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ABSTRACT 

Diabetes mellitus (DM) is a known epidemic that is increasing throughout the United 

States and if current trends continue, it is estimated that as many as one in three U.S. adults could 

have diabetes by 2050. Considerable evidence has been found to link the presence of depression 

and or Diabetes Distress Syndrome with type two diabetes mellitus (TTDM). However, many of 

these patients with comorbid conditions do not meet the criteria for a clinical depression 

diagnosis, increasing barriers to disease management which may result in less than optimal 

outcomes. Behavioral therapy has been shown to be an effective treatment in managing 

depression in patients with TTDM but may be underutilized in this population. Current studies 

demonstrate that lack of treatment of Diabetes Distress Syndrome may result in a decrease in 

medication adherence, participation in diabetic group meetings, and quality of life. The purpose 

of this study was to examine nurse practitioners (NPs’) knowledge, perceptions and attitudes in 

utilizing behavioral therapy in TTDM management. A total of 20 NPs completed the study. 

Results suggest that there is a lack of knowledge in regards to Diabetes Distress Syndrome. 

Current practice for behavioral services in TTDM treatment is also deficient, however, NPs’ are 

willing to learn more and use it as a treatment modality in their practice. 



 

 

 

 

10 

INTRODUCTION 

Background Knowledge 

Diabetes mellitus (DM) is a known epidemic that increasingly is spreading throughout 

the United States (U.S.). The rise of newly diagnosed DM patients from 1995 to 2010 grew by 

50% in 32 states and by 100% in the other 18. If current statistical trends continue, it is estimated 

that as many as one in three U.S. adults could have diabetes by 2050. Considering that in 2012 

the total costs of diagnosed diabetics in the U.S. were projected at $245 billion dollars, medical 

care costs in 2050 will likely be significantly higher. These numbers by themselves are alarming; 

however the fact that DM is the seventh leading cause of death in the U.S. means this disease has 

become more of a pandemic that needs to be urgently addressed. The fact that people with DM 

have an overall increased risk of mortality, one that is about twice that of people of similar age 

without the disease supports this. Just the presence of the disease doubles the risk for 

comorbidities and death (Centers for Disease Control [CDC], 2011).  

There have been numerous studies showing the effective treatment for DM, conversely, 

there have also been numerous studies showing the inadequacy of Type Two Diabetes Mellitus 

(TTDM) management and its barriers for glycemic control (Acee & Fahs, 2012; Aikens, 2012; 

Baig et al., 2010; Bogner & de Vries, 2010; Collins-McNeil, Holston, Edwards, Benbow, & 

Ford, 2009; Dogdu et al., 2012; Lin et al., 2009). One of the barriers identified was TTDM in 

conjunction with depression, or a new concept called Diabetes Distress Syndrome (DDS) (Peyrot 

et al., 2005). Strong evidence has been found to link the presence of depression or DDS 

concomitantly with DM.  
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Approximately 20% to 40% of individuals with TTDM also have depression (Dogdu et 

al., 2012). The prevalence of DDS is as high as 45.4% in TTDM adults in community settings. 

Approximately 70% of DDS TTDM patients do not meet the criteria for a clinical depression 

diagnosis limiting their treatment options (Fisher et al., 2013; Gebel, 2013). These barriers are 

associated with poorer self-management, decreased medication adherence, less favorable 

glycemic control, and a higher risk of complications (Acee & Fahs, 2012; Aikens, 2012; Lin et 

al., 2009). 

An effective depression or DDS treatment plan is essential to the management of TTDM. 

Studies have linked Cognitive Behavioral Therapy (CBT) as a positive method to reinforce a 

change in behavioral modifications by increasing adherence in treatment regimens (de Groot et 

al., 2012; Hartmann et al., 2012; Lustman, Griffith, Freedland, Kissel, & Clouse, 1998; Rygg, 

Rise, Grønning, & Steinsbekk, 2012). CBT is an effective non-pharmacologic treatment for 

depression in patients with TTDM and is associated with improved glycemic control (Lustman et 

al., 2012). It is the positive thought pattern reinforcement and stress reducing problem solving 

procedures that increases CBT’s efficiency. Problem Solving Therapy (PST) is another non-

pharmacologic modality that focuses on “talking therapy” to help identify what the problems are 

and to learn how to solve them using a structured approach (Hatcher, Sharon, Parag, & Collins, 

2011). Problem Solving Therapy is considered a brief psychological intervention that has been 

shown to decrease a patient’s feelings of hopelessness, depression and suicidal thoughts. 

Problem Solving Therapy has been used to treat patients at risk for self-harm, showing 

improvement in randomized control studies. It has yet to be studied conjointly with other 

modalities; nevertheless, psychological problems of depression and DDS have been studied and 
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it has been shown that inadequate problem-solving skills influence the illnesses progress. 

Behavioral modifications are required for a patient with TTDM to have long term success in 

actively changing their life patterns (Hatcher et al., 2011).  

Literature Review Process 

A systematic literature review was conducted utilizing the electronic databases CINAHL 

and PubMed to further dichotomize the issues between Diabetes Mellitus Type Two and medical 

adherence. The review was geared towards exploring the concept that depression or diabetes 

distress syndrome may have a significant negative impact on medical adherence, causing 

decreased health outcomes including a diminished quality of life. The following keywords were 

used: diabetes mellitus, type two, behavior therapy/organization and administration, quality of 

life, education, autonomy, health information systems, and health informatics. This search 

returned 140 articles. The search was further refined by adding the filters and inclusion criteria: 

(1) published within the last five years; (2) test subjects were human; (3) language was in 

English; (4) studies were randomized control trials (RCT) or reviews; and (5) specific to TTDM. 

Studies with rigorous testing outside of the last five years pertinent to the emphasis of this study 

were also included. With these final criteria the search thinned out to 21 articles for review and 

synthesis; some articles of worth were kept based on the richness of their content. The reviews 

were further broken down by classification based on the conceptual model’s modifiers: behavior 

modification, education, autonomy, and healthcare informatics.  

Behavior Modification and Diabetes Type Two 

Behavioral modification has been associated with improved glycemic control and 

decreased depressive symptoms in the TTDM population (Bogner et al., 2012; de Groot et al., 
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2012; Hartmann et al., 2012; Lustman et al., 1998; Piette et al., 2011; Van Bastelaar et al., 2011; 

Weinger et al., 2011). One study found these results by integrating care interventions with 

education (Bogner et al., 2012). de Groot et al. (2012) piloted a combination of behavioral and 

aerobic exercise, while simultaneously incorporating adherence. Behavioral modification 

programs such as Mindfulness-Based Stress Reduction (MBSR), and CBT, resulted again in 

significantly lowering depressive symptoms and improved health status. These programs have 

showed these results in all formats: in-person, by phone, and with written pamphlets (Hartmann 

et al., 2012; Lustman et al., 1998; Piette et al., 2011; Weinger et al., 2011). One particular study 

by Van Bastelaar et al. (2011) was the first to show effective results of a Web-based CBT 

intervention for depression and diabetes related distress. Behavior modification has demonstrated 

to be an effective non-pharmacologic treatment option for major depressive patients with TTDM 

(Lustman et al., 1998).  

Education and Diabetes Mellitus Type Two 

Numerous studies found that effective self-management education programs delivered to 

TTDM patients resulted in those patients taking better control of their diabetes and thus 

decreasing complications (Khunti et al., 2012; Miller et al., 2002; Reutens, et al., 2012; Rygg, et 

al., 2012). Diabetes education and self-management conducted from a non-didactic approach 

focusing on lifestyle factors showed a sustained decrease in glycosylated hemoglobin (HbA1c) 

over three years (Khunti et al., 2012). The use of a nutritional education program improved 

metabolic control and yielded a greater over all fasting blood glucose and HbA1c (Miller et al., 

2002). Treatment costs and patient reluctance to use insulin were identified in one study as 

management barriers to improved metabolic control (Reutens et al., 2012). Conversely, Rygg 
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and colleagues (2012) reported that an increase in diabetes knowledge improved self-

management skills.  

Autonomy and Diabetes Type Two 

Medical management for diabetes only goes so far without the patient taking an active 

role in their care. A patient, having autonomy in their self-care, will be motivated to follow a 

healthy regimen and receive satisfaction in doing so (Julien, Senecal, & Guay, 2009). There is a 

correlation between autonomous motivation and active planning strategies towards compliance 

to dietary self-care actives (Julien et al., 2009). Autonomy support is increased with patient-

physician relationships and patient centered care (Lee & Lin, 2010). In order for a TTDM patient 

to actively strive towards health, autonomy must include a multi-dimensional dynamic and 

complex construct (Moser et al., 2006). This concept includes preserving patterns of concern and 

interaction, nurturing collaborative responsibilities, and being engaged in trustful relationships 

(Moser, (2010). Patients’ perceived competence with diabetes-relevant outcomes can be assisted 

with computer programs between the provider and patient (Williams et al., 2007).  

Healthcare Informatics and Diabetes Type Two 

Technology has improved all aspects in human outcomes (Baig et al., 2010). When it 

comes to TTDM management healthcare informatics only improves accountability and reliability 

by linking information technology, communications and healthcare. Healthcare informatics may 

be useful in decreasing diabetes disparities in under-resourced settings (Baig et al., 2010; 

Betancourt et al., 2012) with the use of an online behavioral therapy service. Data suggests that 

patients with depression show benefits from low intensity internet delivered behavioral 

interventions (Bower et al., 2013). Information technology (IT) is increasingly being used in the 
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management of chronic health issues in primary care practice (Baig et al., 2010). The infusion of 

technology in primary care has enabled the role of patients to change fundamentally from passive 

objects to proactive partners (Honka et al., 2011). Healthcare informatics improved diabetic 

outcomes and reduced diabetes-related complications and can promote a patients’ increased 

awareness of self-care (Betancourt et al., 2012; Costa et al., 2009; Honka et al., 2011). 

Definitions 

Type Two Diabetes Mellitus (TTDM) 

Type Two Diabetes Mellitus is defined as “high levels of blood glucose secondary to the 

body not making or using insulin as it is specifically made to” (U.S. National Library of 

Medicine, 2013). In the body, the fat, liver and muscle cells do not respond correctly to insulin, 

causing insulin resistance; this subsequently causes an inability of blood glucose to enter cells to 

be stored for energy, and as a result blood glucose just recirculates in the body, steadily 

increasing. Potential sequelae resulting from increased blood sugars over time include diabetic 

nephropathy, neuropathy, retinopathy, and cardiomyopathy. Treatments for these pathological 

conditions often include medications that treat heart disease, provide pain relief, and lower 

overall blood glucose, blood pressure, and cholesterol (U.S. National Library of Medicine, 

2013). 

Depression 

Minor depression is defined as a compilation of two to four symptoms contained in the 

list below. Minor depression differs from major depression disorder, which requires five or more 

(American Psychiatric Association, 2013). 

Symptoms of Major Depressive Disorder: 
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1. Depressed mood most of the day, nearly every day, as indicated by either subjective 

report (e.g., feels sad or empty) or observation made by others (e.g., appears tearful). 

2. Markedly diminished interest or pleasure in all, or almost all activities most of the 

day, nearly every day (anhedonia) (as indicated by either subjective accounts or 

observation made by others).  

3. Significant weight loss when not dieting or weight gain (e.g., a change of more than 

5% of body weight in a month), or decrease or increase in appetite nearly every day.  

4. Insomnia or hypersomnia nearly every day.  

5. Psychomotor agitation or retardation nearly every day (observable by others, not 

merely subjective feelings or restlessness or being slowed down).  

6. Fatigue or loss of energy nearly every day.  

7. Feelings of worthlessness or excessive or inappropriate guilt (which may be 

delusional) nearly every day (not merely self-reproach or guilt about being sick).  

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (either 

by subjective account or as observed by others).  

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation 

without a specific plan, or a suicide attempt or a specific plan for committing suicide.  

In order for a diagnosis of minor depression to be made, the symptoms must have lasted 

at least two weeks. These symptoms of feeling sadness, loss, anger, or frustration interfere with 

everyday life (U.S. National Library of Medicine, 2013). The severity of depression is based on 

the number of these symptoms, their severity, and the degree of functional disability in social or 

occupational functioning (American Psychiatric Association, 2013).  
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Diabetes Distress Syndrome (DDS) 

Diabetes Distress Syndrome is the emotional distress felt by patients with TTDM when 

dealing with diabetes. This new concept defined in 2005, focuses on the demanding lifestyle that 

having diabetes creates (Peyrot et al., 2005). Currently, there are few studies educating the 

medical community of its presence. Diabetes Distress Syndrome relates to measures of 

depression, social support, heath beliefs, coping style, and predicting future blood glucose 

control (Heeramun-Aubeeluck, Lu, Luo, 2012) and how poor blood glucose control negatively 

impacts the life of a diabetic.  

The symptoms listed below are associated with DDS vary and are to be tested routinely 

(Peyrot et al., 2005).  

Symptoms of Diabetes Distress Syndrome: 

1. Worries about future complications. 

2. Has a concern about food.  

3. Feeling guilt and/or shame (for example, related to overweight or suboptimal 

glycemic control).  

4. Not accepting the diagnosis of TTDM.  

5. Distressing social interactions related to TTDM. 

Diabetes Distress Syndrome involves “emotional burnout” and causes destructive 

ramifications on the health of the individual. Patients with higher levels of distress warrant 

treatment, while those with extremely low scores plus poor glycemic control, could be indicative 

of the patient’s denial (Heeramun-Aubeeluck, Lu, Luo, 2012). 
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Local Problem 

Nouwen, et al. (2011) identified a consistent relationship between the presence of 

diabetes and depression, or DDS, and a decrease in self-management among the type two 

diabetic populations. Because patients with TTDM have a higher risk of depression, it is 

imperative for clinicians to differentiate stress response from depression and anxiety (Lloyd et 

al., 2005).  

Depression and DDS symptoms get overlooked in patients with DM and are frequently 

not recognized and treated (Karel, Ogland-Hand, & Gatz, 2002). Symptoms such as fatigue, 

insomnia, memory or concentration problems are often looked upon as “normal” older adult 

symptoms. Physical morbidity is often attributed to the diagnosis of depression; its common 

symptoms are muscle aches, headaches, irritability, palpitations, or changes in bowel and bladder 

habits (Karel et al., 2002). Previous research by Karel et al. (2002) has shown that untreated or 

poorly treated depression and DDS is directly related to: 

1. Decreased medication and treatment compliance. 

2. Decreased participation in DM group meetings. 

3. Decreased adherence to risk factor reduction programs. 

4. Decreased Quality of Life 

5. Increased health care interventions and expenditures. 

Psychological treatment continues to be limited in DM treatment plans due to a lack of 

symptom recognition and misattribution of symptoms in complex DM patients (Ciechanowski, 

2011; Gebel, 2013; Gois et al., 2012; Karel et al., 2002). Depressed TTDM patients may also feel 

embarrassment, guilt, bewilderment, or resignation about their inability to adequately manage 
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their diabetes and will not address these concerns with their practitioner. Furthermore, it is well 

known that those affected due to symptoms of depression are less likely to successfully 

collaborate with health professionals, accept new diagnoses, or follow through with treatment 

(Ciechanowski, 2011).  

This Doctor of Nursing Practice (DNP) Project seeks to perform a needs assessment in its 

preliminary stage of outlining the knowledge, perceptions, and attitudes of nurse practitioners 

(NPs’) use of behavioral therapy in TTDM management. 

Intended Improvement 

Doctorally-prepared advanced practice nurses have an excellent opportunity to assist the 

TTDM population by: raising awareness of the presence of depression or DDS in a DM 

treatment setting; and increasing screening for depression and DDS among TTDM patients. 

Advanced practice nurses maintain a nonjudgmental and empathic stance on adverse health 

habits; reducing clinicians’ negativism or frustration with patients’ lack of progress in DM self-

management; improving trust, satisfaction, and patient-provider communication (Ciechanowski, 

2011).  

Study Question 

The purpose of this study was to determine the knowledge, perceptions, and attitudes of 

NPs’ towards the use of Cognitive Behavioral Therapy and Problem Solving Therapy in the 

treatment of TTDM patients. These evaluations will provide valuable information for 

modifications of what in future projects (Leon, Davis, & Kraemer, 2011).  

Specific Aims 

The specific aims are to:  
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1. Determine NPs’ knowledge about DDS.  

2. Disclose current practice of behavioral therapy in DM treatment.  

3. Define NPs’ willingness to use behavior therapy in DM treatment.  

Theoretical Framework 

The theoretical framework derived from Margaret Newman’s Theory of Health as 

Expanding Consciousness or (HEC) broadened the prospective theory to include a 

multidimensional approach. This nursing theory was chosen for its inclusion of specific 

mediators for behavioral change that are patient-centered (Peyrot & Rubin, 2007). The theory 

defines the power of overcoming barriers with education and enlightenment (Newman, 1994). 

Using this theory in treating TTDM patients it is important to understand the barriers providers 

face associated with the disease. The practice of Newman’s Theory of HEC is not focused on 

simply treating disease, but also on attending to how the current situation fits into the patient’s 

evolving pattern of interaction with that which is meaningful to her or him, and how the patient 

chooses to move forward (Newman, 1994). It is this focus on the relationship between the 

practitioner and the client while uplifting comprehension that gives a bond to their connection. 

Newman’s theory is based on the simple theory that consciousness expands continually 

throughout life. The first part of this theoretical framework is based on recognizing patterns and 

then revealing the barriers to awareness. Once a client comes into reality of what is meaningful, 

insight and action takes place; this is the platform for building a patient’s autonomy. Newman’s 

theory was incorporated into this study by looking for patterns of barriers in TTDM management 

by NPs’ (Picard, 2005).  
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Using these theoretical concepts, a framework was developed (Figure 1), which guided 

the study and may increase the value of its findings. The center of the framework is Newman’s 

Theory of HEC, which motivated the explanations and implications in interpreting the findings. 

The two surrounding concepts are behavioral modification and communities of practice. 

Communities of practice are groups of people who share a concern or a passion for something 

they do and learn how to do it better as they interact regularly (Wenger, McDermott & Snyder, 

2002). The communities of practice used for this study were NPs’ caring for TTDM patients.  

 

FIGURE 1: Theoretical Framework 

Conceptual Model 

The primary focus of the conceptual model was TTDM patients (Figure 2). From this 

starting point, the project emphasis was based on the outcome ideals of improved health 

outcomes, concept of normalcy, medical adherence, and quality of life. The concepts thought to 
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enhance these core concepts are behavior modification, pedagogy, autonomy, and healthcare 

informatics, which guided the project. An improved health outcome ideal comes from the belief 

of decreased complications seen by controlled HbA1c over time (Collins-McNeil et al., 2009; 

IOM 2002). The notion of normalcy stems from the belief of optimum health: the state of an 

organism when it functions optimally without evidence of disease (Stedmans, 2003). Improved 

quality of life refers to the concept of health-related quality of life in a person’s perceived 

physical and mental health over time (Hoffmann, 2009). Improved medical adherence is thought 

to come from a better psychological state of mind, increased awareness, and comprehension of 

the disease process. These positive life changes when ingrained into the patient with behavioral 

therapy improve diabetes-specific cognitions focused on effective self-management (Aikens, 

2012; Beverly, 2012).  

 

FIGURE 2. Conceptual Model  
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The use of this theoretical framework and conceptual model gives this project direction 

and meaning (Aikens, 2012; Beverly, 2012; Collins-McNeil et al., 2009; Hoffmann, 2009; 

Picard, 2005; Stedmans, 2003; Wenger, McDermott & Snyder, 2002). The four concepts, 

namely, behavior modification, diabetes education, autonomy, and healthcare informatics, allow 

for further examination into their correlation in TTDM management. The recognition of these 

concepts helps to provide an understanding of the TTDM patient’s life. With this knowledge, it 

is imperative to define the current practice of behavioral therapy in TTDM management, NPs’ 

perception, and attitudes.  

METHODS 

Ethical Considerations 

In order to keep the study confidential, participants completed their survey with an 

anonymous link to Qualtrics. Qualtrics is a protected online survey development platform that 

allows a link to be sent out for participants to join the study (Qualtrics, LLC, 2015). No 

identifiable information was required or would be ascertained in the implementation of the study. 

No IP address was recorded while the participant filled out their survey. The survey is 

information only based; therefore participants’ personal information was not be compromised.  

Institutional Review Board 

Approval to conduct this project was obtained from the University of Arizona 

Institutional Review Board (IRB) prior to implementation of the study. The IRB ensured that this 

study met federal regulations and ethical standards (see Appendix B for IRB approval form). 

Participation in the study was voluntary and discussed in the survey. A disclosure statement (see 
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Appendix C) which explains the purpose of the study, its voluntary status, and how the results 

was used for this DNP project, and included with each survey.  

Setting and Sample 

 The target population is NPs’ in Arizona who treat patients with TTDM. Inclusion criteria 

are: participants must be licensed as an NP in Arizona, hold current national board certification, 

and be actively practicing and managing TTDM patients. Recruitment occurred by using The 

Coalition of Arizona Nurses in Advanced Practice (CAZNAP) listserv. This is a free anonymous 

online listserv service used to unite Advanced Practice Nurses in the state of Arizona. This 

community of practice has over 1900 members all Advanced Practice Nurses, NPs’, and NP 

students’ (The Coalition of Arizona Nurses in Advanced Practice [CAZNAP], 2012). With 

approval from IRB, the participants were emailed the anonymous link to Qualtrics by using the 

generic CAZNAP listserv email address. This email address then redirects the information to all 

active members by Erich Widemark, PhD, RN, FNP-BC, creator of CAZNAP listserv. The goal 

for participation was a minimum of 20 completed surveys with the maximum of 400 in two 

weeks, with a projected 10-30% response rate. The average response rates for online surveys 

have been reported to be between 10% - 30% (Monroe & Adams, 2012).  

Planning the Study 

The gaps in knowledge illustrated in the previous articles support the development of a 

survey to evaluate the knowledge, perceptions, and attitudes of NPs’ with regard to behavioral 

therapy in TTDM management.  

The survey was developed to determine how familiar NPs’ were with depression and 

DDS among TTDM patients, and displaying observed practices of behavioral therapy in TTDM 
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management, the final element of this study was to address NPs’ willingness to include 

Cognitive Behavioral Therapy and Problem Solving Therapy in future practices to identify a 

potential barrier. A sample of the survey can be found in Appendix B.  

The survey consists of 25 questions using a structured quantitative format. The survey is 

numerically coded for systematic analysis and interpretation through descriptive statistics 

(Zaccagnini & White, 2013). The survey consists of four sections: demographics, knowledge of 

CBT/PST use, knowledge of depression and DDS rates, and perceptions of NPs’. The survey 

was reviewed by three experts in the field for content validity. 

Implementation and Security 

With IRB approval, the participants received the emailed link to the online Qualtrics 

platform (Qualtrics, LLC, 2015). Qualtrics platform is protected by high-end firewall with 

vulnerability scans which are performed regularly. Qualtrics meets the requirements set by 

Federal Acts of FISMA Act of 2002 and FIPS Publication 200. All data acquired on Qualtrics 

was encrypted using Transport Layer Security (TLS) and hosted by third party data center that is 

SSAE-16 SOC II certified. Once the study was completed and data analyzed, the information 

was destroyed by U.S. DOD methods and destructed by a third-party destruction service 

(Qualtrics, LLC, 2015). Qualtrics research suite completes real-time data extraction that easily 

was exported into a Word document. Qualtrics also assured data quality and adequacy with 

protected links to their secured site (Qualtrics, LLC, 2015).  

Future Projects 

The evidence gained in the survey informed future projects focusing on educating NPs 

about the benefits of Cognitive Behavioral Therapy and Problem Solving Therapy in TTDM 
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management. Barriers identified in the survey provided excellent data for the development phase 

of future studies in order to penetrate these obstacles or promote a practice change. Another 

potential intervention gained from the data collected was the development of a convenient online 

behavioral therapy modality.  

Methods of Evaluation 

Data Analysis 

Descriptive statistics was used to describe the data collected from the survey. The 

characteristics obtained were age, gender, years of experience, board certification, level of 

education, and current practice area. Data was evaluated and shown as the percentage of 

participants then analyzed to determine patterns. The patterns evaluated are the sample’s 

knowledge of CBT/PST, current mental health testing in DM practice, and NPs’ willingness to 

implement Cognitive Behavioral Therapy and Problem Solving Therapy in their practice. The 

quantitative data was presented categorically. Recommendations were made based on survey 

results, reflecting participants’ current practice and incorporating opportunities for realistic 

changes that may lead to quality improvements in patient care. 

RESULTS 

Outcomes 

The participants received their initial email inviting them to participate in the survey 

using the CAZNAP listserv. The survey was open for two weeks and at the end of this time 

period 22 surveys were completed. Of those, one did not meet inclusion criteria, and one was 

started yet not completed, these responses were deleted from the end results. The average time it 

took participants to finish the survey was three minutes.  
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Sample Demographics 

A total of 20 NPs completed the survey; 90% were females and 10% were male. The 

majority age range of the participants was between 51 to 60 years. One third of participants had 0 

to 5 years in practice and another third had between 6 and 10 years. Practice specialties in the 

sample comprised of 70% family, 15% internal medicine, and 5% psych mental health.  

Results 

NPs in the survey had a resounding 95% knowledge of CBT, yet only half were familiar 

with PST. The sample also demonstrated that over half were familiar with the depression rates 

among TTDM patients, while most participants had no knowledge of DDS rates. Over half of the 

NPs routinely screened their TTDM patients for depression with a majority (64%) completing 

this at each visit. However, the survey demonstrated a deficiency among providers in screening 

TTDM patients for DDS. Furthermore, out of all the participants almost half do not use any 

behavioral therapy in their current treatment of TTDM patients. Of the various types of 

behavioral therapy offered 30% chose to use PST to treat DDS.  

In identifying NPs’ willingness to implement CBT/PST, the majority of participants 

indicated they were willing to suggest these services to their TTDM patients. Out of the four 

responses that would not suggest CBT/PST, one believed that their patients would not finish 

treatment, while another stated that they needed more information, and/or handouts. The 

majority of participants stated they would recommend CBT/PST if it was offered online at the 

patient’s convenience.  

In the portion of the survey that detailed barriers to implementing CBT/PST, participants 

indicated an overwhelming lack of behavioral therapy education in their NP programs. The 
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majority of participants indicated their highest level of education was at the masters’ level. The 

one participant who is a Psychiatric-Mental Health Nurse Practitioner responded that she/he was 

not taught about the benefits of behavioral service methods such as CBT/PST in their NP 

program. Another barrier for implementation noted in the survey is the NPs’ need for more 

information that supports the benefits of treatment with CBT/PST for patients with DDS and 

TTDM.  

DISCUSSION  

Summary 

This study had three specific aims: determining NPs’ knowledge about DDS; disclosing 

current practice of behavioral therapy in TTDM treatment; and defining NPs’ willingness to use 

behavior therapy in TTDM treatment. The results of this study gave preliminary insight on 

perceived barriers for implementing CBT/PST for future practice.  

The majority of participants disclosed that they did not have knowledge about DDS rates 

in TTDM patients. Considering that almost half of TTDM patients suffer from DDS (Fisher et 

al., 2013; Gebel, 2013) reducing this knowledge gap may have a positive impact on the overall 

health of TTDM patients. This lack of knowledge leads to a deficiency in screening and 

treatment for these patients (Fisher et al., 2013). Thus, as described earlier, TTDM patients may 

have a higher risk of health complications (Acee & Fahs, 2012; Aikens, 2012; Lin et al., 2009).  

The participants in the study did not routinely order behavioral therapy treatment for their 

TTDM patients. Providing an effective behavioral therapy treatment plan to improve the 

management of TTDM is supported in the literature while the lack of these services may 

adversely affect the mental and medical wellbeing of TTDM patients (de Groot et al., 2012; 
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Hartmann et al., 2012; Lustman, Griffith, Freedland, Kissel, & Clouse, 1998; Rygg, Rise, 

Grønning, & Steinsbekk, 2012). With the current deficiency of behavioral therapy services, one 

may consider this as one of the causes for the decrease in glycemic control in TTDM patients.  

Nurse practitioners’ willingness to use behavioral therapy in TTDM treatment was 

positively received. The results indicated that more evidence and support is needed to influence 

participants to order these services for their TTDM patients. There are currently numerous 

studies supporting that CBT/PST results in positive feedback in patients’ mental and medical 

health (de Groot et al., 2012; Hartmann et al., 2012; Lustman, Griffith, Freedland, Kissel, & 

Clouse, 1998; Rygg, Rise, Grønning, & Steinsbekk, 2012). The barriers noted in this study for 

implementation of CBT/PST were the general lack of knowledge by providers on 

DDS/depression rates, screening practices, and the deficiency in ordering these services for their 

patients. Another barrier to implementation was the patients’ time and ability to complete the 

program. 

The results of the study are supported by Margaret Newman’s Theory of HEC. The 

specific mediators for behavioral change consistent with CBT/PST are a necessity in TTDM 

patients’ management. This theory underlines that the power to overcome barriers rests between 

education and enlightenment (Newman, 1994). By overcoming these barriers to awareness 

patients may come into a reality of insight and action (Picard, 2005). The need for educating 

TTDM patients and NPs’ is supported by the results of this study. The patterns of barriers found 

within this study may direct future interventions in building up TTDM patients’ autonomy, while 

increasing mental and medical stability.  
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Limitations 

Limitations in the study include using the CAZNAP listserv as it only surveyed one type 

of provider using a small convenience sample of NPs’ in Arizona. In addition, time constraints in 

conducting the survey also may have limited the number of participants. This study was local 

and therefore not generalizable.  

Conclusions 

The data presented suggests that NPs’ lack knowledge of DDS rates among TTDM 

patients which may account for the current deficiency of behavioral therapy in TTDM treatment. 

The data also supported that NPs’ are willing to use behavior therapy in TTDM treatment. These 

findings also helped elucidate key underlining barriers to CBT/PST implementation. One clinical 

implication resounding from this study is that further study is needed on the presence of DDS in 

the TTDM community for increased recognition among health care professionals. An additional 

clinical implication is that behavioral therapy such as CBT/PST should be included in all NP 

programs. Future studies could be designed to determine if providing CBT/PST therapy to 

patients is realistic in the primary practice environment and if offering an online intervention to 

patients would result in NPs recommending this type of behavioral therapy to their patients. 
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APPENDIX A: 

LITERATURE REVIEW TABLE 
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Literature Review Table  

Source Study Design,  

Study Population  

Education increasing glycemic control and decreasing depressive symptoms 

Bogner, et al. (2012) Design: RCT 

Population: n=180  

Piette et al. (2011) Design: RCT 

Population: n=291  

Rygg et al. (2011) Design: RCT 

Population: n=146  

Van Bastellar et al. (2011) Design: RCT 

Population: n=255  

Weinger et al. (2011) Design: RCT 

Population: n=222  

 

Khunti, et al. (2012) Design: RCT 

Population: n=743 

 

Miller et al. (2002) Design: Pretest/ posttest 

Population: n=98 

 

Reutens et al. (2011) Design: Cluster-RCT 

Population: n=361 

 

Behavioral modifications increasing glycemic control and decreasing depressive symptoms  

de Groot et al. (2012) Design: Single-arm repeated measures  

Population: n=50  

Hartmann et al. (2012) Design: RCT 

Population: n= 110  

 

Lustman et al. (1998) Design: RCT 

Population: n= 42 

 

Study Design: (RCT) Randomized Controlled Trials 
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Source Study Design,  

Study Population 

Autonomy increasing glycemic control and decreasing depressive symptoms 

Julien et al. (2009) Design: Cross-lag w/ repeated measures 

Population: n=365 

Lee & Lin, (2010) Design: Cross-sectional  

Population: n=614 

 

Moser et al. (2005) Design: Qualitative 

Population: n=15 

Moser et al. (2010) Design: Exploratory qualitative 

Population: n=15 

Williams et al. (2007) Design: Cluster randomized  

Population: n=866 

 

Healthcare informatics improve diabetes self-management 

Baig et al. (2010) Design: Systematic Review 

Population: n=18 

 

Betancourt et al. (2012) Design: Meta-analysis 

Population: n=42 

 

Costa et al. (2009) Design: Literature Review 

Population: n=16 

 

Honka et al. (2011) Design: Critical Review 

Population: n=22 
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APPENDIX B: 

INSTITUTIONAL REVIEW BOARD APPROVAL FORMS 
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APPENDIX C: 

NURSE PRACTITIONER PERCEPTION SURVEY 
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DISCLOSURE FORM: Nurse Practitioner Perception for Behavioral Therapy use in Type Two 

Diabetes. 

You are being invited to participate in a study being conducted by Principal Investigator 

(PI) Louella Bauman, a Doctor of Nursing Practice student enrolled at the University of Arizona. 

Please read and review this form prior to your participation so that you are aware of potential 

risks and how the information you provide will be used. The information in this form is provided 

to help you decide whether or not to take part in the study. If you decide to take part in the study, 

your responses will be anonymous. If you decide you do not want to participate, there is no 

penalty to you, and you will not lose any benefit you normally would have. Participation in this 

study is voluntary. There are no costs associated with the study and there is no compensation for 

participation in the study.  

The purpose of the study is to evaluate the knowledge, perceptions, and attitudes of nurse 

practitioners (NPs’) regarding behavioral therapy practice in type two diabetes mellitus (TTDM) 

management. Survey results will provide valuable information for modifications in further 

research.  

You are being asked to participate in this survey and inclusion criteria are as follows: 

licensed nurse practitioner; nationally board certified, and currently practicing and 

managing TTDM patients. You will be asked to complete an online survey of 25 questions, 

taking approximately 15 minutes and returned electronically using Qualtrics to the PI in the 

study. 

There are no reasonably foreseeable risks to participating in the study. You do not have to 

answer any questions that you do not want to answer and you may withdraw from the study 

altogether at any time with no penalty. If you decide to quit at any time prior to completing the 

survey, your answers will be not be recorded. There may be no direct benefit to you by 

participating in the study. What the PI finds out from this survey may help augment the current 

behavioral therapy practices seen in TTDM management decreasing comorbidities.  

Information about you will be kept confidential to the extent permitted or required by 

law. We will not know your IP address when you respond to the study. Your e-mail address will 

never be seen by the PI. People who have access to your survey responses include the PI and 
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project committee. Representatives of regulatory agencies such as the Office of Human Research 

Protections (OHRP) and entities such as the University of Arizona Human Subjects Protection 

Program may access your records to make sure the study is being run correctly and that 

information is collected properly. If there are any professional presentations or publications 

about this study or survey responses, your name, practice name, or e-mail address will not be in 

them.  

You may contact the PI to tell her about a concern or complaint about this study. Louella 

Bauman, can be called at 928-713-3293. You may also contact the PI’s advisor, Janet DuBois, 

DNP, ARNP, FNP-BC, FAANP at jdubois3@email.arizona.edu. If you want to talk to someone 

other than the PI or advisor; you may call the University of Arizona Human Subjects Protection 

Program office. 

Local phone number (520) 626-6721 

Website: https://orcr.arizona.edu/hspp 

By beginning the survey, you acknowledge that you have read this information and agree 

to participate in this survey, with the knowledge that you are free to withdraw your participation 

at any time without penalty.  

Thank you for agreeing to participate in this survey about behavioral therapy practices in 

TTDM management. Your honest and thoughtful responses are appreciated. To begin the survey, 

please clink the link, you will then be directed to the secure Qualtrics online survey.  

 

Thank you for your time in this effort to improve TTDM management.  

Regards, 

 
 

mailto:jdubois3@email.arizona.edu
https://orcr.arizona.edu/hspp
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Section 1 

Demographics  

 

1. Indicate your age range  

 

a. 20-30 

b. 31-40  

c. 41-50 

d. 51-60 

e.  >60 

 

2. What is your gender?  

 

a. Male  

b. Female  

 

3. How long have you been a nurse practitioner?  

 

a. 0-5 yrs  

b. 6-10 yrs  

c. 11-15 yrs  

d. 16- 20yrs  

e. >20 

 

4. Are you Board Certified? 

 

a. Yes  

b. No  

 

5. Are you currently practicing?  

 

a. Yes  

b. No  

 

6. Are you currently working Full time or Part time?  

 

a. Full Time (>36 hrs a week)  

b. Part time (20-35 hrs a week)  
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7. What county is your practice located in Arizona?  

 

Ο Apache Ο Mohave 

Ο Cochise Ο Navajo 

Ο Coconino Ο Pima 

Ο Gila Ο Pinal 

Ο Graham Ο Santa Cruz 

Ο Greenlee Ο Yavapai 

Ο La Paz County Ο Yuma 

Ο Maricopa  

 

8. What is your highest level of education? 

 

a. Bachelor’s degree 

b. Master’s degree 

c. DNP doctoral degree  

d. PhD 

 

9. Which best describes you?  

 

a. Family Nurse Practitioner (FNP) 

b. Pediatric Nurse Practitioner (PNP) 

c. Psych Mental Health Nurse Practitioner (PMHNP) 

d. Gerontological Nurse Practitioner (GNP) 

e. Other 

 

10. What type of setting are you currently working in: 

 

a. Adult 

b. Family 

c. Internal Medicine 

d. Pediatrics 

e. Endocrinology 

f. Women’s Health 

g. Mental Health  
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Section 2 

 

Knowledge of Cognitive Behavior Therapy / Problem Solving Therapy use in type two diabetes 

patients  

 

Cognitive Behavioral Therapy consists of positive thought pattern reinforcement with stress 

reducing problem solving procedures. 

 

Problem Solving Therapy is another non-pharmacologic modality that focuses on “talking 

therapy” to help identify what the problems are and to learn how to solve them using a structured 

approach.  

 

11. Are you familiar with Cognitive Behavior Therapy (CBT)? 

 

a. Yes 

b. No 

 

12. Are you familiar with Problem Solving Therapy (PST)? 

 

a. Yes  

b. No  

 

13. Do you currently use any of the following behavioral services in the treatment of type two 

diabetic patients? (check all that apply): 

 

a. In-person Psychological Therapy  

b. Cognitive Behavioral Therapy  

c. Problem Solving Therapy 

d. Other behavioral services not mentioned  

e. None of the behavioral services mentioned  
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Section 3 

 

14. Are you familiar with the current rates of depression in type two diabetic patients? 

 

a. Yes  

b. No  

 

15. Are you familiar with Diabetes Distress Syndrome in type two diabetic patients? 

 

a. Yes  

b. No  

 

16. Are you familiar with the rates of the symptoms of Diabetes Distress Syndrome in type two 

diabetic patients? 

 

a. Yes  

b. No  

 

17. Do you routinely screen type two diabetic patients for depression? 

 

a. Yes  

b. No  

 

18. If yes, how often? 

 

a. at the time of diagnosis  

b. at each visit  

c. biannually 

d. yearly  

e. only when symptoms appear 

 

19. Do you currently assess type two diabetic patients for Diabetes Distress Syndrome? 

 

a. Yes  

b. No  

 

20. If yes, how often? 

 

a. at the time of diagnosis  

b. each visit  

c. biannual  

d. yearly  

e. only when symptoms appear 
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Section 4 

 

Perceptions of Nurse Practitioners 

 

21. Are you willing to suggest a service that provides Cognitive Behavior Therapy / Problem 

Solving Therapy to your patients? 

 

a. Yes  

b. No  

 

22. If no what are your reasons? (Check all that apply): 

 

a. I don’t know enough about it  

b. It is too time consuming  

c. I don’t believe my patients would continue the treatment  

d. Other: (fill in the blank) ________________________________________ 

 

23. If Cognitive Behavior Therapy / Problem Solving Therapy could be offered online at your 

patient’s convenience would you recommend this to your patients? 

 

a. Yes  

b. No  

 

24. Do you believe you were taught about the benefits of behavioral service methods such as 

Cognitive Behavior Therapy / Problem Solving Therapy in your NP training? 

 

a. Yes 

b. No 

 

25. Do you believe that if the benefits of Cognitive Behavior Therapy / Problem Solving Therapy 

in TTDM patients had more support in the literature you would be more apt to recommend 

it?  

 

a. Yes  

b. No  
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APPENDIX D: 

LISTSERV APPROVAL 
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Listserv Approval 

 
Dr. Widemark,  

I am following up on my previous email about using your services for survey implementation to nurse 

practitioners. I am currently obtaining my DNP through University of Arizona and need the help of a listserve 

service for my research project. My committee chair Dr. DuBois mentioned using the CAZNAP.  

 I have a survey that consists of 25 questions.  

The purpose of this survey is to describe the knowledge base of nurse practitioners on Cognitive Behavior 

Therapy and Problem Solving Therapy use in treating type two diabetic patients. It also looks at depression and 

Diabetes Distress Syndrome testing. This survey will take approximately 15 minutes to complete and is done 

through Qualtrics, which is an anonymous online survey platform.  

Thank you very much for your time.  

Regards,  

Louella Bauman FNP-BC  

 

Dr. Erich Widemark <ewidemark@earthlink.net> 

 

 

 

 
 

 10/3/2015 to me 

 
 

 

Hi Louella, 

 Sounds great, you should be signed up for the listserv already. 

 Erich Widemark, PhD, RN, FNP-BC 

ewidemark@earthlink.net 

 From: Louella Denee Bauman [mailto:ldbauman@email.arizona.edu]  

Sent: Thursday, October 01, 2015 12:21 PM 

 

mailto:ewidemark@earthlink.net
mailto:ldbauman@email.arizona.edu
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