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ABSTRACT

Diabetes mellitus has been identified globallyhesleading cause of degth
and disability. People with uncontrolled diabetestero experience several
complications. Promoting proper self-managememdtpatients control the disease
and reduce complications, resulting in improvingeyds’ quality of life.

The aim of this thematic paper was to develop firsahagement suppdrt
program for reducing blood glucose in diabetes tgpeatients at Bankradannaklae
Health Center. Soukup’s evidence-based practice emadas selected as the
conceptual framework. The developmental stage estawith analyzing clinical
problems and etiology. Keywords in searching foidemnce were identified. Eight
relevant evidence reports were obtained from sévestk-known databases, and then
categorized and synthesized to develop the selligement support program. The
program consisted of 3 stages which were:Sg)ected diabetes type 2 patients,
2) Assessment of patient’'s knowledge, skills, HbAHAd demographic data, and
3) Program activities which were knowledge andiskilastery. If the patient was able
to control their blood sugar then the nurse engraaand empowered those patients
to feel more confident when dealing with their llea@nd disease. If the patient could
not control their blood glucose, individual conatilin took place to reassess the
patient's problems, knowledge, and skills. Knowlkedgnd skills training werge
provided to the patient according to his/her neédthe patient was still unable [o
control their blood sugar, home visits were usedassess the patient problems,
knowledge, and skills again. Knowledge and skiligning was also provided to the
patient to ensure that the patient was able tooparkelf care that was appropriatg to
their blood glucose level. Patients who failed tinteol their blood glucose after
receiving the self management support program wdddreferred to Nongbya
Hospital.

This study revealed that the self-management stuppogram for diabetes
type 2 patients should be implemented at Bankraaikdae Health Center. Staff nurses
at the health center should be trained to use tbhgrgm before implementing the
program. The program should be tried out and eveduir further improvement.

KEY WORDS: DIABETES / SELF-MANAGEMENT / SELF-MANAGHKENT
SUPPORT / PROGRAM / EVIDENCE BASED PRACTICE
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CHAPTER|
INTRODUCTION

1.1 Background and Significance of the Study

Diabetes Mellitus is a chronic illness which isnajor public health
problem. It has significant impacts on patientplrysical, mental, and social aspects
[World Health Organization (WHO), 2000]. A survepnducted by WHO in 2000
showed that approximately 171 million people arotimel world had diabetes, and it
was estimated that the number of diabetes typeti@ns would have been increased
to 366 million in the next 30 years (WHO, 2005)heTnumber of diabetes type 2
patients in Thailand also increased, from 388,562008 to 558,186 in 2009. The
number of mortalities from diabetes also increagech 7,178 in 2007 to 7,725 in
2008 (Office of Policy and Strategy, Ministry of e Health, 2009). Likewise, the
number of diabetes type 2 patients at Diabetes icCliNongbua Hospital,
Nakhonsawan province had been increased from 1Lyi@®D08 to 1,296 in 2009
(Nongbua Hospital, B.E. 2552).

Bankradannaklae Health Centeran affiliation of Nongbua Hospital. It
provides care services for diabetes type 2 patieshis do not have complications.
From January to October 2010, there were 54 dialigpe 2 patients receiving care at
the health center, and 8 patients were referrddaiogbua Hospital because of poor
control of blood sugarHealthcare staff at the health center revealet“tha major
cause of referring was poor self-management inderfypoor dietary control, self-care
deficiency, poor medication compliance, inappragriexercise, and failure to keep up
with hospital appointments. These behaviors legdor control of blood sugar and
increased the risk of complications such as chraluers, poor vision, and high blood
pressure”. (Viroj Buaglom, Personal communicati®eptember 6, B.E. 2550).

Nowadays, self-management support is a signifiapptoach in caring for
diabetes type 2 patients. Appropriate self-mana&ggroan reduce severity of illness

and prevent onset of complications such as athleraests and chronic ulcers, leading
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to reducing medical expenses and the number ofitabspadmission, thus improving
patients’ quality of life (American Diabetes Assatadon, 2007). Definitions of self-
management support from literature reviews wersegned below.

According to Wagner (1998), self-management supgioned to promote
patients’ abilities and skills in self-managementhelping them develop or maintain
their abilities in managing illness according teithpresent condition. For instance,
patients received support concerning dietary chnéxeercise, drug administration,
symptom management, affective management, and ahexppointment (Bodenheimer,
Lorig, Holman, & Grumbach, 2002; Coleman & Newt@005; Improve Chronic lllness
Care, 2005; Norris, Engelgau, & Narayan, 2001; Reqgri004).This was consistent with
a report by Isham and colleagues, which statedsteiitmanagement support was an
intervention for providing support and educatiocshém, Levin, McBride, Scherger, &
Simpson, 2004). The healthcare team helped patigngsove their skills and
confidence in managing their health problems, legdio effective control of the
iliness, fewer complications, and improving qualylife. Particular aspects of self-
management support for diabetes type 2 patients meommended as listed below:

1. Education: It was suggested that improving g&roe would lead to
increasing self-care ability (Banister, Jastrow,dbes, Loop, & Gillham, 2004;
Jaroonsit, 2002; Jutiwiroj & Leelasamran, 2001; éigutawong, Hanucharurnkul,
Melkus, Panpakdee, & Vorapongsathorn, 2006; Watt&rsuphan, Pothiban, &
Upchurch, 2007).

2. Skill development: The development of skillsr fmmonitoring or
preventing diabetes-related complications such ast-dare and emotional
management would result in better illness contesld lowering the incidence of
complications (Banister, et al., 2004; JutiwirojL&elasamran, 2001; Keeratiyutawong
et al., 2006; Wattana et al., 2007).

3. Home visit: The outcomes of home visit could déeluated from
supervision, directions, follow-up and assessmdiibme visit was an active health
service in affiliated area of health centers penfed by educated and experienced
health professional. (Banister et al., 2004; Jutwi& Leelasamran, 2001;
Keeratiyutawong et al., 2006; Wattana et al., 2007)
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In summary, a self-management support programdiabetes type 2
patients was the promotion of patients’ abilitidsieln could be presented with various
programs. For example, patients’ abilities cowdppomoted through education, skill
development and home visit. However, it has beanddhat a combination of various
self-management support programs was more effettiase the application of a single
support program. In addition, continuous suppooimf the healthcare team also
improved patients’ self-care abilities due to tlesistance and encouragement from
healthcare staff. The continuous medical followeguld be done through home
visits, telephone calls, or mailing.The expected outcomes of self-management
support for diabetes type 2 patients included gomutrol of blood sugar, prevention
of complications, and better quality of life.

Self-management support program in foreign coestusually focused on
health education, skills development for contrgllirblood sugar, screening
complications such as foot care, and stress maraggiorris et al., 2001). This was
in accordance with a study carried out by Barlow anlleagues, which pointed out
that a multi-component program should be applied dffective self-management
support, including providing education or inforneatin combination with counseling,
giving education along with skill development, antbining skill development with
counseling. These interventions aimed at achiesiggificant outcomes in caring for
diabetes type 2 patients, namely control of bloagls to maintain a normal or near-
normal level, reduction in complications, and imgd quality of life.

1.2 Main Issues

Poor blood sugar control leads to complicatiors poor quality of life in
diabetes type 2 patients. It may result from imappate self-management in various
aspects such as diet, exercise, stress manageamehtpot care. Appropriate self-
management can be promoted with continuous selfagement support from the
healthcare team. Various approaches could beeappli ensure self-management
support, including education, skill developmentjrgeling, and continuous follow-up
care with home visits, telephone calls, and mailofgpostcards. However, an
undefined and inconsistent program of self-managénseipport would lead to
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inappropriate self-care practices among patier@nsequently, the patients could
have poor blood sugar control, suffer from diabet@mnplications, and had poor
qguality of life. These consequences should havpacts on the patients, their
families, the communities, and the countrience, it was necessary to develop an
effective program of self-management support fabdtes type 2 patients on the basis
of empirical evidence. The program was composeti@fprovision of education and
appropriate information; developments of skillslining diet, physical activity, foot
care, relaxation, lifestyle modification, and coming care such as home visits. This
program should help patients control blood suggecétely, reduce the incidence of

complications, and improve their quality of life.

1.3 Purposes of the Study

The present study aimed at developing an appiteppeogram of self-
management support for diabetes type 2 patienBaakradannaklae Health Center,
Nongbua District, Nakhonsawan Province.

1.4 Expected Benefits/Outcomes

Bankradannaklae Health center would have a progifeself-management

support program for diabetes type 2 patients, teath quality nursing practice.
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CHAPTERII
METHOD

2.1 Searching Strategy

This study for the development of self-managemeppesrt program for
diabetes type 2 patients at Bankradannaklae H€alttterwasconducted through the
Evidence-Based Practice (EBP). This practice wdgnamic process with a spiraling
movement and it helped nurses make a decisionwingdiealth problems for patients
and their family. The main aims included promotion of the qualitynafsing practice
with an emphasis on safety and cost-effectivene@ssyell as the desired outcomes
(Caramonica, et al., 2002). This was consistenh wlite goal of nursing quality
assurance or new approach of health care seragcpsoposed by the National Health
Reform which underlines the provision of qualitydastandard health services. It was
suggested that health services should be costie#e@and based on evidence-based
practice and current knowledge (Bunthong, 2000)e &vidence-based practice in this
study was followed by Soukup Evidence-Based Mo@@00), which was an efficient
model and could be applied widely from organizatiomorkplace, to specific
population. It helped practitioners use their &b in making decisions, analyzing,
synthesizing, and utilizing the results to condugtality clinical practice.
Consequently, patients would receive quality ckrading to improved quality of life.
The evidence-based practice model consisted obdqs) as reviewed below.

1. Evidence-triggered phase. This phase involved thesstigation of
triggered problems, which involved patients’ heajthoblems as found in the
workplace, and required an approach for probleraisg! The triggers were from the
following two sources:

- Practice triggers meaned problems found from ep#ti

record and clinical work experience.



Pilaiphorn Sitthichanasuth Method / 6

- Knowledge triggers were obtained from the knowked
acquired during the improvement of clinical pragtitechnological advancement, and
the development of work program.

2. Evidence-supported phase. Well-referencedrnmdtion or concerning
empirical data from various data sources werezetilito synthesize, analyze, and
construct an instrument or work program. The irgation was then proposed as
initial guidelines for problem-solving in order tmprove the efficiency of clinical
practice. This phase involved the review of relatdédrature, such as research,
standard practice guidelines, or experts’ repdrtsest performance.

3. Evidence-observed phase. This phase invadllwedtrial of the newly
constructed instruments or programs to investigate possibility of implementation.
The trial could be conducted in various ways suchliaical study or pilot study.

4. Evidence-based phase. Information from thdezwe-supported phase
and results from the evidence-observed phase weatyze#d and subsequently
implemented in clinical practice. It was expectedlttthe practice could be modified to
achieve the best clinical outcomes.

This study followed the aforementioned model ® é&md of phase 2. The
practice model was developed and the content walias examined by 3 experts.
The content was then amended according to the tsk@atvice. The author of this

study planed to conduct phase 3 and 4 in the future

Process of the study
The development of self-management support prodoardiabetes type 2
patients at Bankradannaklae Health Center followieel evidence-based practice

model, as detailed below.

Phase 1 Evidence-triggered Phase

1.1 Practice triggered. The problems was found frolinical work
experience and observations as follows:

Clinical work experience, either as a practitionela supervisor, revealed

that diabetes type 2 patients in Nongbua Distrad been increasedPatients in the
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area affiliated to the health center who had pdgcagic control and complications
was referred for further treatment at the disthospital. According to health care
staff, the health center provided care servicesli@betes type 2 patients in the first of
Wednesday morning of the montRatients received a blood sugar test. Nevertheless
patients who had abnormal symptoms or complicatressived medical care before
the regular appointment. Patients’ height, wei@Mll and blood pressure were also
measured. Patients then received a group education on daketiwledge, self-care,
diet control, exercise, drug administration, andlit& appointments.The education
was provided for about 10 minutes through teachiagerials such as VDO, brochure,
or information sheets. After the education sessipatients would receive their
medications. Health education for each individuaswalso tailored according to
patient’s needs and problem®atients whose level of blood glucose was highan th
160 mg% twice in a row would be referred to Nonghi@spital. The average
number of patients receiving diabetic care at ti@alth center, in both affiliated and
non-affiliated areas, was about 35 — 40 patientsrmnth. Home visits were given to
patients with complications or patients who werened to the hospital, as well as
those who achieved glycemic control, in order toita their symptoms.

The analysis of problems revealed weakness in'staffictice regarding
insufficient time given to health educatioMoreover, the lesson involved too many
topics thus probably confusing the patients. A dale containing details about
weekly topics should be provided to induce inteyeand to ensure patients’
appropriate application of the knowledge to thég. | Skill development was another
significant factor in self-management support. Ildoer, the health centelid not
provide any skill development program concerningesst relief, foot care, and
complication monitoring. In addition, there was not a definite schedulenoie
visits. It was noteworthy that the health cented baly two health care providers, thus
it was difficult to cover all aspects of health\gees.

Patient’s self-management data from telephonevies were analyzed
and described as follows:

Patient No.1 was a 65 year-old female and had thalder 18 years. The
patient also had hypertension but did not havedialyetic complications. She showed

fairly good knowledge and understanding about degdut could not apply all
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knowledge to her self-care practice. The patignbmed having foods as she liked and
would have dietary control only 1 — 2 days beforeedical appointment.

Patient No. 2 was a 67 year-old male who had desbfr 21years. He
was fairly plump and also had hypertension. Thitepgs showed interests during the
health education sessions and eagerly complied mghmedical appointments. He
also showed fairy good knowledge about diabetesraceived good mental support
for self-care from his family. However, his dietgrseferences included fried and stir-
fried dishes.

Patient No. 3 was a woman, aged 43 years old. @dedrabetes for 2
years and did not have knowledge about diabetfecae¢ . The patient was worried
about her illness and tried various treatmentsite diabetes, including treatments she
saw or heard from advertisements. She controlled diet when she had an
appointment with her doctor.

Patient No.4 was a 40 year-old man. He had begmndsed with diabetes
for 5 years. This patient had problems about dietamtrol because he frequently
attended parties, as well as having alcoholic drisukd fatty diet quite often (about 8-
10 times/ month). He forgot to take medications stimes. His mother prepared most
of his meal but she did not have knowledge abogpgming diabetic food.

The reviews of work experience and related litemtuggested that self-
management support for diabetes type 2 patientscioasly associated with self-care
in aspects of glycemic control, dietary control,ygibal activity, and behavioral
modification. The intervention was mainly focused providing education, skills
development and home visits. Therefore, an efficieodel of self-management
support for diabetes type 2 patients should cordisictivities that led to effective
glycemic control, reduced risks of complicationsg amproved quality of life.

1.2 Knowledge triggered. Various sources of knog&edincluding the
review of related literature, textbooks, and acadearticles from both Thailand and
foreign countries were utilized in the analysispwbblems. The review of related
literature was presented below under the followopcs:

- Diabetes Mellitus (DM)
- Treatments and care for diabetes type 2 patients
- Self-management support for diabetes type 2 st

- Home visits
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Diabetes M ellitus (DM)

Diabetes Mellitus (DM) is a metabolic disorder tlatuses long-term
hyperglycemia. The condition results from impaintsein the secretion of insulin or
in the action of insulin or the combination of bdtlong-term hyperglycemia leads to
abnormalities in structures and functions of vasi@ugans, including eyes, kidneys,
nerves, vascular systems, and heart (Deerojanavi®yavilai, 2003; Sriasdaporn,
2005).

Clinical classifications of diabetes mellitus

Diabetes Mellitus is clinically classified into yipes as listed below (ADA,
2007).

1. Type 1 Diabetes. This type of diabetes resutimfthe destruction of
islet beta-cells in the pancreas, thus insufficigrtduction of insulin. Patients with
type 1 diabetes are present with a significant attaristic of absolute insulin
deficiency. They are prone to have ketoacidosis and needaemsulin treatment to
prevent such condition. Type-1 diabetes is more mmomy found in children and
teenagers than in adults.

2. Type 2 Diabetes Mellitus. This condition isesult of two combining
factors: insulin resistance and the impairmentnsulin secretion to compensate the
insulin resistance condition. The relative insuldeficiency leads to reduced
absorption of blood glucose into cells and, consatly, the level of blood glucose
increases. Most type 2 diabetes patients are tider40 years old and the prevalence
is higher in women than men. Diabetes type 2 pttiare frequently concurrent with
illness-related stress and obesity.

3. Diabetes Mellitus from other causes. Other caudediabetes include
genetic defects of beta-cell, genetic defects sulin action, diseases of the exocrine
pancreas, drug or chemical induction (e.g. from 8IDPeatments or after an organ
transplantation).

4. Gestational Diabetes Mellitus (GDM). This typedmabetes involves

patients who diagnosed with diabetes for the finsé during pregnancy.
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The subjects of this study were diabetes type &mEt or non- insulin

dependent diabetes.

Risk factorsof diabetestype 2 patients

The definite cause of diabetes type 2 patientst@iteinknown. However,
several factors are found to be related to the roenue of diabetes type 2 patients as
reviewed below.

1. Genetic factor. Type 2 diabetes is found to beedjorelated to genetic
factor. Nevertheless, the role of genes on theroeoce of diabetes type 2 patients is
complex individuals whose immediate relatives hdiadetes type 2 patients are more
likely to have diabetes (Nakhasatien, 1999).

2. Age. An increasing age has effect on pancreatictfom. The pancreas
can synthesize and secrete fewer hormones whebdthe still receives the same
amount of glucose, leading to an excess amountugbge in blood circulation. It is
found that the incidence rate of diabetes increaségh the advancing ages
(Aekplakorn, et al., 2003).

3. Obesity. Obese people are usuallyndoto have high level of blood
insulin whereas the insulin receptors in adipodis emd muscular cells decrease. The
excess insulin, therefore, cannot normally functiand pancreatic cells work harder
to produce more insulin in compensation. Finaliye pancreatic function is impaired
and cannot produce sufficient insulin, leadinghte bccurrence of diabetes. Obesity
also leads to insulin resistance — the conditicat effects the absorption of blood
glucose into cells. Thus the level of blood gliecoxreases and diabetes occurs. If an
obese person loses weight, the number of insutiepters will increase and insulin
can function normally again (ADA, 2005).

4. Lack of exercise. Blood glucosaligized as energy supplied to the
body during exercise and, as a result, body tisavesnore responsive to insulin. On
the other hand, the lack of exercise contributdede use of blood glucose whilst the
body receives the same amount of sugar, thus theummof glucose in blood

circulation is excessive and this condition maylleadiabetes.
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5. Other factors. Gestational diabetey w@ntribute to the development
of type 2 diabetes in later years as many placdmiahones have effect on insulin

function. Hypertension and hyperlipidemia are asntributory factors of diabetes.

Pathophysiology of type 2 diabetes patients

Insulin is a hormone produced by beta-cells ofghacreas. It has major
role in the transportation of blood glucose intdiscéor subsequent utilization as the
energy for body function and for the storage ofesscglucose as glycogen and fat for
further use. The level of blood glucose increadés #od consumption and more
insulin will be secreted to transport glucose iogtls. After glucose is transported into
cells the level of blood glucose will subside tamal level. In type 2 diabetes patients,
the pancreas may produce insufficient insulin oy mat be able to produce insulin at
all; therefore, the body cannot maintain the lesfeblood glucose at near-normal or
normal level, which is approximately 60 120 mdfbssini, & Lundstrom, 1999).

Type -2 diabetes is the most common type of diabdtes usually found
in people older than 30 years of age and is maregbent in women than men. Type 2
diabetes may result from reduced insulin productimm the pancreas and/ or
increased insulin resistance in body tissues. Iy @migao be a consequence of the
impaired insulin production or decreased numbersinsiulin receptors. These
disorders lead to reduced use of glucose in muscldefective glucose transport into
tissues and the level of blood glucose subseques#g. Insulin resistance can occur
in skeletal muscle, adipose tissue, and the livavas found that skeletal muscle has
major role in the incidence of type 2 diabetes. addition, insulin deficiency will lead
to increased production of glucose from the lieemtributing to high level of blood
glucose (Deerojanawong, & Puawilai, 2003; Benn2@00; Bloomgarden, 1997;
Powers, 2001; Vella, & Natt, 2002). Several sigmsl &ymptoms are present in
diabetes type 2 patients.



Pilaiphorn Sitthichanasuth Method / 12

Signs and symptoms of diabetestype 2 patients

Diabetes Mellitus has effect on various systems thé body.
Hyperglycemia causes a number of signs and symptoindiabetes. Four key
symptoms of diabetes are the following:

1. Polyuria, especially at night time. This conditideads to other
symptoms including thirst, tiredness, weight laasg prone to exhaustion (Rossini, &
Lundstrom, 1999; Vella, & Natt, 2002).

2. Polydipsia. The thirst center is stimulated beeaud frequent
urination. Therefore, the patients feel thirsty drave strong need of drink, in both
terms of quantity and frequency.

3. Weight loss. When body cells cannot get energy fotucose, the body
will conduct lipolysis to obtain energy from fatluscular protein is also broken down
to provide compensation energy. The loss of tismass in combination with
dehydration leads to rapid weight loss.

4. Polyphagia. This symptom results from tissue breakd for
compensation energy. People with diabetes are éretyuhungry. They eat amply but
still lose weight (Keeratiyutawong, 2003).

Complications of diabetestype 2 patients
1. Acute complications. Diabetes type 2 patienty imave the following
severe and acute complications:

1.1 Diabetic ketoacidosis. Diabetes type 2 patiemy suffer
from ketoacidosis in addition to hyperglycemia. sTtiondition results from severe
deficiency of insulin in combination with elevatiel of glucose-producing hormone.
Other common enhancing factors include infectioth @ssation of insulin injection. The
signs and symptoms of this condition are polyuhast, polydipsia, tiredness, nausea,
vomiting, gasping for breath, drowsiness, lossooisciousness, hypotension, and shock in
severe cases. This condition is more common ireqatwith type 1 diabetes than those
diabetes type 2 patients (Puawilai, 2003; Sriagsatia 2005).

1.2 Hyperglycemic hyperosmolar nonketotic syndroifieis

condition is found in patients with very high levef blood glucose without the
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retention of ketone. It is more common in diabdigse 2 patients who have poor
glycemic control or do not control blood glucoseadfdition to other enhancing factors
such as infection. The signs and symptoms includigupa, thirst, polydipsia,
hypotension, and shock in severe case (Puawil@B;2Briassadaporn, 2005).

1.3 Hypoglycemia. This condition may occur in bogpe 1
and diabetes type 2 patients. The causes of hypegiy include reception of excess
insulin, mistiming of insulin injection, insufficre food consumption, increased
insulin sensitivity (from exercise), or taking odiabetic drugs in sulfonylurea group,
etc. The signs and symptoms of hypoglycemia angitaéibn, tachycardia, shakiness,
anxiety, sweating, numbness, and hunger. Theseteympare warning signs of low
level blood glucose. If the patients do not recereatment they may have further
symptoms indicating the lack of glucose in the mrancluding fatigue, dizziness,
headache, drowsiness, tardiness, confusion, lackoatentration, blurred vision,
slurred speech, loss of consciousness, and seiklwesover, patients may have
hemiparesis, as in cases of cerebrovascular s{8rkessadaporn, 2005).

2. Chronic complications. Chronic complications nfraliabetes type 2
patients are present in various kinds and formtse domplications can be categorized
into two major types according to the pathogenestithe affected structures (ADA,
2007; Jiraratsatit, 2003; Wansaeng, 2005).

2.1 Macroangiopathy or macrovascular complicatidimis
type of complication leads to stenosis of majoerdes, including coronary artery.
Patients may have cerebrovascular disease or peaiplascular disease, of which the
clinical characteristics are similar to non-diabgtatients.

2.2 Microangiopathy or microvascular complicatiofhis
condition is due to pathogen in capillaries, aslihegement membrane of capillaries
has become thicken all over the body. Significdrgnges that lead to major clinical

problems are found in retinopathy, nephropathy, reeutopathy.
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I mpacts of type 2 diabetes

There is not a treatment that can definitely cypet2 diabetes. Diabetes
type 2 patients need continuous treatment for ¢ise af their life. They also need to
be especially careful with their lifestyle: takiagti-diabetic drugs or insulin regularly,
having diet control, and attending medical appoenrita regularly. These requirements
have psychological and emotional impacts as discllsslow.

1. Fear and anxiety. Diabetes type 2 patients reagfriaid of complications,
especially if they are misinformed or do not havedjunderstanding about the illness.
Misunderstanding can lead a lot of fear and anxi@jritharangsri, 1996).

2. Boredom. Diabetes type 2 patients require lemngrtand repetitive
continuous treatment in their daily life, such aking oral medications, taking insulin
injection, or attending medical appointments. Thadesities may lead to boredom and,
as a result, the patients do not want to contihai treatment (Siritharangsri, 1996).

3. Decreased self-esteem. Diabetes type 2 patiertsto conduct self-care,
as well as receiving regular continuous treatnfentthe rest of their life. They have to
follow medical advice and live their life accorditggmedical plan without having an an
opportunity to determine or make a problem-solvotgrision by themselves. This

contributes to the sense of decreased self-es{elmucharurnkul, 1996).

There is not a definite cure for diabetes and theeds is chronic.
Therefore, it has strong psychological and emotionpact on patients. It causes fear,
anxiety, boredom, and discouragement toward sedf-ead treatment. Nevertheless,
diabetes can be controlled by maintaining nororahear-normal level of blood
glucose. Good glycemic control can prevent, redocelelay the severity of illness
and the risks of complications. Individuals wittalketes need regular and continuous

treatment, as well as appropriate self-care.

Medical carefor diabetestype 2 patients (ADA, 2007)
1. Initial evaluation. Every patient with diabetes slibreceive through
evaluation for the development of appropriate madatan. The evaluation includes

interview about medical history, physical examioati laboratory evaluation, and
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referral to special consultant. Patients who aagnibsed diabetes type 2 for the first
time should also be examined for presence of deslbmamplications.

2. Management. Diabetes type 2 patients will receare from physicians
and health team with collaboration from patientd #re family. Patients should have
an active role in their care. The management plaould be individualized and
patients should receive education about self-manage with an integration of
various aspects such as health condition, exerdstary habit, social status,
individuality, cultural factor, and diabetes concplions. In addition, a variety of
skills and techniques should be deployed so tretiades type 2 patients can perform
self-management to achieve their goal.

3. Glycemic control

Assessment of glycemic control

- Self-monitoring of blood glucose (SMBG). The BM
helps patients in monitoring their response totineat and in adjusting their self-care
practice to suit the blood glucose level.

- HbAlc test. The level of HbAlc can be useeévaluate the
average level of blood glucose in the past 2 — 8th® It is recommended to perform
HbAlc test every 3 months to determine whethegtheemic goal is achieved.

Glycemic goals is fundamental to the treatmaintliabetes.
The American Diabetes Association (ADA) has cleahown that good glycemic
control, of which the level of HbAlc is about 7% ¥ higher than the maximum
value of normal range (4.0 — 6.0%), is associatéld decreased rate of retinopathy,
nephropathy, and neuropathy.

4. Medical Nutrition Therapy (MNT). MNT is the trma@ent aims to control
patients’s blood sugar. This therapy involves thaluation of patent’s diet, metabolic
conditions, lifestyle, and willingness to performhavioral modification. It is important
to consider patients’ readiness in physical, pskadical and economic aspects.

5. Diabetes Self-Management Education (DSME). Tikisa necessary
component in diabetes care. The international st@hdf DSME is evidence based.
Initial education after the diagnosis will help ipats to develop effective self-care

practice. DSME enhances patients’ ability in seffrmgement, maintenance of
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healthy conditions, behavioral modification, glydgemcontrol, prevention and
management of complications, and improvement ofityuat life.

6. Physical activity. Regular exercise improveggmic control, reduces
risk of cardiovascular disease, and induces weagist Physical activities also prevent
diabetes in people who are at risk of the disebl&wertheless, patients’ physical
condition, as well as the presence of macro andaveéscular complications, should
be evaluated before the initiation of exercise haes domplications could be worsen
from inappropriate activities. Exercise plan shodld individualized to suit the
condition of each patient.

7. Referral for diabetes management. When theeghyc goal is not
achieved from diabetes treatment despite the adancehealth education about self
care, medication adjustments and self-monitoringlodd glucose, the patient should
be referred to an endocrinologist.

In addition to the aforementioned diabetes mamage, another
significant approach in diabetes care nowaday$espromotion of patients’ self-
management. Appropriate self-management will leagduced severity of illness and
its subsequent complications, such as atherosiemsd chronic ulcers. As a
consequence, the cost of treatment and hospitalmieaion will be reduced and

patients’ s quality of life will be maintained (A4 2007).

Diabetes Self-M anagement Support

Diabetes self-management support is a programharee the abilities of
individuals with diabetes in performing self carand managing their daily life
regarding medications taking, dietary control, ptgfsactivity, affected mood, and
medical appointment (Redman, 2004his is in accordance with Adams, Greiner, &
Corrigan (2004) who wrote that self-management stpps an intervention
comprising assistance and education. A health teelps patients to improve their
skill and confidence in managing particular healtbblems, involving the evaluation
of illness progress and problems, goal setting, @athlem-solving support (Adams,
Greiner, & Corrigan, 2004).
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Self-management support is an intervention thablesamany individuals
with diabetes to control their illness and prevemmplications to vital organs such as
cardiovascular system, nervous system, ocular ystenal function, and vascular
system (Florence, & Yeager, 1999Patients and health team are in partnership and
collaborate in the provision of care and educatiabout self-management
(Bodenheimer, et al., 2002).

The goal of diabetes treatment is to control theslleof blood glucose,
prevention of acute and chronic complications, androved quality of life (ICIC,
2006). Therefore, a significant approach in diabetic dare support people with
diabetes in self-management so that they can comgypcopriate health care in accord
with their present condition. This interventionllvarevent complications and reduce
severityof iliness, as well as medical expenses, thus @iaing patients’ well-being.
It will also lessen hospital readmission and dase diabetic morbidity and mortality
(ADA, 2007).

Self-management support is defined as the mostieiti intervention in
the management of individuals with chronic illnesshe health team will provide
education, encouragement, and confidence so tagtatients are able to perform self-
management. Support may also come from other pesytd as family and the
community. Diabetes self-management support magiven to an individual or in
group and patients always have major role as thé maintenance of their own

functionality and health condition (Wagner, 1998dBnheimer, et al., 2002).

Home visit

Home visit is a nursing service provided care fatignts at home.

It should be conducted with the format and techaituat result in the most cost-
effective outcome. The outcomes of home visit canelaluated from supervision,
directions, follow-up and assessmentlome visit is an active health service in
affiliated area of health center performed by etkataand experienced health
professional. It can be categorized into several kinds, naminghdovisit for ill

patients, home visit for patient at terminal stageme visit for an evaluation of
health-affecting environment, and home visit aftespital discharge (Hathirat, 2002).
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The objectives of home visit include health promwotiand prevention of further
illness, development of relationship between pétiemd health care providers, and
induction of health awareness to patients and tfemily, as well as providing
medical care if neededhis service should also contribute to health gaowviders —
patient relationship (Rasameepong, 1994).

1. Homevisits concerning illness
lliness that requires home visit can be categoii@dhree types as follows:
1.1 Emergency. Home visit in this case is usuatly the
provision of emergency care when patients suffemfsevere symptoms such as loss
of consciousness or shortness of breath. This &inohcidents usually requires an
immediate help at home or on location. A commuimcasystem is needed for urgent
contact with health care providers and the hea#mt should have knowledge and
skill for initial management. In Thailand, this kKiof emergency health care is usually
conducted in traffic accidentddealth care providers in emergency conditions khou
have sufficient knowledge so that further injuryndae prevented and the patients
receive appropriate initial care before they atessquently referred to a hospital.
1.2 Acute illness, such as cold or diarrhea. Healthe car
providers can help in assessing patients’ illneskgving initial care for the iliness.
1.3 Chronic illness such as diabetes, hypertensim]
paralysis. Health care providers can evaluate aakknplan to help patients and their
family during home visits. They can also give advabout concerning organization

that can support the family.

2. Homevisitsfor patientsat final stage of life
Patients at final stage of life include those whe @ the terminal stage of
illness such as cancer or chronic renal failuree ®hjectives of home visits for these
patients are:
2.1 To provide medical care. Patients at the termitedes of
illness are usually suffered from pain, edema, lwrteiess of breath. Health care
providers can help them by giving treatment to glébsheir sufferings; for instance,

giving pain killers, draining abdominal fluid, orqviding oxygenation.
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2.2 To announce death. The cause of death at home may b
incorrectly stated if the death is announced bgrailiy member. A family physician
can identify the cause of death, thus contributtnghore accurate record of mortality.
This record can be used to study the causes addrtey of mortality and to make a
preventive plan against the illness.

2.3 To offer counseling. A family physician cariesfphysical
and mental consolation to family members from theetwhen patients’ terminal stage
is identified until the time of death. The doctancalso monitor and assess any health
problems that may appear among family members vhergrief does not subside
within a reasonable period (Hathirat, 2002; Sadr&atamtrakul, 1995).

3. Homevisitsfor the evaluation of health-affecting environment

Health team conducted home visits to evaluateetheronment that may
have effect on patients’ healthElderly patients or those with physical health peois
may overuse their medications thus drug usagedas tassessed. The use of health
service resources is also evaluated as some gasieatdoctors or health care providers
at many different places. It is also importanet@luate the risk of abuse in family,
especially child or elderly abusén case of very ill patients, health care providsiié
assess whether the patients need hospital treatmbay also discuss with family

members whether patients’ condition is beyond #re ability of family caregivers.

4. Home visits after hospital discharge
Home visits after hospital discharge can be categdras follows:
4.1 Home visits for patients who were hospitalinedaccount

of acute illness, accidents, or surgeriatients with acute illness who have recovered
after receiving hospital treatment and have beasghdirged from the hospital may
receive home visits. Family physicians can mevollow-up visits to monitor
patients’ symptoms or to detect factors that mayeheffect on patients’ illness. For
example, health care providers may visit patienth Wwemorrhagic fever to evaluate
patients’ symptoms as well as assessing the masduéeding sites around their

houses. For patients who have had injuries frona@mdent or have had a surgery,
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home visits may be made to check the wound, to \wwend care, to remove stitches,
or to assess home environment.

4.2 Home visits for family with a newborn babyedith care
providers make home visit to family with a newbobaby in order to help
inexperienced parents. Home environment is alsesasd in order to make appropriate
care plan for the baby.

4.3 Home visits for patients missing medical appuoents.
Home visits may help in identifying patients’ reasofor non-compliance with
medical appointments. An awareness of reasons emtgwnderlying patients’ non-
compliance will contribute to health team’s atpgsnto maintain treatment continuity
(Hathirat, 2002).

Phase 2 Evidence-supported phase

In this phase, problem-related data were investdyad find reliable and
supportive evidence. Related literature and rebeas well as empirical data, were
analyzed and critically reviewed to obtain the lmgtlence for the development of an

effective intervention.

2.2 Inclusion Criteria

For the development of self-management supportranoghat led to a
guality and effective self- care practice, the authf this study had drawn up guidelines
for systemic investigation of related literaturebjéxtives, scope, and direction of
evidence search were specified to ensure thatlitsened evidence was relevant to the
subject of this study. Characters of populatiossyall as the study sites and method,

were also taken into consideration to ascertairsitmgdarity to this study.

2.2.1 Criteriafor the collection of evidence

The search of evidence for evidence-based dataei®lap a self-
management support program was based on PICO gan@raig & Smyth, 2000).

This principle contains the criteria that could dpecified to the problem

of this study, as detailed below.
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P (Population) : diabetes type 2 patients
| (Intervention) : self-management support program
C (Comparison intervention or Camgon status) :no comparison
intervention.
O (Outcome) : good glycemic control, reduced risksomplications, and

improved quality of life.

2.2.2 Criteriafor the selection of evidence
The scope and direction of literature search wpezified to ensure that
the obtained evidence was relevant to the modesetffmanagement support for
diabetes type 2 patients. The literature shouldaiorcollaborative care approach, as
well as promoting knowledge for self-managemeniisskThe following criteria were
listed for evidence selection:
- the study of diabetes type 2 patients who wdirgcally
diagnosed by medical doctors;
- the study of various models of self-managernsapport;
- the study of self-management support prograndiabetes
type 2 patients that was feasible for multi-discigty health team;
- research study, systematic review, and reporexgferts’

opinion which were published from 2001 to 2007.

2.2.3 Databases and keywor ds used in search

Evidence-based data from published and unpubligizgekrs (thesis and
dissertations for master's degree) both in Thai &mglish were collected from
various database systems including OVID, PUBMEDNAHL, Science Direct, and
Blackwell Synergy. Systematic reviews were obtained from Cochranebdata The
evidence was also sought from reference lists. Réywvords used for searching
evidence included diabetes, self-management, satiagement support, and diabetes
self-management support. Combinations of keywondshsas diabetesnd self-

management, and diabetedd self-management support were also used.



Pilaiphorn Sitthichanasuth Method / 22

Results of evidence search

The search for evidence-based data found eightrpdpat were relevant
to the inclusion criteria. There were three ranged controlled trials, two systemic
reviews, one retrospective study, one quasi-exarial research and one systematic

review of qualitative study.
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- diabetes

- self-management
OvID - self-management support > 1 study
- diabetes self-management support

- diabetes
- self-management
SCIENCE DIRECT - self-management support > 1 study

- diabetes self-management support

- diabetes v
PUBMED - self-management 1 study
- self-management support >

- diabetes self-management support

- diabetes

- self-management
CINAHL - self-management support »  1lstudy
- diabetes self-management support

- diabetes \ 4
COCHRANE - self-management 1 study
- self-management support >

- diabetes self-management support

- diabetes \ 4

- self-management 1 study
Blackwell - self-management support >

- diabetes self-management support

Hand search

Total 8 studies

Figurel Search Result
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2.3 Assessment of Included Studies

The relevant literature collected from evidencarsle was subsequently
assessed to determine quality of evidence. Thessms®mmt was based on the
suggestion of Melnyk and Fineout-Overholt (20@s)shown in Table 1

Tablel Evidence assessment criteria

Level Sour ce of Evidence

v

1 Evidence obtained from a systemic review, metayamlof all relevance
randomized controlled trials.

|

2 Evidence obtained from at least one properly gitesi randomize
controlled trial (RCT)

3 Evidence obtained from non-randomized controlledsr

Evidence obtained from cohort studies or case-obrnalytical studies
4 | which are group of research involving more than ssiéing.
Evidence obtained from systematic review of a@e or narrative
5 | studies

6 Evidence obtained from qualitative or narrativedss

11

Evidence obtained from the opinions from respeaigtiorities, descriptiv
7 | studies, or reports of expert committees.

The total 8 studies were demonstrated their lef&vidence as indicated

in table 2.
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NO Title Research | Leve
design

1. | Effects of a diabetes self-management program on RCT 2
glycemic control, coronary heart disease risk, and
quality of life among Thai patients with type 2
diabetes. (Wattana, C., Srisuphan, W., Pothiban, L.

Upchurch, S. L./2007)

2. | Effectiveness of a self-management program for RCT 2
Thais with type 2 diabetes. (Keeratiyutawong P.,

Hanucharurnkul, S., Melkus, G. E., Panpakdee,
O.,Vorapongsathorn, T./2006)

3. | Self-management approaches for people with ahrorSystematic| 5
condition: A review. (Barlow, J., Wright, C., Shegs| review of
J., Turner, A.,& Hainsworth, J./ 2002) qualitative

4. | Increasing diabetes self-management education in Systematic| 1
community settings: A systematic review. (Norris, 5 review
L., Nichols, P. J., Caspersen, C. J., Glasgow,.R. E
Engelgau, M. M., Jack, L., & et al./ 2002)

5. | Effectiveness of diabetes self-management stippofRetrospective 4
program at Songklanagarind Hospital (Jutiwiroj, B  study
& Leelasamran, W./ 2001)

6. | Effectiveness of self-management training iret¢p | Systematic| 1
diabetes. (Norris, S. L., Engelgau, M. M., &Narayan review
K. M. V./2001)

7. | Diabetes self-management training program in a RCT 2
community clinic improves patient outcomes at
modest cost. (Banister, N. A, Jastrow, S. T., Hedge
V., Loop, R.,& Gillham, M. B. /2004)

8. | Effect of self-management program on glycemic Quasi- 3
control and quality of life in diabetes type 2 pats | experimenta
(Jaroonsit, J./ 2002) research

Total study| 8
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In conclusion, among eight research papers collected in phasketRe
study, there were three randomized controlled stridhvo systemic reviews, one
retrospective study, one quasi-experimental reeeard one systematic review of

qualitative study.

2.4 Summary of Relevant ConceptsModel for thisstudy

The number of diabetes type 2 patients has beerasing and diabetes
self-management support was proposed to promdteae practice. The concept of
self-management support based on Wagner's modedref for patients with chronic
illness (Wagner, 1998) and Bandura’s social leartireory, which states that learning
and behavior are inseparable (Bandura, 1977). roupto Bandura, perceived self-
efficacy , the evaluation of one’s ability in selre practice, was the key factor in the
initiation or maintenance of certain behavior. lorease in perceived self-efficacy
could contribute to patients’ performance of dasibehavior.

Referring to Wagner, self-management support was gfomotion of
individuals’ acceptance to practice and attemptcomtrol the whole process by
themselves. The individuals should direct themsglveamely monitoring and
recording their behavior. They should have selffamwass and conduct appropriate
behavior, concerning health care, prevention afess, and maintaining healthy
condition. They could reduce the impact of illnesgl made a plan for continuous
and effective management in collaboration with treaéam. The aforementioned
behaviors should be developed from the patientiingness and cooperation.

The review of related literature and work expecgehed to a conclusion
that diabetes type 2 patients who received medaad at Health Centeould not
manage their illness. These patients were confdontéh a number of health
problems, such as hyperglycemia and diabetic camajbns including chronic ulcer,
artherosclerosis, blurred vision, or hypertensidrhese problems had direct impacts
on patients’ health condition and led to deathaldiigy, and several hospitalizations
due to complications. They were associated withppnapriate self-management
concerning diet, exercise, medication taking, caamgle to medical appointment, and

stress management. These problems could be lesadhediabetes self-management
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support, which could be delivered with various noet including health education,
skill development. Patients could improve theidlskin prevention of complications,
foot care, relaxation, record of blood glucose, kiedtyle modification. The goals of
diabetes care were to achieve glycemic control |évalecrease risk of complications,
and to improve patients’ quality of life.

Conceptual model for this study are shown in Figure

Type 2 Diabetes

Complication No complication
[ ]

v

Self-Management Support Program (SMSIP

~

Education Skill development Continuing care
Foot care Diet Exercise Relaxation | | Home visit Te'ﬁg{:"”e Mailing care
Reduce blood glucose Reduce complication Increase quality of life

Figure 2 Self-management support program for diabetes typei2nts
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2.5 Expert Reviews
When the content of practice guidelines was sysiaitgi developed and
completed, the program was presented to an exparinittee for the examination of

content validity. The committee was composed cfelexperts, as listed below.

1. Assoc. Prof. Tipapan Sangkapong, Medical Nursingpdbenent,
Faculty of Nursing, Mahidol University.

2. Ms. Rasee Leenakul, Ph.D. in Nursing, Head of MgrsSawan
Pracharak Hospital , Nakhonsawan Province

3. Miss. Rungrat Ngamijiruttikan, A nurse specializaddiabetes care,

Diabetes Clinic, Takhli Hospial
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CHAPTER 11l
CRITICAL ANALYSIS AND SYNTHESIS

Eight evidence-based research studies (See App&)diere selected to
develop a self-management support program for thsbdype 2 patients at
Bankradannaklae Health Center. Of these eightegutivo were systematic reviews;
three were randomized controlled trials; one wasiasi-experimental study; one was
a retrospective study and the last one was a sgsiteneview for a qualitative study.

Data analysis and synthesis were presented asviollo
1. Selection of program participants

The diabetes type 2 patients who were selecte@atticipate in the
program were those who had diabetes at least sntheo They were treated only with
oral medication, and they were at least 21 yeats dlheir fasting plasma glucose
level was higher than 130 mg/dl for at least twasazutive times, and they had no
diabetic complications (Banister et al., 2004aroonsit.,, 2002; Jutiwiroj &
Leelasamran, 2001; Keeratiyutawong et al., 200Gyidl@t a., 2001; Wattana et al.,
2007).

2. Theories related to program activities

The activities in the program were designed basededf-efficacy and
self-management theories. It was believed thatpéigent had high self-efficacy, they
felt more confidence to manage their diabetic ciomw. The program was divided
into two parts. The first part comprised of one Bgeoup education and four small
group discussions to enhance patients’ self-effigaananaging diabetes. Contents in
the small group education and group discussion weeal planning, appropriate
physical activity, foot care, proper use of medcirSigns and symptoms of
complications monitoring, and meditation for stresduction. The second part was
about home visit. A program manual was given toepét during home visit for their

reviews when they encountered with problems at hiWwegtana et al., 2007).
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According to Orem’s self-care theory and cognitivehavioral therapy.
Self-care was an individual’s learning processhétped an individual performed
activities to maintain their life, health, and wb#ing. There were two phases of
action. Phase one included estimated and tranaltioperations, which reflected an
understanding and judgment about the situation.péttient had to plan his/her action
to maintain their good health. Phase two consigibdh patient’s outcomes and
evaluation. The plan from phase one was transfentedaction to achieve the goals
and the patient’'s outcomes was evaluated. The gdalsabetes care aimed to keep
blood glucose at an accepted treatment level whielped preventing long-term
diabetes complications. To achieve these goalst afgherapeutic self-care demands,
which consisted of diet, exercise, self-monitorifupt care, and medication intake had
to be met. Nurses implemented the diabetes selkgement program to help patients
learn how to manage their diet, exercise, medinatmd foot care to maintain the
proper blood glucose level. Techniques to helpepédi maintain their blood glucose
included advice, support, motivation, and creafgndly environment to encourage
proper self care.

According to cognitive behavioral therapy, irraiid beliefs or negative
thoughts about diabetes led to dysfunctional beliavand emotional responses such
as frustration, anger, or depression affectingpidgent’s quality of life. Patients with
diabetes type 2 required cognitive behavioral teghes to modify their negative
thoughts about diabetes in their daily life andade rational thoughts to maintain
their healthy practice. The techniques of cognitiehavioral therapy comprised of
problem solving and social skill trainings (Keeyatawong et al., 2006).

The self-management in diabetes type 2 patientsogeyb the participatory
process which allowed patients to take part insmsg problems and specifying self-
care goals. This process took approximately 4Qutasn The next step in the process
was perception modification. This process lasted6fd minutes and contents in this
process included knowledge about diabetes, sigdssamptoms, treatment regimen,
dietary control, exercise, medication intake, stnemnagement, and problem solving.
Home visits were provided for the patients who faimaintain their blood glucose at
the desirable level. The length of home visit wasminutes. Before conducting home

visits, a letter was sent to each patient to infévim/her about the incoming home
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visit appointment and encourage him/her to pawi@pin the home visit activities
(Jaroonsit, 2002).

3. Program activities.

Based on research-based evidence, various typgsogfam activities
were created. The program activities included ntgpgs of knowledge dissemination
and continuing care which could be described ds\ist

3.1 Knowledge and skill mastery were provided ® patient
to enhance their self care and self managementiebieading to healthy behavioral
modification. Patients received knowledge and gkilinings from attending a small
group education class, and four small group disooss The researchers set up a
realistic goal to enhance the patient’'s self-efficato promote proactive actions to
control the blood sugar level, to monitor the pesgr of self care, and to make
adjustments to goal attainment (Jaroonsit, 2002ttaNa, et al., 2007). Patients who
succeeded in using self-management skills to chdregebehaviors were selected as a
model to enhance other patients’ self-efficacy.

Contents in a small group discussion included desbanformation,
interpretation of the blood glucose, blood pressaral blood lipid levels, signs and
symptoms, diet, exercises, medication intake, diakfeot care, stress relaxation,
diabetic complications. Skills training includedplem-solving skills, communication
skills, perception skills, and goal setting skillgiring the small group discussions, the
participants could also identify the barriers thafiected their behavior changes. Group
persuasion and reinforcement were used to red@elihrriers. The duration of the
session was about 120 minutes. Nurses were ther magdession that provided
knowledge and skill trainings for the patient (Kagrutawong et al., 2006; Wattana et
al., 2007). However, physician, pharmacist, nwamitt, psychologist, or physical
therapist was invited to help researchers providbeles knowledge for patients in the
different settings (Barlow et al., 2002).

3.2 Individual consultation was a major meanshédp the
patient solve difficult problems. Contents werei@sramong an individual. Problems
and barriers of controlling blood sugar were assdsand analyzed to plan for an
individual care. Problem solutions, knowledge, gmdper skill trainings based on

self management concept were offered to patiemsrdmg to their health and needs.
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Blood sugar would be monitored to determine thatinent goals. (Banister et al.,
2004; Barlow et al., 200Zaroonsit, 2002; Jutiwiroj & Leelasamran, 2001; fioet
al., 2001;).

If the patient was able to control their bloodgar, nurses would
encourage and empower him/her to feel more confisdmen dealing with their
diabetic conditions (Jaroonsith, 2002; Keeratiywag;, et al, 2006; Wattana, et al.,
2007). If the patient was unable to control bloages, nurses would contact each
patient individually to reassess the individualtelgems, and provide knowledge and
skills training according to their needs.

4. Instruments used to assess diabetes typeiéhisatharacteristics and
program outcomes.

4.1 The demographic characteristics questionnaae used
to assess the patient’'s gender, age, body weigihghty marital status, educational
background, duration of the disease, treatmengradice to the doctor’'s appointments
(Jaroonsit, 2002; Jutiwiroj & Leelasamran, 2001;ekaiyutawong et al., 2006;
Wattana et al., 2007).

4.2 The diabetes knowledge and practice questicanvaas
used to assess and evaluate the patient outconfese kend after the program
implementation. Contents in the questionnaire waresisted of items in terms of
diabetes knowledge, signs and symptoms, dietaakéntexercise, diabetic foot care,
diabetic ulcer care, and self-care and self managenegarding the disease conditions
(Keeratiyutawong et al., 2006; Wattana et al., 2007

4.3 Blood sugar, HbAlc, and lipid profile were exaed
before and after the program implementation to rdatee the program success
(Banister et al., 2004; Barlow et al., 2002roonsit, 2002; Jutiwiroj & Leelasamran,
2001; Norris et al., 2001).

5. Home visits, telephone calls, and postcardewpeovided for patients
who had a difficult time to maintain the desirablecomes. Details were described as
follows:

5.1 Home visits were conducted to enable diabstps 2
patients to reassess their self-care behavior, laume, attitudes, dietary control,

exercises, foot care, and other diabetic compboati Home visits also used to help
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patients increase their self-efficacy (Jaroon€iQ2 Norris et al., 2001; Wattana et al.,
2007). The duration of each home visit was 45 meisuand each patient was visited
once or twice according to their disease conditions

5.2 Telephone follow-ups were used to raise patient
awareness of self-care. They were seen as a posifiort which helped patients solve
the problems and support their needs (Barlow g2@02;Jaroonsit, 2002; Jutiwiroj &
Leelasamran, 2001; Norris et al., 2001; Keeratiyotag et al., 2006).

5.3 Postcards were sent to remind patients’ abd t
appointment dates in advance. A study carriebgulutiwiroj & Leelasamran (2001)
revealed that sending a postcard to the patier@sn@ek before the appointment date
helped the patient remember the incoming appointjreamd decreased the rate of
losing a clinical follow-up on the appointment date

6. Factors leading to the success of the program

The findings showed that factors which led to suecess of the self-
management support program according to the egjatt®ed evidence-based research
studies were summarized as follows:

6.1 Teamwork was important. The members who shbeld
responsible for disseminating knowledge on dietangd medication intake were
pharmacists, nutritionists, or educators. Howewsglithe current situation, there were
no nutritionists, pharmacists, or educators workatga health center to provide the
certain services. In order to solve these problemsses should be trained to increase
their knowledge and skills necessary in providireplth education and advice for
diabetes type 2 patients.

6.2 The utilization of technology to manage a teal
education program for diabetes type 2 patientsh sisca computerized system, was
necessary. However, the use of a computerizedmsykie knowledge dissemination
was costly and it was considered a major obstaelethermore, both healthcare team
members and diabetes type 2 patients also need tsamiags to be able to use such
technology to fulfill their highest potential.

6.3 Using VCDs records was found as an attractieams to
disseminate knowledge for diabetes type 2 pati@ftDs could be used as effective

media to disseminate knowledge in a health ceatet,patients could borrow it home
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for future reviews. However, not all diabetes t@ppatients living in a rural area had
a VCD player, so this method could be used onlyaarase-by-case basis. Patients
who had a VCD player at home could check the VCEpmds out from the health
center whereas those who did not have a VCD plegeld watch the program while
they were waiting for the doctor on the appointnaate.

6.4 Continuous monitoring and follow-up to assdbe
progress of diabetes type 2 patients during thaitigpation in the self-management
support program using a telephone call was seerfast, easy, and convenient way to
gain access to monitor the patient disease conditiddowever, a number of patients
living in a rural area did not have a telephonea] athers were elderly patients who
were not keen on having a conversation on the phdinerefore, other methods such

as home visits or meeting with doctors at the dedelinic should be used instead.

Major Issues Derived from Research-based Evidencénat Could Be
Used to Develop Guidelines on the Development of IBBlanagement Support
Program in Diabetes type 2 patients at Bankradanndke Health Center

Based on the eight selected research studiesethmanagement support
program for diabetes type 2 patients at Bankraddaealealth Center was developed.
The program was consisted of various types of #gietivsuch as teaching (diabetes
knowledge, signs and symptoms management, appt@glietary intake and exercise,
proper medication intake), skills mastery (footesssnent skills, stress relaxation,
individual and group problem solving), consultatiand home visits to ensure that the
patients had sufficient knowledge and skills tofgen an effective self-management.
The duration of the program implementation rangexnf 1-13 weeks. Details of
implementation were described as follows:

1. Participants were recruited at tite- B week. Diabetes type 2 patients
were invited to participate in the self managensmport program. Inclusion criteria
for patients’ selection were 1) patients who wemahle to control their blood sugar in
accordance with the treatment plan. 2) the pafi¢asting blood glucose was more
than 130 mg/dl for twice consecutive check-ups witlvo months, 3) HbAlc was
more than 7%, 4) they were diagnosed with diabtyies 2 patients diabetes for more

than six months, and 5) they were at least 21 yadrs
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2. The patients’ demographic characteristics, HhAfasic knowledge of
diabetes, and various aspects of self-care belraviere assessed and planed for
action in the % week

3. The patients participated in the program aidisiat the 8 - 13" week.
They had a chance to learn/exchange information siradle experience with each
other. The materials used in the learning prodeskided documents, manuals,
exhibition, posters, and food samples. Progranviies were described as follows:

3.1 Knowledge and skill mastery took place at tfengek.
The small group discussion was provided to theep#ito share their experiences
about how to make lifestyle change. The barriegaming to their diabetic control
were identified. Group persuasion and reinforcemare used to reduce the barriers.
If the patients were able to control their bloodat then nurses would encourage and
empower them to feel more confident when dealintp wheir diabetes conditions. If
the patients were unable to control blood sugaey tvould receive an individual
consultation.

3.2 The individual consultation started at thé" Meek to
reassess the patients’ problems, knowledge, andsn&mowledge and skills mastery
were provided for those patients according to tlkésease conditions and needs to
increase an appropriate problem solving and detisiaking. The treatment goals and
self-awareness were also emphasized at this dfafe. patients were able to control
their blood sugar after consultation, then nursesldvencourage and empower them
to deal with their diabetes.

3.3 Home visits were provided to the patienthat3' week
when the patients were still unable to controlrtidood sugar. Nurses would contact
each patient to schedule the home visits. Durioigpén visits, nurses reassessed the
patient’s problems and barriers. Then they providedwledge and skill trainings
tailored to the patient’s conditions and needs.

The conceptual framework of the self-managemenp@upprogram for
diabetes type 2 patients at Bankradannaklae Headthter was summarized and

illustrated in Figure 3 below.
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1. Selected diabetic patients (target groupior 2. Patient's assessment

the program « Demographic characteristic

e Having blood sugar>130 mg% for two e HbAlc

A 4

consecutive times .
e Knowledge and skills

e Having been diabetes type 2 patients for |at o Need assessment

least six months

e Receiving diabetes oral medication

A 4
3. Program activities
Home visit 3.2 Individual consultancy 3.1 Knowledge and skill
¢ Problem- solving ¢ Focusing deeply on an mastery
skill training individual problems e Small group discussion
e Knowledge and Uncontrol e Promoting problem Uncontrol o Lifestyle behavior
skill training solving skills to reach |« modification in realistic
o Self-care the treatment goal goal setting
¢ Increasing awareness of ¢ Self-management skill
self care due to the training for blood glucose
progress of diabetes monitoring
e Group persuasion and
reinforcement to reduce
barriers
v Control
Control e Encourage and
empower patients to

Control

maintain a desired

vy

behavior

Uncontrol

A 4
Refer to Nongbua Hospital

Figure 3 Conceptual framework of the program of self-manag@msupport for

diabetes type 2 patients at Bankradannaklae HEaitter
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CHAPTER IV
PLAN OF IMPLEMENTATION

Feasibility Analysis of the Workplace
The author planned to implement the self-managersepport program
for diabetes type 2 patients at Bankradannakladtiii€enter. The feasibility of the

program implementation was analyzed and describddllaws:

1. SWOT Analysis

Strengths

1. The health center had a multidisciplinary tehat was responsible for
providing care for diabetes type 2 patients. Aaetommittee had been developed to
improve a quality of care for diabetes type 2 paie The committee members were
selected from the following professions describefodlows:

- A doctor, the chair of the committee, was arclvarge to
determine the policies and directions of care dgwekent and management for
diabetes type 2 patients.

- A dentist took care of all dental problems faalsktes type 2
patients at the health center.

- A pharmacist supervised patients to take @gronedicine
regarding to the treatment. The pharmacist alswiged consultation for patients who
had problems about drug administration.

- Registered nurses provided care for diabetes B/patients
at the health center and home. The nursing mendoarsisted of a nursing director,
head nurses from all departments, registered narsgsurse practitioners. Generally,
nurses provided care for the patient at the diagbetric. Home visits would provide
to the difficult patient who had a hard time to tohtheir blood glucose. Home visits

were done to ensure that the patient received @epreare covered physical,
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psychological, social, spiritual aspects. Duringmieo visits, nurses provided
knowledge and skills to help each patient solvebl@ms and overcome obstacles
based on each individual context.

- A laboratory technician was responsible forolabory tasks
at the health center. When the patient needed aleartaboratory examination which
was beyond the capacity of the technician, he wespansible for sending the
specimens to other laboratory centers for furtheestigation.

- Public health agents worked with registered esiend nurse
practitioners to provide the self management supposgram for diabetes type 2
patients at the diabetic clinic.

2. The health center had a home visit team thatigeed care for chronic
and difficulty patients at home. The team memlmenssisted of registered nurses,
public health agents, and village health volunteelfiome visits were set on every
Thursday.

3. The health center staff members were genefides; were accepted by
people in the community.

4. Health care providers were eager to provide libst care for their
patients. They were fostered to use evidence-bpeattice information to develop
guality of cares for the patients.

5. Bankradannaklae Health Center was a local headtle center that
certified for its quality of care at the sub distrievel.

6. The vision of Bankradannaklae Health Center teagrovide services

with the heart for local residents to ensure thewd health.

Opportunities

1. According to the health care reform policiesaltie care providers
needed to emphasize their work on health promadioth diseases prevention. As a
result, nurses had chances to do more proactivi t@goromote health and life style
modification suitable for diabetes type 2 patieats] to reduce disease complications.

2. The present health care policies emphasizegromoting individual

self-care efficacy. Nurses were responded for digsating health/disease information
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and providing self-care skills training to the pats, so they learned and understood

how to keep themselves healthy and free from caagdins.

W eaknesses

1. The health care staffs at Bankradannaklae He@knter had not
developed a self-management support program fdoetka type 2 patients as a
standard of care. Therefore, the patients mightrective a full program training to

foster their appropriate dietary intake and exexis

Threats

Owing to the current health care system, healtl pesviders need to create
and provide services to assure the quality of eackthe customer satisfaction. Thus,
health care providers including nurses had to esassr measure their performance to
ensure that the performance conformed to the stdsnd@hese task forces may limit
nurses’ time to implement a self-management sugpogram in the setting.

The SWOT Analysis has revealed that there was & puassibility to
implement a self-management support program at iBaiaknaklae Health Center
because there was no self-management support piegnaplementation for diabetes
type 2 patients at this center. The health cerdgdrehmultidisciplinary team to provide
care for the patients. Health care staffs were @dgger to provide the best care for the
patients and to meet the quality of care assurarterefore, it was likely that the self-
management support program for diabetes type 2ergaticould eventually be

implemented at Bankradannaklae Health Center.

2. Evaluation of | mplementation Potential

2.1 Clinical relevance: The self management support program development
for diabetes type 2 patients at Bankradannakladtiii€zenter was relevant to the
clinical problems that needed to be solved. To hké patients control their blood
glucose, nurses needed to provide knowledge amansalagement skills training for
the patients. The program had been developed lms#dte needs of health care staffs
and patients context. Therefore, it could be im@etad for diabetes type 2 patients at
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the diabetes clinic on the regular basis to achtheequality assurance and vision of
the health center.

2.2 Scientific merits. The selected research studies were credible and
reliable as they were categorized under level B, 2, and 5. The research objectives,
methods, and statistics analysis were relevaritdadsearch designs. Besides this, the
research articles were published in reliable andnsific data base. The research
problems were significant, the literature reviewsrevup to date, and the research
findings were reliable and generalizable within g@pe of the study population.
Finally, the findings and recommendations wereiapple.

2.3 Transferability of the findings: The service provision units and the
study populations were similar to the service pmn unit of the health center, and
the population with which the developed evidencgebdamodel would be applied was
considered the possible target group for the implaation of the program of the self-
management support.

2.4 Feasbility of implementation: The developed program was appropriate
for the health center in which it would be implertegh The patients were similar
(diabetes type 2 patients), as well as their ndedsare. The program could be
implemented on regular basis which would be behefitiabetes type 2 patients to be
able to control diabetes and prevent complicatieading to enhance their quality of
life. The program activities were in accordancéhwihe standard of care for diabetes
type 2 patients, so there was a low level of ribles health care providers needed to be
cautious in the process. When unexpected everdsrred, the team members
especially physician could provide help and adaiseeeded.

2.5 Cost-benefit ratio: The implementation of the self-management
support program for diabetes type 2 patients akialannaklae Health Center could
be benefit for the patients and health center. 3élemanagement support program
would enhance the patients’ knowledge and takeraboih the health and disease. The
patients received continuous support and encouragemo change their life style
appropriate to the disease from the health cama t@ambers so that they would be
able to improve and maintain their healthy lifelstyAs a result, the incident of
diabetic complications, in-patient admission rargj long-term hospital care expenses

could be reduced. However, there was a cost toempht the self-management
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support program for diabetes type 2 patients akBatannaklae Health Center. The
cost included the budget spent on the productidnassessment forms, program
manuals, and documents. When comparing the lomg-ééfects, the program should
be invest at the health care center because thgrgmowas benefit for both the
patients and the health center.

Plan of implementation

1. The proposal was submitted to the health ceadarinistrators and the
committee for implementation approval.

2. A meeting with health care staffs was set ugxplain the program
contents and activities. Protocol and implementagoidelines were disseminate to
the staffs and individual staff responsibility waso specified.

3. Collaboration team was established includingsphgns, a dentist, a
pharmacist, registered nurses, nurse practitionptdlic health agents, and a
laboratory technician to ensure that the programlavbe implemented as planned.

4. After implementing, the program outcomes weresessed and
analyzed. Findings were summarized and reportedthe team members,
administrators, and committee. The program strengind weaknesses were also

examined for future improvement as needed.
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CHAPTER YV
CONCLUSION AND RECOMMENDATIONS

Conclusion

The present thematic aimed at developing a selfag@ment support
program for diabetes type 2 patients at Bankraddaeaealth Center based on the
evidence-based practice model of (Soukup, 2000 $tudy was begun with
searching for problems, formulation of the studyeobve, and specification of the
scope of the search. Then related literature asdareh evidence were reviewed,
analyzed, and synthesized. Eight research stwdies selected. Of these, two studies
were systematic reviews; three were randomizedralbed trial studies; one was a
guasi-experimental study; one was a retrospectivdysand one was a systematic
review for qualitative study. The recommendatiergacted from the analysis of the
evidence were used to develop a self-managemepodymrogram for diabetes type 2
patients at Bankradannaklae Health Center. Thgrano development was examined
by a panel of three experts to ensure contentitsalid\fter that, the author revised the
program according to the experts’ comments andesigms to increase the program
appropriateness, effectiveness, and feasibilitinalfy, the self-management support
program for diabetes type 2 patients was deriveBaskradannaklae Health Center,
which could be summarized as follows:

Program activities: When participants attended #adf-management
support program, they would receive knowledge &iltimastery. Each of them had a
chance to learn, share, and exchange informatidneaperience among each other.
Media such as documents, manuals, posters, andsfoogles were used during the
program delivery. The program activities were diésd as follows:

Knowledge and skill mastery were provided to alitipgpants to enhance
their self care and self management abilities lggadio a healthy behavioral
modification. Knowledge and skill mastery were pdad to the participants through

one small group education class and four smallguaiscussions. The researchers set
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up realistic goals to enhance the participantd-efficacy, promote proactive actions

to control blood glucose, monitor the progresseiff care/self management, and make
adjustments to goal attainment (Jaroonsit, 2002ttAla, et al., 2007). Participants
who succeeded in using self-management skills tangé their behaviors were

selected as a model to enhance other participseifséfficacy.

Contents in a small group education class andugsson included diabetes
information, blood glucose, lipid profile, and btbpressure interpretation, signs and
symptoms management, dietary and medication intdiedetic foot care, exercise,
relaxation, diabetic complications assessment. igua small group discussion, the
participants could also identify the barriers thfiécted their behavior changes. Group
persuasion and reinforcement were used to reduse Marriers. Skill trainings
included problem-solving, communication, and pwgsitperception and proper goals
setting. The duration of each session was aboutniiBOtes. Nurses were the major
profession that provided knowledge and skill tnags for the participants
(Keeratiyutawong et al., 2006; Wattana et al., 200X physician, pharmacist,
nutritionist, psychologist, or physical therapisasvinvited to help the researcher
provide diabetes knowledge as well (Barlow et2002).

Individual consultation was a major means to hiegpparticipant solve the
difficult problems. Contents in the consultatiorapb were varies among individuals.
Problems and barriers of controlling blood glucesse assessed and analyzed to plan
for an individual care. Problem solutions, knovgedand proper skill trainings based
on self management concept were offered to thécpgaaht according to the individual
health and needs. Blood glucose was monitored termée the treatment goals.
(Banister et al., 2004; Barlow et al., 2002roonsit, 2002; Jutiwiroj & Leelasamran,
2001; Norris et al., 2001;).

If the participant could control blood glucossyrses encouraged and
empowered him/her to feel more confident when degalith their diabetic conditions
(Jaroonsith, 2002; Keeratiyutawong, et al, 2006;ttsva, et al., 2007). If the
participant could not control blood glucose, nursestacted each one individually to
reassess the problems, and then provide knowleujslall trainings according to the

individual health conditions, needs, and context.
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Home visits were provided to participants who wemeble to control their
blood glucose at the T3veek. Nurses would contact each participant to dialeefor
home visit(s). During a home visit, nurses reassgshe participant’s problems and
barriers. Then they provided knowledge and skalinings tailored to the participant’s

health conditions and needs.

Recommendations

To ensure the effectiveness of the self-managersapport program
implementation at Bankradannaklae Health Centeg, @gency should take the
following issues into careful considerations:

1. The same nurse consultants should be assigmedgth the program
implementation to ensure the same quality of sesvrovided.

2. The nurse consultant and educators should cattemferences and
training workshops on their regular basis to insestheir knowledge and skills to care
for diabetes type 2 patients.

3. A network of care service provision for diasetype 2 patients should
be established between related agencies to enkarstandard care protocols. A
guideline on provision of treatments and care fabetes type 2 patients should also
be revised according to new scientific evidencerisure the relevance and up to date
of treatments and care.

4. The self-management support program for desbéype 2 patients
should be proposed to the multidisciplinary teanmipers such as physicians so as to
listen to their comments and suggestions which dtelpmproving the program
acceptance among the multidisciplinary team members

5. The self-management support program shouldiéé out in order to
gather data regarding to problems and obstaclestimal implementation necessary
for further revision and improvement of the program

6. The self-management support program for desbéype 2 patients

should be revised as needed to increase the prdgesibility and effectiveness.
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APPENDIX B

The detail of research analysis and synthesis

1. Effects of a diabetes self-management program on glycemic control,
coronary heart disease risk, and quality of life among Tha patients with type 2
diabetes.

2. Effectiveness of a self-management program for Thais with type 2 diabetes.

3. Self-management approaches for people with chronic condition: areview.

4. Increasing diabetes self-management education in community settings:
A systematic review.

5. Uszaniwavesldsunsumsdamsnwesaiuanuivesdihowivaiu lu
Tsanennasevauasuns

6. Effectiveness of self-management training in type 2 diabetes: a systematic
review of randomized controlled trials.

7. Diabetes self-management training program in a community clinic
improves patient outcomes at modest cost.

Y
8. wavesllsunsumstanmsauesseminIuguszauhmaludoataznanInNgIn
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(5090 1 Effects of a diabetes self-management program on glycemic control, coronary heart

disease risk, and quality of life among Thai patients with type 2 diabetes.
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(504901 2 Effectiveness of a self-management program for Thais with type 2 diabetes.
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Thai Journal Nursing Research, 2006, 10(2), 85-97

Keeratiyutawong, P., Hanucharurnkul, S., Melkus, G. E.,

Panpakdee, O., &Vorapongsathorn, T., 2006

@ J ao
Tog1szaaamsiag

U [ L] d’ 9 awv
NAUAIDE19N 19 THa11I Y

Setting

adAa v

5210812398/ TLAUVDI

U

d' =\ d‘ Y awv
N300 N 1% 1 UN15198

ﬂﬁ!,fd]‘Ui’J‘Uﬁ’JiJ"ngj’E)lJ"ﬁ

NAN13 IV

Y A o 9 Aawv
m@yamﬁﬂﬂ"lﬂmmmmﬂ

mydsziduaandu g

Tumsrin a1

myagliverir 114




Pilaiphorn Sitthichanasuth

Appendices/ 70

(50497 3 Self-management approaches for people with chronic condition: a review.
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Patient Education and Counseling. 2002; 48, 177-187.
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J., 2002
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15097 4 Increasing diabetes self-management education in community settings: A systematic review.
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1509 6 Effectiveness of self-management training in type 2 diabetes: a systematic review of

randomized controlled trials.
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URaINANLI Diabetes Care. 2001; 24(3), 561-587
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1399 7 Diabetes self-management training program in a community clinic improves patient

outcomes at modest cost.
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Lmdqﬁﬁﬁuﬁ Journal of The American Dietetic Association. 2004; 104,
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APPENDIX C
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