofhealth care, and interactions with members of the health profession (Pender, 1987) .. 

Investigations have shown that interactions with niembers of the health profession 

significantly impact on the health-promoting behaviors of individuals (Brown & Hannis, 

I 

1995; Sprafka & Kurth, 1988; Steinberg, 1993). 

In the Health Promotion Model, cues to action crui be internally or externally iniated 

(Pender, 1987). The verbal interaction that the diabetic patient has with a diabetic 

educator regarding nutritional habits can serve as an external cue for health promotion. 

Programs about personal.and family health provided by the diabetic educator can also 

serve as external cues for action. 

Research Questions 

The following were a list of the questions answered through the investigation: 

1) What are the primary responsibilities of diabetic educators in the state of Georgia? 

2) Are there differences in the responsibilities between diabetic educators in Georgia and 

in New York City? 
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3) Are behavioral strategies used by diabetic educators in Georgia to help patients with 

diabetes make lifestyle modifications? 

Definitions ofTerms 

American Association of Diabetes Educators (AADE) is a multidisciplinary 

organization of health professionals who provide education to patients with diabetes 

(American Association of Diabetes Educators, 1992 ). 

Behavioral strategies are used to help the patient. follow the proposed t;reatment plan 

to make necessary lif~style modifications. Behavioral strategies that are used include go.al 

setting, positive reinforcement, and stress reduction (Cypress, Wylie-Rossett, Engel, 

& Stager, 1992). 

Certified diabetic educator is a health care professional who has completed 2000 

hours of direct diabetes patient" education and has successfully passed the written 

certification examination (Hinnen, 1993 ). 

Diabetes education is i4entified as the teaching and the· learning of a specific body of 

knowledge an~ skills .. The ultimate goal of diabetes education is to improve the 

patient's quality oflife through behavioral changes and psychosocial adaptation (American 

Association ofDiabetes Educators, 1992). 

Diabetes educator is a health care professional who has mastered the core of 

knowledge and skills necessary to educate the patient with diabetes. This health care 

professional has knowledge relating to biological and social sciences, communication, and 

counseling. The role of the diabetes educator may be carried out by the following health 

care individuals: registered dietitians, registered nurses, physicians, pharmacists, social 



workers, podiatrists, and exercise physiologists. It is important to note that this list is not 

all inclusive and other members of the health care profession may also act as diabetic 

educators (American Association of Diabetes Educators, 1992). 

Diabetes mellitus is a chronic disease resulting from abnormal metabolism of 

carbohydrates, fats, and protein. Diabetes is caused by an insufficient amount or an 

inadequate effect or insulin (Venable & Walters, 1992 ). 

Health promotion has been defined as actions which are specifically aimed at 

developing resources that maintain or improve a person's well-being (Pender, 1987; 

Weitzel, 1989). 

Responsibilities can be described as those duties, obligations, or roles that an 

individual must carry out. 

Scope of practice defines the current practice of diabetes education by 

multidisciplinary health care professionals. It defines the roles and responsibilities carried 

out by members of the multidisciplinary team (American Association of Diabetes 

Educators, 1992 ). 

Assumptions 

The assumptions of this study included the following: 

1. Patients with diabetes and their family members benefit from education provided by 

diabetic educators (Venable & Walters, 1992). 

2. Management of diabetes as a chronic condition is multifaceted, and teaching provided 

by the diabetic educator does not always result in the patient following the treatment plan 

or maintaining normal limit blood glucose levels (Kelly, 1995). 
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3. Educating the diabetic client about behavioral strategies such as stress reduction 

techniques enhances the patient's ability to make necessary lifestyle modifications (Bailey, 

McGrady, & Good, 1990; Boehm, 1992). 

4. A thorough assessment of the diabetic client helps the diabetic educator determine 

specific teaching needs (American Association of Diabetes Educators, 1992). 

Summary 

Diabetes mellitus is a chronic disease which presents health care professionals with 

grave concerns. The number of patients with diabetes is growing, and there are many 

health complications associated with this disorder. This study was designed to identify 

and describe the scope of practice trends of diabetic educators in the state of Georgia. 

Results of the study will be used to help guide future practice trends and health promotion 

activities of diabetic educators in the state of Georgia. 



Chapter IT 

Review of the Literature 

This review of the literature helped to determine and describe what the scope of 

practice trends have been in the past for diabetic educators in a variety of settings. Studies 

which assessed the scope of practice and continuing education needs of the 4iabetic 

educator are described. Specific scope of practice and practice guidelines set forth by the 

American Association of Diabetes Educators _(AADE) are summarized, and behavioral 

strategies used by these patient educators are highlighted. This review of the literature 

concludes with a description of studies which have linked diabetic education to favorable 

patient outcomes. 

Scope of Practice Studies 

Ezzard, Deeb, Alogna, and Gettinger (1980) reported on the results of a 

questionnaire distributed to attendees of three different diabetic educator conferences. 

The diabetes education questionnaire was distributed at a national meeting, a statewide 

meeting, and regional meetings in a second state. This, questionnaire was designed to 

determine responsibility and practice trends of diabetic educ~tors. Findings were based on 

295 questionnaires returned by respondents which represented a 42% response rate. 

Results indicated that the majority of the respondents (85%) in all three surveys were 

composed of dietitians and registered nurses who predominantly worked in hospital 

12 
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settings. Less than half of the respondents reported that a diabetic education team 

approach was used by their facility in educating the patient with diabetes. Study findings 

indicated that most patient instruction was given individually, and the majority of the -

respondents spent less than half their time involved in diabetic education. Ezzard et al., 

(1980) recommended that the goals, responsibilities, and evaluation methods for diabetic 

education should be classified and standardized. 

Essig and Thielen (1982) assessed 97% of the acute care hospitals in Ohio in their 

investigation. The purpose of their study was to determine characteristics of diabetes 

education programs and the individuals offering them Data was collected through on-site 

interviews at each of the hospital facilities. Members of the hospital team who were 

directly responsible for diabetes education were personally interviewed. The total number 

of acute care hospitals evaluated in this study was 204 and this was done over an 11 

month period. 

Essig and Thielen (1982) concluded that diabetes education was usually conducted by 

staff nurses and dietitians. Participation of physicians, pharmacists, and podiatrists in 

diabetic educational activities was considered minimal to limited. One-third of the 

hospitals had a formal coordinator for diabetes education. Study results indicated that 

most of the individuals working as diabetic educators learned about their teaching 

responsibilities through on~the-job training. Essig and Thielen (1982) concluded that the 

need for certified diabetic educators should be considered. They also suggested that 

individuals fiinctioning as diabetic educators should attend formal training programs. 
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One investigation was done to determine the status of diabetes education in primary 

care physician's offices. Hiss, Frey, and Davis (1986) randomly selected communities in 
I 

Michigan, -and a comparison was made between hospital-based and office-based 

education. A questionnaire was developed to gather data about several aspects of 

diabetes education. In the hospital setting, the diabetes or patient educator completed the 

questionnaire. In the primary care physician work setting, a member of the office sta£I: 

whose specific job title was not alluded to in this published study, was reSJ?Onsible for 

completing the questionnaire. , Completed questionnaires were obtained from 26 hospitals 

and 44 office-based practices. 

Results indicated that staff nurses and dietitians did most of the diabetic education in 

the hospital setting. In the office setting, most of the diabetic education was provided by 

physicians on an informal one-on-one basis. Nursing participation in educating the patient 

with diabetes in this outpatient setting was minimal. Hiss, Frey, and Davis (1986) did not 

define whether nursing participation included only RNs or if LPNs and NAs were also 

participants in the study in the office setting. Each patient received only 12 minutes of 

diabetic teaching in the office setting per visit. The length of time spent on hospital-based 

individual diabetic education was not determined. For diabetic education, the office 

settings lacked the technical features of planned education programs such as a needs 

assessment and evaluation. Hiss et al. (1986) concluded that more nurses should act as 

diabetic educators in the office setting, and instructional material on diabetes should be 

developed and distributed in outpatient clinics. 



15 

A survey was conducted in New York City, and it included 108 members of the local 

metropolitan AADE chapter. Cypress et· al. ( 1992) conducted the study to detepnine the 

current roles and responsibilities of diabetic educators. A second goal of this study w~s to 

as.sess the use of behavioral strategies in patient teaching. The results were based on 

statistical analysis of the developed questionnaire. A total of91 % of the questionnaires 

were analyzed through either descriptive stastistics or chi-square analyses. 

Cypress et al. (1992) reported in the study findings that that most of the diabetic 

educators were nurses, and 70% of them worked in outpatient settings. Results indicated 

that only 59% of the sample primarily focused on diabetes education in their job. 

Standard patient education roles were performed by 75% of the nurses, but very few of 

them had received formal training in the use of behavioral strategies. Based on the 

investigation results, recommendations were made that nursing assessment skills should be 

developed, and forinal training programs in the use of behavioral strategies should be 

implemented. Cypress et al. ( 1992) concluded that nurses and dietitians should receive 

training on the adjustment of insulin and oral hypoglycemic medication. 

Edelstein and Cesta (1993) studied the outcome of a case management approach to 

diabetic education at Beth Israel Medical Center. The goal of nursing case management is 

to coordinate the care of hospitalized clients from admission through discharge, and to 

provide follow-up of the patient in the community setting. In this study, the case 

··management diabetes team consisted of a diabetologist, diabetes case manager, a part-time 

diabetes nurse educator, and a nutritionist. Two groups of patients with diabetes served 

as the sample for the study. One gro:µ.p (n:=85) consisted of patients with a primary 
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diagnosis of diabetes; the second group (n~49} consisted of patients who had diabetes as a 

secondary diagnosis. 

Patient chart audits were used to determine study findings. During this_ investigation, 

a total of 1193 team notes were documented. The average number of consultations per 

patient made by the diabetes team was 7. 5. Results indicated that a case-management 

team approach to diabetes care resulted in a reduced length of hospital stay for patients. 

The length of stay of these diabetic patients was reduced by 58% when the case 

management team approach was used. Ecieistein.and Cesta (1993} determined that the 

quality of care of both groups of patients with diabetes was enhanced with this team 

approach. 

Ruby, Blainey, Haas, and Patrick (1993} investigated the knowledge base and 

practices of registered nurse, certified diabetic.educators (RN, CDEs), in regard to their 

exercise teaching programs for elderly patients with non-insulin-dependent diabetes 

mellitus. The relationship between RN, CDE' s knowledge of exercise and content of their 

educational programs was explored. This investigation assessed the design and 

educational methods used by RN, CDEs in their exercise teaching programs. 

Ruby et al. (1993) reported three important conclusions in this study. Results 

indicated that the RN, CD Es in the sample had a thorough comprehension of basic 

exercise principles for elderly patients with non-insulin-dependent diabetes mellitus. 

Secondly, many of the RN, CD Es in the sample did not teach their elderly patients .about 

exercise. This was due to the fact that subjects lacked resources and knowledge on an 

appropriate exercise prescription. Authors further concluded that continuing education 
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impacted on how well exercise teaching programs were designed. Ruby et al. (1993) 

recommended that CDEs who develop exercise teaching programs for elderly patients 

need to insure that their practice is scientifically based. 

Another study evaluated the teaching practices ofRDs who were members of the · 

Arkansas Dietetic Association (n=276). Brech, Ebro, and Kopel (1994) developed a 

questionnaire that assess~d dietitians' specific practices and teaching materials in educating 

patients with gestational diabetes. Dietitians were asked if they needed additional 

instructional materials in order to fulfill their role as the patient educator. Findings were 

based on 13 7 questionnaires returned by respondents which represented a 67% response 

rate. 

Brech, Ebro, and Kopel (1994) determined that the majority of the dietitians (83%), 

spent less than 25% of their time educating patients with gestational diabetes. Of the 

study respondents, .89% reviewed the blood glucose laboratory values of their patients 

with.gestational diabetes before individually counseling them Over 50% of the study 

· respondents indicated that there were not sufficient educational materials available to meet 

the counseling needs of their patients. Brech, Ebro, and Kopel (1994) concluded that 

Arkansas dietitians need educational pamphlets and handouts which specifically address 

the needs of patients with gestational diabetes. 

Continuing Education Needs of Diabetic Educators 

Anderson, Donnelly, Funnell, and Johnson (1991) investigated the continuing 

education needs of nurses who functioned as diabetic educators and were members of the 

American Association of Diabetes Educators through the use of a questionnaire. The 
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questionnaire elicited demographic information from the nurses. Nurses' continuing 

education needs and preferences and learning styles were also evaluated. Anderson et. al. 

( 1991) concluded that nurses had difficulty attending seminars and workshops because of 

time constraints and financial costs. Because the questionnaire return rate was low (36%), 

investigators recommended caution in evaluating the results. 

Investigators, (Anderson et., 1991) found that nurses on an average spent just over 

ten hours per week providing diabetic education in a variety of settings. A majority of the 

sample spent time on program development, administrative activities, and providing staff 

training. Most of the nurses had- spent ten years in patient education with an average of 

seven years experience in diabetes teaching. Study results indicated that nurses wanted 

mor~ continuing education information which related to psychosocial aspects of care. 

Nurses reported spending only 6% of their time on psychosocial counseling work. 

Another study, conducted by Anderson, Arnold, Donnelly, Funnell, and Johnson 

(1992), used the same previously mentioned questionnaire but involved instead a sample 

of 103 dietitians. These dietitians functioned as diabetic educators and were members of 

the American Association of Diabetes Educators. Demographic information and 

continuing education preferences and learning styles of the dietitians were evaluated. 

Anderson et al. (1992) determined that the dietitians in the study were interested in 

developing their skills to enhance the diabetic patient's compliancy rates with the · 

treatment plan. Participants wanted to develop their beh~vior chang~. skills. Respondents 

indicated that they wanted to become more knowledgeable about the interrelationships of 

diabetes, nutrition, weight control, medications; and exercise. Results indicated that the 
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participants preferred to learn by attending workshops. Barriers that participants faced 

which prevented them from.attending workshops included a lack of time and money. 

Scope of Practice Guidelines for Diabetes Educators 

The American Association of Diabetes Educators (AADE) was founded in 1974. 

This organization is dedicated to enhancing the knowledge and capabilities of health care 

professionals who teach patients with diabetes. AADE has developed guidelines for the 

scope of practice for diabetic educators. These guidelines have been developed to 

enhance the quality of diabetes patient education through the provision of superior 

practice. The scope of practice guidelines for diabetic educators were developed by a 

multidisciplinary task force composed of members of AADE (American Association of 

Diabetes Educators, 1992). 

Diabetic educators have multiclim.ensional roles. They may work individually or use 

the team approach when interacting with the client. Their primary role includes the 

education of patients, their family members and other support systems,_ health ·care 

providers, and the public about self-management in diabetes. ·Educational content 

provided by the diabetic educator addresses the following areas: pathophysiology of 

diabetes, dietary management, pharmacologic therapy, exercise and activity, blood glucose 

self.monitoring, and the prevention of complications.· An assessment of the patient's 

educational needs will help to determine what teaching and learning strategies will be most 

beneficial (American Association of Diabetes Educators, 1992). 

Health promotion activities and other teaching endeavors carried out by the diabetic 

educator can be accomplished in both inpatient and outpatient settings. The diabetic 
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educator helps the patient develop appropriate coping skills so that tight glycemic control 

is maintained and disease complications are prevented. The patient's coping skills are. 

developed through psychosocial adjustment. The diabetic educator teaches the patient 

about problem-solving skills and stress management techniques. Through positive 

psychosocial adaptation, health promotion activities such as smoking cessation and weight 

control can be encouraged (American Association of Diabetes Educators, 1992). 

Standards of Practice for Diabetic Educators 

Standards of practice developed by the American Association of Diabetes Educators 

are designed to assure quality in the professional practice of diabetes education. It is the 

responsibility of the diabetic educator to pursue continumg:education and professional 

development to acquire updated knowledge and skills. Collaboration with the 

multidisciplinary team of health care professionals will help to insure that a comprehensive 

educational experience is offered. The health care professional should strive to meet the 

academic and professional requirements to become a certified diabetic educator (CDE) 

(American Association ofDiabetes Educators, 1992). 

Standards of practice provide patients with a means of determining the quality of 

diaQetes education provided. By establishing practice guidelines, health care providers -

~ who do not specialize in diabetes care can better understand the role of the diabetic 

educator. Standards of practice help to educate and provide members of the community 

with information from which diabetic educators base their practice (American Association 

ofDiabetes Educators, 1992). 
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Behavior Strategies Used by Diabetic Educators 

Because of the chronic nature of diabetes, patients with this disease are often required 

to make many changes in their lifestyles in order to achieve tight gly~emic control. 

Patients with this chronic disease often have difficulty in making multiple changes in their 

way ofliving all at once (Kelly, 1995). The diabetic educator ~an use a variety of 

behavioral strategies to help foster the patient's ability to follow the treatment plan. 

Examples of some strategies that can be implemented include the use of contracts, goal 

setting, and biofeedback in stress reduction. Research related to the effectiveness of 

patient contracts has been identified in the literature since the 1970's and has been used in 

many settings and for a number of behaviors. Patient contracts have been useful in helping 

individuals with diabetes lower their blood glucose levels to acceptable ranges (Boehm, 

1992}. 

Wilson and Boyer (1988) conducted a case study investigation on a 34-year-old male 

with a six-year history of insulin-dependent diabetes mellitus who had not been seen by a 

physician in two years. The case study patient admitted to not following the diet plan. 

When evaluated, the patient's blood glucose level was ·elevated to over 300 mg/dl, and his 

glycosylated hemoglobin concentration was 21.5%. A referral to the diabetes nurse 

educator for instruction in self blood glucose monitoring was made for this case study 

participant. 

A written contingency contract was developed between the diabetic nurse educator 

and the patient. A contingency contract is based on the principle of positive 

reinforcement, which states that when a behavior is followed by a reinforcing 
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consequence, it is more likely that the behavior will be repeated again (Boehm, 1992). 

The written contract that was negotiated included visual blood glucose monitoring to be 

performed four times each day by the patient. In turn, the patient was given the diabetic 

educator's phone number and was encouraged to call if he had any questions. The 

contract also included a scheduled two-week follow-up phone call by the educator to 

monitor the client's blood glucose results. The patient continued to follow the treatment 

plan for the first three months, so the contract was renegotiated and continued to be used 

(Wilson & Boyer, 1988). 

Wilson and Boyer ( 1988) reported that the outcome of contracting with this patient 

was an effective supplement to patient education. On each'follow-up clinic visit, the 

patient's glucose levels and glycosylated hemoglobin concentrations were closer to 

normal. Wilson and Boyer (1988) determined that the contract was· effective because both 

parties were able to fulfill the terms of the contract. On the most recent clinic visit, eight 

months after the initial contract, the patient's glycosylated hemoglobin concentration was 

10%. · 

Another behavioral strategy that diabetic educators can use in assisting the patient 

with diabetes is the use of goal setting. Goal setting can be considered a vital part of 

problem solving and patient education .. Mutual goal setting can favorably affect treatment 

outcomes because health care providers assist patients in determining realistic goals for 

what can be anticipated in their treatment regimens. Diab_etes is a disease well s_u.ited to 

the use of this behavioral strategy because there is a great emphasis placed on lifestyle 

modifications. Unfortunately, research on treating diabetes indicates that limited attention 
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has been focused on goal setting and its effect on patient compliancy (Dobson, Nord, & 

Haire-Joshua, 1989). 

Dobson et al. (1989) conducted an exploratory study to determine if physicians 

specializing in diabetes care used goal setting in their patient's treatment plans. The 

Diabetes Education Center Staff developed a case study of a typical diabetes patient. 

Study participants were six physicians who provided diabetes care through a metropolitan 

hospital. Physicians were initially asked to participate by phone. Subsequent study 

inteIViews with the participants took place in the physician's office. Participants were 

given the diabetes case study, and each doctor was asked questions about what the 

patient's treatment plan would include. 

Results of this study in4icated that the-physicians reflected a strong concern-with 

patient compliance with the treatment plan. Physicians did propose regimens, and they 

attempted to set goals based on these targets. However, they showed limited use of 

systematic goal setting. Physicians did not use key elements of established goal setting 

approaches which could have resulted in effective goals for the patient. 

Dobson et al. (1989) cautioned that this study had limitations. This study involved 

only a small number of physicians. Participants in the study knew that they were not 

de'Rling with a real case study but a simulated one. Investigators recommended that 

research should be done to determine if goal setting is a low cost way to promote patient 

compliance with the treatment plan. 

Stress management is important for patients with diabetes. Psychologic and 

physiologic stress may result in elevated blood glucose levels (Bailey, McGrady, & Good, 
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1990). The diabetic educator can teach the patient many'different strategies for successful 

coping with the stress response. One strategy is the use of biofeedback-assisted 

relaxation. Biofeedback is a method in which a person learns to be aware of and control a 

specific physiologic function (Bailey et al., 1990). 

Bailey et al. (1990) conducted a case study investigation of a 27-year-old female .. 

referred to the Psychophysiology Laboratory for stress management. · The client had a ten 

year history of insulin-dependent diabetes mellitus, and she had been managing her 

diabetes for over two years with the use of a continuous subcutaneous insulin infusion 

pump. Both the patient and her physician felt that psychological factors were likely to be 

negatively affecting her blood glucose levels. The patient's identified sources of stress 

included time pressures at work, .financial concerns, fears about her health, and :frustration 

in her occupation. The patient complained of daily headaches and occasional migraine 

headaches· every month. These are disorders in which stress plays a role. 

Bailey et aL (1990) reported that a team approach was used in this case study, and a 

diabetes nurse educator and biofeedback therapist were involved. The most important 

task of the diabetic educator was to review blood glucose values with the patient and 

identify problems stemming from the treatment regimen. The biofeedback therapist 

received summaries of the patient's blood glucose levels before each treatment session. 
\. 

The biofeedback therapist's role was to teach ~he patient biofeedback-assisted relaxation 

techniqu~s. This was done after the therapist made an initial stress-related physical and 

psychological assessment of the patient. The biofeedback therapist also spent time 
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counseling the client about sources of stress in her life. Appropriate ways to respond to 

stressful situations were recommended. 

Bailey et al. (1990) concluded at the end of this study that the treatment sessions 

were successful as the patient demonstrated significant improvement in glycemic control. 

The study demonstrated that a team approach was vital in order for a patient with diabetes 

to learn biofeedback-assisted relaxation. This study supported the belief that the use of 

biofeedback-assisted relaxation is a positive adjunct to standard diabetes medical 

manag~ment. Researchers cautioned that larger well-controlled investigations were 

needed to generalize the findings. 

Diabetic Education and Related Patient Outcomes 

The Diabetes Control and Complications Trial Research Group (1993) reported on a 

study involving patients with insulin-dependent diabetes mellitus from 29 different centers 

who were followed for a mean of 6. 5 years. This study, known as the Diabetes Control 

and Complications Trial (DCCT), was designed to compare intensive with conventional 

diabetes management. The study was designe~ to answer two central questio~s: 

1) whether aggressively managed blood glucose levels c~mld prevent the onset of 

microvascular disease, and 2) whether aggressively managed blood glucose levels could 

stop or reverse early microvascular complications that were already present. A total of 

1441 patients with IDDM were in the study; half the group had mild indications of 

retinopathy, and the other half in the study presented without any problems related to 

retinopathy. 
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Patients in the DCCT study (1993) were randomly assigned to the intensive therapy 

or the conventional therapy group. The intensive therapy group received care and 

treatment led by an expert team of diabetologists, nurses, dietitians, and behavioral 

specialists. Intensive therapy included· the use of an external insulin pump or patients· 

received three or more insulin injections daily. Patients in this group checked their blood 

glucose four times daily, and they visited their treatment center every month. These 

patients were contacted frequently by phone so that their insulin regimes could be adjusted 

as needed. The conventional therapy group received only one or two daily insulin 

injections. These patients received education about diet and exercise, and they checked 

their blood glucos~ once daily. 

The Diabetes Control and Complications Trial Research Group (1993) concluded that 

intensive therapy of patients with insulin-dependent diabetes mellitus delayed the 

development and retarded the progression of retin~pathy. Researchers determined that 

patients with IDDM who achieved glucose control could expect a 50-75% reduction in 

the risk of developing retinopathy, nephropathy, and neuropathy after eight to nine years. 

Results indicated that the findings in this study could be equally applicable for patients 

. with type II non-insulin-dependent diabetes mellitus. 

Effective use of a certified diabetes educator at a 713-bed teaching hospital was 

investigated in one study. Feddersen and Lockwood (1994) designed the investigation to 

evaluate the impact of an inpatient diabetes education program on staff nurses' s and 

patients' glycemic control. This study (total n=61) was conducted over a year's time, and 

the CDE provided nursing personnel with current information about diabetes care and 
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coordinated a diabetes education program on two experimental medical units. Patients in 

the experimental group received diabetic education and training.·· Pafa~nts with diabetes in 

the control group were not included in the diabetes education program 

Results showed a significant difference in patient knowledge and hospital length of 

stay between the experimental group and control groups. Patients in the experimental 

group had shorter hospital stays which resulted in an average savings of $466 per patient. 

The experimental group demonstrated a better understanding and knowledge of the self

care requirements in successful day-to-day living with diabetes. Feddersen and Lockwood 

(1994) concluded that an inpatient diabetes educator could improve the knowledge of 

nursing personnel and patients with diabetes. Recommendations were made that a full

time diabetes educator should be employed by the hospital. 

Pedersen and Lowry (1992) studied the effect of a nutritional education program on 

knowledge and self-care behaviors of individuals with diabetes. The program was 

presented by a registered dietitian, free of charge, to residents in the Northeast Ohio area, 

and a total of 44 individuals with diabetes participated. Subjects in the study included 

persons with either insulin-dependent diabetes mellitus or non-insulin dependent diabetes 

mellitus who responded to a news release about meal planning classes. Individuals had to 

have attended at least three or four nutrition classes in order to be eligible to participate in 
) 

the study. Participants completed both pre- and post- program knowledge tests. Results 

were based on a comparison between the pre- and post-test scores. 

Results indicated that the nutrition program enhanced patients' knowledge about 

diabetes. Post- program knowledge test scores were ·higher than the pre-test scores. 
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Outcomes of this investigation did not show that an improvement in eating behaviors had 

occurred in participants. However, post-food records showed that participants were more 

closely following the American Diabetes Association's recommendations for protein and 

fat intake. Pedersen and Lowry (1992) concluded with the recommendation that more 

diabetic nutritional educational programs should be offered in convenient settings and free 

of charge. 

An investigation was done to determine the impact of education on the lengths of 

stay of children hospitalized with newly diagnosed diabetes. Lipman (1988) compared the 

educational endeavors of staff nurses to the teaching methods used by the Endocrinology 

Clinical Nurse Specialist (CNS) plus staff nurses to determine hospital lengths of stay. 

Participants included 30 newly diagnosed diabetic children admitted in a two-year period 

who were evaluated retrospectively. The first teaching group in this study, composed of 

staff nurses, attended diabetic workshops and were required to pass a posttest on diabetes 

to be eligible to participate in this study.~·· The second teac~g group was led by the CNS 

in Endocrinology who coordinated the educational responsib~ties with the staff nurses in 

her group. 

Lipman (1988) concluded that children whose education involved the Endocrinology-' 

Clinical Nurse Specialist (CNS) had significantly shorter hospital stays when compared to 

children educated only by staff nurses. Children e4ucated by the Endocrinology CNS and 

staff nurses remained in the hospital 6.2 days. When staff nurses alone were responsible 

for diabetic education, children remained in the hospital for 8.4 days. The researcher 
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concluded that education provided by the CNS was less fragmented than that provided by 

staff nurses who had both other patients and other duties. 

Bembaum et al (1989) developed an educational program to enhance independence, 

self-esteem, and glycemic control in patients with diabetes and blindness. A total of 29 

patients with both insulin-dependent diabetes mellitus and non-insulin dependent diabetes 

mellitus entered the 12-week program The program team was composed of 

diabetologists, a diabetes nurse educator, a cardiologist, an exercise physiologist, a 

psychologist, a dietitian, a cardiovascular nurse speci~list, and exercise instructors~ 

Educational content in this program focused on diabetes self.management skills for the 

visually impaired, monitored exercise sessions, and group support. · 

Outcomes indicated that the educational program was successful. Exercise tolerance 

in the 12-minute walk test improved in these patients. Glycated hemoglobin levels were 

closer to norma~ and the psychological profiles or participants refleded the_greatest 

improvement. Study results did not indicate significant changes in weight or lean body 

mass in th~ group as a whole. Bembaum et al. (1989) concluded that a more prolonged 

program may be necessary to influence other health risk factors such as weight and 

lipoprotein profile. 

Summary 

The literature review was designed to provide a summation of various studies and an 

overview of documented guidelines relating to the practice trends of diabetic educators. It 

was positively noted in the scope of practice literature that most diabetic education was 

provided by nurses or dietitians (Cypress et al., 1992; Essig and Thielen, 1982; Ezzard et 
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al., 1980; Hiss et al., 1986). Investigative :findings indicated that individuals who provided 

diabetic teaching often had many other job responsibWties which were unrelated to the 

education of patients with this chronic disease (Cypress et al., 1992; Ezzard et al., 1980). 

An important finding was that very few studies relating to scope of practice trends of 

diabetic educators were actually found in the literature. There were also not any 

investigations specifically addressing practice trends of diabetic educators since 1994 

identified in the review of the literature. 

It was noted in continuing education studies that diabetic educators, consisting of 

nurses and dietitians, had difficulty attending seminars and workshops because of financial 

and time constraints (Anderson et al., 1991; Anderson et al, 1992). The scope of practice 

and standards of practice guidelines for diabetic educators which were highlighted in this 

chapter served to clarify and describe roles and responsibilities of the diabetic educator 

(American Association of Diabetes Educators, 1992). The positive use of behavioral 

strategies in helping patients with diabetes make appropriate lifestyle modifications was 

emphasized in several investigations (Bailey et al., 1990; Dobson et al, 1989; Wilson and 

Boyer, 1988). 

Investigation :findings indicated that diabetic education positively impacted on patient 

outcomes (Feddersen and Lockwood, 1994; Pedersen and Lowry, 1992). The Diabetes 

Control and Complications Trial Research Group (DCCT) concluded that intensive 

therapy, including patient education, for patients with type I diabetes retarded the 

progression of retinopathy (The Diabetes Control and Complications Trial and Research 
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Group, 1993). Another study showed that patients with diabetes benefitted more from 

education provided specifically by a CDE (Feddersen and Lockwood, 1994). 

The current investigation is designed to determine what the teaching and practice 

responsibilities are for those individuals who work as diabetic educator~ in the state of 

Georgia. Information obtained from this study will help to shape future practice trends 

for those who specialize in diabetes education. The lack of studies which have focused on 

this subject help to validate both a need and value in conducting this investigation. 



Chapter ill 

Methodology 

· This study was a replication of an investigation originally conducted by Cypress et al, 

1991. The pm:pose of this study was to determine the scope ·of practice trends of diabetic 

educators in the state of Georgia. After making this determination, the scope of practice 

of diabetic edµcators in Georgia atid New York City was compared. In this chapter, a 

description of the methods and procedures used in gathering data for this study is 

provided. 

Participants and Setting . 

The population for this study consisted of 221 members of the American Association 

of Diabetic Educators listed in the 1995 Membership Directory in Georgia. This 

population of health care professionals included registered nurses, registered dietitians, 

pharmacists, physical therapists, social workers, public health ed,ucators, physicians, 

exercise specialists, and physician assistants. Individuals received a copy of the Diabetes 

Educator Responsibilities Questionnaire (DERQ) (Appendix A) at either their residential 

or business address depending on what was listed in the membership directory. 

The sample consisted of those people who responded to the questionnaire. A total of 

- 97 people served as the sample. Using Kish' s sampling formula, a precision of. 04 was 

established for dichotomous items with a variance of .25 (Kish, 1965). 

32 



33 

Research Design 

A preexisting groups design was used for this study. In the preexisting groups 

design, the investigator does not have control over the independent variable (Polit & 

Hu.ngler, 1995). The independent variable in this study was both locale and time. The 

two values for the independent variable were New York City in 1991 and the state of 

Georgia in 1996. The dependent variables in this study were the responses given to each 

question on medical management responsibilities and educator responsibilities. 

Instrtimentation 

The Diabetes Educator Responsibilities Questionnaire (DERQ) developed by Cypress 

et al. (1992) was used to measure the dependent variables. The questionnaire was 

originally developed to gather demographic information about the subject's health 

profession, job title, position, work setting, education, and experience. Information in the 

questionnaire also specifically addressed the diabetic educator's training and use of 

behavioral strategies in educating the patient -with diabetes. 

For this study, the DERQ questionnaire included 55 five-point Likert type scale 

questions which addressed practice responsibilities. Subjects chose one of the following 

responses: I-never, 2-rarely, 3-sometimes, 4-.frequently, and 5-always. The responsibility 

section contained two sub scales to evaluate the use of medical management 

responsibilities, and it also contained questions relating to the traditional educator duties. 

Medical management duties included in this questionnaire involved diabetic educator roles 

which were either diagnostic or prescriptive in nature. Examples of educator duties in this 
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questionnaire included the development of quality assurance programs and the teaching of 

diabetes seIB-care skills. 

In conducting this study, a few modifications were made in the demographic and 

responsibility sections of the original DERQ questionnaire. In the original study, 

Cypress et al. (1992) asked what the participant's current job position title was and if 

participants had their own office. Participants were given a list of diabetes-related 

meetings from which to choose, and they were asked to mark with an x those that they 

attended. In the original study, individuals were also asked if their facility had _a Diabetes 

Education Program recognized by the American Diabetes Association. In this study, all 
) 

of these questions in the demographic section of the questionnaire were omitted. 

A few additions were made in the medical management responsibility section of the 

DERQ questionnaire when this study was conducted. In the original study by Cypress et 

al. (1992), the DERQ questionnaire did not include questions addressing the use of 

practice protocols by diabetic educators in adjusting insulin and oral hypoglycemic 

medication dosages. In this study, two questions were added to the medical management 

responsibility section of the survey. These two questions specifically addressed the use of 

practice protocols by diabetic educators in adjusting -insulin and oral hypoglycemic 

medication dosages. 

Instrument Validity and Reliability 

When this study was initially conducted by Cypress et al. ( 1992 ), the face validity of 

the subscales was established by an expert panel of seven diabetes educators. Internal 

consistency was established with the use of these scales by Cronbach' s a]pha coefficients. 



35 

For medical management responsibilities, alpha= .87, and for the educator responsibilities, 

alpha= .89 were obtained in the original study .. For this study, the.face validity of these .. 

sub scales was reestablished by an expert panel of two diabetic educators. Their work was 

reviewed by a five-member p3:D-el research committee which includ_ed a statistician.· 

Procedure for Data Collection 

Data collection for this study took place through a mailed survey. Prior to sending 

out the questionnaire, permission to conduct the study was obtained from the Human 

Assurance Committee at the Medical College of Georgia (Appendix B ). When the 

researcher sent out the DERQ questionnaire, an explanatory cover letter was included 

inviting the recipients to participate. The cover letter described the purpose of the study 

and the procedure for participation (Appendix C). A self-addressed return envelope was 

also provided for participants to use in retunting the completed questionnaire. 

Identification of those questionnaires that were not returned was made through the 

use of a coding number on each self-addressed return envelope. This coding number was 

used for the purpose of remailing to non-respondents. The coding number on each 

envelope corresponded to a specific name listed in the 1995 American Association of 

Diabetic Educator's Membership Directory for the state of Georgia. The coding number 

on the return envelope was removed by an individual not involved in this study prior to the 

researcher having access to completed questionnaires. 

Those individuals who did not return the completed questionnaire within two week's 

time were sent a second questionnaire with a second cover letter (Appendix D). The 

second cover letter was similar to the first one. It outlined the purpose of the study and 
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asked participants to complete the questionnaire and to return it if he/she had not already 

done so. The second time that questionnaires were sent to those individuals who had not 

initially responded, it was unnecessary for the self-addressed return envelopes to be 

number coded. This was because the second mailing of ,questionnaires to in,dividuals 

represented the last written contact that would take place between the investigator 

and potential study partipants. 

Participants in the study were assured that their anonymity would be protected. They 

were instructed to return the completed questionnaire in the self-addressed stamped 

envelope. The cover letter (Appendix C) that each participant received explained why the 

return addressed stamped envelopes were number coded. Participants were reassured that 

number coded envelopes were only to be used for the purpose of rem.ailing to non

respondents. Completion of the questionnaire seived as written consent to participate in 

the study. This was noted on the cover letter. 
\ 

Methods for Data Analysis 

Descriptive statistics were used to characterize the demographics and practice 

patterns of the sample. The responses from this sample were compared with the results 

from the original study using z-tests for significance of difference between two 

proportions after dichotomizing the responses. The dichotomization was.necessary 

because in the New York City study, :frequently and always responses were grouped 

together and tabulated. The alpha level for statistical significance was set at 0.05. 
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Summary 

This chapter outlined the methods and procedures which were used in gathering data 

for this study. A description of the participants and setting were provided. The research 

design and instrumentation were described. The procedure for data collection was 

outlined, and the methods for data analysis were identified in this chapter. 



Chapter IV 

Data Analysis 

An analysis of the data obtained in this study is the focus of this chapter. 

Demographic information pertaining to the answers provided by the respondents is 

described. The results of each of the three research questions are addressed in this chapter 

as well. 

Demographic Data 

The sample of this study was composed of members of the American Association of 

Diabetic Educators in Georgia who responded to. the Diabetes Educator Responsibilities 

Questionnaire. A total of 97 p~ople out of 221 returned the completed questionnaire, 

yielding a response rate of 45.3%. Table 1 describes the characteristics of the 

respondents. 

The sample was composed of individuals representing various health care specialties. 

Registered nurses (RNs) and registered dietitians (RDs) constituted the majority of the 

sample. RNs constituted 59.8% of the sample while RDs represented 27.8%. Physicians 

and pharmacists comprised a smaller percentage of the sample. One social worker and 

one medical counselor also were included in the sample. 

The educational backgrounds of those ·included in the sample varied. Educational 

backgrounds ranged from the Associate Degree of Nursing to various doctoral degrees. 

38 
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Table 1 

Characteristics of Respondents 

Health Profession % ll 

Nurse (RN) 59.8 58 

Dietitian (RD) 27.8 27 

Physician 8.2 8 

Social Worker 1.0 1 

Pharmacist 2.1 2 

Medical Counselor 1.0 1 

Educational Background 

ADN 4.2 4 
;,, 

Diploma Degree 9.5 9 

BS 18.9 18 

BSN 18.9 18 

MAIMS 16.8 16 

MSN/MN 22.1 21 

PhD 1.0 1 

MD 8.2 8 

Practice Setting 

In-patient 35.5- 33 

Out-patient department 48.4 45 

Both inpatient and outpatient 16.1 15 
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More than a thlrd ofthe respondents (38.9%) had a graduate degree. Doctoral degrees 

were reported by9.2% of the respondents. 

· Of the practice settings reported, outpatient department was the most :frequently 

' ' . 

reported ( 48.4 % ). Of the re.spondents, 66% had a job which primarily focused on diabetes 

care. Certified diabetic educators constituted 61. 9% of the sample. A total of 9. 6% of the 

respondents actually had a diagnosis of diabetes. Years of experience as a diabetic 

educator ranged from one to 17 years. The average number of years that respondents had 

worked as diabetic educators was 5. 3 years. 

Research Questions 

Research Qyestion One 

The first research question proposed in this study was: What are the primary 

responsibilities of diabetic educators in the state of Georgia? Descriptive statistics were 

used to determine the practice pattern of the sample. Table 2 summarizes the :frequency in 

which specific responsbilities were carried out by the Georgia diabetic educators. The 

results shown in Table 2 were based on answers provided as either always/frequently. 

Educator Responsiblities 

In assessing the primary responsibilities of the sample, six of the nine educator roles 

were carried out by more than 50% of the respondents. The teaching of general diabetes 

information was performed by 89.5% of the sample. Other educator responsibilities_ which 

had high endorsement rates included the teaching of diabetes emergency information 

(82.1 %), guidance on blood glucose monitoring (75.8%), and instruction on foot care · 

(74.7%). Insulin injection teaching was provided by 63.2% of the sample_. In addition, 



Table 2 

Primary Responsibilities of Georgia Diabetic Educators 

Answers given as either always/frequently 

Roles 

Educator % 

Teach foot care 74.7 

Teach general diabetes information 89.5 

Teach diabetes emergency information 82.1 

Teach insulin injection 63.2 

Teach blood glucose monitoring 75.8 

Te3:ch urine glucose monitoring 7.4 

Teach urine ketone moajtoring 41.1 

Develop diabetes education program 51.1 

Develop quality assurance protocols 32.6 

Medical Management 

Perform physical examination 28.2 

Prescribe medications 30.0 

Adjust insulin 26.3 

*Follow written protocol for adjusting insulin dosages 31.2 

Adjust oral hypoglycemic medications 23.l 

*Follow written protocol for adjusting oral hypoglycemic 

medications 28.3 

Prescribe diet 47.9 

Prescribe exercise 53.7 

Order laboratory tests 30.8 

Follow-up abnormal lab tests 55.4 

Assess complications by physical exam 31.6 

*Not asked of the original _New York City sample 
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more than half ( 51.1 % ) of the respondents indicated that they developed diabetes 

education programs. The least frequently performed role by educators involved the 

teaching of urine glucose monitoring (7.4%). 

Medical Management Responsibilities 

The DERQ questionnaire also included 11 educator responsibilities involving medical 

management, and only two of these responsibilities were performed by more than 50% of 

the sample. Follow-up work on abnormal lab tests was carried out by 55.4% of the 

diabetic educators. The prescribing of exercise regimens was done by 53.7% of the 

respondents. 

The remainder of the questions relating to medical management educator 

responsibilities had endorsement rates ranging from a high of 4 7. 9%, to a low of 23 .1 %. 

The prescribing of a diet was a responsibility performed by 4 7. 9% of the diabetic 

educators. The least frequently performed m~dical management responsibility was the 

dosage adjustment of oral hypoglycemic medication. Only 23 .1 % of the respondents 

performed this task. . 

Research Question Two 

The second research question proposed in this study was: Are there differences in the 

responsibilities between diabetic educators in Georgia in 1996 and diabetic educators in 

New York City in 1991? In the original study by Cypress et al, only educator 

responsibilities ofRNs and RDs were calculated and reported in the investigation :findings. 

This was because RN s and RDs made up the largest number of diabetic educators in the 

·New York City study totalling 91. 6% of the sample. 
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In order to answer the second research question in this study, only the responses from 

the RNs and RDs, totalling 87.6% of the Georgia sample were used. The responses from 

the Georgia (RN and RD) sample were compared with results from the original New York 

City study using z-tests for significance of difference between two proportions after 

dichotomizing the responses. Table 3 provides both a summary and comparative analysis 

of responsibilities of these two RN diabetic educator groups. Table 4 summarizes and 

contrasts and the responsibilities of the two RD diabetic educator groups. Tables 3 and 4 

show percentage results based on answers given as either always/frequently by.

respondents. 

Differences in Georgia RN and New York City RN Responsibilities 

There were both similar and dissimilar responsibility :findings noted when the RN 

diabetic educator responses from Georgia were contrasted with those answers provided by 

the New York City RN sample. Statistical differences in the .frequency of how often three 

specific responsibilities were carried out by the two groups of RN diabetic educators were 

noted. These specific responsibilities involved capillary blood testing ( also referred to as 

blood glucose monitoring), the prescribing of an exercise plan, and the petforming of 

physical exams. These responsibilities were carried out by a much greater number of 

Georgia RN respondents. 

Capillary blood testing was taught by 96% of the Georgia RN educators. In contrast, 

only 78% of the New York City RN respondents petformed this educator responsibility. 

The prescribing of an exercise plan was a function of53% of Georgia.RN educators while 

only 32% of the New York City respondents. Physical exams were performed by 31 % of 



Table 3 
A Summary and Comparative Analysis of 
Responsibilities of RN Diabetic Educators 

% % 
RN Educator Responsibility GARN NYRN 

Teach blood glucose monitoring 96 78 

Teach diabetes emergency information 96 87 

Teach general diabetes information 93 87 

Teach foot care 89 81 

Teach insulin injection 86 80 

Follow-up abnormal lab tests 55 68 . '~: 

Prescribe exercise 53 32 

Develop diabetes education program 52 65 

Teach urine ketone monitoring 49 60 

Develop quality assurance protocols 44 50 
.. 

Assess complications by physical ·,35 24 
examination 

Perform physical examination 31 8 

Order laboratory tests 28 38 

Prescribe diet 28 26 

Adjust insulin dosage 26 42 

Adjust oral hypoglycemic medication 21 21 

Prescribe medic~tions 18 10 

Teach utine glucose monitoring 9 19 
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2.82 0.05 

1.80 0.07 

1.19 0.23 

1.24 0.21 

0.95 0.34 

-1.52 0.13 

2.42 0.02 

-1.53 0.13 

-1.20 0.23 

-0.68 0.50 

1.36 0.17 

3.46 0.01 

-1.16 0.25 

0:21 0..84 

-1.90 0.06 

0.06 0.96 

1.40 0.16 

-1.61 0.11 



· Table4 
A Summary and Comparative Analysis of 
Responsibilities of RD Diabetic Educators 

% % 
RD Educator Responsibility GARD NYRD 

Prescribe diet 92 64 

Teach general diabetes information 88 76 

Teach diabetes emergency information 62 52 

Prescribe exercise 54 29 

Teach foot care 50 4 

Teach blood glucose monitoring 46 28 

Develop diabetes education program 46 46 

Follow-up abnormal lab tests 42 54 

Teach foot care 27 17 

Teach insulin injection 27 0 

Order laboratory tests 12 4 

Develop quality assurance protocols 12 24 

Assess c_omplications by physical 8 0 
examination 

Adjust oral hypoglycemic medication 4 0 

Adjust insulin dosage 4 8 

Perform physical examination 4 0 

Teach urine glucose monitoring 0 4 

Prescribe medications 0 0 
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.I J! 

2.24 0.02 

1.08 0.28 

0.72 0.47 

1.81 0.07 

3.68 0.01 

1.34 0.18 

0.01 0.99 

-0.88 0.38 

0.89 0.37 

2.80 0.01 

1.04 0.30 

-1.12 0.26 

1.47 0.14 

1.03 0.30 

-0.61 0.54 

1.03 0.30 

-1.03 0.30 

0 1.00 
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the Georgia RN educators. In the New York City study, this responsibility was only 
,<, 

cani.ed out by 8.1 % of the RN diabetic educators. 

Similarities in Georgia RN and New York City RN Responsibilities 

Statistical similarities in the frequency of how often some responsibilities were cani.ed 

out by the two groups of.RN diabetic educators were also note~. In both groups of RN 

diabetic educators, there were similarities noted in both high and low response rates to 

certain responsibility questions. The highest response rate ( consistent for both groups of 

educators) involved the teaching of diabetes information. This was taught by 96% of the 

Georgia RN respondents and by 86.5% of the New York City respondents. The second 

consistently high finding for both groups of educators involved the teaching of general 

diabetes information. Teaching of general diabetes information was c'onducted by 93% of 

the RN respondents in Georgia in 1996 and by 86.5% of the New York City RN 

educators in 1991. 

Consistently low findings between the two RN educator groups were also noted. The 

prescribing of a specific diet for patients was a function of 28% of the Georgia 

respondents. In the New York City study, 26.4% of the RNs cani.ed out this function. In 

both RN diabetic educator groups, the lowest endorsement rate involved the teaching of 

urine glucose monitoring. Only 9% of Georgia RN respondents performed this task, while 

the response rate from the New York City RN diabetic educators was 19%. 

Differences in Georgia RD and New York City RD Responsibilities 

Similaritfos and dissimilarities in RD diabetic educator responsibilities were also noted 

(Table 4) when findings from the Georgia 1996 and the New York City 1991 studies were 
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compared. Three dissimilarities noted in responsibilities between these two groups of RD 

diabetic educators involved the prescribing of a diet, the teaching of foot care, and the 

teaching of insulin injections. The prescribing of a specific diet was a function for 92% of 

the Georgia RDs. In contrast, only 64% of the New York City RDs performed this 

responsibility. In Georgia, 50% of the RD respondents taught foot care. This was a 

function for only 4% of the RD educators from the New York City study. Another 

important difference noted between the two RD educator groups involved the teaching of 

insulin injections. Insulin injections were taught by 27% of the Georgia respondents. 

Teaching about insulin administration was not _provided by any RD educator in the New 

York City study. 

Similarities in Georgia RD and New York City RD ReSl)onsibilities 

Statistical similaritie.s in the frequency of how often some responsibilities were carried 

out by the two-groups of RD diabetic educators were also noted. In both groups of RD 

diabetic educators, there were similarities noted in both high and low response rates to 

certain responsibility questions. The highest endorsement rate consistent between both 

groups of RD diabetic educators involved the teaching of general diabetes information. 

The teaching of general diabetes information was carried out y 88% of the Georgia RD 

sample and by 76% of the New York City sample. Over 50% of both RD samples were 

also involved in teaching diabetes emergency information. This was taught by 62% of the 

Georgia RD respondents and by 52% of the New York City respondents. 

Consistently low findings between the two RD educator groups were also 

determined. Adjusting dosages for oral medication use in diabetes was performed by only 
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4% of the Georgia RD educators and by none of the New York City respondents. Insulin 

dosages were adjusted by 4% of Georgia RD respondents and by 8% of the dietitian 

educators from New York City. Urine glucose testing was not performed by any Georgia 

RD educators on an always/frequently basis. This responsibility was performed only by 

4% of the New York City RD educators. In both RD diabetic educator-groups, the 

lowest endorsement rate involved the prescribing of medications. This responsibility was 

not endorsed by either the Georgia or New York City RD educator groups. 

Research Question Three 

The third research. question proposed in this study was: Are behavioral strategies 

being used by diabetic educators in Georgia to help .patients with diabetes make lifestyle 

modifications? The investigation findings indicated that 3 9% of the Georgia sample 

always/frequently used behavioral strategies in teaching patients with diabetes. Behavioral 

strategies were used sometimes by 35.4% of the Georgia sample. A totaI-of8.5% ofthe 

respondents rarely used behavioral strategies while 17.1 % of the sample never used them 

in helping patients with diabetes make lifestyle modifications. 

In addition to these findings, 55.8% of the educators responded positively and 44.2% 

responded negatively to having ever received specialty training in behavioral modification 

techniques. Of the respondents, 9.4% had received training in stress reduction, 7.5% in 

r goal setting, 5. 7% in behavioral modification, 3.8% in positive reinforcement, and 73.6% 

had received training in two or mor~ of the previously mentioned area. 
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Summary 

Three research que~ions relating to teaching responsibilities and practice trends of 

diabetic educators in Georgia served as the focus of this investigation. Important results 

relating to diabetic educator demographics and to each of the three research questions 

were reported in this chapter. Results obtained from the first research question pertained 

to primary responsibilities of diabetic educators in Georgia. In addition, a comparative 

analysis which served to distinguish between both the similarities and dissimilarities in 

teaching responsibilities of diabetic educators in Georgia in 1996 and in the original New 

York City study in 1991 was made. The final research question in the study involved the 

use of behavioral modification strategies in the teaching endeavors of diabetic educators in 

Georgia. Results relating to this question were reported as well as how frequently each 

behavior modification strategy was used. 



ChapterV 

Discussion and Conclusions 

This study was a replication of an investigation originally conducted by Cypress et al., 

1991. The purpose of this study was to identify and desc~be the scope of practice trends 

of diabetic educators in the state of Georgia. Significant findings relating to demographic 

dat~ and to each of the three research questions from the study are analyzed and discussed 

in this chapter. The limitations of the study and nursing implications are addressed. This 

chapter concludes with recommendations for future research relating to the scope of 

practice of diabetic educators. 

Interpretation ofFindings 

Demographic Data 

A total of six different health care specialists were represented in the sample. This 

was an important finding:as it suggests that various members of the health care team are 

involved in teaching endeavors and that a multidisciplinary-team approach is being used in· 

the provision of diabetes care and education. The American Diabetes Association has 

stated and emphasized the importance of the multidisciplinary team approach in diabetes 

education (Hinnen, 1993): In the provision of patient care, the diabetic educator 

interfaces with many members of the health care team A multidisciplinary team approach 

is the preferred delivery system for diabetic education (American Association of Diabetes 

Educators, 1992). 

50 
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RN s constituted the largest group in the sample. A total of 5 8 RN s completed and 

returned the Diabetes Educator Responsibilities Questionnaire (DERQ), representing 

59.8% of the sample. Similar findings in other studies were found in the literature 

reviewed (Cypress et al, 1992; Essig & Thielen, 1982; Ezzard et al, 1980). This finding 

is important because it emphasizes the fact that RN s play a major role in diabetes 

education. Patient education, in general, is an int~gral aspect of professional nursing 

practice (Faller and Lawrence, 1994). Positive patient outcomes for the individual with 

diabetes that can be directly related to the teaching efforts of the RN include a change in 

risk-related behaviors, reduced psychological stress, fewer hospital readmissions, and 

shortened hospital stays (Cargill, 1992; Faller and Lawrence, 1994). 

Tue average number of years that r~spondents in the study had worked as diabetic 

educators was 5. 3 years. This finding suggests that diabetic educators in Georgia have 

made a commitment to specialize in diabetes management, and they have the years of 

experience to be considered the experts in this field. In addition, 66% of the sample had a 

job which primarily focused on diabetes care, and 61.9% of the respondents had become 

credentialed as certified diabetic educators (CDE). According to the American 

Association of Diabetes Educators, an aim for all diabetic educators should be to meet the 

scholastic and experiential criteria to become a CDE (American Association of Diabetes 

Educators, 1992). , 

Research Question One 

The first research qu~stion that was posed in this study involved an analysis of the 

primary responsibilities of diabetic educators in Georgia. Investigative findings indicated 
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that six of the nine educator roles were performed always/frequently by more than 50% of 

the Georgia respondents. This is an important finding as investigations support the notion 

that diabetes patient education improves physiological and psychological outcomes 

(Bembaum et.al., 198_9;:".Brovvn, 1992; Pedersen & Lowery, 1992). 

Self.monitoring ofblood glucose (SMBG) is considered a vital component of the 

treatment plan and a cornerstone in the management of patients with diabetes (American 

Association ofDiabetes Educators, 1989; American Diabetes Association, 1994b). A 

valuable fin~g in this investigation was that patient education and guidance involving 

blood glucose monitoring was a responsibility of75.8% of the study respondents. The 

introduction of SMBG with the use of meters and visual strips has also replaced urine 

glucose testing which was the original method of monitoring diabetes (American 

Association of Diabetes Educators, 1989). Urine testing is usually only checked now for 

the presence of ketones and protein excretion. Testing urine for acetone (ketones) is a 

way to identify the onset of acidosis (American Association of Diabetes Educators, 1989). 

In this study, it was found that 41 % . of the respondents taught urine ketone monitoring. 

Lower extremity amputations are a significant risk for the patient with diabetes. This 

type of amputation is 15 times more common among individuals with diabetes than among 

those without diabetes. If patients with diabetes whose feet are particularly at risk are 

sought out, educated, and treated, 50% of the performed amputations on individuals with 

this chronic disease can be prevented (Lorber, 1994). In this study, 74. 7% of the 

respondents provided instruction on foot care. 

A few atypical findings involving diabetic educator medical management 

responsibilities were noted in the study. Physical examinations were performed by 28.2% 
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of the educators. Of the study respondents, 30% prescribed medications, and 31.6% 

assessed complications by physical examination. These responsibilities are traditionally 

carried out by physicians; however, these health care providers only constituted 8.2 % of 

the sample. 

Another group of health care providers who may have contributed to these medical 

management responsibility statistics were nurse practitioners (NPs ). Patient assessment 

skills and advanced pharmacologic knowledge are key focuses of the NP (Hawkins & 

Thibodeau, 1993). In the demographic section of the DERQ questionnaire used in the 

study, NPs were not distinguished from other RN s. Thus, it was not possible to actually 

determine how many NPs were respondents in the study and if they were performing the 

medical management responsibilities included in the DERQ questionnaire. 

Research Question Two 

The second research question proposed ~ this ~dy was: Are there differences in the 

responsibilities.between diabetic educators in Georgia in 1996 and diabetic educators in 

New York City in 1991? Important differences in responsibilities between RN diabetic 

educators in Georgia in 1996 and in the New York City study in 1991 were noted. 

Capillary blood testing (blood glucose monitoring) was performed by more diabetic 

educators in Georgia in the 1996 study. This may be due to the Diabetes Control and 

Complications Trial (DCCT) Research Group ( 1993) study results which were well 

publicized. When the results of the DCCT study were publicized, :frequent blood glucose 

monitoring was encouraged and emphasized. The DCCT study was still in progress when 

the New York City diabetic educator study was conducted. However, the DCCT 
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findings, which were published in 1993, may have impacted on the practice of diabetic 

educators in Georgia who were involved in the 1996 investigation. 

The Georgia diabetic educator 1996 respondents also performed physical exams more 

often than the respondents from the original New York City study in 1991. There is a 

plausible explanation for this dissimilarity in study findings. In the original study by 

Cypress et al.(1992), respondents who were NPs were excluded from the sample. In the 

Georgia study, NPs were not distinguished from the rest of the RN sample. 

Georgia RN diabetic educators also prescribed exercise plans far more often than the 

RN educators in the New York City study. A plausible explanation for this may be that 

the Scope of Practice for Diabetes Educator guidelines were published one year after the 

data was collected in the New York City study in 1991. It was in 1992 that the Scope of 

Practice for Diabetes Educator guidelines were published. These guidelines state that 

.diabetic educators should be teaching a broad range of subjects to patients to include 

exercise and activity. These guidelines have served to expand the focus of teaching 

I 

endeavors by diabetic educators (American Association of Diabetes Educators, 1992). 

There were some resp,onsibility :findings that were found to be similar in both groups 

of RN diabetic educators. The most frequently performed educator responsibility of both 

the .Georgia 1996 and.New York City 1991 RN diabetic educators was teaching of 
r 

diabetes emergency information. Another consistent finding between both groups ·of RN 

diabetic educators involved the teaching of general diabetes information. These statistical 

:findings were also similar for the Georgia RD 1996 and New York City RD 1991 

samples. 
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These findings are important because they are consistent with the Scope of Practice 

for Diabetes_Edcator guidelines developed by the m~tidisciplinary task force of the 

American Association of Diabetes Educators.· These guidelines help to determine teaching 

content to be presented by diabetic educators. Two principal subjects that should be 

included in diabetes educational content are the pathophysiology of diabetes mellitus and 

the prevention and management of acute complications. (American Association of· 

Diabetes Educators, 1992). 

Three differences in responsibilities between RD diabetic educators in Georgia in 

1996 and in the New York City study in 1991 were noted. Significant differences 

involved the prescribing of a specific diet, the teaching of foot care, and providing 

instruction on insulin injection administration. These responsibilities were being carried 

out by a much greater number of Georgia RD respondents. 

An explanation for why the New York City RDs in 1991 performed these 

responsibilities so less frequently than the Georgia RDs in 1996 involves the Scope of 

Practice for Diabetes Educator guidelines published in 1992. The scope of practice for 

diabetic educators had probably a much narrower focus when the original New York City 

study in 1991 was conducted. This narrower focus in diabetic education before 1992 

would account for why RDs in the New York City study in 1991 infrequently carried out 

the three educator responsibilities that have been mentioned. 

Research Question Three 

The third research question that was posed in the study involved the use of behavioral 

strategies by diabetic educators in Georgia. A variety of behavioral strategies can be 

utilized by the diabetic educator to help the patient with diabetes make the necessary 
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lifestyle modifications required with this chronic disease. The results of the study 

indicated that less than 50% ~fthe sample always/frequently used behavioral strategies in 

teaching patients with diabetes. However, only 55.8% of the respondents ever received 

specialty training in behavioral modification techniques. 

Treatment of'diabetes typically involves a self-care regimen in which patients should 

follow a rigid, calorie-controlled diet, exercise regularly, and control weight. The patient 

with diabetes needs to modify. several behaviors over time in order to be compliant with 

the treatment regimen (Tillotson. & Smith, 1996}. The use and value of behavioral 

modific.ation methods, which are used with patient contracting and goal setting, have been 

documented in the literature (Dobson et al., 1989; Wilson & Boyer, 1988). The 

implementation of these strategies in patient teaching are also emphasized in the Scope of 

Practice for Diabetes Educator guidelines (American Association of Diabetes Educators, 

1992). 

An explanation as to why the use of behavioral strategies in the teaching of patients 

with diabetes is not occurring more often in Georgia diabetic education programs is not 

provided. Possibly, educators do not have the time or do not understand the value of . 

incorporating behavioral strategies in their teaching endeavors. This is an important 

finding that should be explored. 

Limitations of the Study 

The following limitations were identified in the study: 

1. The low sample response rate (45.3o/o} in Georgia, though similar to response 

rates of the NewYork City sample (49.5%), limited the generalizability of the results. 
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According to Polit and Hungler (1995), a response rate greater than 50% is desirable in 

order for findings to be generalizable. 

2. There were limitations in the generalization of this study's outcomes to findings 

determined in the original study carried out in New York City. The data were gathered 

for the original study in New York City in 1991, and the sample consisted of diabetic 

educators in a large metropolitan area. In this study, the data were gathered in 1996. The 

sample was composed of diabetic educators in both large metropolitan areas as well as 

smaller community settings in the state of Georgia. According to Polit and Hungler 

(1995), differences in the locale and in the times when investigations are replicated impact 

on the generalizability of the :findings. 

3. Data in this study were collected through self-report questionnaires. The 

inte1:pretation of the questions, especially those in which a Likert-type scale was used, may 

have varied amongst respondents. This, in tum, may have resulted in variations in how 

respondents an~ered.the questions .. The Likert scale uses five categories of agreement

disagreement from which the respondents can choose from in answering the questions. 

There are differing opinions on the appropriate number of response alternatives to use. 

Some investigators prefer a seven-point scale (Polit & Hungler, 1995). 

Nursing Implications 

This study and.a r~view- of related literature indicate that RNs, as a group, represent 

the largest number of health care providers :fulfilling the role of the diabetes educator 

(Cypress et al, 1992; Essig & Thielen, 1982; Ezzard et al., 1980). RNs, who specialize in 

diabetes education, have a unique opportunity to teach patients and family members. They 



are also in an unequaled position to influence the teaching and practice efforts of their 

nursing peers and other health care professionals in a variety of settings. 
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The standards set forth by the Joint Commission on Accreditation of Healthcare 

Organizations (JCAHO} impact directly on the practice of diabetic educators. Patient 

education has always been included in JCAHO standards. When the diabetic _educator or 

staff nurse instructs the patient with diabetes on self-care measures, educational content 

must be documented. Nursing documentation, including patient instruction, is a legitimate 

and binding record of teaching and the individual's response. From a legal point of view, 

patients with diabetes must have sufficient knowledge on how to care for themselves after 

hospital discharge. RN s, as diabetic educators, have a professional obligation to ensure 

that their nursing peers maintain current knowledge on diabetes care and management 

(Weaver, 1995). 

Managed care,. as a way of providing health care in this country, is also impacting on 

the scope of practice of diabetic educato!s. This type of health care plan results in major 

change from the inpatient hospital system, to a community-based managed care 

arrangement based on prevention (Derstine, 1995). With managed care, a major focus of 

the. diabetic educator's teaching endeavors involves health promotion activities. These 

activities are aimed at developing resources that maintain or improve a person's well-being 

(Pender, 1987; Weitzel, 1989}. 

RN diabetic educators, in community settings, should use behavioral modification 

approaches in their teaching efforts. Advanced practice nurses are well qualified to teach 

staff: patients, and family members about various behavioral modification strategies that 
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can be used to help ensure an individual's compliancy with care (Hawkins & Thibodeau, 

1993 ). The number of people with diabetes continues to grow, especially in the elderly 

population (Graham, 199D, Nurses, as diabetic educators, are in an ideal position to 

develop imiovative teaching measures that will be helpful to patients with this chronic 

disease. 

Research Recommendations 

. The following recommendations are made for future research endeavors. These 

recommendations are based on the outcome :findings and limitations which relate to this 

study. 

1. This study should be replicated in the United States geographic region in which 

the highest incidence of diabetes mellitus is reported. A larger sample size would make 

:findings more generalizable (Polit & Hungler, 1995). 

2. The Diabetes Educator Responsibilities Questionnnaire (DERQ) tool used in the 
! 

original New York City study and this investigation could be shortened by deleting 

questions that do not directly relate to primary diabetic educator responsibilities. A 

greater response rate can be expected with a shorter tool (Feher, Strickland, & Lenz, 

1991). 

3. An expansion of this study to include questions which relate to significant :findings 

found in the DCCT investigation would be beneficial. As an example, educators could be 

asked how many times they tell patients to check their blood glucose level at home each 

day. The DCCT is the largest and most comprehensive study ever completed on the 

benefits of intense treatment and education in the management of the patient with diabetes 

(The Diabetes Control and Complications Trial Research Group, 1993). 
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4. The demographic section of the DERQ questionnaire should include a question to 

determine ifRNs are functioning as nurse practitioners (NPs). This would help to clarify 

why medical management responsibilities may be carrried out by more than just physicians 

and physician assistants in the DERQ questionnaire. NPs are responsible for assisting 

physicians. NPs perform many medical management responsibilities such as the physical 

examination (Hawkins & Thibodeau, 1993). 

5. This study should be expanded to include more detailed questions as to why or 

why not behavior modification techniques are used in the teaching efforts by diabetic 

educators. A review of the literature has shown that nioclifymg the behavior of individuals 

· will help them to make necessary lifestyle changes (Boehm, 1992; Maves, 1992). 

6. A study that describes specifically what patient teaching measures are being used 

by diabetic educators would be beneficial and meaningful to other health care 

professionals. If patient teaching methods used by diabetic educators are successful, 

perhaps other health care professionals can use these same educational strategies in their 

instructional endeavors (Maves, 1992). 

Summary 

This study was designed to investigate the scope of practice trends of diabetic 

educators in the state of Georgia. A preexisting-groups design was used for this study. 

Frequencies and percentages were the descriptive statistics used to describe the 

characteristics of the respondents and their primary responsibilities. Similarities and 

dissimilarities found in teaching responsibilities of diabetic educators in Georgia in 1996 

and in the original New York City sample in 1991 were identified and described. 

Comparisons between the Georgia sample and the original New York City sample were 
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made using z-tests for significance of difference. Key information relating to the use of 

behavior modification strategies in diabetes education was addressed through the use of 

frequency and percentages. Limitations of this study were discussed. Recommendations 

for future research have been made based on the :findings from this investigation. 
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Page-1 

DIABETES EDUCATOR RESPONSIBILITIES QUESTIONNAIRE 

A What is your profession? 

l.RN 2. Iv1D 3.RD 4.MSW Pharmacist --- --- --- ---
6. Other --------

B. Are you a Certified Diabetic Educator? 1. Yes ___ _ 2.No __ _ 

C. How long have you been certified? ears ______ ___, 

D. How long have you been working in the position as a Certified Diabetic Educator? __ __,years 

E. What is the highest level of education that you have attained? 

l.ADN ___ _ 2. Diploma Degree __ _ 3.BA 4.BS BSN __ 

6. MA ___ 7. MSN __ _ 8. Doctorate (specify) __________ _ 

9. Other (specify) ______________ _ 

F. Have you taught at any diabetes workshops, seminars, etc.? 1. Yes ___ 2. No __ _ 

G. Have these teaching sessions at workshops, seminars, etc., been: 

1. Local ----- 2. Regional ___ _ 3. National ___ _ 

H. During the past 5 years, how many professional development programs have you attended? 

I. Have you had any specialty training in the use of behavioral modification, goal setting, positive 
reinforcement, and or/stress reduction? 

1. Yes ---- 2.No __ _ 

J. If yes, which area or areas did you receive specialty training in? 

1. Behavioral modification ___ 2.Goal setting ___ 3. Positive reinforcement __ 

4. Stress reduction __ _ 5. Other (specify) __ _ 

K. Have you had any specialized training or education in developing teaching str~tegies? 

1. Yes 2. No ---- ----
L .. What best describes the type of facility in which you work? 

1. In-patient ____ 2. Out-patient dept. ___ _ 

Please tum over and continue on page-2 
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Page-2 

M. Identify your type of practice setting: 

1. Community hospital ____ _ 4. Private practice ___ _ 
5. Nursing home ___ _ 2. University hospital _____ _ 

3. University or college ____ _ 6. Managed care 
7. Other ----

N. Do you have a job in which you primarily focus on diabetes care? 

1. Yes 2.No ---- -----

0. Do you have diabetes? l. Yes ___ _ 2.No ----

P. In a typical week, what is the average number of patients that you see with diabetes? 

-----~per week 

· Q. Of your diabetic patients, what percent fall into each of the following age groups: 

l. <18 years ____ % 2. 18-40 years ____ % 3. >40 years ____ % 

R Of the total number of patients with diabetes that you see, what percent are diagnosed with: 

l. IDDM % -----
S. Are you a member of: 

ADA 

AADE 

l. Yes 

1. Yes 

----

----

2.NIDDM % Gestational DM % ----- ----

2.No ----

2.No ----
********************************************************************************* 
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The following q_uestions refer specifically to YOUR responsibilities and current practice patterns in diabetes 
care and education. Please answer by circling the appropriate number: 

1-never 2-rarely 3-sometimes 4-frequently 

1. Do you perform physical examinations 

2. Do you prescribe medications 

3. Do you adjust insulin dosages 

4. Do you follow a formal written protocol for adjusting insulin dosages 

5. Do you adjust oral hypoglycemic agents 

6. Do you follow a formal written protocol for adjusting oral hypoglycemic 
agents 

7. Do you teach about foot care 

Please ·continue on page-3 

5-always 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 
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;page-3 

The following questions refer specifically to YOUR responsibilities and current practice patterns in diabetes 
care and education. Please answer by cir~ling the appropriate number: 

1-never 2-rarely 3-sometimes 4-frequently 5-always 

8. Do you teach general diabetes information 1 2 3 4 5 

9. Do you use any audiovisual aids? 1 2 3 4 5 
Please specify type 

10. Do you use computers in diabetes education and/or management 1 2 3 4 5 

11. Do you teach insulin injection 1 2 3 4 5 

12. Do you teach what to do for diabetic emergencies 1 2 3 4 5 

13. Do you prescribe specific diets 1 2 3 4 5 

14. Do you do the diet instruction 1 2 3 4 5 

15. Do you refer to a nutritionist 1 2 3 4 5 

16. Do you provide nutritional counseling 1 2 3 4 5 

17. Do you teach capillary blood testing 1 2 3 4 5 

18. Do you do interpretation of patient monitoring 1 2 3 4 5 

19. Do you teach urine testing for glucose 1 2 3 4 5 

20. Do you teach urine testing for ketones 1 2 3 4 5 

21. Do you prescribe exercise regimens 1 2 3 4 5 

22. Do you measure height 1 2 3 4 5 

23. Do you measure weight 1 2 3 4 5 

24. Do you measure blood pressure 1 2 3 4 5 

25. Do you order laboratory tests (i.e. HbAlc, glucose, SMA, urinalysis) 1 2 3 4 5 

26. Do you follow up for abnormal test results 1 2 3 4 5 

27. Do you perform capillary blood tests in your facility 1 2 3 4 5 

28. Do you demonstrate capillary blood testing on yourself 1 2 3 4 5 

29. Do you develop quality assurance protocols in diabetes 1 2 3 4 5 

3 0. Do you assess duration of diabetes 1 2 3 4 5 

31. Do you communicate with patients in a language other than English? 1 2 3 4 5 
Please specify 

Please tum over .and continue on page-4 
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Page-4 

The following questions refer specifically to YOUR responsibilities and current practice patterns in diabetes 
care and education. Please answer by circling the appropriate number: 

1-never 2-rarely 3-sometimes 4-frequently 5-always 

32. Do you assess complications of diabetes by history 1 2 3 4 5 
r 

33. Do you assess complications of diabetes by physical examination 1 2 3 4 5 

34. Do you measure orthostatic blood pressures 1 2 3 4 5 

35. Do you assess the patient's risk factors for developing complications 1 2 3 4 5 

Do you assess patients for the following diabetes-related complications: 

36. Visual impairment 1 2 3 4 5 

37. Foot complications/Peripheral Neuropathy 1 2 3 4 5 
38. Sexual Impotence 1 2 3 4 5 
39. Kidney complications/Renal disease 1 2 3 4 5 
40. Cardiac complications 1 2 3 4 5 

Do you make referrals for: 

41. ECG 1 2 3 4 5 
42. Dental 1 2 3 4 5 
43. Renal evaluation 1 2 3 4 5 
44. Foot care 1 2 3 4 5 
45. Ophthalmology 

46. Do you develop diabetes education programs 1 2 3 4 5 

4 7. Do you develop diabetes protocols 1 2 3 4 5 

48. Do you coordinate the care for patients with diabetes 1 2 3 4 5 

49. Do you ask patients if they smoke 1 2 3 4 5 

50. Do you ask patients if they drink alcohol 1 2 3 4 5 

51. Do you teach p~tients to use the insulin pump 1 2 3 4 5 
- ' 

52. Do you teach patients to use 1vIDI (Multiple Daily Insulin) 1 2 3 4 5 

53. Do you use specific behavioral strategies with your patients? 1 2 3 4 5 
Please specify · 

54. Are you concerned about legal implications in your practice 1 2 3 4 5 

55. Does your facility follow the Standards of Care issued by the ADA 1 2 3 4 5 

We would be interested in any additional comments: 

Thank you for participating in this survey! 
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Human Assurance Committee Approval 



Human Assurance Commit1ee 
Institutional Review Board 

February 1, 1996 

Melissa W. Kaufman 
Adult Nursing, G duate 

RE: A Comparative Analysis of the Scope of Practice of 
Diabetic Educators in Georgia and New York City 

FILE NUMBER: 96-01-180 

Dear Ms. Kaufman: 

The above protocol has been examined and found to be exempt from 
review by the Full HUMAN ASSURANCE COMMITTEE in accordance with 
the DHHS policy and the institutional assurance on file with 
the DHHS. 

If VA patients or facilities are involved in this ,study, you 
must also have a letter of approval from the VA Research & 
Development Committee prior to involvement of VA patients or 
facilities. 

George S, Schuster, D.D.S., Ph .. D. 
Chairman 
HUMAN ASSURANCE COMMtTTEE 

Augusta, Georgia 30912-1810. (706}n1•3110 
An Attirmalive·AcliQrileQual Ooportunity .Educalional lnslilution 
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Dear Diabetic Educator, 

I am seeking your participation· in a research study which is examining the scope of 
practice trends of diabetic educ·ators in the state of Georgia. This· study will he]p to 
determine what the practice trends of diabetic· educators are in the. state of Georgia in both 
inpatient and outpatient' settings. Hopefully, the data obtained in this study will provide 
valuable information on what specific area$ of diabetic education are currently being 
emphasized. By analyzing current practice trends, recommendations for future directions 
in diabetic education can be made. 

You understand that your participation in this research study, and the research 
records specifically related to it, will be c01µidential, unless specifically required to be 
disclosed by state or federal law. If:you agree to participate in this study, you will be 
asked to complete 19 items about yourself and. a 55-it~ questionnaire about your 
responsibilities as a diabetic educator. This four-page questionnaire takes approximately 
15 minutes to complete. A stamped self.a4dressed return envelope is enclosed for your 
convenience in returning this questionnaire. Completed questionnaires will serve as 
written consent to participate. 

You are in no way obligated to participate. If you feel that you cannot participate or 
answer all items in this questionnaire, disregard this letter. If you agree to participate, 
please respond to all items _in this questionnaire. Do not place your name on the 
questionnaire. Participants will not be known to the researcher in order to assure 
anonymity. Identification of those questionnaires that are returned will be made through 
the use of a coding number on each self-addressed return envelope. This coding number. 
will be used for the pmpose of remailing to non-respondents. The coding number on each. 
envelope will be removed prior to the researcher having access to completed 
questionnaires. Please return the questionnaire within the next week. 

This study is being conducted as a partial requirement for the degree of Master of 
Science of Nursing. Your participation in this study is appreciated. If you have any 
questions about this study, please contact the investigator at 

Thank you, 

Melissa W. Kaufinan, RN,·BSN 
CPT, Army Nurse Coips 
Graduate Student 
Medical College of Georgia 
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Dear Diabetic Educator, 

I am'seeking your participation in a research study which is examining the scope of 
practice trends of diabetic educators in the state of Georgia. This study will help to 
determine what the practice trends of diabetic educat9rs are in the state of Georgia in both 
inpatient and outpatient settings. Hopefully, the data obtained in this study will provide 
valuable information on what specific areas of diabetic education are currently being 
emphasized. By analyzing current practice trends, recommendations for future directions 
in diabetic education can be made. 

You understand that your participation in this research study, and the research records 
specifically related to it, will be confidential,.unless specifically required to be disclosed by 
state or federal law. If you agree to participate in this study, you will be asked to 
complete 19 items about yourself and a 55-item questionnaire about_your responsibilities 
as a diabetic educator. This four-page questionnaire takes approximately 15 minutes to 
complete. Completed questionnaires will serve as written consent to participate. 

You are in no way obligated to participate. If you feel that you cannot participate or 
answer all items in this questionnaire, disregard this letter. If you agree to participate, 
please respond to all items in this questionnaire. Please do not place your name on the 
questionnaire in order to assure anonymity. A stamped self-addressed envelope is 
enclosed for your convenience in returnjng this questionnaire. Please return the 
questionnaire within the next week. 

This study is being conducted as a partial requirement for the degree of Master of 
Science of Nursing. Your participation in this study is appreciated. If you have any 
questions about this study, please contact the investigator at■••••■ ' 

This questionnaire was originally sent to each diabetic educator in Georgia 
approximately two weeks ago. If you have already returned this questionnaire, please 
disregard this letter. Thank you for your participation in this study. 

Sincerely, 

Melissa W. Kaufman, RN, BSN 
CPT, Army Nurse Corps 
Graduate Student 
Medical College of Georgia 




