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ABSTRACT 

Purpose: The purpose of this quality improvement project was to implement and evaluate the 

effect of an evidenced-based group medical visit (GMV) model for diabetes self-management 

education/support.  

Background: Type 2 diabetes mellitus is a costly disease that correlates significantly to 

mortality and morbidity. According to the American Diabetes Association (ADA; 2018), 1.5 

million people nationally are diagnosed each year, over 30 million Americans (about 1 in 10) 

have diabetes, and 90% to 95% of these have type 2 diabetes. Economic costs and repercussions 

related to diabetes in the US are prohibitive: $237 billion in direct medical costs and $90 billion 

in reduced on-the-job productivity (ADA, 2018). Locally, approximately 241,120 people in New 

Mexico have type 2 diabetes, an estimated 59,000 of these people have diabetes but do not know 

it, and 603,000 people in New Mexico have been diagnosed with prediabetes (ADA, 2019). 

Method: Participants involved were adult patients (18 years and older) at a local outpatient 

clinic, with hemoglobin A1C (HbA1C) greater than 8%, who are taking oral medication or 

insulin. The investigator posted flyers in waiting and exam rooms and sent invitational and 

disclosure letters via mail to patients who agreed to participate. Pre- and post-test surveys via 

Qualtrics were administered to GMV patient participants in order to measure perceived 

knowledge, attitude and behavior changes, and the effectiveness of the GMV educational 

interventions after implementation. Stata software, Microsoft Excel, and Google sheets were 

utilized to perform all data analysis.  

Results: The project was implemented at FFHC over a six-week timeframe, with each visit 

lasting approximately 90 minutes. Upon completion of the project, participants improved by 
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showing statistically significant changes in the behavior change and self-care recommendation 

variables and voiced great satisfaction with the GMV project.   

Conclusions: It has been established through this project that the GMV is one of the most 

pertinent approaches to supporting long-lasting self-management strategies and health behavior 

changes in T2DM for patients within this clinic. Future studies will be done at the same site to 

show sustainability and efficacy and will involve measures such as HBA1C. 
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INTRODUCTION 

Type 2 diabetes mellitus (T2DM) is considered one of the most debilitating and costly 

diseases, with an estimated $237 billion in direct medical costs annually (American Diabetes 

Association [ADA], 2018). Diabetes affects productivity, causes premature mortality, and 

decreases the quality of life for millions of Americans. According to the ADA (2018), 1.5 

million people nationally are diagnosed each year, and the annual death total for diabetes patients 

is estimated at just under 300,000. T2DM is a complicated and lifelong medical condition. In 

addition to other approaches, this disease requires the continuous attention that lengthier, more 

in-depth diabetes group medical visits (DGMV) can provide. The prevention, management, and 

lifelong implications of diabetes require constant education and support from caregivers (ADA, 

2018). The Centers for Disease Control and Prevention (CDC; 2017) describe T2DM as a 

multilayered disease that is becoming both epidemic and pandemic. Diabetes causes both acute 

and chronic complications, which can result in diseases such as chronic kidney disease, renal 

failure, stroke, high blood pressure, dyslipidemia, neuropathy, retinopathy, and peripheral arterial 

disease (CDC, 2017; Kelly, 2014). The chronic complications are divided into micro- and 

macrovascular complications: microvascular complications affect small vessels in the eyes, the 

kidneys, and the nerves, and macrovascular complications affect the large vessels in the brain, 

the heart, and the extremities (Kelly, 2014). Because incidences of diabetes are on the rise, 

modifying patient behavior and tracking care outcomes become challenges.  

Group medical visits (GMVs) were introduced in internal and family medicine practices 

in 2009 but can be traced back to the early 1990s (Curringham et al., 2018; Lobo & Keech, 

2010). In 2010, Riley and Marshall stated that group medical models had gained acceptance due 



 
 
 

 
13 

to their multiple benefits of patient-centered medical care, education, and support. GMVs are 

used effectively in rural clinics—both primary care practices and specialty settings—to educate 

and support a large number of patients with the same condition (Riley & Marshall, 2010; Trotter, 

2013). These visits usually last longer than the usual patient appointment and involve 10-20 

patients meeting with the same provider. One to two hours may be allocated to the group, during 

which each patient also receives individual medical care, education, and a support session 

focused on their disease process (Riley & Marshall, 2010; Trotter, 2013).  

Intervention Impetus 

The impetus for this intervention was that the diabetes GMV is the most pertinent 

approach to supporting long-lasting self-management and health behavior changes. Results from 

multiple studies indicate improvements in patient health outcomes and benefits of group medical 

visits to local primary care practices (Trotter, 2013). A GMV does not only benefit patients but 

also providers and their practice (Trotter, 2013). GMVs offer patients constructive and effective 

clinic visits without haste, shorten waiting room time, empower and motivate patients to be in 

charge of their healthcare, and ultimately enhance patient support of one another as well as 

support from the staff (Cunningham et al., 2018; Trotter, 2013). Additionally, the practice is 

beneficial, not only because more high-risk patients receive care, but also because more time is 

spent on patient education. The project was led by the principal investigator with support from 

staff and providers.  

Project Purpose 

The purpose of this quality improvement project was to implement and review the effect 

of an evidenced-based group medical visit model as diabetes self-management education and 
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support (DSME/S) program. The target population were adult patient (18 years and older) with 

HbA1C greater than 8% and take oral medication or on insulin and are regularly seen at FESSS 

Family Healthcare (FFHC). Using the American Association of Diabetes Educators toolkit 

(AADE7) self-care behavior framework guidelines: healthy eating, being active, monitoring 

glucose levels, taking medications, problem-solving, healthy coping, and reducing risks to 

improve diabetic self-management knowledge and skills (Krist et al., 2015). As of 2012 

according to Ridge (2012), multiple studies have shown that GMVs have proven to be effective 

in reinforcing skills, knowledge, desired behavior, and problem-solving, which ultimately 

enhances quality of life.  

Implementing this educational intervention project increased patients’ understanding of 

T2DM and encourage health behavior modification. Because of its chronic nature, prevalence, 

cost, and complications to both patient and healthcare industry, T2DM requires an innovative 

intervention. GMVs with follow-up education and support offer this kind of intervention. The 

sections below address the emergence of diabetes as a public health concern and describe a study 

in which GMVs was initiated in a primary care clinic FESSS Family Healthcare (FFHC). 

Background Knowledge  

The significant concerns with diabetes led to the question of how the primary care 

providers can adequately use evidence-based practice to improve and promote diabetes self-

management. The goal was that this self-management education with GMV will lead to better 

glycemic control and ultimately enhanced patient outcome. The 2018 ADA standards for 

diabetes medical care recommend patient support and self-management education by providers 

in all primary care practice (ADA, 2018). Weller et al. (2017) also indicated that evidence-based 
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interventions work in conjunction with appropriate education of diabetes patients. Improved 

patient outcomes and cost-effectiveness depend on how well the healthcare provider adheres to 

and conveys clinical guidelines through diabetes self-management education/service (ADA, 

2018). To improve their optimal health outcomes, patients diagnosed with diabetes are required 

to perform multiple self-management activities daily with knowledge and skills gained through 

DSME/S. 

DSME/S programs assist patients with navigating daily activities proven to improve 

patient vital health outcome (ADA, 2018). The DSME/S process helps empower patients by 

providing the necessary tools and skills for successful self-care. The overall purpose of DSME/S 

is to provide evidence-based principles for self-management behavioral changes (ADA, 2018; 

Powers et al., 2015). When combined with drug therapy, diabetes self-management, education, 

and guidance are tremendously essential to preventing issues with self-care and imminent 

complications among patients (ADA, 2018). The DSME/S program helps individual patients 

learn more about their disease process and available resources and acquire daily skills, 

knowledge, and activities that have been shown to improve patient health outcomes (ADA, 2018; 

Powers et al., 2015). 

The American Association of Diabetes Educators (AADE; 2014) suggests that to achieve 

self-management practices, it is imperative for the patient to comprehend the disease process, 

outline personal goals, and consider various treatment modalities. Patients must also understand 

the benefits, make informed choices, and evaluate the efficacy of their behavior-change plans. 

Use of the seven-step evidence-based education framework developed by the AADE (i.e., the 

AADE7) for DSME/S is positively correlated with a potential decrease in complications of 
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T2DM. The AADE7 provides a model for self-care behavior assessment, intervention, and 

outcome measures for DSME/S. In addition, this framework explores the plan to implement the 

ADA summary on education, management, and care of the diabetic and prediabetic patient in 

primary care practice. Finally, the framework is tailored toward the individual’s environment as 

well as personal behavioral elements such as healthy eating, being active, monitoring, taking 

medications, problem-solving, healthy coping, and reducing risks (Krist et al., 2015).  

Significance 

Type two diabetes mellitus (T2DM) is a costly disease that correlates significantly to 

mortality and morbidity. As the seventh leading cause of death in the US, diabetes has become 

an epidemic nationally as well as a pandemic globally (Abuyassin & Laher 2016; Centers for 

Disease Control and Prevention [CDC], 2017). According to the CDC (2017), an estimated 30.3 

million people in the US (9.4% of the population) have diabetes, of which 7.2 million (23.8 %) 

remain undiagnosed. The same report found that nearly 84.1 million adults (33.9%) are 

prediabetic. Diabetes is the seventh leading cause of death nationally, and 78.7 per 100,000 

persons die from diabetes-related complications each year (CDC, 2017). 

Economic costs and repercussions related to diabetes in the US are prohibitive: $237 

billion in direct medical costs and $90 billion in reduced on-the-job productivity (ADA, 2018). 

The primary medical expenditures incurred in diabetes are hospital inpatient care (30% of direct 

medical costs), prescription medications (30%), diabetes supplies (15%), and physician office 

visits (13%) (ADA, 2018). The ADA also lists the following as indirect costs: increased 

absenteeism ($3.3 billion), reduced productivity ($26.9 billion), inability or disability ($37.5 

billion), and lost productive capacity due to early mortality ($19.9 billion) (ADA, 2018). 
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The fundamentals to accomplishing glycemic control and preventing long-standing 

complications in T2DM is complete lifestyle changes and medication adherence. The common 

problem among patients with type 2 diabetes is unfamiliarity and lack of understanding of the 

disease and its characteristic in general and patient self-care (García-Pérez, Alvarez, Dilla, Gil-

Guillén, & Orozco-Beltrán, 2013). Patients with T2DM have tremendous arduous task of taking 

care of themselves when diagnosed (i.e., dealing with comorbidities such as hypertension, 

hyperlipidemia, obesity among many other things). The patients get overwhelmed dealing with 

the multiple medications they have to take suddenly from different specialties. They are faced 

with lifestyle change measures to attain desirable glycemic control. The lack of understanding of 

the disease leads to poor self-care comprising of poor dietary regimen, lack of physical activity, 

poor medication adherence and ultimately poor glycemic control leading to complications. 

T2DM is complex and progressive, therefore, it is relevant to engage patients from the very onset 

of diagnosis, follow-up as often as needed until patients are comfortable with education and 

understand self-care to prevent complications (García-Pérez et al., 2013).  

Local Problem 

According to a 2017 report by the New Mexico Department of Health Services 

(NMDHS), T2DM was listed as the sixth leading cause of death in New Mexico, increasing 

steadily between 1997 and 2017. In 1995, the prevalence of T2DM among adults in NM was 

5.8% of the state’s adult population. As of 2016, T2DM was estimated at 10.7%. Between 2014 

and 2016, the NMDHS (2017) reported 11.2% of males and 10.2% of females in the state as 

having T2DM. T2DM prevalence is highest among adults living in low income (< $15,000) 

households twice that of adults from higher-income (≥$50,000) households. Similarly, there is a 
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higher prevalence in the rural and other communities with barriers to healthcare access 

(NMDHS, 2017). The prevalence of diabetes by race/ethnicity is highest among Indian/Alaska 

Natives (2.5 times more than White), second highest among Hispanics (2 times more than 

Whites), and third highest among Black/African Americans and Asians-/Native Hawaiians or 

other Pacific Islanders (second highest to Whites) (NMDHS, 2017). In 2017, the ADA (2018) 

estimated that NM residents diagnosed with diabetes was 14.2% of the state’s population, with 

direct medical expenses at $1.5 billion, and $480 million cost of productivity. 

The economic costs of diabetes do not just affect medical costs but also cause lower 

productivity, disability, and loss of life-quality and productivity due to premature mortality 

(NMDH, 2018). In order to reverse the increasing rates of diabetes and related complications in 

NM communities, the healthcare community must expand its outreach efforts. Easy accessibility 

to diabetes prevention and management programs and other essential resources is paramount to 

meeting DSME/S guidelines (NMDH, 2018). 

The project investigator currently works as a family nurse practitioner (FNP) in a local 

primary care clinic in Dona Ana County, New Mexico. The clinic serves a family practice 

population that ranges from newborn to the elderly, both insured and uninsured. The county is 

located in south-central New Mexico (Dona Ana County 2018). In this international border 

county, the reported rate of diabetes is designated by the NMDH as a medium to high at 23.7 

deaths per 100,000 compared to the national average of 7.4 per 100,000 (Data USA, 2017; 

NMDH, 2018). The NMDH Diabetes Prevention and Control Program, New Mexico State 

University, and community organizations are becoming more proactive in creating awareness of 

T2DM and prediabetes (Data USA, 2017; NMDH, 2018). It is, therefore, imperative that 
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individual practitioners and other health professionals in the community continue to encourage 

diabetes self-management education. 

Needs Assessment 

FESSS Family Healthcare (FFHC) sees an average of 35 patients per day, one out of 

every four (1:4) patient seen has T2DM, and one out of five (1:5) is prediabetic. According to the 

ADA (2017), patient support and education for diabetes self-management are vital in decreasing 

the acute and long-term complications of T2DM. Therefore, it is imperative for practitioners to 

provide patients with a comprehensive diabetes self-management education and support program 

onsite. 

A baseline needs assessment of the existing number of diabetes patients in the practice 

was performed with a retrospective chart review of those who received intervention from 

January to December 2018. Data retrieved showed prevalence of over 600 patients with T2DM 

have been seen in the clinic, which is also reflected in county state reports. Medical therapy and 

adherence to guidelines were delineated before data was obtained from patient health histories 

through electronic health records. The standard practice of administering care is on an individual 

patient basis, after which the patient is referred to a diabetes educator outside the practice; this 

process, however, has been challenging. It has been observed by health care staff that most 

patients do not go to outside educators when referred; therefore, most continue to experience 

poor quality of life. With the above-outlined necessities, the clinic requires a comprehensive, 

collaborative program that is patient-centered, uses measurable DSME/S strategies, and delivers 

enhanced outcome for behavioral changes. 
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Stakeholders 

The stakeholders in this project involve the providers (physicians & nurse practitioners 

[NP]), medical staff, management, administration, patients and their families and the project 

investigator who is an FNP at this clinic. It was imperative to recruit early to get providers, staff, 

certified diabetes educator (CDE), certified dietician (CD) and patient involvement in the project 

to spread quick buy-in, in order to increase positive educational environment (Institute for 

Healthcare Improvement [IHI], 2018). Centers for Medicare and Medicaid Services, quality 

measures for T2DM are discussed biweekly during staff and stakeholder meetings. The goal was 

to support patients with informed lifestyle modification program to improve positive health 

outcomes. Patients’ knowledge and skills regarding DSME/S is constantly determined to ensure 

self-care and improvement in quality of care. During this time, barriers such as absenteeism and 

poor attendance as well as, unfamiliarity and poor understanding of DSME/S education 

materials, and incompatibility among group members were discussed. 

Intended Improvement 

Based upon the significance of T2DM and its severe complications on patient’s health, it 

is suitable for the advanced practice nurses (APRNs) with their expertise in understanding, 

critically evaluating, interpreting, and implementing evidence based patient education to 

influence behavior change (American Association of Colleges of Nursing [AACN], 2006). 

Kainth and Sherifali (2015) suggest that nurse practitioner’s contribution in primary care is 

invaluable and crucial in advocacy, health promotion, disease prevention, and best practice to 

improve patient outcome across the lifespan. As mentioned by Richardson, Derouin, 

Vorderstrasse, Hipkens, and Thompson, (2014), NPs are effective in improving type 2 diabetes 
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in primary care practices due to their capability to initiate patient-centered education and support 

techniques and resources. An APRN who works at FFHC was involved in using a group medical 

visit as the evidence-based method to facilitate interprofessional collaboration with other 

healthcare providers such as physicians, physician assistants, diabetes educators, case managers, 

and others, to start an educational conversation that will address the arduous task of diabetes self-

management education and low self-efficacy in patients (Richardson et al., 2014). Likewise, 

Widyahening et al. (2014) argue that to improve the quality of care in patient self-management, 

it is relevant to implement an evidence-based study such as group medical visits to influence best 

patient-centered practice in T2DM. Group medical visits increase positive patient health outcome 

and provider satisfaction (Lobo & Keech 2010). 

Project Questions 

 The project was intended to answer the following questions: 

1. Did the diabetes group medical visit education appointment have a more positive 

impact than the individual education appointment on patients’ diabetes self-

management?  

2. Did participation in GMVs increase retention of self-management strategies and 

influence behavior change and compliance? 

Literature Review  

A comprehensive review of current evidence-based literature is an essential component 

of a robust DNP quality improvement project. In this case, evidence-based studies of group 

medical visits were reviewed and used to design an educational intervention program 

implementing DSME/S among patients by focusing on lifestyle improvements. The literature 
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search included the Cochrane Library, Medline-PubMed, PsycINFO, and CINAHL databases. 

Search phrases included “group medical visit intervention in type 2 diabetes,” “behavior change 

through collaborative care in type 2 diabetes,” “successful strategies for diabetes self-

management,” “diabetes self-management education and support,” “strategies for adherence to 

type 2 diabetes education,” and “glycemic control education among patients with T2DM.” The 

initial search yielded 2,340 results, most of which were irrelevant to this project. Filter criteria 

included limiting the publication years to 2014-2018, English language, and adult 18 years and 

older, scaling the number of articles down to 354. The results of the refined search returned 

several applicable articles: 24 in CINAHL, 44 in PubMed. Of these 68 articles, 20 were relevant 

and met the recommendations for the purposes of a DNP project study and synthesis of evidence. 

Additional filters for research design included systematic reviews, randomized controlled trials 

(RCTs), meta-analysis full text, and peer review articles. 

This comprehensive literature review explored the significance and effectiveness of 

GMVs in DSME/S. The purpose of the studies on GMV was to examine the efficacy of the 

approach in DSME/S with T2DM patients. Multiple studies of GMV education and intervention 

were appraised under topics such as “qualitative and quantitative studies,” “design,” “data 

collection,” “sampling, and findings.” The themes of the articles reviewed include the impact of 

GMVs on individual diabetes self-management such as improved patient physiologic outcomes, 

improved care system outcome/patient satisfaction, patient empowerment, self-efficacy, and self-

care outcomes and appraisal of strengths, limitations, weaknesses, and gaps. 

Implementing GMV as an evidenced-based innovative intervention in these studies is 

consistent with the Healthy People 2020 and American Diabetes Association (ADA) standards of 
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medical care in diabetes and the American Association of Clinical Endocrinology (AACE) 

guidelines, which emphasize patient-centered care, respecting individual patient preferences, and 

empowering the patient to be comfortable with skills and knowledge of self-care (American 

Diabetes Association [ADA], 2019; American College of Physicians [ACP], 2017). Additionally, 

these studies used physical screenings that included waist circumference, height, and blood 

pressure recordings in both men and women. Screening result guidelines included random blood 

glucose ≥200 mg/dl with symptoms, HBA1C ≥6.5% depending on age and comorbidities, eGFR 

of < 60ml/min or CKD stage 3 or more, fasting blood glucose ≥126 mg/dl, two-hour plasma 

glucose ≥200 mg/dl after 75g glucose load, total serum cholesterol, LDL >100 and HDL <35, 

microalbuminuria levels >30 mcg/mg and overall patient treatment outcomes. (ADA, 2019; 

ACP, 2017). The evidence appraisal table for the articles was gathered and summarized in the 

matrix table (Appendix A). 

Synthesis of the Evidence 

Improved Patient Physiologic Outcomes 

Managing T2DM requires multiple evidence-based guidelines due to the devastating 

implications of the disease such as prevalence, patient health risks, high medical costs, and 

inconsistent diabetes self-management (Edelman, Gierisch, McDuffie, Oddone, & Williams, 

2015; Newby & Gray, 2016). A systematic review (Edelman et al., 2015), retrospective study 

(Mallow, Theeke, Whetsel, & Barnes, 2013) and randomized controlled trial (RCT) (Liu et al., 

2012), found that, among patients of the GMV intervention group, there was significant 

improvement in HbA1C, glycemic control, and systolic blood pressure (SBP) compared to the 

usual care group.  
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Further results reinforced the finding that GMV intervention significantly improves 

diabetes outcomes and improves overall patient satisfaction with the approach. In a systematic 

review and meta-analysis (Housden, Wong, & Dawes 2013) systematic review (Housden and 

Wong 2016), and Cohort Design (Kahkoska et al., 2018) researchers found positive outcomes 

and a statistically significant decrease in HbA1C in the patients who attended GMV 

interventions and educational sessions for a longer duration. Wu et al. (2018) in their RCT study, 

also reported a decrease in cardiovascular risk factors outcome in a GMV intervention group. 

In their clinical controlled trial study, Merakou, Knithaki, Karageorgos, Theodoridis, & 

Barbouni (2015) found a statistically significant improvement and a decrease in HbA1C and 

lipid profile including triglycerides, LDL, and HDL; in both the control group and intervention 

groups, HDL showed a statistically significant decrease. The study concluded that both GMVs 

and individual care could improve and show positive results. However, GMV interventions 

provide greater support and excellent reduction of physiological results. In their quality 

improvement study, Omogbai and Milner (2018) found that GMV interventions were 

significantly effective in decreasing HbA1C, total cholesterol, LDL, triglycerides, systolic BP, 

and BMI within a six-month intervention period. 

Additionally, RCT studies by Wu et al. (2018) and Berry, Williams, Hall, Heroux, & 

Bennett-Lewis, (2016) showed reductions in HbA1C, total cholesterol, LDL and HDL 

cholesterols, and SBP within the intervention group. Two studies (Hartzler et al., 2018; Newby 

& Gray, 2016) found strong evidence that GMV interventions improve HbA1C levels in the 

intervention group compared to the usual group. Hartzler et al. (2018) reported a greatly 

decreased HbA1C, LDL cholesterol, and SBP. A pre- and post-test study (Miller, 2017) and two 
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retrospective mixed studies (Newby & Gray, 2016; Tardi, Kapadia, Kurpius, Fairbanks, & 

Foglio 2015) further found more decreases in HbA1C in GMV intervention groups than in the 

usual care groups. 

Patient Empowerment, Self-Efficacy and Self-Care Outcomes 

In their RCT study, Liu et al. (2012) found significantly increased periods of aerobic 

exercise, general states of well-being, and proactive disease management among individuals in 

GMV intervention groups. Berry et al. (2016) reported an increase in patient empowerment, 

patient support, access to providers, high self-confidence in all components of self-management, 

and self-efficacy goals. Mallow et al. (2013) in their retrospective chart review found strong 

evidence that confirms GMVs improvement in patient’s self-care behavior and overall health 

outcome in their study. Similar retrospective mixed pre-and posttest study by Newby & Gray 

(2016) reinforced that GMV interventions improve communication between provider, 

facilitators, and participant study peer groups. Additionally, it empowered and increased 

patient’s knowledge and understanding of intervention that ultimately helped in decreasing 

complications.  

Improved Care System Outcome, Patient Satisfaction and Decreased Medical Costs 

Multiple studies reported how GMV interventions improve system outcomes and patient 

satisfaction. In their systematic review and meta-analysis, Housden et al. (2013) found a 

significant enhancement in overall patient quality of life and health outcomes. Further, Housden 

and Wong (2016) found a drop in the emergency room and hospital visits in relation to GMV 

interventions). Harris, Kirsh, and Higgins, (2016) found a statistically significant increase in 

provider clinical guideline adherence and patient use of health care resources to achieve self-
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management goals. Average knowledge score also increased (Miller 2017). In addition, the 

quality improvement study by Omogbai and Milner (2018) reported that there was no 

hospitalization during the intervention period and there was a significant increase in patient 

satisfaction with the GMV intervention program. In their RCT study (Wu et al., 2018) and the 

systematic review by (Housden and Wong, 2016) the researchers found a decrease in outpatient 

expenditure and cost to patient care in individuals who attended GMV intervention groups 

compared to patients in the usual care group.  

Perceived Benefits to Providers 

Providers, as well as patients, perceived benefits for GMV interventions, stating support 

from peers and facilitators. In their RCT, Arney et al. (2018) found that providers used 

evidenced-based GMV interventions for self-management and suggested that this model 

improved patient support and self-empowerment and increased patient access to personnel 

resources in chronic care. The study showed that the clinicians were pleased with the 

incorporation of other professionals into the GMV intervention. These professionals included 

pharmacists, diabetes specialists with motivational interviewing backgrounds, and nurses, all of 

whom ultimately made intervention sessions more effective and successful (Arney et all., 2018).  

Appraisal of Strengths, Limitations, Weaknesses, Barriers and Gaps 

Strengths 

There is a significant impact of the GMV concept on participants through peer modeling 

and persuasion to improve diabetes self-management outcomes. GMV is based on clinical 

practice guidelines from the American Diabetes Association (ADA) and American Association 

of Diabetes Education (AADE) and has been advocated as an effective and essential component 
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of self-management education (Berry et al., 2016; Miller 2017). The collective strength of the 

well-designed GMV studies resulted in varied viewpoints regarding how closely the observed 

barriers and benefits of the intervention aligned with ADA evidenced-based recommendations. 

GMV intervention has been received as a positive and effective approach for patient-centered 

education that is greatly relished by patients, staff, and providers. Using GMV interventions 

provides positive DSME outcomes and encourages positive health behavior change (Berry et al., 

2016; Miller 2017). 

Perceived Barriers  

The retrospective quasi-experimental study conducted by Cunningham et al. (2018) was 

an outlier, no significant improvements in outcomes were found. The investigators described 

barriers to implementation of the GMV intervention and attributed them to multiple factors 

associated with implementation tactics. The study stated inadequate facility resources to conduct 

the research, such as poor participant reminders, referrals, follow-ups, and feedback; low 

completion rates; and non-randomization of participants (Cunningham et al., 2018). 

Limitations, Weaknesses and Gaps 

Limitations of the multiple studies included small sample sizes and inadequate study sites 

(Singer, Levy, & Shimon, 2018). Several studies were conducted in busy and complex diabetes 

clinics with no additional professionals to help with GMV intervention other than the usual care 

teams (Edelman et al., 2015). Some GMV interventions included family members and friends, 

and this caused hesitation in openness and personal information sharing (Omogbai & Milner, 

2018). In their study, Newby & Gray (2016) noted that the study design and shorter period for 

intervention led to nonsignificant physiologic outcomes. In addition, some of the study samples 
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did not represent the general patient population with T2DM (Liu et al., 2012; Mallow et al., 

2013). 

Theoretical Framework 

The implementation of research and innovation is facilitated by evidence-based practice 

and health change behavior frameworks to help validate self-care and encourage self-efficacy in 

T2DM patients. Diabetes self-management education and support are integral characteristics in 

treating T2DM because they help to prevent the associated devastating morbidities of this 

disease requires lasting behavior modification. For this QI project, the Transtheoretical change 

model will increase understanding of patient readiness to behavior change and behavior towards 

self-initiated change or facilitator assisted lifestyle change. TTM consequently is utilized as a 

practical strategic philosophy to help the patient make informed self-care choices (Funnel, Piatt, 

& Anderson, 2014). 

The Transtheoretical Stages of Change Model 

Prochaska, Norcross, and DiClemente (1992) established the Transtheoretical model 

(TTM) as a concept to understand the process of intentional behavior change. Most change 

theories focus primarily on defined measures that are influenced both collectively and 

biologically (Pro Change Behavior System, 2018). In contrast, TTM gained its name due to its 

incorporation of key concepts from other theories, making it a comprehensive model of change 

that can be applied to a variety of behaviors and settings including group medical visit (Pro-

Change Behavior System, 2018; Prochaska, et al., 1992). For example, TTM has adopted 

concepts from Self-efficacy (Bundura, 1977), Decisional Balance (Janis & Mann, 1977) and 

Process of Change (Prochaska, Norcross, & DiClemente, 1992; Velicer, Prochaska, Fava, 
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Norman, & Redding, 1998) theories, all of which set out the progressive stages of behavior 

change (Elder, Ayala, Zabinski, Prochaska, & Gehrman, 2001; Oldenberg, Glanz, & French, 

1999) (Figure 1). 

According to Hill, Turner, Hunt, and Perko (2008), TTM was applied to diabetes 

management for the first time in 1993. Since that time, the model has been used to identify 

conceptual behavior change and psychological therapy resolutions. In recent years, TTM has 

been applied to public health and primary care settings to influence behavior and lifestyle 

modifications. Tseng, Liao, Wen, and Chang (2017) state that the model has been used to 

influence attitudes toward eating, physical activities, and smoking cessation behaviors. The 

application of this model is relevant in DSME/S for creating support and motivation through the 

targeted implementation of interventions (Guicciardi, 2018). During group medical visits, DSME 

/S sessions can be tailored to individual behaviors to bring about positive health outcomes. The 

goals of TTM are to understand patients’ health behaviors and readiness to change and to 

promote patient-centered self-care interventions (American Association of Diabetes Educators, 

2014).  

The tenets of the TTM model suggest that patients move through five stages (pre-

contemplation, contemplation, preparation, action, and maintenance) when modifying their 

behavior. All these stages of change focus on the individual’s willingness and confidence to 

affect behavior change. However, it is believed that different principles and processes of change 

work best at each stage to reduce resistance, facilitate progress, and principle and prevent relapse 

(Prochaska et al., 1992). 
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FIGURE 1. Prochaska’s model of change theory. 
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Pre-Contemplation 

The precontemplation stage finds the individual with T2DM unmindful of the disease 

condition and its long-term health-related complications (American Association of Diabetes 

Educators [AADE], 2014; Tseng et al., 2017; Vallis et al., 2003). During this stage, providers use 

education to inform and motivate the patient. Patients diagnosed with T2DM and at the 

precontemplation stage have not thought about the long-term consequences of untreated T2DM; 

therefore, they have not charge of self-care practices that will ultimately improve glycemic 

control and prevent complication. In other words, these patients have no intention of engaging in 

healthy eating habits, physical activity, blood glucose monitoring, appropriate medication 

practices and healthy coping mechanisms during stressful circumstances. In this quality 

improvement project, education and motivation took the form of GMV interventions to create 

awareness while recognizing and respecting the autonomy of patients’ willingness to make 

decisions regarding self-management practices and behavior changes. 

Contemplation 

In the contemplation stage, patients are beginning to understand the disease process after 

receiving education (AADE, 2014; Tseng et al., 2017; Vallis et al., 2003). For example, they are 

now familiar with the benefits that accompany self-management, such as checking blood sugar 

regularly, and accepting responsibility for this activity. Patients are also aware that there could be 

drawbacks from inconsistent self-care behavior (AADE, 2014; Tseng et al., 2017; Vallis et al., 

2003). While some individuals in the GMV intervention project will remain in the 

precontemplation stage, others may be entering this next stage. This shift may sometimes occur 
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due to the awareness of health-related complications caused by high HbA1C levels, and adverse 

effects such as neuropathy, vision problems, kidney problem, and cardiac problems. 

Preparation  

Patients in the preparation stage facilitate behavior change by beginning to seek help for 

DSME/S and making efforts to be part of supportive environments (AADE, 2014; Tseng et al., 

2017; Vallis et al., 2003). For instance, they might join local or national support groups; they 

may also be making plans to join a gym or find a walking buddy (AADE, 2014; Tseng et al., 

2017; Vallis et al., 2003). This project will prepare participants to set achievable goals such as 

attending every educational session, walking for 30 minutes a day (150 minutes a week), 

monitoring glucose, taking medication, and eating healthy meals. It was determined by the 

investigator that patients are facilitating their own behavior changes when patient asked for help 

to perform actions such as recording self-management activities including blood sugar and blood 

pressure monitoring and physical activity. 

Action 

In the action stage, patients show readiness and actively engage in behavior- change 

activities. The patient decides to check blood glucose daily, before breakfast and 2 hours after 

every meal; walks 30 to 40 minutes a day or engages in any preferred physical activities; and 

adopts healthy diet modifications (ADA, 2019; Tseng et al., 2017; Vallis et al., 2003). This stage 

of the TTM corresponds with implementation of the GMV interventions project. Individuals in 

the action stage are engaged in self-management. Patients will show proof of these activities by 

bringing their random blood glucose, blood pressure, and activity logs to educational sessions. 
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Maintenance  

The maintenance stage consolidates behavior changes into a daily habit. Patients make 

the necessary effort to sustain self-care behavior changes that lead to positive outcomes (AADE, 

2014; Tseng et al., 2017; Vallis et al., 2003). Because the intervention focuses on knowledge and 

skills related to behavior change and self-management, patients in the GMV project who have 

reached the action stage will continue to show the tenacity to stay proactive in their self-care 

consistently for more than six months. 

Model for Improvement 

While the transtheoretical model will be used to appraise the techniques and develop the 

implementation of the GMV educational intervention project, the Model for Improvement 

framework will be applied to guide and evaluate the outcomes. This evidence-based, seven-step 

model, developed by Langley et al., (2009) and embraced by Associates in Process Improvement 

(API) and Institute for Health Improvement (IHI), has been proven to be very effective in any 

healthcare setting (IHI, 2018). The model will allow the investigator to set clear aims by 

establishing a change implementation and measuring the anticipated change as an improvement. 

The seven-step approach is divided into two separate parts. The first part contains three questions 

that are used to determine what needs to be accomplished and what change will establish 

improvement in the implementation process (Langley et al. 2009; IHI, 2018). The second part 

contains the four steps Plan-Do-Study-Act, known as the PDSA cycle (Langley et al. 2009; IHI, 

2018). The PDSA will be emphasized in this project.  



 
 
 

 
34 

 
 

 

 

 

 

 

 

 

 

 

 

FIGURE 2. Model for improvement and PDSA cycle. (Langley, 2009; IHI, 2018). 

Study Do 
 

The Model for Improvement 

• Celebration of GMV 
intervention success  

• What changes need to be made 
with implementation?  

• Plan next cycle of GMV 
interventions for the next 3 
months 

• Provided clear instructions to 
care team  

• Baseline assessment and data 
collection done by investigator 
preceding the GMV educational 
intervention. 

• Implementation of GMV 
intervention takes off 

• Interview and survey of 
patients and staff to 
determine success/failure 

• Collect and analyze if GMV 
intervention worked. 

• Is GMV intervention working? 
• Did strategy work to achieve 

predicted GMV goals and 
outcomes? 

• Are patients and staff please 
with project outcomes? 

 

What are we trying to 
accomplish? 

How will we know that a 
change is an improvement? 
What change can we make 

that will result in 
improvement? 

Act Plan 
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The Plan stage of the improvement cycle begins with setting an objective and 

determining who will administer the project and when and where the project will take place 

(API, 2019; Langley et al. 2009; IHI, 2018). The Do stage is executed by implementing the plan, 

evaluating what is working and what is not, documenting unpredicted occurrences, and analyzing 

the data (API, 2019; Langley et al. 2009; IHI, 2018). The Study stage is executed by collecting 

data through surveys to compare anticipated results, analyzing success and failures of the 

implementation process, and determining what has been learned. The Act stage incorporates the 

entire implementation process by determining whether any behavior has been learned. The 

facilitator then evaluates what changes needs to made moving forward with the next cycle (API, 

2019; Langley et al. 2009; IHI, 2018). 

The objective of this quality improvement project is to use an evidence-based approach to 

increase and improve knowledge and skills in diabetes self-management among T2DM patients. 

First, the investigator conducted a needs assessment and used a theoretical underpinning to 

establish a goal for the GMV educational intervention (Plan). Second, the collected data guided 

the implementation of the GMV intervention, and every phase was appraised for what worked 

and did not work (Do). Third, the post-test surveys of the patients were reviewed to ascertain 

perceived benefits of the GMV interventions (Study). Fourth, the investigator and stakeholders 

determined whether the project goal was met, any step needed to be changed, or the project 

should continue; in addition, the findings used to establish the next PDSA cycle (Act). 
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METHODS 

Planning the Project 

Project Design 

The primary outcome and aim of this project were to increase patient knowledge and 

skills in self-management outcomes that meets ADA evidence-based practice guidelines and the 

Physician Quality Reporting System (PQRS) enacted by Center for Medicare & Medicaid 

Services (CMS). The purpose of this DNP quality improvement project was to evaluate the 

effectiveness of GMV intervention outcomes in T2DM self-management education. Project 

approval was obtained from the Institutional Review Board (IRB) by the University of Arizona 

(Appendix B). The project used a pre- and posttest design, (Appendix C & D) and results were 

presented using descriptive statistics. Pre- and posttest electronic surveys were administered to 

GMV patient participants in order to measure perceived knowledge, attitude and behavior 

changes, and effectiveness of the GMV educational interventions after implementation. During 

the education sessions, the AADE7 self-care behavior quality indicator guidelines (Appendix E) 

were used to improve and measure diabetic self-management knowledge and skills in the 

participants. These guidelines involve healthy eating, being active, monitoring glucose levels, 

taking medications, problem-solving, healthy coping, and reducing risks. 

Project Setting 

The setting of the project was a local internal medicine primary care practice in Doña 

Ana County, Las Cruces, New Mexico. The practice serves an ethnically diverse population from 

distinct socio-economic backgrounds, including both insured and uninsured patients. The 

investigator works at the clinic as a family nurse practitioner and frequently consults with T2DM 



 
 
 

 
37 

patients. The project was a shared vision of key stakeholders and the investigator to improve 

practice by increasing patients’ understanding of self-care in T2DM and encouraging health 

behavior modifications that eventually improves patient’s compliance and the quality of patients’ 

health and of their life outcomes. Stakeholders meet regularly to discuss opportunities for 

innovative interventions that will enhance standard care. Therefore, the investigator decided to 

implement a GMV intervention as an evidence-based practice and to compare patient knowledge, 

behavior, and measures of diabetes control prior to and following the intervention. Because most 

diabetes patients follow up at least once a month, the educational intervention was integrated into 

the regular clinic schedule to maintain continuity. 

One week prior to the GMV intervention implementation, the investigator met with the 

care team to discuss the process and aim of the project, and the role each member of the team in 

order to accomplish a smooth and efficient flow of the work process. Providers and staff were 

encouraged to read the implementation manual and familiarize themselves with each step of the 

education program so they can participate to ensure that predicted goals for both the clinic and 

the participants were successfully accomplished. A written site authorization was obtained from 

the site (Appendix F). 

Project Population 

The FFHC sees an average of 35 patients per day, one out of every four of whom has 

T2DM, and one out of every five of whom is prediabetic. Presently, the practice sees over 600 

T2DM patients who receive medical care. Adult patient population (18 years and older) with 

HbA1C greater than 8% who are on oral medication or are on insulin were recruited to 

participate. The inclusion criteria of HbA1C greater than 8% was verified via the patients’ 
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medical records. The process was open recruitment until spots were filled, using the exclusion 

and inclusion criteria discussed below. In addition, a few participants with controlled HbA1Cs 

were included as representative role models to their peers. Potential participants were selected by 

pulling a report from the electronic medical records using the diabetes screening assessment 

form (Appendix G). The report included information such as age, sex, BMI, BP, heart disease, 

smoking, physical activity, depression screening, fall risk screening, fasting lipid panel, vaccine 

screening, patient with diabetes type 1 or 2 eye exam, foot exam, HbA1C, Medication list, and 

bone density and many more. Data retrieved from electronic health records (EHR) were 

password protected, encrypted and stored by the project investigator. A written invitation was 

sent to qualifying patients’ physical mailing addresses (Appendix H). Qualifying patients were 

called to invite them to participate. Participants who were deemed to be vulnerable, including 

being unable to speak, read, or understand instructions; having poor mental capability; or 

experiencing life-threatening and/or comorbid conditions such as cancer, were excluded. 

Planning the Intervention 

Project Implementation Outline 

The investigator posted flyers (Appendix I) in the waiting and exam rooms and mailed 

invitation letters to targeted patients. The intervention was to educate patients with T2DM in 

self-management practices that improve healthcare and quality of life outcomes. Participants 

who agreed to join the project were asked to commit to attending all educational sessions if 

possible, and received mail containing the disclosure form for participation (Appendix J). Some 

31 participants were selected, and three 90-minute consultations was scheduled for six weeks. 

During these consultations, patients met with their primary care providers and participated in 40-
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minute group educational discussions. Each group had a controlled HbA1C patient attending as a 

role model. Due to space limitations, each of the five groups were assigned six participants. 

Participants were given incentives that coordinated with the topic of discussion for each session 

paid by the principal investigator. Examples of the incentive included: fresh fruit bowls, bottled 

water, also portion plates and pedometers were given by the PI to patients to help them measure 

their food portions and number of steps taken each day. 

Additionally, a group was dedicated to participants who had family member or a friend 

with them. This was to make other participants who did not want strangers in the group 

comfortable in sharing during group discussions. The idea was developed through the gaps 

detected from the literature review. Participants in the reviewed studies voiced their concerns of 

having strangers around. They stated that this prevented them from willingly contributing in the 

educational sessions. Participants were checked in individually as their regular checkup 

appointments by an assigned medical assistant who took their vital signs and reconcile their 

medications. They were then led into the conference room for the group session for the first 45 

minutes. The group discussions were organized in the following way: The first 10 minutes was 

check-in and (re)introductions, 20 minutes was dedicated to introducing participants to a 

particular self-care modality and the curriculum. Discussion topics were included an overview of 

T2DM and what it meant to live with T2DM, resources and suggestions for healthy eating, 

models and modalities for physical activity, how to monitor glucose levels, when and how to 

take medications as recommended, problem-solving, healthy coping, and risk reduction. After 

the group session, each participant was seen individually by the providers for any health 

concerns including lab review, medication refill, and answer questions as needed (Figure 3). 
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Materials 

Participants received a folder with information on GMVs educational interventional 

curriculum outline (Appendix K) the five stages of transtheoretical change model to determine 

individual stages of change (Appendix L), individual goal plan (Appendix M), blood glucose log 

(Appendix N), blood pressure log (Appendix O), step tracking forms (Appendix P), patient 

tracking sheet (Appendix Q), attendance sheet (Appendix R), patient check in sheet (Appendix 

S). 

GMV Educational Intervention Curriculum Outline  

 

 

 

 

 

 

 

 

 

 

 

 

GROUP MEDICAL VISIT SESSION ONE 

Group introduction, of project, share and write down individual goals for the 
three sessions. Participants will receive their pedometers and portion plates. 

What is Type 2 Diabetes Mellitus (T2DM) and Living with T2DM 
• What is T2DM? 
• How does it affect your body?  
• Know importance of learning self-management skills 

Healthy Eating 
• Healthy meal plan such as counting cabs, reading food labels, 

healthy food choices  
• Grocery shopping 
• Portion control  
• Track daily meals,  
• T2DM and food choice  
• Know your food labels  
• Controlling eating out in a restaurant and family get-together 

Being Active 
• Importance of exercise and how it benefits the body 
• Personal exercise plan and physical activity goals 
• Types of exercise and physical activities 
• What are the challenges of exercising? 
• Taking baby steps to make a difference  
• Track physical activities 
• Find a walking buddy 
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FIGURE 3. Intervention session flow chart. 

GROUP MEDICAL VISIT SESSION THREE 

Problem Solving 
• Analyze and discuss your day 
• Learn to solve problems  
• Try new solutions to problems 
• Find a diabetes support group online or locally 

Risk Reduction 
• Keeping your appointments 
• Pay attention to your body 
• Do not smoke if you smoke quit 
• Visit your eye doctor year and your dentist every 6 month 
• Take care of your feet 

Healthy Coping 
• Don’t be too hard on yourself if plans don’t work out the way you 

want it 
• Find time to do things you like 
• Ask for help as soon as possible 
• Think positive about every situation 
• Feel good about your successes and celebrate them 
• Move your body and stay active 

GROUP MEDICAL VISIT SESSION TWO 

Blood Glucose Monitoring  
• Monitoring your blood glucose  
• How to use glucometer (glucose meter) 
• When to check blood sugar and know what the numbers mean 
• What to do with numbers out of target range 
• Keep a log for your blood sugar and blood pleasure  

Knowing Your Medication 
• Know your medicine 
• Know your insulin 
• Do not runout of medicine before you call for refills 
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Method of Evaluation 

Data Collection 

The pretest intervention survey (Appendix C) included age, gender, ethnicity, education, 

and primary spoken language (to gauge whether interpreter needed). The survey also included 

the patient’s satisfaction with group medical visits, which was collected using yes or no 

questions, five TTM stages of change questions and patient knowledge questions by using the 

revised Summary of Diabetes Self-Care Activities (SDSCA) measure, which has been validated 

multiple times against other tools (Appendix C). The tool is composed of 11 elements, which 

specifically measure several areas, including diet, exercise, glucose monitoring, foot care, and 

smoking (Toobert, Hampson, & Glasgow, 2000). Before and after the intervention, the 

investigator obtained each participant’s most recent HbA1c results to establish a baseline and for 

comparison. Posttest-intervention surveys (Appendix D) included data regarding patient 

satisfaction with group medical visits, which was collected using yes or no questions. There was 

data collection pertaining to the five TTM stages of change, which encompass the underpinnings 

of the fundamental theory of the project. Knowledge of disease and self-management data was 

collected by using the revised Summary of Diabetes Self-Care Activities (SDSCA) measure, 

which has been validated multiple times against other tools (Appendix D). The tool is composed 

of 11 elements, which specifically measure several areas, including diet, exercise, glucose 

monitoring, foot care, and smoking (Toobert et al., 2000).  

The pretest survey used 5- and 7-point Likert scales (Appendix C & D) respectively to 

measure respondents’ perceptions, attitudes, satisfaction and knowledge gained after GMV 

sessions. This survey also included multiple-choice questions listing self-management 
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recommendations from healthcare providers. In the pretest survey, these questions were used to 

determine patients’ awareness of self-care management options available to them. Finally, the 

pretest survey also contained open-ended questions allowing respondents to express feelings, 

attitudes, and understanding of the subject matter. 

The posttest survey used 5- and 7-point Likert scales (Appendix D) to measure 

respondents’ perceptions, attitudes, and the extent to which they agree or disagree with 

statements or questions that was presented during the GMV sessions. This survey also included 

multiple choice questions listing self-management recommendations from healthcare providers. 

In the posttest survey, these questions were used to determine patients’ understanding of their 

self-care management options following the GMVs. Finally, the posttest survey also contained 

open-ended questions allowing respondents to express feelings, attitudes, and understanding of 

the subject matter. 

In both surveys, all questions were based on the educational material from the GMV 

sessions. Using the pre- and posttest survey results, the investigator evaluated each patient’s 

stage of behavior change as proof that participants were starting to develop an interest in self-

management, particularly in terms of setting attainable goals and voicing willingness to make 

decisions about how to manage diabetes. 

The surveys were delivered via the online Qualtrics podium before and after educational 

intervention all information from the survey were kept in a password secured system. 

Participants in each group received color coded numbered folder, which helped link them to their 

pre- and posttest surveys. The clinic provided secured laptop computers for patients to complete 

the survey. One week prior to the beginning of the implementation, participants were encouraged 
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to complete the pretest survey and posttest was completed immediately after completion of the 

educational intervention. Participants received incentives such as snacks during the sessions, 

portion plates and pedometers. 

Data Analysis 

The study question was to determine whether using a GMV as an educational 

intervention approach improved diabetes self-management significantly as evidenced by patient 

health outcomes. Responses to pre- and post-test surveys (Appendix C & D) respectively was 

described using the University of Arizona Qualtrics survey tool. Percentages were used to 

describe the survey nominal and ordinal responses (Polit & Beck, 2017), and HBA1C levels 

described in terms of median, means, standard deviation, and minimum and maximum. In 

addition, the pre- and post-test response for ordinal variables were compared using the signed-

rank test. Pre- and post-test HbA1C levels will be compared using a paired t-test (Polit & Beck, 

2017). A p value of ≤ 0.05 was considered statistically significant (Polit & Beck, 2017). Stata 

software, Microsoft Excel, and Google Sheets were utilized to perform all data analysis. 

Response to open-ended questions were grouped according to common themes and reported. All 

non-confidential forms were scanned into one password protected document on the project 

investigator’s password protected computer. The project investigator was the only one with 

access to this data. All confidential forms were scanned into a word document and saved to the 

iCloud storage in the University of Arizona College of Nursing database, where they will be 

stored for six years. 
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Ethical Considerations 

This quality improvement project did not include vulnerable groups such as children, 

incarcerated persons, pregnant women, the mentally disadvantaged or economically or 

educationally disadvantaged persons. There were at least four participants who were deemed 

vulnerable after the first GMV because of terminal illness and were withdrawn from the project.  

The investigator already had access to patient information and charts through a secured process 

observed by the practice (i.e., Health Insurance Portability and Accountability Act [HIPAA]). 

Participants’ electronic survey privacy was ensured through a resource known as Qualtrics via 

the U of A website. 

There was full disclosure of the project and pertinent information about participating 

without coercion. Also, patients were given the freedom to respond voluntarily to surveys and 

withdraw from the project without persuasion at any time. The project was designed not to 

increase harm but to ensure safety and to benefit the study population (T2DM patients) by 

increasing patients’ knowledge and skill in self-efficacy in diabetes self-management. The 

project did not unfairly target a population, and inclusion and exclusion criteria were designed 

objectively following the quality improvement process. Patients received GMV educational 

intervention, that granted them extended access to providers and staff while attaining more 

knowledge and skills on diabetes self-management, and at the same time benefiting from peer-to-

peer support. 
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RESULTS 

Findings and Outcomes 

Description of Demographic and Process  

The project was implemented at FFHC over a six-week timeframe, with each visit lasting 

approximately 90 minutes. A total of 36 participants (N=36) volunteered and 31 (N=31) met the 

inclusion criteria and were invited by mail (Appendix H) to attend three educational sessions or 

at least two sessions. Recruitment was based on early responses to the invitation until 30 slots 

were filled. Attendance for the group sessions ranged from two to six participants per visit. The 

first round of GMV began September 23rd, 2019 and lasted through September 26th, 2019 with 

31 participants attending. The patients were divided into groups according to the color of their 

folders. There were five groups of six participants and two groups were scheduled for each day. 

Group ‘red’ was on Monday from 8:00 am to 9:30 am ((N=5) and group ‘green’ was from 1:00 

pm to 2:30 pm (N=5) attended. Group ‘blue’ (N=6) and ‘yellow’ (N=5) were scheduled on 

Tuesday respectively. Group ‘orange’ (N=5) was scheduled for Wednesday at 8:00 am. To be 

flexible and accommodating the rest of the week was opened to the participants who could not 

attend the GMV as scheduled (N=4). 

The pre-test survey opened on September 23rd, and a total of 31participants took the 

survey, with 30 participants completing it. Baseline behavior answers were compiled to for all 

participants (Appendix T). At 8:00 am participants in group red were brought into the examining 

rooms to be triaged, their vitals and weights were taken, participants then took their pretest 

survey, after which they were led into the conference room for the first GMV. The session began 

at 8:20 am by first introducing each participant, next was a description of the process, procedures 
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and the purpose of the project. Participants were given educational tools and materials needed for 

that session. They also received a portion plate to coordinate with the topic (i.e., healthy eating 

and physical activity). Snack was served during the first GMV sessions. In addition to the group 

discussions, there was a one-on-one encounter with the provider. The first part of the session 

lasted for 50 minutes, after which each participant was led back into the examining room to see 

the provider if they needed to address any concerns. The response rate for the pre-test survey was 

100%. 

The second GMV was held on October 14, 2019 at 8:00 am, and 1:00 pm October 15 at 

1:00 pm and October 16, at 8:00 am and participants at 1:00 pm with a total of (N=18, 58%) 

participants attending. Participants who could not make it to the second session called to give 

their reasons for not being able to show up. “Life happens” and it did. Between the first and 

follow-up appointments, three of the participants were diagnosed with a terminal disease, three 

traveled to Mexico for funerals, one participant was claustrophobic and did not want to return 

and another participant had a daughter who was expecting twins admitted for premature 

contractions during the follow-up session. There were two participants who had major surgeries 

and procedures done. There were three Spanish speaking participants who withdrew even though 

interpreters were provided; three could not make it because of their occupation; there was a 

participant who was too disruptive for the group discussion who was not encouraged to return 

and two who just decided to withdraw without any explanation.  

The third session began on October 28 through October 30 with 17 participants (54%) 

attended and took the post-test survey. Out of the 31 participants 11 participants (35%) attended 

only the first GMV, 18 participants (58%) attended GMV 1 and 2 and nine participants (29%) 
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attended all three groups, three male participants (9.7%) and seven female participants (22.6%) 

attended all three sessions. The post-test survey opened on October 28, with 17 participants 

(54%). Participants who took the survey expressing great satisfaction with the GMV educational 

intervention. All participants received pedometers at the end of the GMV session to reward them 

for participating. 

TABLE 1. Demographic description of participants. 
Demographic Description of Participants Count (N=31)  (%) 

Age 
35-54 (N=7) (23%) 
55-64 (N=11) (35%) 
65+ (N=13) (42%) 

Gender Male (N=13) (42%) 
Female (N=18) (58%) 

Race/Ethnicity 
White (N=2) (7%) 
Hispanic or Latino (N=26) (87%) 
Black or African American (N=2) (7%) 

Education 

Less than HS (N=5) (16.1%) 
HS or Equivalent (N=13) (42%) 
BA, BS (N=3) (10%) 
MA, MS, MEd (N=1) (3.2%) 
Other (N=9) (29%) 

Language 

English (N=22) (71%) 
Spanish (N=4) (13%) 
Both English and Spanish (N=4) ((13%) 
Other (N=1) (3.2%) 

Previous DGMV Attendance Yes (N=12) (39%) 
No (N=19) (61.3%) 

Years Diagnosed 
Less than 5 years (N=9) (29%) 
5-10 years (N=6) (19%) 
More than 10 years (N=16) (52%) 

Smoking Status/History 
Never Smoked (N=21) (68%) 
Past Smoker (N=6) (19%) 
Current Smoker (N=4) (13%) 

Table 1 illustrates the demographics of all participants. The age of the participants as 

shown ranges from 35-65 plus. The largest age group represented was those older than 65, age 

55-64 represented the second highest, age 35-54 represented the lowest. Gender representation 

showed more females than males participated. The participants were predominantly of Hispanic 

or Latino while both Caucasian and Black/African Americans showed lowest representations. 

The education level of the participants ranged from less than high school to MS, MA/Med, with 
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high school equivalent education represented as the largest group of participants and MS, 

MA/Med as the lowest. Response to a pre-test question relating to previous GMV attendance and 

participation, (i.e., have you ever attended a Diabetes Group Medical Visit (GMV) before? _Yes 

_No _ Not sure, showed some that participants stated they did attend a group program. However, 

upon further exploration, the PI discovered it was more of diabetes cooking classes and not a 

GMV program. 

Furthermore, it was noted that the largest group of participants did not smoke and 

those who did were willing to quit at the end of the educational intervention and were given the 

1800 QUIT card and Chantix discount cards. There was a large representation of participants 

who have been living with T2DM for ten/more years. Many newly diagnosed were asking 

questions in an effort to gain knowledge and skills from both peers and providers to help them 

the self-management strategies. The largest number of 26 participants were on antidiabetic oral 

agents, 17 were on a combination of insulin and antidiabetic oral agents, 3 indicated they were 

on other without description and one on no medication. 

At the beginning of each GMV session, the participants were encouraged to write down a 

self-management and achievable lifestyle modification goal. Some of the goals included, “ I will 

make and eat healthy,” “I will take care of myself before taking care of others,” “I drink 2 liters 

of soda a day, I will drink less every day,” “ I will check my blood sugar as recommended every 

day,” “I want to stop smoking by reducing the number of cigarettes I smoke a day” “I like 

Twinkies, but I want to stop eating them” “ I am still in denial, but I am ready to help me come 

to terms with my diabetes management” “I will take my medication as recommended” “I will 

walk 20 minutes a day” “I never check my blood sugar, but I am ready to start today and 
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continue” “I signed up to go to the gym and never went, I am going to start going to the gym” “I 

am ready to change my sleeping habit” and many more.” 

The goals were reviewed at the beginning of each GMV to determine compliance and 

behavior changes and discuss concerns with any setbacks. At the end of the third group visit, the 

majority of the participants verbalized how much the project had motivated them to increase self-

management in their overall health and they were willing to continue. Furthermore, the 

participants were encouraged to keep track of their blood glucose and blood pressure log and 

bring it to every educational session for review and discussion. Out of the 18 participants who 

attended the second session, 12 came with their logs, with numbers ranging from 82 to 300 

Random Blood Glucose (RBG). The 4 others reported they forgot but brought it in for the 

subsequent GMVs. All 17 participants brought their logs for the third GMV and 6 of them 

included a dietary log. The participants discussed how logging their glucose helped them monitor 

which meal and snacks to eat. The 10 out of 17 participants who were on insulin reported that 

logging their numbers and meals helped them manage the amount of insulin they to injected. 

Outcomes Related to the Project Questions 

The project was anticipated to answer the following questions: (1) Does the diabetes 

group medical visit education appointment have a more positive impact than the individual 

education appointment on patients’ diabetes self-management? (2) Does participation in GMVs 

increase retention of self-management strategies and influence behavior change and compliance? 

Table 2 displays participants responses to behavior questions, asked in terms of how many days 

in a given week they participated in a given behavior. These questions were included in both the 

baseline and follow-up (3rd GMV visit) surveys.  
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TABLE 2. Baseline and post-responses to behavior questions for participants who completed 
both surveys (n = 17). 

Behavior Questions for Participants Baseline (Pre) Post 

 Med (Min, Max) Mean Med (Min, Max) Mean 

On how many of the last seven days have you followed 
a healthful eating plan? 

4         (0,      7) 4.2 6          (0,      7) 5.2 

On average, over the past month, how many days per 
week have you followed your eating plan? 

4         (0,      7) 4.3 5          (0,       7) 4.9 

On how many of the last seven days did you eat five or 
more servings of fruits and vegetables? 

7          (2,      7) 5.9 7          (4,       7) 6.4 

On how many of the last seven days did you eat high-
fat foods such as red meat or full-fat dairy products? 

2          (0,     7)  3.3 2          (0,       7) 2.7 

On how many of the last seven days did you participate 
in at least 30 minutes of physical activity? (30 
minutes=total minutes of continuous activity, including 
walking) 

5        (0,      7) 4.2 5          (1,      7) 5 

On how many of the last seven days did you participate 
in a specific exercise session (such as swimming, 
walking, biking) other than what you do around the 
house or during work? 

5          (0,      7) 4.4 4          (0,       7) 4.2 

On how many of the last seven days did you test your 
blood sugar? 

7          (0,      7) 5.2 7          (0,       7) 5.2 

On how many of the last seven days did you test your 
blood sugar the number of times recommended by your 
healthcare provider? 

7          (0,      7) 4.7 7          (0,      7) 5.8 

On how many of the last seven days did you inspect the 
inside of your shoes 

7          (0,      7) 5.1 7          (0,       7) 4.7 

On how many of the last seven days did you check your 
feet for sores or bruising? 

7         (0,       7) 5.8 7          (0,       7) 6.2 

On how many of the last seven days did you check your 
feet for the ability to feel touch or pressure? 

7         (0,       7) 5.6 7          (0,       7) 6.4 

On how many of the last seven days, did you take your 
recommended diabetes medication(s)? 

7         (6,       7) 6.7 7          (7,      7) 7 

On how many of the last seven days did you take your 
recommended insulin injections? 

5         (0,       7) 3.8 7         (0,      7) 
 

4.3 
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The mean number of days per week a given behavior was reported increased for most 

behaviors between baseline and the third GMV. Exceptions were number of days in a given 

week they participated in a given behavior such as exercise decreased, and number of times 

blood sugar was tested as indicated, stayed the same. In addition, the mean number of days 

reported for eating high-fat foods decreases from baseline to the third GMV, a direction 

considered to be a positive outcome. Figure 4 illustrates the results of the behavior change before 

and after the intervention. 

 
FIGURE 4. Pre- and post-data mean scores. 

DISCUSSION 

Summary 

The purpose of this quality improvement project was to implement and review the effects 

of an evidenced-based GMV model as diabetes self-management education and support 

(DSME/S) program. The project was NP led, and the goal was to support patients with an 

informed lifestyle modification program that influenced behavior change and ultimately 

improved health outcomes. Implementing GMVs as an evidenced-based, innovative intervention 
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in this project was very successful. The GMV project was consistent with guidelines that 

emphasize patient-centered care, respect individual patient preferences, and empower the patient 

to be comfortable with self-management skills. 

The Transtheoretical Model (TTM) of Change was used to develop the pre- and post-test 

behavioral change questions. The TTM was also used to appraise the techniques and develop the 

implementation of the GMV educational intervention project. The Model for Improvement 

framework and the PDSA cycle were applied to the GMVs to guide and evaluate the outcomes. 

The model allowed the investigator to establish a change implementation and test the anticipated 

changes for improvement. The aims of this project were to discuss the significance of T2DM in 

relation to patient self-management and healthcare delivery; apply the key components of the 

TTM framework as a behavior change model; explore the GMV as a leading approach to 

promoting patient-centered care in outpatient clinic; demonstrate the use of GMVs using the 

AADE7 educational framework, which provides a model for self-management behavior 

assessment; and determine the outcome measures for DSME/S. To establish whether the above 

aims had been achieved and to measure these outcomes, TTM questions, knowledge quiz scores, 

and Likert-scale questions were developed. Further, using the PDSA cycle increased patients’ 

knowledge and skill in diabetes self-management and improved the provider (NP) clinical 

practice guidelines, as shown by the results. 

Participants were asked to provide feedback on knowledge-based questions. All 17 

(N=17) participants gave positive feedback indicating that they were very satisfied. Following 

are responses from the participants: “I am glad to know that we are all in the same boat and other 

people are experiencing the same thing,” “I like the way everyone talks about new things I have 
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not done for myself,” “all the information that was given has helped me,” I am not the only one 

having trouble with diabetes,” “I am learning a lot about diabetes that I did not know before,” “ I 

like the fact that it’s a small group,” “sharing with group as we all try to manage diabetes,” “all 

the information that is given is very helpful,” “learning from someone else who has had diabetes 

for a long time,” “discussing everything about diabetes,” “very educational especially for 

someone newly diagnosed with diabetes, I give the session A+,” “I like the discussion and 

everyone’s input,” and “I like the fact that we talk to each other about what we eat.” Participants 

voiced that they preferred the GMV education to individual sessions because while individual 

education provided them with some knowledge, GMV education not only equipped them with 

knowledge and skills, but also enabled them to learn from each other’s experience and self-

management strategies. Finally, participants attended the GMVs unless circumstances were out 

of their control, e.g., being diagnosed with a terminal disease, having a death in the family, etc. 

Additionally, the behavior change questions revealed that, out of 17 participants who 

completed both pre- and post-test intervention surveys, 10 have recently initiated changes and 

intend to continue, five intend to start behavior changes within the next 30 days, and two intend 

to start behavior changes within the next six months. These findings were similar to the 

significant evidence that was presented in the literature review. The GMV educational 

intervention is an effective innovative approach for providing diabetes education that leads to 

behavior change, improves diabetes knowledge and self-management strategies, and, thus, 

eventually leads to a positive health outcome. One week before the intervention, there was a staff 

meeting to discuss the GMV implementation, and everyone was nervous and voiced some 

skepticism about the program disrupting the normal flow of the clinic. However, at the end of the 
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first and second sessions, the staff and the providers realized that this was one of the best 

approaches the clinic could use to help their diabetes population, and if possible, all chronic care 

management populations. The atmosphere during the intervention weeks was very positive. 

Participants were extremely happy as they interacted with the staff and providers, and the 

response from both participants and staff was appreciative and supportive.  

Limitations 

The project was restricted to the T2DM population only. The invitation to recruit 

participants mentioned that this project was specifically designed for patients with T2DM (i.e., 

Do you have type 2 diabetes? Are you 18 years or older and take oral medication or insulin?). 

The QI project used a convenience sampling to recruit patients who were diagnosed and seen 

regularly in the clinic. Furthermore, several barriers were not anticipated (i.e., cancellation rate 

was unexpected; some participants were not able to attend all three GMV sessions due to serious 

illness, family issues, death in the family, surgical procedures, work problems; and so forth). 

While a total of 31 participants received GMV educational intervention and took the pre-

intervention survey, attendance was inconsistent due to the multiple barriers mentioned above. 

Knowledge measurement was self-reporting, which allowed for under- or overrepresentation of 

skills and knowledge gained. The participants were mostly Hispanic and Latino. Finally, some 

participants complained that the small room size made them feel claustrophobic. 

Future Implications/Plans for Sustainability 

This project reveals how important it is for primary care providers to be more proactive 

in exploring evidence-based innovative approaches such as GMV in DSME/S. With the intention 

of preventing and delaying T2DM complications, effective patient-centered educational 
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innovation was implemented at FFHC to initiate behavior change techniques and a patient 

support system for positive health outcomes. The findings were presented and discussed with 

stakeholders and the QI team to encourage buy-in for future monthly implementations of GMVs 

at the clinic. Strategies were discussed to improve staff and provider adherence to clinical 

guidelines in DSME/S; in addition, the QI team shared and discussed staff and participants’ 

positive feedback. The clinic has agreed that the future expansion of the quality improvement 

cycle or PDSA cycle should incorporate other patients with type 2 and type 1 diabetes mellitus 

and, if possible, also use the GMV approach to manage and support patients with other chronic 

diseases. Most of the above limitations can be addressed; all of the above strategies can be used. 

The educational intervention has given the practice an additional strategy that can be utilized to 

address T2DM self-management skills. The practice has adopted the GMV program, and the 

entire team has decided to hold a larger GMV education series starting December 6th, 2019, to 

encourage patients who participated in the project to share their experiences with other patients. 

Future GMV measures will include checking HBA1C levels to determine sustainable behavior 

change and efficacy. 

Conclusion 

The aim of this project was to discuss the significance of T2DM)and the importance of 

both healthcare delivery and patient self-management, and to explore the GMV as a leading 

approach to promoting patient-centered DSME/S in outpatient clinics. It has been established 

through this project that the GMV is the most pertinent approach to empowering patients and 

supporting long-lasting self-management and health behavior changes in T2DM in this primary 

care setting. Participants in the project developed necessary skills for behavior change, improved 
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their knowledge, and increased their self-management strategies; these changes were reflected in 

their post-intervention survey responses. It was determined during the weeks of intervention that 

GMVs benefited not only patients but also providers and the clinic.  

The GMVs offered the patients constructive and effective clinic visits without haste, 

shortened waiting room time, empowered and motivated patients to be in charge of their 

healthcare, and ultimately enhanced patient support of one another as well as support from the 

FESSS staff. Participants voiced tremendous satisfaction with the educational interventions 

because they learned a lot about self-management and diabetes in general. They also verbalized 

enjoying the open communication with providers and staff. Future interventions will be tailored 

to sustaining the outcomes of the diabetes self-management strategies attained and to enhancing 

enthusiasm for behavior change, which ultimately will improve the participants’ quality of life. 

DNP Essentials I, II, and III facilitated the selection of the most suitable theory to frame, govern, 

and develop the best health delivery, helped implement the best evidence-based innovation for 

designing a strategic QI project in an outpatient care setting, and aided in synthesizing the best 

practice strategies that addressed and ensured favorable patient health outcomes. 

OTHER INFORMATION 

Resources and Cost of Project 

Numerous evidence-based resources were available to the investigator at no cost: the 

ADA guidelines for developing the pre- and post-test knowledge measurement questions, the 

AADE Toolkit (AADE7; Appendix E) for developing group and individual educational 

interventions, the American College of Physician guidelines, and the Healthy People 2020 
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guidelines. The Transtheoretical Model of Change was used to develop the pre- and post-test 

behavioral change belief questions. The University of Arizona Qualtrics survey platform and  

Stata software which were available free of charge to students, was used for data collection and 

analysis. DNP quality improvement projects and research can be costly, and the use of these free 

resources helped reduce the cost. Project costs came from the purchase of diabetes self-

management items for participants. The investigator recruited 31 participants, and the budgeted 

amounts for materials are listed in Figure 5. 

Budget for GMV Project with 30 Participants 

FIGURE 5. Budget for GMV project with three sessions. 
 

RESOURCES                 COST ESTIMATE 
ITEMS 

Portion Plates                  30 pieces $299.07 
Papers                 500 pages                   $36.00 

Two pocket Folders                 2 packages   $18.00 
Pedometer                  $11.99 x 30  $359.07  
Fresh Fruit  6 groups x $20.00 $160.00 

Water             6 groups x $4.00 $72.00  
Total Budget                  $944.14 
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APPENDIX A: 

EVIDENCE APPRAISAL TABLE 
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Project Question: Increasing Patient Compliance in Diabetics through Nurse Practitioner led Group Medical Visits 
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Clinicians who 
had prior 
experience found 
diabetes group 
medical visit as 
an effective 
approach to 
enhance diabetes 
self-management 

This article is 
based on 
providers 
perceived 
benefits of GMV 
 



 
 
 

 
61 

Author & 
Article Tittle 

Qualitative: 
Concepts or 
phenomena 

Quantitative: 
Key Variables 

Hypothesis 
Research 
Question 

Theoretical 
Framework 

Design Sample (N) Data Collection 
(tools/Instrumen

ts 

Findings Notes 

intervention in 
VA 
primary care 
empowers  
patients in 
chronic care? 
 

Berry, D. C., 
Williams, W., 
Hall, E. G., 
Heroux, R., & 
Bennett-Lewis, 
T. (2016). 
Imbedding 
interdisciplinary 
diabetes group 
visits into a 
community-
based medical 
setting. The 
Diabetes 
Educator, 42(1), 
96-107. 

Concept or 
Phenomena: 
GMV 
 
Key Variables:  
blood pressure, 
HbA1C, fasting  
lipid panel and 
Stanford  
diabetes self-
management 
and 
questionnaire  
such as: general 
health,  
symptoms, 
fatigue, 
shortness of 
breath, pain, 
physical 
activity, 
confidence 
 about doing 

N/A Randomized 
control trial 

Sample: 
(N=40) for 
experimental 
group and 
(N=40) for 
control group. 
Age of 
participant 
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practice will 
improve 
diabetes self-
management  
 
Research 
Question 
Does diabetes 
group medical 
visit 

experimental 
study 

intervention 
group 
(N=230) 
participants 
included ≥ 18 
comparison 
group 
participants were 
predominantly 
female (69.1%) 
African 
American (87%) 
at a mean age of 
59 years. 
Participants 
attended at least 
1 session (63.8%) 
9 (3.9%) attended 
4 sessions  
 
Setting: 
Diabetes family 
medicine 
residency 
 

linear modelling 
and number of 
times participant 
attended  
Diabetes 
information and 
support for your 
health (DISH)for 
selection. Also 
extracted 
information from 
EHR  
 
Data Analysis:  
Wilcoxon signed 
rank test   

education and 
intervention, 
there was no 
significant 
improvement in 
HbA1C, SBP, 
LDL, or BMI 
microalbuminuri
a  
Screening, or 
reduction of 
emergency 
department visit 
or admissions 
due to low 
attrition. 

the studies 
reviewed due to 
the poor turnout, 
no significance in 
intervention, 
design, and poor 
implement-tation. 
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intervention in 
family medicine 
practice 
improve 
diabetes self-
management?  
 

Edelman, D., 
Gierisch, J. M., 
McDuffie, J. R., 
Oddone, E., & 
Williams, J. W. 
(2015). Shared 
medical 
appointments for 
patients with 
diabetes mellitus: 
a systematic 
review. Journal 
of general 
internal 
medicine, 30(1), 
99-106. 

Research 
Purpose: 
To synthesize 
literature on 
evidence and 
efficacy of 
implementing 
SMA 
interventions 
and 
understanding 
how it impacts 
outcomes on 
diabetes patients 
care. 
 

N/A Systematic 
review 

Sample: 
(N=25) studies 
compared SMA 
interventions 
with usual care. 
 
Setting: 
The Department 
of Veterans 
Affairs (VA) 

Data Collection: 
MEDLINE, 
EMBASE, 
CINAHL, 
PsycINFO, and 
Web of Science 
from January 1996 
through April 
2012. PubMed 
search updated 
June 2013. 
 
Data Analysis: 
Meta-regression 
analyses and 
(Cochran’s Q and 
I2); p<0.10 or 
I2>50 %. 
 

Among patients 
with diabetes, 
SMAs improved 
HbA1C 
(Δ=−0.55 
percentage points 
[95 % CI, −0.11 
to −0.99]); 
improved systolic 
blood pressure 
(Δ=−5.2 mmHg 
[95 % CI, −3.0 to 
−7.4]); and did 
not improve LDL 
cholesterol 
(Δ=−6.6 mg/dl 
[95 % CI, 2.8 to 
−16.1]) 

 

Harris, M. D., 
Kirsh, S., & 
Higgins, P. A. 
(2016). Shared 

Concept or 
Phenomena: 
SMA 
 

Chronic care 
model was used 
as a theoretical 
framework to 

Retrospective 
observational 
study of cohort 
groups 

Sample: 
(N=988) VA 
patients 51 and 
older were 

Data Collection: 
Socio-
demographic data 
were abstracted 

There were 
mixed results in 
participants both 
in UC and SMA 
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medical 
appointments: 
impact on 
clinical and 
quality outcomes 
in veterans with 
diabetes. Quality 
management in 
health 
care, 25(3), 176-
180. 
 

Key Variables:  
HbA1C, 
systolic blood 
pressure  
(SBP), low- 
density 
lipoprotein 
Cholesterol 
(LDL), and 
emergency 
department  
(ED) visits. 
 
Hypothesis:  
Diabetes 
patients who 
use shared 
medical 
appointments 
visit (SMA) 
education will 
have a quality 
outcome 
compared to a 
usual care (UC) 
one-on-one with 
their doctor.  
 
Research 
Question: 

guide the study 
and supported 
evidence-based 
guidelines 

intervention and 
control groups. 

screened. 
Usual care cohort 
(UC)=617 and 
Shared medical 
appointments 
cohort (SMA= 
371) cases.  
 
Setting:  
Midwestern 
Veterans 
Administration 
Hospital 

with (ICD9) code 
from medical 
record data for 
both groups.  
Data Analysis: 
Repeated 
measure analysis 
of variance 
(ANOVA) and 
descriptive 
statistics was 
performed. 

groups. There 
was no 
statistically 
significant 
difference in 
lipids, HbA1C, 
blood pressure 
and ED visits. 
However, 
provider 
adherence to 
guidelines 
increased 
significantly in 
SMA group in 3 
years (71.2%) 
(P< .001) 
compared to UC 
group. The SMA 
participant were 
found to utilize 
healthcare 
resources more. 
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Will SMA 
diabetes 
education 
compared to 
UC, yield 
quality outcome 
measures 
compared to UC 
or one-on-one 
with physician? 
 

Hartzler, M. L., 
Shenk, M., 
Williams, J., 
Schoen, J., Dunn, 
T., & Anderson, 
D. (2018). 
Impact of 
Collaborative 
Shared Medical 
Appointments on 
Diabetes 
Outcomes in a 
Family Medicine 
Clinic. The 
Diabetes 
Educator, 44(4), 
361-372. 
 

Concept or 
Phenomena: 
SMA 
 
Key Variables:  
HbA1C, 
systolic blood 
pressure  
(SBP), low- 
density 
lipoprotein 
Cholesterol 
(LDL), and 
BMI, Gender, 
Age marital 
status, 
education, 
medication 
compliance,  

N/A Prospective 
quasi-
experimental 
study 

Sample: 
Potential 
participants were 
invited by 
medical staff to 
sign up and flyers 
posted in exam 
rooms. 
(N=59) 
participants 
(N=38) 
participants who 
completed the 12 
months study 
(N=22) male 
(N=37) female 
 
Setting: 
Federally 

Data Collection: 
Surveys, were 
administered to 
participants and 
obtaining 
baseline surveys 
for Problem 
Areas in Diabetes 
(PAID-2) and 
Spoken 
Knowledge in 
Low Literacy in 
Diabetes Scale 
(SKILLD).  
 
Data Analysis: 
Using intention-
to-treat analyses, 
patients are 

After the 
intervention, the 
participants of 
the group 
experienced 
statistically 
significant 
reduction in 
HbA1C ANOVA  
(P < .001) and 
LDL (P=.004) 
throughout the 
study process. 
SBP was lowered 
throughout the 
study period, but 
did not achieve 
statistical 
significance  
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satisfaction with 
diabetes care,  
and financial 
burden 
 
Hypothesis:  
Diabetes 
patients who 
use shared 
medical 
appointments 
visit (SMA) 
education will 
have a quality 
outcome 
compared to a 
usual care (UC) 
one-on-one with 
their doctor.  
 
Research 
Question: 
Will SMA 
diabetes 
education 
compared to 
UC, yield 
quality outcome 
measures 
compared to UC 

Qualified Health 
Center urban 
primary care that 
offered family 
medicine, 
obstetrics 
psychology, and 
clinical pharmacy 
services.   

requested to 
attend at least 6 
sessions over 12 
months period. 
Data was 
analyzed using 
analysis of 
variance and 
ANOVA to 
measure changes.  

(P = .082). 
Analyses 
conducted for 
shorter periods 
found A1C, 
LDL-C, and SBP 
decreased 
significantly 
(P < .001, P = 
.003, P = .042, 
respectively) 
from baseline 
results to 6 
months. A1C, 
LDL-C, and SBP 
decreased 
significantly (P < 
.001, P = .009, P 
= .048, 
respectively), 
there was no 
significant 
change noted in 
weight (P = .401) 
From baseline to 
12 months. 
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or one-on-one 
with physician? 
 

Heyworth, L., 
Rozenblum, R., 
Burgess, J. F., 
Baker, E., 
Meterko, M., 
Prescott, D., 
Neuwirth, Z., … 
Simon, S. R. 
(2014). Influence 
of shared medical 
appointments on 
patient 
satisfaction: a 
retrospective 3-
year 
study. Annals of 
family 
medicine, 12(4), 
324-30. 
 

Concept or 
Phenomena: 
SMA 
 
Key Variables:  
Age, sex, 
race/ethnicity,  
insurance status,  
Healthcare use 
chronic 
conditions, 
number of 
medications 
 
Hypothesis: 
Attending SMA 
versus usual 
care sessions 
that focuses on 
overall 
satisfaction and 
patient-centered 
care experiences 
across key 
domain will 
increase patient 
satisfaction. 

N/A Cross-sectional 
study 

Sample: 
 (N=34,619) for 
usual care and 
(N=981) for 
shared medical 
appointment 
completed self-
selected survey.  
(N=200) were 
randomly 
selected and 
evenly 
distributed for 
three years 
survey using 
Likert scale.  
Adults ages 
< 65 (N= 490) 
≥ 65 (N=491)  
(N=558) Male 
(N=423) There 
were more 
Caucasian non-
Hispanic that 
others. 
 
Setting: 

Data Collection:  
mail in 
questionnaires, 
encounter and 
retrospectively 
analyzed.  
 
Data Analysis:  
Descriptive 
statistics of 
patient’s 
experience, 
multivariate 
logistic 
regression 
analysis to 
evaluate 
differences 
between groups, 
satisfaction and 
Cochrane-Mantel 
test. Analysis  

After education 
findings 
indicated a 
significant 
increase in SMA 
group 
participant’s, 
satisfaction of 
(P=≤.05) 
compared to 
usual care. 
Overall 
Satisfaction 
among SMA 
participant 
remained stable 
with care as 
“very good” and 
showed a 
statistically 
significance at 
(P=<.001) and 
adjusted odd 
ratio at 
(OR)=1.26; 95% 
CI, 1.05-1.52. 
compared to 
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Research 
Question: 
Will shared 
appointment 
versus usual 
care increase 
patient 
satisfaction? 
 

Harvard 
Vanguard 
Associate, a 
multispecialty 
group of 14 
practices in 
Massachusetts 
 

usual care group. 

Housden, L. M., 
& Wong, S. T. 
(2016). Using 
group medical 
visits with those 
who have 
diabetes: 
examining the 
evidence. Curren
t diabetes 
reports, 16(12), 
134. 

Research 
Purpose: 
To synthesize 
literature on 
evidence on the 
efficacy of 
implementing 
group medical 
visit 
intervention 
comparison and 
outcomes to 
usual care in 
patient with 
type 1or 2 
diabetes. 

N/A Systematic 
review 

Sample: 
(N=33) articles 
selected 
 

Data Collection: 
MEDLINE 
(PubMed), 
CINAHL, Biosis, 
ProQuest 
Dissertations and 
Theses, Embase, 
Web of Science, 
Psych Info and 
the Cochrane 
Database of 
Systematic 
Reviews.  
 

Results support 
significant 
improvement 
with patient who 
engage in GMV 
interventions as 
HbA1C, Blood 
pressure, self-
care outcomes, 
such as increase 
physical 
activities and 
medication 
adherence, 
decrease cost to 
patients and 
decrease 
emergency room 
visits and 
hospital visits. 
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Housden L, 
Wong ST, Dawes 
M. (2013). 
Effectiveness of 
group medical 
visits for 
improving 
diabetes care: a 
systematic 
review and meta-
analysis. CMAJ. 
2013;185(13): 
E635-44. 

Research 
Purpose: 
To synthesize 
literature on 
evidence on the 
efficacy of 
implementing 
group medical 
visit 
intervention in 
patients with 
type 1or 2 
diabetes. 

N/A Systematic 
review and Meta-
analysis 

Sample: 
 (N=26) studies 
were selected, 
(N=13)  
Patients age 16-
80 with type 1 or 
type 2 selected. 
Mean age 59.3 
years with 56% 
attending 
(GMV). 
 
Setting: 
Primary 
Healthcare in 
Canada 

Data Collection:  
MEDLINE 
(PubMed), 
CINAHL, Biosis, 
ProQuest 
Dissertations and 
Theses, Embase, 
Web of Science, 
Psych Info and 
the Cochrane 
Database of 
Systematic 
Reviews were 
searched. 
Data Analysis:   
Using review 
Manager 
software 
(RevMan, 
version 5.1, 
Nordic 
Cochrane Centre 
 

Review of the 
various studies 
showed that 
GMVs led to 
statistically 
significant 
decrease in 
(HbA1C of -
0.46%, 95% 
confidence 
interval -0.80% 
to -0.31%) of 
participant who 
attended GMV 
for longer 
periods. A 37% 
reduction in 
microvascular 
complications, 
14% reduction in 
myocardial 
infarction, 6% 
decrease in risk 
of coronary heart 
disease,15% 
reduction in 
stroke and TIAs, 
and 21% 
decrease in risk 
of death from 
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diabetes in 
patient who 
attended GMV 
for longer period. 
 

Kahkoska, A. R., 
Brazeau, N. F., 
Lynch, K. A., 
Kirkman, M. S., 
Largay, J., 
Young, L. A., & 
Buse, J. B. 
(2018). 
Implementation 
and Evaluation of 
Shared Medical 
Appointments for 
Type 2 Diabetes 
at a Free, 
Student-Run 
Clinic in 
Alamance 
County, North 
Carolina. Journal 
of medical 
education and 
training, 2(1). 
 

Concept or 
Phenomena: 
SMA 
 
Key Variables:  
Baseline 
HbA1C, 
 
Hypothesis: 
Implementation 
SMA 
intervention 
program will 
positive impact 
of diabetes self-
management 
behavior in 
uninsured 
patients with 
type 2 diabetes. 
 
Research 
Question: 
Will 
implementing 

N/A Open Cohort 
Design and  
Pre and Posttest 
was used to 
knowledge 
assessment  

Sample: 
(N=29)  
 
Setting: 
North Carolina 
Non-profit clinic 

Data Collection: 
Retrospective 
chart review 
 
Data Analysis: 
Boxplot in 
comparing before 
and after SMA 
HbA1C measures 

After SMA 
intervention 
results showed a 
decrease in 
HbA1C 
measures. Mean 
(SD) HbA1c 
before SMA was 
9.7% ± 1.7% 
(83±7 mmol/ 
mol); mean 
HbA1c after 
SMA was 9.2% ± 
1.8% (77 ± 
8mmol/mol). 
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SMA 
intervention 
program 
positively 
impact diabetes 
self-
management 
behavior in 
uninsured 
patients with 
type 2 diabetes? 
 

Liu, S., Bi, A., 
Fu, D., Fu, H., 
Luo, W., Ma, X., 
& Zhuang, L. 
(2012). 
Effectiveness of 
using group visit 
model to support 
diabetes patient 
self-management 
in rural 
communities of 
Shanghai: a 
randomized 
controlled 
trial. BMC public 
health, 12(1), 
1043. 

Concept or 
Phenomena: 
GMV 
 
Key Variables:  
Socio-
demographic 
variables 
involve age, 
gender, 
ethnicity, 
marital status, 
and 
comorbidities. 
Patient with 
stroke and 
disability were. 
 

Commonly 
Participatory 
Model  
This involved 
community 
governments, 
community 
health centers, 
district CDC and 
researchers from 
universities and 
School of public 
health. 

RCT Sample:  
(N=208) 
participants; 
n=45 male and 
(N=74) female 
ages 35-80 years. 
(N=119) 
intervention 
group or group 
medical visit and 
(N=89) control 
group or usual 
care. (N=98) 
distributed. 
 
Setting: 
A Chinese 
diabetes group 

Data Collection:  
Stanford diabetes 
self-efficacy 
scale and a 
questionnaire 
tool was used as 
data collection 
tool.  
 
Data Analysis:   
Descriptive 
statistics, Chi 
square test and 
analysis of 
variance were 
used to 
differentiate 
demographic data 

After education 
intervention 
group showed a 
statistically 
significant on 
average increase 
in duration of 
aerobic activities 
by > 40 minutes 
per week 
(p=0.001), 
significant 
increase of 0.71 
in self-efficacy to 
manage diabetes 
mean score 
(p=0.02) and 
significant 
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Hypothesis: 
The 
implementation 
of diabetes 
group visits 
program will 
affect self-
management 
behavior and 
self- efficacy in 
patients with 
type 2 diabetes 
 
Research 
Question: 
Will using 
group medical 
visit program be 
effective in 
diabetes self-
management 
behaviors, self-
efficacy and 
health status for 
patients with 
type 2 diabetes? 
 

visit program 
education session 
in rural 
communities of 
Shanghai. 
 

between groups.  improvement in 
illness 
intrusiveness and 
systolic blood 
pressure.  

Mallow, J. A., 
Theeke, L. A., 
Whetsel, T., & 

Concept or 
Phenomena: 
GMV 

Quality Health 
Outcome Model 
(QHOM) 

Retrospective 
Chart Review 

Sample: 
 (N=53) 
participants ages 

 Data 
Collection: 
Through 

Results showed a 
statistically 
significant 
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Barnes, E. R. 
(2013). Diabetes 
group medical 
visits and 
outcomes of care 
in low-income, 
rural, uninsured 
persons. Open 
journal of 
nursing, 3(3), 
314. 
 

Key Variables:  
Age, gender, 
ethnicity, 
marital status, 
duration of 
diabetes, 
education level, 
distance in 
miles from 
residence to 
clinic, 
depression 
score, and co-
morbidities. 
Additionally, 
body weight, 
body mass 
index (BMI), 
glycosylated 
hemoglobin 
(A1C), fasting 
blood glucose 
(FBG), serum 
creatinine, 
serum lipids, 
urine 
microalbumin, 
and blood 
pressure were 
collected from 

18years and 
older, must be 
diagnosed of 
diabetes, 
uninsured, and 
receive free usual 
care and attended 
diabetes group 
medical visit 
(DGMV) 
compared to 
(N=58) 
participants 
receiving usual 
care.  
 
Setting: 
North Central 
Western Virginia 
rural free clinic 
in West Virginia 

electronic chart 
review data entry 
into Microsoft 
access. 
 
Data Analysis: 
Data analysis 
was done using 
Statistical 
Package of 
Social Sciences 
(SPSS) version 
18 

decrease in 
systolic blood 
pressure in 
DGMV at 
(p=0.03) 
compared to 
usual care. Low 
attendance may 
have caused less 
improvement in 
overall DGMV 
outcomes.  
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in initial visit. 
Hypothesis: 
Attending a 
diabetes group 
medical visit 
will help 
uninsured 
diabetes patient 
who receive 
care from a 
rural free clinic 
versus those 
receiving care 
from a usual 
care. 
 
Research 
Question: 
Does using 
diabetes group 
medical visit 
improve 
diabetes 
outcome of care 
in low-income, 
rural, uninsured 
persons 
receiving care at 
a rural free 
clinic versus 
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usual Care? 
 

Merakou, K., 
Knithaki, A., 
Karageorgos, G., 
Theodoridis, D., 
& Barbouni, A. 
(2015). Group 
patient education: 
effectiveness of a 
brief intervention 
in people with 
type 2 diabetes 
mellitus in 
primary health 
care in Greece: a 
clinically 
controlled 
trial. Health 
education 
research, 30(2), 
223-232. 

Concept or 
Phenomena: 
GMV 
 
Key Variables:  
Age, Gender, 
smoking status, 
HbA1c, body 
mass index 
(BMI), 
triglycerides, 
high density 
lipoprotein 
(HDL), and low-
density 
lipoprotein 
(LDL), measured 
at baseline 
 
Hypothesis: 
Group education 
improved 
biochemical 
markers such as 
(HbA1c, BMI, 
triglycerides, 
LDL, and HDL) 
at a 

N/A Clinical 
controlled trial 

Sample 
(N=193) 
participants 
(N=138) 
intervention 
group 
(N=55) 
Setting 
A primary 
healthcare clinic 
in Attica Greece 

Data Collection: 
Data from 
outpatient list at a 
diabetes clinic. 
 
Data Analysis:  
Statistical 
significance 
was set at P< 
0.05 and analyses 
were conducted 
using SPSS 
statistical 
software (version 
17.0). 
Standard 
deviation 
describes 
variables, Chi 
square and 
Fishers exact 
used to compare 
variables, and 
paired t-tests for 
estimation. 

There was a 
significant 
difference 
observed in 
the groups such 
as HbA1c, 1.4 
(95% CI: 1.1, 
1.7), 
(P< 0.001) and 
HDL _ 4.4 (95% 
CI: _ 8.1, 
_ 0.8), (P< 0.001) 
favoring group 
education. 
Additionally, 
intervention 
group presented a 
significant 
reduction in 
HbA1c, _ 0.6 
(95% CI: _ 0.8, _ 
0.3), (P< 0.001), 
in BMI, _ 0.7 
(95% CI: _ 0.9, _ 
0.1), (P. 0.007), 
in triglycerides, 
_ 21.1 (95% CI: 
_ 47.1, _ 9.9), (P. 
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higher level 
than individual 
education. 
 
Research 
Question: 
Does group 
education 
improve 
biochemical 
markers such as 
(HbA1c, BMI, 
triglycerides, 
LDL, and HDL) 
at a higher level 
than individual 
education? 
 

0.003) and LDL, 
_ 10.0 (95% CI: 
_ 22.5, _ 5.7), 
(P< 0.001) 
 

Miller, R. S. 
(2017). An 
Innovative 
Approach to 
Using the 
AADE7 and 
Group Medical 
Visits. AADE in 
Practice, 5(6), 
28-32. 
 

Concept or 
Phenomena: 
GMV 
 
Key Variables:  
HbA1C and 
Average 
knowledge  
 
Hypothesis: 
Group medical 
visits innovation 

N/A Pre and Posttest Sample: 
Convenient 
sampling of 
(N=65) 
participants Age 
18 years and 
older with 
diverse ethnic 
background 
 
Setting: 
Federally 

Data Collection:  
Clinical data 
collection at each 
visit and 
Diabetes 
Knowledge Test 
(DKT). 
 
Data Analysis:   
SPSS Analysis 
using paired test 
 

After 
intervention 
result showed 
statistically 
significant 
decrease of 
HbA1C results 
from baseline to 
(9.387%) to 3 
months (8.704%) 
and 6 months 
(8.222%) post 
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Author & 
Article Tittle 

Qualitative: 
Concepts or 
phenomena 

Quantitative: 
Key Variables 

Hypothesis 
Research 
Question 

Theoretical 
Framework 

Design Sample (N) Data Collection 
(tools/Instrumen

ts 

Findings Notes 

and approach 
will improve 
HbA1C and 
self-care 
behavior 
 
Research 
Question: 
Does group 
medical visits 
innovation and 
approach 
improve 
HbA1C levels 
and self-care 
behavior in 
diabetes 
patients? 
 

Qualified Health 
Clinic  
(FQHC in rural 
Southern 
Louisiana 
 

group education 
 

Newby, O. J., & 
Gray, D. C. 
(2016). 
Culturally 
Tailored Group 
Medical 
Appointments for 
Diabetic Black 
Americans. The 
Journal for 
Nurse 

Concept or 
Phenomena: 
GMV 
 
Key Variables:  
Age, Gender, 
HbA1C, BP, 
total 
cholesterol, and 
BMI 
 

Health believe 
Model 

Retrospective 
Mixed pre-
posttest study  

Sample: 
Convenient 
sampling of 
(N=250) 
participants 
(N=125) in each 
group most were 
females at 64.8% 
in the 
intervention and 
52.8% in usual 

Data Collection:  
Data was 
retrieved from 
Electronic 
Medical Records 
(EMR) and 
regular office 
appointments. 
 
Data Analysis:  
SPSS version 

After running a 
paired t-test there 
was a statistically 
significant 
decrease in 
HbA1C at (t= 
6.45, P= .000 
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Author & 
Article Tittle 

Qualitative: 
Concepts or 
phenomena 

Quantitative: 
Key Variables 

Hypothesis 
Research 
Question 

Theoretical 
Framework 

Design Sample (N) Data Collection 
(tools/Instrumen

ts 

Findings Notes 

Practitioners, 12(
5), 317-323. 
 

Hypothesis: 
Culturally 
tailored group 
medical visit 
intervention 
improved 
diabetes 
outcomes 
among black 
Americans 
 
Research 
Question: 
Will culturally 
tailored group 
medical visit 
intervention 
improve 
diabetes 
outcomes 
among black 
Americans? 
 

group 
 
Setting: 
Primary care 
practice in 
southeastern 
Virginia 

21.0 (SPSS, Inc. 
Descriptive 
statistics were 
used to analyze.  

Omogbai, T., & 
Milner, K. A. 
(2018). 
Implementation 
and Evaluation of 
Shared Medical 
Appointments in 

Concept or 
Phenomena: 
SMA 
 
Key Variables:  
Age, gender, 
HbA1C, BP, total 

Chronic Care 
Model (CCM) 

Quality 
Improvement 

Sample: 
(N=30) 
(N=30) male  
mean age was 
64.7 (SD, 5.36) 
years, and 
60% (N = 18) 

Data Collection:  
 
Data Analysis:  
Data analyzed 
using SPSS 
version 23 
(Armonk, 

There was a 
statistically 
significant 
decrease in 
HbA1C, total 
cholesterol, LDL, 
triglycerides, 
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Author & 
Article Tittle 

Qualitative: 
Concepts or 
phenomena 

Quantitative: 
Key Variables 

Hypothesis 
Research 
Question 

Theoretical 
Framework 

Design Sample (N) Data Collection 
(tools/Instrumen

ts 

Findings Notes 

Veterans with 
Diabetes: A 
Quality 
Improvement 
Study. Journal of 
Nursing 
Administration, 4
8(3), 154-159. 
 

cholesterol, 
HDL, LDL, 
triglycerides, 
body mass index 
(BMI) calculated  
 
Hypothesis: 
Implement SMA 
in a population of 
veterans with 
diabetes in a VA 
Health System 
will improve 
outcomes and 
satisfaction 
 
Research 
Question: 
Will 
implementing 
SMA in a 
population of 
veterans with 
diabetes in a VA 
Health System 
improve 
outcomes and 
satisfaction? 
 
 

were white, 27% 
(N = 8) were 
African 
American, and 
13% (N = 4) 
were Hispanic. 
 
Setting: 
VA Health 
system in New 
York 

New York). 
Descriptive 
statistics as well 
paired t-test were 
used to describe 
baseline and 
clinical 
outcomes. And to 
compare 
outcomes 
between baseline 
and 3 months, 3 
to 6 months, and 
baseline and 6 
months.  

systolic BP, and 
BMI (P < 02) 
there was no 
hospitalization 
and patient 
satisfaction 
significantly 
increased at (P < 
.001). 
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Author & 
Article Tittle 

Qualitative: 
Concepts or 
phenomena 

Quantitative: 
Key Variables 

Hypothesis 
Research 
Question 

Theoretical 
Framework 

Design Sample (N) Data Collection 
(tools/Instrumen

ts 

Findings Notes 

Singer, J., Levy, 
S., & Shimon, I. 
(2018). Group 
versus Individual 
Care in Patients 
with Long-
Standing Type 1 
and Type 2 
Diabetes: A One-
Year Prospective 
Noninferiority 
Study in a 
Tertiary Diabetes 
Clinic. Journal of 
Diabetes 
Research, 2018 

Concept or 
Phenomena: 
GMV 
 
Key Variables: 
Age, durations 
of diabetes, 
HbA1C, weight, 
BMI, waist 
circumference 
SBP, DBP, PCP 
visits and DC 
visits, well-
being index, and 
number of 
hospitalizations 
 
Hypothesis: 
Exploring group 
care in type 
1and type 2 
diabetes in a 
diabetes 
outpatient clinic 
will improve 
outcome care 
compared to 
individual care 
 
Research 

N/A Prospective 
randomized 
nonblinded trail 

Sample: (N=60) 
participants 
(N=32) GC 
group (N=16) 
type 1, (N=16) 
type 2 diabetes, 
(N=28) IC group 
(N=12) type 1 
(N=16) type 2.  
 
Setting: 
In a University 
Hospital Clinic 

 Data 
Collection: 
Multiple 
evaluation tools 
such as personal 
models of 
diabetes (PMD), 
patient areas in 
diabetes (PAID), 
and World 
Health 
Organization 
(WHO) quality 
of life 
questionnaires 
were used. 
 
Data Analysis: 
Mixed model 
repeated 
measures 
ANOVA baseline 
versus follow-up. 
Statistical test 
was conducted 
using IBM SPSS 
Statistics for 
Windows, 
version 22.0. 
Power analysis 

After education, 
the was a 
statistically 
significant 
increase in GC 
number of visits 
to PCP compared 
to IC at 
difference in 
number of visits 
between year 2 
and year 1 of 
−5.9±8.4 in the 
IC group versus 
0.8±8.8 per year 
in the GC group 
(p < 0 02 
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Author & 
Article Tittle 

Qualitative: 
Concepts or 
phenomena 

Quantitative: 
Key Variables 

Hypothesis 
Research 
Question 

Theoretical 
Framework 

Design Sample (N) Data Collection 
(tools/Instrumen

ts 

Findings Notes 

Question: 
Will 
implementing 
group medical 
care in type 
1and type 2 
diabetes in a 
diabetes 
outpatient clinic 
improve 
outcome care 
compared to 
individual care? 
 

done by using G 
Power version 
3.1.9.2 
 

Tardi, A., 
Kapadia, S., 
Kurpius, M., 
Fairbanks, C., & 
Foglio, J. (2015). 
Shared Medical 
Appointments 
and Their Effects 
on Achieving 
Diabetes Mellitus 
Goals in a 
Veteran 
Population. Fede
ral 
Practitioner, 32(
12), 37. 

Concept or 
Phenomena: 
SMA 
 
Key Variables:  
Age, Gender, 
HbA1C, weight, 
 
Hypothesis: 
Implementing 
SMA in the VA 
diabetes 
mellitus 
population will 
improve 
outcomes. 

N/A Retrospective 
chart review 
 

Sample: 
(N=62) 
participants for 
intervention 
group and  
(N=62) control 
group. 
 
Setting: 
Jesse Brown 
Veteran 
Administration 
Medical Center 
(JBVAMC) 

Data Collection:  
Computerized 
patient record 
system (CPRS) 
 
Data Analysis:    
Data was 
evaluated using 
2-samplet-test 
and independent 
t-test 
 

After education, 
participants in 
the SMA group 
had a 1.48% ± 
0.02 (SD) 
reduction in 
HbA1C levels 
compared with a 
0.6% ± 0.02 (SD) 
decrease in the 
control group (P 
= .01). Mean 
changes indicate 
that number of 
SMAs 
attendance ≥ 6 
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Article Tittle 

Qualitative: 
Concepts or 
phenomena 

Quantitative: 
Key Variables 

Hypothesis 
Research 
Question 

Theoretical 
Framework 

Design Sample (N) Data Collection 
(tools/Instrumen

ts 

Findings Notes 

Research 
Question: 
Does 
implementing 
SMA in the VA 
diabetes 
mellitus 
population 
improve 
outcomes? 
 

SMAs led to the 
greatest 
reduction in 
HbA1C of 
2.08%. 
 

Trickett, K. H., 
Matiaco, P. M., 
Jones, K., 
Howlett, B., and 
Briggs Early, K., 
(2016). 
Effectiveness of 
shared medical 
appointments 
targeting the 
triple aim among 
patients with 
overweight, 
obesity, or 
diabetes. The 
Journal, 116(12), 
780. 

Concept or 
Phenomena: 
SMA 
 
Key Variables:  
Cost reduction, 
increased 
population 
health, 
increased 
patient 
experience 
 
Hypothesis: 
Implementing 
SMA will 
improve patient 
diabetes related 
comorbidity and 

N/A Peer-reviewed 
literature 

Sample: 
(N=8) articles 
reviewed and 
included and 
(N=5) of them 
relating to 
diabetes only 
 
Setting: 
Cooperative 
health care 
clinics 
 

Data Collection:  
Literature search 
in PubMed 
 
Data Analysis:  
Data was 
organized by 
pivot table and 
compared 

Improved 
outcome of SMA 
included patients 
and provider 
satisfaction and 
cost reduction. 
Statistically 
significant 
reduction in body 
fat (-1.18%) 
(p<.05) reduction 
in HbA1C (1.1) 
point (p=.009) 
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Qualitative: 
Concepts or 
phenomena 

Quantitative: 
Key Variables 

Hypothesis 
Research 
Question 

Theoretical 
Framework 

Design Sample (N) Data Collection 
(tools/Instrumen

ts 

Findings Notes 

overall and 
health 
 
Research 
Question: 
Can SMA 
approach 
positively affect 
patient’s weight 
and diabetes?  
 

Wu, W. C., 
Taveira, T. H., 
Jeffery, S., Jiang, 
L., Tokuda, L., 
Musial, J., ... & 
Uhrle, F. (2018). 
Costs and 
effectiveness of 
pharmacist-led 
group medical 
visits for type-2 
diabetes: A 
multi-center 
randomized 
controlled 
trial. PloS 
one, 13(4), 
e0195898. 

Concept or 
Phenomena: 
GMV 
 
Key Variables: 
HbA1C, 
Systolic blood-
pressure, and 
LDL 
 
Hypothesis: 
Implementation 
of group 
medical visit in 
T2DM is 
associated with 
cost reduction 
 
Research 

N/A RCT Sample: 
(N=250) 
(N=117) 
randomized 
group (N=133) 
standard care 
group 
 
Setting: 
Veteran Health 
Administration 
(VHA) Hospital 
West Haven 
Providence 

Data Collection:  
Data was 
collected from 
medical records 
using ICD-9 
codes and 
physician 
documentation 
and interviewing. 
 
Data Analysis: 
Generalized 
Estimating 
Equation (GEE)   

After result of the 
intervention 
showed no 
significant 
differences from 
baseline in A1c, 
systolic-blood-
pressure, and 
LDL as well as 
health-related 
quality-of-life 
measures 
between the 
groups. However, 
outpatient 
expenditure from 
baseline was 
significantly 
lower in the 
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phenomena 

Quantitative: 
Key Variables 

Hypothesis 
Research 
Question 

Theoretical 
Framework 

Design Sample (N) Data Collection 
(tools/Instrumen

ts 

Findings Notes 

Question: 
Does 
implementation 
of group 
medical visit in 
T2DM reduce 
cost? 
 

group visit versus 
the standard care 
arm, during the 
study 
intervention 
period and 
several months 
after study 
interventions. 
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APPENDIX C: 
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Pre-test Survey 
 

 This survey is designed to evaluate patient knowledge regarding diabetes self-
management and behavior modification. Your individual response is essential to this 
project and to help us continue to improve our services and your care. Thank you for 
taking time to completing the survey.  
 
Demographic Information 
 
1.What is the number on your folder? 
 
2. What is your age (in years)?   18-25  26-34    35-54     55-64     65+ 
 
3. Gender:  Male    Female   Other Prefer not to say 
 
4. What is your race/ethnicity: 
 _White _Hispanic or Latino _Black or African America _Asian _American Indian or Alaskan 
Native _Native Hawaiian or other Pacific Islander _Mixed-Race _Other _Prefer not to say 
 
5. What is the highest degree of level of school you have completed:  
_Less than a high school diploma _High school degree or equivalent _Bachelor’s degree {e.g. 
BA, BS} _Master's degree (e.g. MA, MS, MEd} _Doctorate {e.g. PhD, MD, EdD} _Other 
 
6. What is your primary spoken language? 
 _English _Spanish _I speak both English and Spanish the same amount _Other 
 
Patient attendance of Group Medical Visits 
 
7.Have you ever attended a Diabetes Group Medical Visit (GMV) before? _Yes _No _ Not sure 

8.How long have you been diagnosed with Type 2 diabetes? _Less than 5 years _5 to 10 years 
_More than 10 years _Not sure 

 Patient Behavioral Change  
 
9. Please select the option below that most describes your plans for diabetes self-management   
behavior change                       
                                                                      

o Do not intend to take action with behavior change within the next 6 months. 
 

o Intend to start behavior change with the next 6 months. 
 

o Ready to take action with behavior change within the next 30 days. 
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o Have recently begun behavior change and intend to continue. 
 

o Have recently begun behavior change but do not intend to continue 
 
Please rank your agreement with the following statements. 
Knowledge Questions: 
 
Diet  
10. On how many of the last SEVEN DAYS have you followed a healthful eating plan? 
  

0  1  2  3  4  5  6  7  
 
11. On average, over the past month, how many DAYS PER WEEK have you followed your 
eating plan? 

0  1  2  3  4  5  6  7 
 
12. On how many of the last SEVEN DAYS did you eat five or more servings of fruits and 
vegetables? 
  0  1  2  3  4  5  6  7  
 
13. On how many of the last SEVEN DAYS did you eat high fat foods such as red meat or full-
fat dairy products? 
 0  1  2  3  4  5  6  7  
 
Exercise  
14. On how many of the last SEVEN DAYS did you participate in at least 30 minutes of physical 
activity? (30 minutes = total minutes of continuous activity, including walking) 

0  1  2  3  4  5  6  7  
 
15. On how many of the last SEVEN DAYS did you participate in a specific exercise session 
(such as swimming, walking, biking) other than what you do around the house or during work? 
 0  1  2  3  4  5  6  7 
 
Blood Sugar Testing 
 
16. On how many of the last SEVEN DAYS did you test your blood sugar?  

0  1  2  3  4  5  6  7  
 
17. On how many of the last SEVEN DAYS did you test your blood sugar the number of times 
recommended by your health care provider?  

0  1  2  3  4  5  6  7  
 
Foot Care 
18. On how many of the last SEVEN DAYS did you inspect the inside of your shoes 
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0  1  2  3  4  5  6  7 
  
19. On how many of the last SEVEN DAYS did you check your feet for sores or bruising?  

0  1  2  3  4  5  6  7  
 

20. On how many of the last SEVEN DAYS did you check your feet for the ability to feel touch 
or pressure? 

0  1  2  3  4  5  6  7  
 
Smoking 
21. Have you ever smoked cigarettes? _Yes _No 
If smoking, have you ever smoked cigarettes? Yes, is selected 
 
22.When did you last smoke a cigarette? 
_Have never smoked cigarettes _More than two years ago _One to two years ago _Four to 
twelve months ago _Within the last month _Today 
 
23. Have you smoked a cigarette— even one puff—during the past SEVEN DAYS?  
_Yes   _No   _If yes How many cigarettes did you smoke on an average day? 
  
24. At your last follow-up visit, did anyone on your health care team ask about your smoking?   
_Yes _No 
 
25. At your last follow-up visit, did anyone on your health care team counsel you about stopping 
smoking or offer to refer you to a stop-smoking programs? 
_Yes _No  
 
Medications  
26. On how many of the last SEVEN DAYS, did you take your recommended diabetes 
medication(s)?   
 0  1  2  3  4  5  6  7  
 
27. On how many of the last SEVEN DAYS did you take your recommended insulin injections?  

0  1  2  3  4  5  6  7  
 
Self-Care Recommendations  
28. Which of the following has your health care team (doctor, nurse, dietitian, and/or diabetes 
educator) advised you to do? Please check all that apply:  
_ Follow a low-fat eating plan  
_ Follow a complex carbohydrate diet   
_ Reduce the number of calories you eat to lose weight  
_ Eat lots of food high in dietary fiber  
_ Eat lots (at least 5 servings per day) of fruits and vegetables  
_ Eat very few sweets (for example: desserts, non-diet sodas, candy bars)  
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_ Other (Please describe):  
_ I have not been given any advice about my diet by my health care team.  
 
29. Which of the following has your health care team (doctor, nurse, dietitian or diabetes 
educator) advised you to do? Please check all that apply:  
_ Get low level exercise (such as walking) on a daily basis. 
 _Exercise continuously for a least 20 minutes at least 3 times a week. 
 _Fit exercise into your daily routine (for example, take stairs instead of elevators, park a block 
away and walk, etc.)  
_Engage in a specific amount, type, duration and level of exercise.  
_Other (Please describe):  
_I have not been given any advice about exercise by my health care team.  
 
30. Which of the following has your health care team (doctor, nurse, dietitian, or diabetes   
educator) advised you to do? Please check all that apply: 
 _ Test your blood sugar using a drop of blood from your finger and a color chart. 
 _ Test your blood sugar using a machine to read the results.  
_ Test your urine for sugar.  
_ Other (Please describe): 
_ I have not been given any advice either about testing my blood or urine sugar level by my 
health care team. 
 
31. Which of the following medications for your diabetes has your doctor prescribed? Please 
check all that apply. 
 _ An insulin shot 1 or 2 times a day. 
 _ An insulin shot 3 or more times a day. 
 _ Diabetes pills to control my blood sugar level.  
_ Other (Please describe): 
 _ I have not been prescribed either insulin or pills for my diabetes.  
 

Questions 10-31 adopted from Toobert, D. J., Hampson, S. E., & Glasgow, R. E. (2000). The 
Summary of Diabetes Self-Care Activities Measure.  
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APPENDIX D: 

POSTTEST SURVEY 
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Post-test Survey 
 

 This survey is designed to evaluate patient knowledge regarding diabetes self-
management and behavior modification. Your individual response is essential to this 
project and to help us continue to improve our services and your care. Thank you for 
taking time to completing the survey.  
 
Patient satisfaction of Group Medical Visits 
 
1.What is the number on your folder 
 
Please rate your experience with the group medical visit 

 
2.How satisfied are you with the group medical visits? 

 
_Very Unsatisfied _Unsatisfied _Neutral _Satisfied _Very Satisfied                                                       

     
3.What did you like about the group sessions? _____________ 

 
4.Was there anything about the group session that you did not like? If so, please 
explain________ 
 
Patient Behavioral Change                        
                                                                      
5. Please select the option below that most describes your plans for diabetes self-management   
behavior change                       
                                                                      

o Do not intend to take action with behavior change within the next 6 months. 
 

o Intend to start behavior change with the next 6 months. 
 

o Ready to take action with behavior change within the next 30 days. 
 

o Have recently begun behavior change and intend to continue. 
 

o Have recently begun behavior change but do not intend to continue 
 
Please rank your agreement with the following statements. 
Knowledge Questions: 
 
 
Diet  
6. On how many of the last SEVEN DAYS have you followed a healthful eating plan? 
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0  1  2  3  4  5  6  7  
 
7. On average, over the past month, how many DAYS PER WEEK have you followed your 
eating plan? 

0  1  2  3  4  5  6  7 
 
8. On how many of the last SEVEN DAYS did you eat five or more servings of fruits and 
vegetables? 
  0  1  2  3  4  5  6  7  
 
9. On how many of the last SEVEN DAYS did you eat high fat foods such as red meat or full-fat 
dairy products? 
 0  1  2  3  4  5  6  7  
 
Exercise  
10. On how many of the last SEVEN DAYS did you participate in at least 30 minutes of physical 
activity? (30 minutes = total minutes of continuous activity, including walking) 

0  1  2  3  4  5  6  7  
 
11. On how many of the last SEVEN DAYS did you participate in a specific exercise session 
(such as swimming, walking, biking) other than what you do around the house or during work? 
 0  1  2  3  4  5  6  7 
 
Blood Sugar Testing 
 
12. On how many of the last SEVEN DAYS did you test your blood sugar?  

0  1  2  3  4  5  6  7  
 
13. On how many of the last SEVEN DAYS did you test your blood sugar the number of times 
recommended by your health care provider?  

0  1  2  3  4  5  6  7  
 
Foot Care 
14. On how many of the last SEVEN DAYS did you inspect the inside of your shoes 

0  1  2  3  4  5  6  7 
  
15. On how many of the last SEVEN DAYS did you check your feet for sores or bruising?  

0  1  2  3  4  5  6  7  
 

16. On how many of the last SEVEN DAYS did you check your feet for the ability to feel touch 
or pressure? 

0  1  2  3  4  5  6  7  
Smoking 
17. Have you ever smoked cigarettes? _Yes _No 
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If smoking, have you ever smoked cigarettes? Yes, is selected 
 
18.When did you last smoke a cigarette? 
_Have never smoked cigarettes _More than two years ago _One to two years ago _Four to 
twelve months ago _Within the last month _Today 
 
19. Have you smoked a cigarette— even one puff—during the past SEVEN DAYS?  
_Yes   _No   _If yes How many cigarettes did you smoke on an average day? 
  
20. At your last follow-up visit, did anyone on your health care team ask about your smoking?   
_Yes _No 
 
21. At your last follow-up visit, did anyone on your health care team counsel you about stopping 
smoking or offer to refer you to a stop-smoking programs? 
_Yes _No  
 
Medications  
22. On how many of the last SEVEN DAYS, did you take your recommended diabetes 
medication(s)?   
 0  1  2  3  4  5  6  7  
 
23. On how many of the last SEVEN DAYS did you take your recommended insulin injections?  

0  1  2  3  4  5  6  7  
 
Self-Care Recommendations  
24. Which of the following has your health care team (doctor, nurse, dietitian, and/or diabetes 
educator) advised you to do? Please check all that apply:  
_ Follow a low-fat eating plan  
_ Follow a complex carbohydrate diet   
_ Reduce the number of calories you eat to lose weight  
_ Eat lots of food high in dietary fiber  
_ Eat lots (at least 5 servings per day) of fruits and vegetables  
_ Eat very few sweets (for example: desserts, non-diet sodas, candy bars)  
_ Other (Please describe):  
_ I have not been given any advice about my diet by my health care team.  
 
25. Which of the following has your health care team (doctor, nurse, dietitian or diabetes 
educator) advised you to do? Please check all that apply:  
_ Get low level exercise (such as walking) on a daily basis. 
 _Exercise continuously for a least 20 minutes at least 3 times a week. 
 _Fit exercise into your daily routine (for example, take stairs instead of elevators, park a block 
away and walk, etc.)  
_Engage in a specific amount, type, duration and level of exercise.  
_Other (Please describe):  
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_I have not been given any advice about exercise by my health care team.  
 
26. Which of the following has your health care team (doctor, nurse, dietitian, or diabetes   
educator) advised you to do? Please check all that apply: 
 _ Test your blood sugar using a drop of blood from your finger and a color chart. 
 _ Test your blood sugar using a machine to read the results.  
_ Test your urine for sugar.  
_ Other (Please describe): 
_ I have not been given any advice either about testing my blood or urine sugar level by my 
health care team. 
 
27. Which of the following medications for your diabetes has your doctor prescribed? Please 
check all that apply. 
 _ An insulin shot 1 or 2 times a day. 
 _ An insulin shot 3 or more times a day. 
 _ Diabetes pills to control my blood sugar level.  
_ Other (Please describe): 
 _ I have not been prescribed either insulin or pills for my diabetes.  
 

Questions 6-27 adopted from Toobert, D. J., Hampson, S. E., & Glasgow, R. E. (2000). The 
Summary of Diabetes Self-Care Activities Measure. 
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APPENDIX E: 

AADE7™ TEACHING TOOLS 
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Adopted from https://www.diabeteseducator.org/living-with-diabetes/aade7-self-care-behaviors 
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APPENDIX F: 

SITE AUTHORIZATION LETTER 
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APPENDIX G: 

DIABETES SCREENING ASSESSMENT FORM 
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APPENDIX H: 

INVITATION LETTER TO PARTICIPATE IN RESEARCH 
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FESSS FAMILY HEALTHCARE 
3039 MEMORIAL COURT 
LAS CRUCES, NM 88011 

Email: management@fesssfh.com 
TELEPHONE: 575-522-4145 

FAX: 575-522-5236 
 
Patient Name 
Patient Address 
 
Date 
 
Salutation (Dear Patient) 
 
FESSS Family Healthcare wants to inform you about some statistics regarding type 2 diabetes in 
New Mexico and our plans to empower our patients to learn more about how to self-manage 
their diabetes via Group Medical Visits. Approximately 241,120 people in New Mexico have 
diabetes. An estimated 59,000 of these people have diabetes but don’t know it. In addition, 
603,000 people in New Mexico have been diagnosed with prediabetes. Side effects of diabetes 
and prediabetes include heart disease, stroke, amputation, end stage kidney disease, blindness, 
and death (American Diabetes Association, 2019). 
 
Our practice is inviting you to join us in a clinical study in Group Medical Visits as a new 
Diabetes Self-Management Education and Support (DSME/S) intervention approach. Group 
Medical Visits include support from providers, staff, and peers in your group; these visits have 
been used across the country and have benefited patients. Our providers believe you and other 
patients diagnosed with type 2 diabetes will enjoy and benefit from this group education. There 
will be five groups each group will be composed of six participants, and you will receive full 
access to staff and providers. Topics to be discussed will include healthy eating, being active, 
monitoring glucose levels, taking medications, problem-solving, healthy coping, and risk 
reduction. After the group sessions, each patient will be seen individually by the providers for 
any health concerns, including lab review, medication refills, and any other complaints. If you 
choose to participate, plan on being part of the study for 6 months and attending a majority of 
your appointments. On the next page are the timeline, dates, and activities. 
 
If you decide to participate, you are agreeing to keep group discussions in all the interventional 
sessions confidential. All charges will be billed to your insurance; you will only pay your usual 
co-pay. The group appointments will take place once a month at the clinic for three months, after 
which there will be follow-ups to determine if the program was successful. Group sessions will 
last for 90 minutes; 35-40 minutes will be allocated for discussions and 45 minutes for one-on-
one consultations. You will take an individual survey before the first group session and after the 
last group session to determine what you learned and how you felt about the group medical visit.  
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VISITS DATES TIME ACTIVITY 
Session 

1 
September 23-26, 2019 8:00 am-9:30 am 

1:00 pm-2:30 pm 
Triage, GMVs and one-
on-one visits 

Session 
2 

October 14-16, 2019 8:00 am-9:30 am 
1:00 pm-2:30 pm 

Triage, GMVs and one-
on-one visits 

Session 
3 

October 28-30, 2019 8:00 am-9:30 am 
1:00 pm-2:30 pm 

Triage, GMVs and one-
on-one visits 
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APPENDIX I: 

INVITATION FLYER TO PARTICIPATE IN RESEARCH 
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DO YOU HAVE TYPE 2 DIABETES? ARE YOU 18 
YEARS OR OLDER AND TAKE ORAL MEDICATION 

OR ON INSULIN?  
THIS STUDY MIGHT BE FOR YOU! 

 
Come join us explore a clinical study in group medical visits as a new Diabetes Self-

Management Education (DSME) intervention. We will use the AADE7 framework depicted 
above to help you manage your type 2 diabetes better. Sessions will begin in the summer 

through the fall. 

You are eligible if you are: 

• 18 years and older 
• Diagnosed with type 2 diabetes 
• Taking Insulin and Oral Medication 

 

Qualified Participants will receive Evidence-Based 
Education and Incentives 

 
• Group medical visits and support  
• One-On-One care with the Providers and Diabetes Educators 
• Glucose Monitor, Pedometer and a Portion Plate 

 
PHONE: Call the clinic (575)-522-4145 and let us know you are interested in Participating  
TIMES: 8:00 am-9:30 am and 1:00 pm-2:30 pm 
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APPENDIX J: 

PARTICIPATION DISCLOSURE 
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Increasing Patient Compliance in Diabetics through Nurse Practitioner led Group Medical Visits 
Elaine Enyonam Attiogbe 

My name is Elaine Attiogbe a Family Nurse Practitioner. I am a graduate student at The 
University of Arizona, in the Doctor of Nursing Practice program. I am conducting a quality 
improvement project using a pre-test-post-test design with an evidence-based educational 
intervention to evaluate the effectiveness of diabetes group medical visits (GMVs) on type 2 
diabetes self-management for FESSS Family Healthcare outpatient clinic. There will be five 
groups and each group will comprise of six participants. Benefits of GMVs include support from 
providers, staff, and peers in your group; this approach has been used across the country and 
proven to be a successful in diabetes education. You are invited to participate if you are 18 years 
and older and take oral medication or on insulin. In the educational sessions, we will discuss 
healthy eating, being active, monitoring glucose levels, taking medications, problem-solving, 
healthy coping, and reducing risks. After the group sessions, each of you will be seen 
individually by your providers for any health concerns, including lab review, medication refills, 
and any other concerns.  
Participation in this project is voluntary; and you can withdraw at any time. No expected risks 
are associated with participating in this project. Before and after survey responses are kept in a 
password secured computer system. If you decide to participate in this educational project, you 
are agreeing to keep all group discussions confidential and you will be asked to complete the 
following: 
 

• Attending a majority of the educational sessions  
• Plan on being part of the project for at least 6 months  
• Complete an online pre-and post-test survey at the beginning and at end of the intervention. This 

is to determine your knowledge and understanding of diabetes self-management and 
effectiveness of group medical visit as a Diabetes Self-Management Education and Support 
(DSME/S) intervention approach. 

There are no anticipated risks to any patient other than having personal discussions with your 
group members. The project participation is completely voluntary and if you refuse to participate 
there will not be any penalty or forfeiture of benefits to which you are entitled. You may 
withdraw at any time you wish from the project. All the de-identified information gathered are 
for the purposes of completing the project. The information is kept in a password secured 
computer system and only the primary investigator has access to it. By choosing to participate in 
the educational discussions, and answer all questions, you are agreeing to permitting me to use 
the information gathered to complete the project. In addition, you must complete all questions 
except demographic information, if you choose. You do not give up any personal legal rights by 
participating in the project.  
 

For questions, concerns, or complaints about the quantitative descriptive project, you can reach 
me by email at eeattiogbe@email.arizona.edu, or by phone at (575)522-4145. 
Thank you for your time and consideration. 
Respectfully, 
 
Elaine E, Attiogbe MSN, FNP-BC, DNP candidate 
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APPENDIX K: 

GROUP MEDICAL VISIT (GMV) EDUCATIONAL INTERVENTION CURRICULUM 

OUTLINE 
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GROUP MEDICAL VISIT SESSION ONE DISCUSSION 

 
Group introduction, sign consent forms answer any concerns regarding project, share and write 
down individual goals for the three sessions. Participants will receive snacks pedometers and 
portion plates. 
 
Introduction:  
 
Approximately 241,120 people in New Mexico have diabetes! 

o An estimated 59, 000 of these people have diabetes but don’t know it. 
o In addition, 603,000 people in New Mexico are prediabetes. 
o Every year an estimated 12,000 people in New Mexico are diagnosed with diabetes. 
o Side effect of diabetes and prediabetes include heart disease, stroke, amputation, end-

stage kidney dieses, blindness – and death (ADA 2019) 
 

What is Type 2 Diabetes Mellitus (T2DM) and Living with T2DM 
• What is T2DM? 
• How does it affect your body?  
• Know importance of learning self-management skills 

Healthy Eating 
• Healthy meal plan such as counting cabs, reading food labels, healthy food choices  
• Grocery shopping 
• Portion control  
• Track daily meals,  
• T2DM and food choice  
• Know your food labels  
• Controlling eating out in a restaurant and family get-together 
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Being Active 
• Importance of exercise and how it benefits the body 
• Personal exercise plan and physical activity goals 
• Types of exercise and physical activities 
• What are the challenges of exercising? 
• Taking baby steps to make a difference  
• Track physical activities 
• Find a walking buddy 
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GROUP MEDICAL VISIT SESSION TWO DISCUSSION 
 
Blood Glucose Monitoring  

• Monitoring your blood glucose  
• How to use glucometer (glucose meter) 
• When to check blood sugar and know what the numbers mean 
• What to do with numbers out of target range 
• Keep a log for your blood sugar and blood pleasure  

 

 

Knowing Your Medication 
• Know your medicine 
• Know your insulin 
• Do not runout of medicine before you call for refills 
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GROUP MEDICAL VISIT SESSION THREE DISCUSSION 
 
Problem Solving 

• Analyze and discuss your day 
• Learn to solve problems  
• Try new solutions to problems 
• Find a diabetes support group online or locally 

 

 
 
Risk Reduction 

• Keeping your appointments 
• Pay attention to your body 
• Do not smoke if you do smoke, quit 
• Visit your eye doctor year and your dentist every 6 month 
• Take care of your feet 
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Healthy Coping 
• Don’t be too hard on yourself if plans don’t work out the way you want it 
• Find time to do things you like 
• Ask for help as soon as possible 
• Think positive about every situation 
• Feel good about your successes and celebrate them 
• Move your body and stay active 

 

 
Adopted from https://www.diabeteseducator.org/living-with-diabetes/aade7-self-care-behaviors 
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APPENDIX L: 

TRANSTHEORETICAL MODEL OF CHANGE 
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Adopted from the TTM Model of change – The Institute for Wellness Education 
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APPENDIX M: 

PATIENT GOAL SHEET 

 



 
 
 

 
141 

 
 
 
 

(Adopted from Lobo & Keech, University of Colorado, 2010) 
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APPENDIX N: 

BLOOD GLUCOSE LOG 
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FESSS Family Healthcare 
Blood glucose log / Chequeo de glucosa 

                                                                 Before Breakfast: 80 to 130mg/dl 
Antes del desayuno: 80 a 130 mg/dl 

        Two hours after meals: below 180 mg/dl 
      Dos horas despues de comer: 180mg/dl 

 
MY TARGET / MI META: Before breakfast /Antes del desayuno_________________________________  

 
Two hours after meals / Dos horas despues de comer: __________________ 

 

 

1       

2       
3       

4       
5       
6       
7       
8       

9       

10       

11       

12       

13       

14       

15       

16       

17       

18       

19       

20       

21       

22       

23       

24       

25       
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APPENDIX O: 

BLOOD PRESSURE LOG 
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Blood Pressure Log 
Date Time  Systolic Diastolic Pulse Notes 

  AM/PM     

  AM/PM     
  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     
  AM/PM     
  AM/PM     

  AM/PM     
  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     

  AM/PM     
  AM/PM     
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APPENDIX P: 

STEP TRACKER SHEET 
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(Adopted from Lobo & Keech, University of Colorado, 2010) 
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APPENDIX Q: 

PARTICIPANT TRACKING SHEET 
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(Adopted from Lobo & Keech, University of Colorado, 2010) 
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APPENDIX R: 

ATTENDANCE SHEET 
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(Adopted from Lobo & Keech, University of Colorado, 2010) 
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APPENDIX S: 

PATIENT CHECK-IN SHEET 
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(Adopted from Lobo & Keech, University of Colorado, 2010) 
 



 
 
 

 
154 

APPENDIX T: 

BASELINE (ALL SUBJECTS) 
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Baseline Behavior Questions (all Subjects) Baseline (all, N = 31) 
 

Med (Min, Max)   Mean 

On how many of the last seven days have you followed a healthful eating 
plan? 

4          (0,      7) 3.8 

On average, over the past month, how many days per week have you 
followed your eating plan? 

4         (0,      7) 4.0 

On how many of the last seven days did you eat five or more servings of 
fruits and vegetables? 

7         (0,      7) 5.2 

On how many of the last seven days did you eat high-fat foods such as red 
meat or full-fat dairy products? 

3         (0,      7) 3.6 

On how many of the last seven days did you participate in at least 30 minutes 
of physical activity? (30 minutes=total minutes of continuous activity, 
including walking) 

3         (0,       7) 3.3 

On how many of the last seven days did you participate in a specific exercise 
session (such as swimming, walking, biking) other than what you do around 
the house or during work? 

3          (0,       7) 3.3 

On how many of the last seven days did you test your blood sugar? 7          (0,       7) 5.1 

On how many of the last seven days did you test your blood sugar the 
number of times recommended by your healthcare provider? 

7          (0,       7) 4.1 

On how many of the last seven days did you inspect the inside of your shoes 7          (0,       7) 4.3 

On how many of the last seven days did you check your feet for sores or 
bruising? 

7          (0,       7) 5.3 

On how many of the last seven days did you check your feet for the ability to 
feel touch or pressure? 

7          (0,       7) 5.4 

On how many of the last seven days, did you take your recommended 
diabetes medication(s)? 

7           (0,       7) 5.3 

On how many of the last seven days did you take your recommended insulin 
injections? 

7           (0,       7) 4 
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