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ABSTRACT  

Welke, M. E. A mixed-methods needs assessment of diabetes self-management education 
in rural Wisconsin. MPH in Community Health Education, May 2020, 117pp. (A. 
Cedergren) 
 
Diabetes is a metabolic disease that affects blood glucose regulation. In 2017, diabetes 
was the seventh leading cause of death in the United States. Adherence to a self-
management regimen can reduce diabetes mortality and disability. Diabetes self-
management practices can be improved through Diabetes Self-Management Education 
(DSME). The purpose of this study was to assess the availability, accessibility, quality of 
DSME in Monroe County. Further, this study attempted to identify strengths, 
weaknesses, opportunities, and threats related to providing DSME within the county. One 
survey and one key informant interview was conducted with six health care providers 
who directly engage in DSME from four health care institutions in Monroe County. 
Results identified two additional locations that county residents may be receiving DSME. 
Further, results indicated that health insurance played a key role in individuals obtaining 
DSME at the various health care institution. Results also revealed a variation in DSME 
quality amongst the four health care institutions. Lastly, strengths identified were 
personalized care and strong communication, weaknesses were no uniformity and 
insufficiencies, an opportunity was partnerships, and a threat was social conditions. 
Results from this study may allow for the expansion and improvement of DSME services 
for Monroe County residents.  
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CHAPTER I 

INTRODUCTION 

Background 

Diabetes is a metabolic disease that affects blood glucose regulation (American 

Diabetes Association [ADA], 2014). Glucose is a needed energy source for cells that 

make up muscle and tissue in the body. Cellular absorptions of blood glucose is 

dependent on insulin. Insulin is a hormone produced by beta cells in the pancreas that 

acts as a key which allows glucose to enter the cells (Kharroubi & Darwish, 2015). 

Diabetes is a state when the target cells have a weak response to insulin, called insulin 

resistance, or the pancreas does not produce insulin at all. Depending on the 

circumstance, diabetes is classified into different types. There are two main types of 

diabetes, type 1, insulin-dependent, which is primarily congenital and type 2, insulin-

resistant, a progression of insulin resistance to dependence due to a variety of factors. The 

latter is always preceded by the state of prediabetes and may serve as an early warning 

diagnosis. Lastly, another branch of type 2 diabetes is gestational diabetes, which is 

developed during pregnancy. Although these types are physiologically different, they 

each stem from the body’s inability to properly utilize blood glucose.  
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In 2017, diabetes was the seventh leading cause of death in the United States 

(Center for Disease Control and Prevention [CDC], 2018a). Almost 80,000 deaths 

certificates listed diabetes as an underlying cause of death, meaning that diabetes was the 

disease that initiated the events leading directly to the death. In total 252,806 listed it as a 

contributing cause of death, meaning that diabetes was just one of many factors 

contributing to fatality, or underlying cause of death (ADA, 2017, 2018; Lifson et al., 

2008).  

Chronic hyperglycemia, or high blood glucose, can cause harm to the eyes, 

nerves, blood vessels, kidneys, and the heart (MedlinePlus, 2019). Additionally, 

hypoglycemia may also be a concern amongst individuals with diabetes. Hypoglycemia, 

or low blood glucose, can be a result of insulin therapy or other diabetic medication that 

helps the body produce and respond to insulin. Hypoglycemia can occur when diabetes is 

not managed properly with other lifestyle behaviors, such as food consumption and 

physical activity (National Institute of Health [NIH], 2016). Overtime, hyper- and 

hypoglycemia can lead to more severe outcomes, including heart disease, renal disease, 

and death (Conway et al., 2018; ADA, 2017). Death due to diabetes may be driven by 

these factors. Diabetes mortality can also be attributed to improper diabetes self-

management (Shrivastava et al., 2013). Diabetes self-management practices are behaviors 

undertaken by individuals with diabetes, or those who are at risk, to successfully manage 

or prevent the disease on their own (Tomky et al., 2008). 

A study conducted by Nam and colleagues (2011) found that adherence to a self-

management regimen can reduce diabetes mortality and disability. The American 

Association of Diabetes Educators (AADE) lists seven essential self-care behaviors that 
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predict good health outcomes: healthy eating, being physically active, monitoring blood 

sugar, adherence to medications, good problem-solving skills, healthy coping skills, and 

risk-reduction behaviors (Haas et al., 2014). Diabetes self-management practices can be 

improved through Diabetes Self-Management Education (DSME), an ongoing process of 

facilitating the knowledge, skill, and ability necessary for diabetes self-care (Funnell et 

al., 2010). It is expected that those with greater knowledge will have a better 

understanding of their disease and be able to slow the progression of the disease and 

avoid complications (Shrivastava et al., 2013). A study by He and colleagues (2016) 

found that DSME has been shown to improve clinical outcomes, reduce all-cause 

mortality due to diabetes, and is a cost-effective practice. However, the authors also 

found that less than 50% of patients with diabetes receive proper DSME.  

Statement of the Problem 

Monroe County is located in the southwestern portion of Wisconsin and is home 

to over 45,000 residents (United States Census Bureau, 2019). The Monroe County 

Health Department has been serving the communities of Monroe County since 1921, with 

the mission to protect, promote, and improve the health of county residents (Monroe 

County, 2012). One responsibility of the Monroe County Health Department is the 

completion of a Community Health Assessment that is used to inform the Community 

Health Improvement Plan (CHIP). The CHIP serves as a guide for future efforts to 

improve the health of the community (Monroe County Health Department, n.d.). The 

2019 CHIP outlines the county’s improvement goals for 2019 through 2022 and focuses 

on three main health areas: mental health, substance misuse and abuse, and nutrition 

(Monroe County Health Department, 2019).  
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Nutrition has repeatedly been selected in past Monroe County CHIPs as a focus 

area because of its ties to chronic disease (Monroe County Health Department, 2012; 

Monroe County Health Department 2016; Monroe County Health Department, 2019). 

The two leading causes of death in Monroe County, similar to the rest of the nation, are 

heart disease and cancer (Monroe County CHIP, 2019). However, Monroe County has 

one of the highest diabetes mortality rates in the state at 34.8 per 100,000 people 

(Wisconsin Department of Health Services [WI DHS], 2019). Thus, the 2019 Monroe 

County CHIP identified the need to reduce diabetes death disparities as a goal, with the 

objective of increasing diabetes prevention and education resources available to county 

residents by 2021. It was determined that a diabetes needs assessment should be 

conducted to better understand what extent diabetes prevention and treatment is 

addressed and what gaps exist within Monroe County. More specifically, there was a 

need to investigate the roles of various health care institutions in Monroe County and the 

DSME provided at these institutions.  

Need for the Study 

In 2017, the age-adjusted United States diabetes mortality rate was 21.5 per 

100,000 people (CDC, 2019a). In comparison, in 2017 Wisconsin was slightly lower with 

an age-adjusted diabetes mortality rate of 19.1 per 100,000 people. However, in Monroe 

County, the same population health indicator was reported to be 34.8 per 100,000 people 

(WI Department of Health Services [DHS], 2019). Because of this disparity, the Monroe 

County Health Department made it a priority to better understand diabetes needs and 

resources in their communities. DSME was identified as a possible focus in addressing 

the problem. As stated earlier, DSME can improve self-management skills and 
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engagement in essential self-management behaviors. Engaging in self-management 

behaviors has been found to be positively correlated with good glycemic control, 

meaning less hyperglycemic and hypoglycemic episodes, a reduction in complications, 

such as heart disease or renal disease, and overall better quality of life (Shrivastava et al., 

2013).  

In 2017, the direct medical expense for diabetes in Wisconsin was $4.1 billion 

dollars, and indirect costs for loss of productivity totaled $1.4 billion. Individuals with 

diabetes have approximately 2.3 times higher medical expenses than someone without 

diabetes (ADA, n.d.). In Wisconsin in 2017, the average health care cost for a person 

with diabetes was $16,750 per year, with about $9,600 of this amount directly attributed 

to diabetes (WI DHS, 2018). A study by Gillett and colleagues (2010) found that DSME 

interventions are cost effective, and the most likely reason for the economic benefits of 

this service is the avoidance of medical visits due to diabetes complications. Therefore, 

DSME can be cost effective for individuals with diabetes and also reduce expenditure for 

entities providing health care services.   

 Little was known about the state of DSME in Monroe County. At least five 

health care institutions, Mayo Clinic Health System, Gundersen Health System, Scenic 

Bluffs Community Health Center, Tomah Health, Tomah VA Medical Center, offer some 

form of DSME throughout Monroe County (K. Day, personal communication, October, 

2019). However, it was not known whether Monroe County residents are receiving 

DSME from other providers. In addition, to better understand DSME in Monroe County 

it is also necessary to understand how individuals are able to access services, and the 

quality of DSME services within the five identified health care institutions.  
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Purpose of the Study 

The purpose of this study was to assess the availability, accessibility, and quality 

of DSME in Monroe County. The purpose of this type of comprehensive assessment was 

to more fully understand the services provided in Monroe County related to diabetes 

prevention, education, and management. Having this knowledge may allow for expansion 

and improvement of these services for county residents. Further, this study attempted to 

identify strengths, weaknesses, opportunities, and threats related to providing DSME at 

various health care institutions within Monroe County to identify both existing resources 

as well as what the county was missing, and where and how improvements could be 

made. By gaining this understanding, Monroe County may begin to address the high rate 

of diabetes mortality through the avenue of DSME. 

Research Questions 

1. To what extent are patient supports related to diabetes self-management education 

provided within select health care institutions in Monroe County, Wisconsin?  

2. To what extent are organizational supports related to diabetes self-management 

education provided within select health care institutions in Monroe County, 

Wisconsin? 

3. What are Strengths, Weaknesses, Opportunities, and Threats as far as diabetes self-

management education provided within select health care institutions in Monroe 

County, Wisconsin? 

4. How are individuals able to obtain diabetes self-management education through select 

health care institutions in Monroe County, Wisconsin?  
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5. What health care institutions or other organizations provide diabetes self-management 

education in Monroe County, Wisconsin? 

Delimitations 

• Only the five health care institutions previously identified as providing DSME in 

Monroe County were ask to provide data in this study.  

• Only persons identified by the community contact person were contacted to identify 

participants for this study.   

• Quality of DSME was assessed using just one professionally available framework.  

Limitations 

• Participants may not have understood all survey and interview questions.  

• Participants may not have answered all survey and interview questions honestly.  

• Participants may not have answered all survey and interview questions completely or 

accurately.  

Assumptions 

• Participants understood all survey and interview questions. 

• Participants answered all survey and interview questions honestly.  

• Participants answered all survey and interview questions completely and accurately. 

• The most appropriate persons to provide data for this study were identified by the 

community contact person.   

Definition of Terms 

• Accessibility: “the ease with which an individual can obtain needed medical services” 

(Research and Development Corporation, n.d., para. 1). Participants were asked how 

patients accessed DSME through their organizations. Sub questions included having 
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participants provide detail on how accessing services was done, and what role health 

insurance played in accessing services. This provided insight on the ease or difficulty 

with which an individual can obtain DSME.  

• Availability: “the sufficient supply and appropriate stock of health workers, with the 

competencies and skill‐mix to match the health needs of the population” (World 

Health Organization [WHO], 2020, para. 1). Participants were asked where else, that 

they know of, provided diabetes self-management education services. This provided 

insight on the supply of these services in Monroe County.  

• Axial coding: the grouping of initial codes along conceptual categories that reflect 

commonalities among codes (Marshall & Rossman, 2016).  

• Diabetes Self-Management Education (DSME): “the ongoing process of facilitating 

the knowledge, skill, and ability necessary for diabetes self-care” (Funnell et al., 

2010, p.145). 

• Diabetes Self-Management: practices and behaviors undertaken by individuals with 

diabetes or those who are at risk to successfully manage or prevent the disease on 

their own (Tomky et al., 2008). 

• Disparities: “preventable differences in the burden of disease, injury, violence, or 

opportunities to achieve optimal health that are experienced by socially disadvantaged 

populations” (CDC, 2018b, para. 1).  

• Open coding: the initial process of identifying patters and key ideas in data (Marshall 

& Rossman, 2016).  

• Organizational Supports: “the level of support at the health care institution level” 

(Shaw et al, 2011, p.185). 
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• Patient Supports: “the level of care between the patient and the health care provider” 

(Shaw et al., 2011, p.185). 

• Semi-Structured Interviews: scripted interview, asking specific questions in a specific 

sequence, sometimes without follow up (Marshall & Rossman, 2016).  

• Social Determinants of Health: "conditions in which people are born, grow, live, 

work, and age that shape their health.” They include, economic stability, 

neighborhood and physical environment, education, food, community and social 

context, and health care system (Kaiser Family Foundation [KFF], 2018, para. 1).   

• SWOT Analysis: “strengths, weaknesses, opportunities and threats analysis is an 

examination of an organization’s internal strengths and weaknesses, its opportunities 

for growth and improvement, and the threats the external environment presents to its 

survival” (Harrison, 2010, p.92). 

• Thematic Analysis: the method of identifying patterns, or themes, within a set of data 

(Braun & Clarke, 2006). 
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CHAPTER II 

LITERATURE REVIEW 

Diabetes 

Diabetes is a metabolic disease that affects blood glucose regulation (American 

Diabetes Association [ADA], 2014). Glucose is a needed energy source for cells that 

make up muscle and tissue in the body and serves as the primary fuel source for the 

central nervous system (Mayo Clinic, 2018). Cellular absorptions of blood glucose is 

dependent on insulin. Insulin is a hormone produced by beta cells in the pancreas that 

acts as a key which allows glucose to enter the cells (Kharroubi & Darwish, 2015). 

Diabetes is a state when the pancreas does not produce insulin at all, or the target cells 

have a weak response to insulin, called insulin resistance.  

Insulin resistance leads to the body not easily being able to take glucose out of the 

blood. If the body continues to have poor responsiveness to insulin, it can cause the 

pancreas to produce even more insulin in an effort to overcome the cells’ weak response, 

which ultimately can put strain on the pancreas. Eventually, the pancreas cannot keep up, 

leading to consistently high blood and failure of the beta-cells. Conversely, the body’s 

inability to produce insulin at all has been attributed to congenital autoimmune responses 

where the body mistakenly attacks and destroys the insulin making cells in the pancreas 
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(Kharroubi & Darwish, 2015). There are different types of diabetes, but each stem from 

the body’s inability to properly utilize blood glucose. 

Types 

Prediabetes is characterized by blood glucose levels that are higher than normal, 

but not yet high enough to be considered type 2 diabetes (National Institute of Health 

[NIH], 2018). The average fasting blood glucose level of an individual without diabetes 

ranges from 70-99 mg/dL. However, an individual with prediabetes has fasting blood 

glucose levels consistently between 100 mg/dL and 120 mg/dL, and a HbA1c between 

5.7% and 6.4% (Mayo Clinic, 2019; ADA, 2014). Individuals who have developed 

prediabetes most likely have genetic or lifestyle factors that over time put them at higher 

risk for insulin resistance. The causes of insulin resistance remain complex, but one of the 

most common risk factors is being overweight or obese (NIH, 2018). One in three 

Americans have prediabetes, which equates to over 84 million people. Fortunately, 

prediabetes can potentially be reversed through lifestyle changes. This can be done 

through losing a small amount of weight, 5-7% of body weight is recommended, and 

getting regular physical activity, 150 minutes each week (Center for Disease Control and 

Prevention [CDC], 2020). However, if prediabetes is not addressed, it can develop into 

type 2 diabetes. 

Annually, 5-10% of individuals with prediabetes develop type 2 diabetes, or 

insulin resistant diabetes (Tabak et al., 2012). With type 2 diabetes, the body is not only 

resistant to the effects of insulin, but it also cannot produce enough insulin to keep blood 

glucose under control. Type 2 diabetes is characterized by fasting blood glucose levels 

that are consistently over 126 mg/dL and an HbA1c above 6.5% (Mayo Clinic, 2019; 
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ADA, 2014). Again, a common risk factor for type 2 diabetes is being overweight and 

obese. The more adipose tissue, markedly intramuscular, subcutaneous, and visceral, the 

more resistant cells become to insulin (Mayo Clinic, 2020a). As with prediabetes, type 2 

diabetes can often be managed with lifestyle changes such as weight reduction, 

nutritional intervention, and adherence to exercise. If that is not enough to manage blood 

glucose levels, insulin therapy may be needed periodically (Mayo Clinic, 2019). Nearly 

30 million Americans have type 2 diabetes (CDC, 2019b). Though it used to be known as 

adult on-set diabetes, the disease is increasingly prevalent in youth and young adults 

(Mayo Clinic, 2019).  

Another form of this disease is type 1 diabetes, insulin dependent. This type of 

diabetes is vastly different from prediabetes and type 2 diabetes, which both mostly result 

from lifestyle factors (Mayo Clinic, 2019). Type 1 diabetes is caused by an autoimmune 

response that destroys the beta-cells that produce insulin, inhibiting the body from 

making its own insulin. This is commonly caused by genetic susceptibility in 

combination with environmental and immunological factors (Paschou et al., 2017). 

Individuals with type 1 diabetes are dependent on insulin injections to control blood 

glucose. Type 1 diabetes, which is sometime referred to as juvenile diabetes, has no cure, 

and treatment is focused on controlling blood sugar levels with insulin, diet, and a healthy 

lifestyle to avoid complications (Mayo Clinic, 2017).  An estimated 1.25 million 

Americans have type 1 diabetes (Beyond Type 1, 2017).  

Lastly, gestational diabetes develops during pregnancy in women who did not 

previously have a diabetes diagnosis (CDC, 2019c). Gestational diabetes affects nearly 

10% of pregnancies (ADA, n.d.). For most, gestational diabetes does not present any 
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signs or symptoms, which is why testing for the disease is a routine part of prenatal care. 

Gestational diabetes is characterized by a blood sugar level of 190 mg/dL or above and is 

usually diagnosed in the in the second trimester of pregnancy, between 24 and 28 weeks. 

It can often be controlled through healthy eating and getting regular physical activity, 

however, sometimes insulin therapy is needed. Having gestational diabetes puts a woman 

at risk of developing type 2 diabetes, with approximately 50% of women developing type 

2 (CDC, 2019c). After birth, as well as six and 12 weeks postpartum, women will be 

checked to ensure blood glucose levels return to normal, which they do for most women. 

However, if blood glucose remains consistently high, a woman will be diagnosed with 

type 2 diabetes and begin a treatment and management plan (Mayo Clinic, 2020b).  

Diabetes Pathology 

With all types of diabetes, when left untreated or when poorly managed, 

complications and health concerns may arise. Hyperglycemia, or high blood glucose, has 

the potential to cause great damage to the body. Over time, too much glucose in the blood 

can cause microvascular complications such as weakening of vessel walls, as well as lead 

to damage of nerves and interfering with their ability to send signals. This can then 

negatively impact specific body parts or organs like eyes, the kidneys, the heart, the 

brain, and legs (World Health Organization, n.d.). In addition, a life-threatening condition 

called ketoacidosis can occur from poorly managed diabetes. Ketoacidosis develops 

when the body does not have enough insulin, enough food, or when certain insulin 

reactions occurs, resulting in glucose not being able to be used as an energy source. 

Consequently, the body begins to break down fat for energy as a substitute. Ketones are a 

by-product of fat breakdown that makes the body more acidic. The buildup of ketones 
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sends the body into diabetic ketoacidosis, which can lead to a diabetic coma or death 

(ADA, n.d.).  

Hypoglycemia, or low blood glucose, is also a concern associated with diabetes. 

Hypoglycemia can be a side effect of insulin therapy or other diabetic medication that 

helps the body produce insulin. It most often happens when individuals with diabetes do 

not match their food intake or physical activity with the amount of insulin or diabetic 

medication they are taking. For example, not eating enough carbohydrates, which are the 

main source of glucose in the blood, and having too much insulin can cause 

hypoglycemia (NIH, 2016). If blood glucose is not returned to a safe level, hypoglycemia 

can cause severe complications. The human brain requires blood glucose to function. 

Without it, brain damage can occur, which can potentially lead to death (Cryer, 2007). 

For pregnant women, consistently high or low blood glucose can cause preeclampsia or 

preterm labor. The baby can also suffer complications, such as growing too large or a 

severe blood glucose drop shortly after birth (Mayo Clinic, 2020b).  

Diabetes Morbidity & Mortality 

In addition to the acute health concerns associated with poorly managed blood 

glucose levels, mortality amongst those with type 1 diabetes is three to five times higher 

than the general population (Conway et al., 2018). Additionally, among individuals with 

type 2 diabetes, a two to four-fold increased mortality rate has been recorded compared to 

individuals without the disease (Andersson et al., 2018). As of 2017, diabetes was the 

seventh leading cause of death in the US (CDC, 2018a). Almost 80,000 deaths 

certificates listed diabetes as an underlying cause of death, meaning that diabetes was the 

disease that initiated the events leading directly to the death. In total 252,806 listed it as a 
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contributing cause of death, meaning that diabetes was just one of many factors 

contributing to fatality, or underlying cause of death (ADA, 2017, 2018; Lifson et al., 

2008). In 2017, the age-adjusted United States diabetes mortality rate was 21.5 per 

100,000 people (CDC, 2019a). In comparison, in 2017 Wisconsin was slightly lower with 

an age-adjusted diabetes mortality rate of 19.1 per 100,000 people (Wisconsin 

Department of Health Services [WI DHS], 2019).  

Causes of Death Associated with Diabetes 

There are many ways that diabetes directly or indirectly can lead to death. A study 

by Gagnum and colleagues (2016) followed individuals with type 1 diabetes, who were 

older than 15 years of age at the time of diagnosis, for 40 years to determine cause of 

death. They discussed that cause of death in young adults with diabetes was mainly due 

to acute diabetes complications, while deaths among older adults were more likely to 

result from long-term complications. The authors found that the leading cause of death 

for their study cohort was acute diabetes complications, with 68.3% experiencing diabetic 

ketoacidosis and 31.7% succumbing to hypoglycemia. This study also found that deaths 

caused by cardiovascular disease increased by age and cardiovascular disease was the 

major cause of death after 30. A similar study found that the leading cause of death for 

individuals with diabetes over the age of 40 was ischemic heart disease (Conway et al., 

2018). Overall, the risk of death from cardiovascular disease is almost threefold for 

individuals with diabetes compared to those without the disease. This includes coronary 

heart disease, stroke and heart failure (Baena-Diez et al., 2016).  

Renal disease is another contributor to diabetes mortality. Like cardiovascular 

disease, the risk of dying from renal disease that develops as a result of diabetes tends to 
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increase with age. Conway and colleagues (2018) studied a sample of individuals with 

diabetes for an average 9.5 years to determine cause of death. They found that renal 

disease caused the most deaths after the age of 40. Liu and colleagues (2019) further 

reported that renal disease was as the second leading cause of death, second only to 

cardiovascular disease. Gagnum and colleagues (2016) found an association between 

renal disease and cardiovascular disease, stating that renal disease contributed to a large 

number of deaths, however, many of those with renal disease ultimately died due to 

cardiovascular disease.  

Emerging evidence also suggests that there is an association between 

dysglycemia, or the abnormality of blood glucose stability, and cancer related deaths 

(Sharma et al., 2017). A recent study showed that diabetes was associated with a 26% 

increased risk of death due to cancer. Though the exact nature of this association is not 

completely understood, it may involve insulin resistance and the alteration of insulin-like 

growth factor pathways (Liu et al., 2019). Other studies further support the association 

between diabetes and cancer deaths. Baeana-Diez and colleagues (2016) found a 

moderate association between diabetes and cancer deaths, specifically liver and colorectal 

cancer. Furthermore, Conway and colleagues (2016) identified cancer as the third leading 

cause of death amongst individuals with type 2 diabetes. The authors stated that cancer is 

an emerging contributor to premature death among diabetes patients. Additionally, like 

for cardiovascular disease and renal disease, the risk of deaths due to cancer was higher 

in participants who had diabetes for a longer duration.   
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Risk Factors for Poor Diabetes Health Outcomes 

Social determinants of health are conditions in which people are born, grow, live, 

work, and age. They include factors such as socioeconomic status, education, 

environment, social support networks, and access to health care (Kaiser Family 

Foundation [KFF], 2018). Regarding diabetes-related health outcomes, social 

determinants of health can play an integral role regarding the presence and significance 

of risks. One study found having a low-income was associated with all-cause and 

cardiovascular disease mortality amongst diabetes patients. (McEwen et al., 2007). The 

researchers also determined that even with good access to health care, socioeconomic 

circumstances are still an important predictor of mortality. A study from Ohio showed 

similar findings, with three-quarters of respondents indicating that they had a regular 

health care provider, but 11% still reporting that they didn’t see a doctor when needed 

because of cost (Ruhil et al., 2017).  More generally, Gopisetty and colleagues (2018) 

found that cost was a key barrier to optimal diabetes care, with nearly 50% of participants 

citing it as a barrier. Costs were associated with medication, diabetic supplies, and routine 

care. For a chronic disease like diabetes, absent or inadequate care can result in 

worsening of long-term effects (Clark & Utz, 2014).  

Educational attainment is also a social determinant of health that plays a 

significant role for those with diabetes, as greater educational attainment has been linked 

with a lower risk of diabetes and improved health outcomes. Ruhil and colleagues (2017) 

found over half of the respondents in their study who had diabetes had a high school 

education or less. Research shows that those with a higher level of education are more 

likely to engage in preventative behaviors, such as eating healthier and being more 
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physically active (Clark & Utz, 2014). Education level has also been found to be a strong 

predictor of diabetes self-management activities (Song et al., 2012). Furthermore, 

education specific to diabetes has shown to improve patient’s blood glucose levels and 

their glycemic control (Marquez et al., 2018). Increasing patient knowledge of the disease 

can lead to earlier diagnosis and earlier intervention to prevent diabetes complications 

(Clark & Utz, 2014).  

The environment around an individual is directly tied to their health (Rodriguez, 

2013). Clark and Utz (2014) examined social determinants and health outcomes of 

individuals with type 2 diabetes, and found that the built environment was a stronger 

predictor of health outcomes than any other social determinates. For example, diabetes 

patients in rural settings experience obstacles compared to urban counterparts. These 

obstacles may stem from workforce shortages, as many rural health care settings don’t 

staff specialists. One study showed that a higher ratio of health care professionals, 

specifically those with expertise such as Certified Diabetes Educators, to patients leads to 

a higher well-being. In addition, enough health care facilities that provide the right type 

of services, in this case DSME, lead to better health outcomes for diabetes patients 

(Vogel et al., 2018).  

Socioeconomic factors are another obstacle that may become more pronounced in 

sparsely populated areas. In many rural communities, poverty rates are high and many 

people do not have health insurance to help pay for care. As far as access to care, 

individuals with diabetes who are underinsured or uninsured have been found to be less 

likely to receive routine care and less likely to engage in preventative behaviors, such as 

blood glucose monitoring. Additionally, people may have limited access to 
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transportation, which could negatively impact their ability to get to appointments 

(Kuykendall, 2018). Rural areas also have a greater percentage of residents with diabetes 

compared to urban areas (Mainous et al., 2004). Specifically, Ross and colleagues (2014) 

reported that rural areas experience a 17% higher prevalence rate of diabetes. 

Unfortunately, because of factors like the ones discussed above, rural residents with 

diabetes can face barriers to developing effective diabetes self-management behaviors, 

which may contribute to poor diabetes outcomes.  

Social support includes an individual’s relationships that make them feel cared for 

and supported. Social support systems are an important influence for diabetes self-

management (Clark & Utz, 2014). Tang and colleagues (2008) examined social supports 

and self-management behaviors of individuals with type 2 diabetes and found that greater 

social support is correlated with improved self-management outcomes. Further, the 

perceptions of negative or low-level social support were found to increase the risk of poor 

self-management. Song and colleagues (2012) examined similar factors related to unmet 

social support needs and diabetes self-management. Their study found that unmet social 

support needs are associated with poor diabetes self-management in the form of meal 

planning, taking medication, physical activity, and testing blood glucose. Additionally, 

participants of a more recent study expressed a desire to have family members included 

in their diabetes care, stating that “family members don’t understand the seriousness of 

diabetes and the impact it could have on their lives” (Scarton et al., 2019, p. 229). 

Participants also expressed lack of support in other areas, such as eating healthy and 

physical activity. They stressed the need for family members to be educated on how to be 
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more supportive. Providers also expressed that lack of social support systems interfered 

with their ability to treat the patients’ diabetes effectively (Ruhil et al., 2017).  

Diabetes Self-Management Education 

Diabetes self-management practices are behaviors undertaken by individuals with 

diabetes, or those who are at risk of developing diabetes, to successfully manage or 

prevent the disease (Tomky et al., 2008). According to the American Association of 

Diabetes Educators (AADE), there are seven essential self-care behaviors that predict 

good health outcomes: healthy eating, being physically active, monitoring blood glucose, 

adherence to medications, good problem-solving skills, healthy coping skills, and risk-

reduction behaviors (Haas et al., 2014). Engaging in the seven essential self-care 

behaviors has been found to be positively correlated with good glycemic control, 

reduction of complications, and improvements in quality of life. Diabetes self-

management education (DSME) is the ongoing process of facilitating the knowledge, 

skills, and ability necessary for diabetes self-care (Funnell et al., 2010). Self-management 

of diabetes requires acquisition of knowledge and skills to engage in appropriate 

behaviors necessary to maintain good health, such as adhering to medications or 

monitoring blood glucose. Diabetes self-management behaviors can be learned through a 

variety of avenues, including informal sources such as friends or family members. 

However, formal diabetes self-management education provided by a health care 

professional is necessary to understand the medical aspects of self-management, like 

monitoring and controlling blood glucose levels (Jeffers et al., 2019). 

 Studies show that individuals with diabetes who have positive beliefs and 

attitudes towards diabetes medication and self-management are more likely to adhere to 
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their treatment protocol and change behaviors in order to better control their disease 

(Nam et al., 2011). It is expected that those with greater knowledge of diabetes will have 

a better understanding of their condition and be able to slow the progression of the 

disease and avoid complications. The ADA found that there was a fourfold increase in 

diabetes complications among individuals with diabetes that had not received any DSME 

(Mensing et al., 2000). Other research has shown that DSME has a significant effect on 

reducing all-cause diabetes mortality and improving clinical outcomes (He et al., 2017). 

However, even though there is plenty of evidence that DSME should be a fundamental 

part of diabetes care, and providers identify that one-fifth of their diabetes patients 

struggle with managing their disease, recent studies show that less than 50% of patients 

receive this service (He et al., 2017; Prochaska et al., 2009). 

Further, in 2017, the direct medical expense for diabetes in Wisconsin was $4.1 

billion dollars, and indirect costs for loss of productivity totaled $1.4 billion. Individuals 

with diabetes have approximately 2.3 times higher medical expenses than someone 

without diabetes (ADA, n.d.). In Wisconsin in 2017, the average health care cost for a 

person with diabetes was $16,750 per year, with about $9,600 of this amount directly 

attributed to diabetes (WI DHS, 2018). A study by Gillett and colleagues (2010) found 

that DSME interventions are cost effective, and the most likely reason for the economic 

benefits of this service is the avoidance of medical visits due to diabetes complications. 

Therefore, DSME can be cost effective for individuals with diabetes and also reduce 

expenditure for entities providing health care services.   
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Delivery of Diabetes Self-Management Education 

 Health care providers have their own knowledge, attitudes, and beliefs towards 

diabetes and DSME. In some cases, this can lead to conflict and confusion for the patient. 

One study found that many providers do not consider type 2 diabetes to be a serious 

disease. The researchers in this study concluded that if the provider downplays the 

seriousness of the disease at time of diagnosis, the patient perceives it as less serious as 

well. This influences the patient's attitudes and beliefs towards diabetes and subsequently 

their self-management behaviors (Nam et al., 2011). Another study found that providers 

noted that they struggle to communicate the severity of diabetes to patients (Ruhil et al., 

2017). Further, providers may have low self-efficacy as it comes to carrying out diabetes 

treatment and education, which in turn can negatively influence the patient's self-

management ability (Nam et al., 2011).  

One way to address these issues amongst providers is to follow the National 

Standards for Diabetes Self-Management Education. These standards assist providers and 

educators in maximizing the quality of the services they provide (Haas, 2014). Prochaska 

and colleagues (2009) found that very few providers are implementing DSME Standards, 

with only 15.4% of study participants indicating that they implement at least best practice 

guidelines outlined by the Standards. The authors argue that implementation of these 

standards is imperative to successfully reduce health disparities for rural residents. The 

standards serve as a guide and as a source of recognition for accreditation of DSME 

programs. Yet, only 27% of providers were familiar with at least one best practice 

guideline outlined by the National Standards (Prochaska et al., 2009). This could explain 

in part why providers have low self-efficacy in providing DSME. 
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Another factor that could determine the effectiveness of DSME is good patient-

provider communication. Good patient-provider communication has been found to 

predict better diabetes self-management and better diabetes outcomes (Prochaska et al., 

2009). However, providers of diabetes care are often overbooked, which may result in 

short office visits and poor patient-provider communication. One study found that a 

typical diabetes care appointment was on average 22.3 minutes long, which in most cases 

is not an adequate amount of time to address many self-management practices. The 

researchers also described that patients felt that their encounters with providers were too 

formal, as if they were just checking off items on a list (Kruse et al., 2013). More so, 

along with enhancing patient-provider communication, shared decision making has been 

shown to result in greater patient satisfaction, adherence to treatment plans, and improved 

health outcomes (Hyman, 2017). One way that can be done is to evaluate a patient's 

specific needs and include patients in self-care decisions (Shrivastava et al., 2013).  

Another important aspect of DSME that isn’t addressed is ensuring that services 

are sufficient and ongoing. In a recent study, patients expressed that they were given little 

information at the time of being told they had diabetes, and they were left confused about 

their diagnosis and treatment plan (Ruhil et al., 2017). In another study, Reyes and 

colleagues (2017) found that not enough feedback or recommendations were given 

during office visits. Additionally, it has been suggested that an educational class was the 

best way to learn how to manage diabetes, and that education needs to be ongoing (Ruhil, 

2017). Shrivastava and colleagues (2013) supported this approach, stating that periodic 

reinforcement is necessary to achieve behavior change and sustain that change long-term. 
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Further, research shows that longer appointment times can lead to improved diabetes care 

(Nam et al., 2011).  

Ensuring high-quality delivery of self-management education is vital for both 

diabetes care and prevention of complications. Patient support, or the level of care 

between the patient and the health care providers, as well as organizational support, also 

thought of as the level of support at the health care institution level, are both important to 

address when identifying standards for optimal performance by health care organizations 

(Brownson et al., 2007). Patient support is essential for individuals with diabetes to be 

successful and confident in their self-management. As discussed by Shrivastava and 

colleagues (2013), there are recommended activities providers can engage in to ensure 

patients are receiving the best DSME to achieve optimal health outcomes. First, providers 

should alter education and make modifications so that it is specific to each patient and 

based on the patient’s needs. Secondly, it is essential that providers engage patients in 

developing self-management regimens. Routines should be specific to each patient, their 

needs, and their resources. Patients should feel confident in their ability to carry out self-

management regimens based on the knowledge and skills they are taught. Thirdly, health 

care providers should document each patient's self-care regimen in their medical records 

to promote continued conversation with the patient and assessment of success. Lastly, 

while educating and developing self-care regimens, providers should regularly plan and 

schedule follow-ups with patients. Overall, during DSME, providers should be 

addressing all seven essential self-care behaviors as outlined by the AADE.  

Organizational support is important to assess primarily to determine gaps related 

to DSME within organizations. There is also the need to examine the influence of 
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organizational structure on the effectiveness of the provision of DSME (Haas et al., 

2014). Elements of care such as coordinated referrals, continuity of care, and system for 

documentation are all important when caring for diabetes patients (Brownson et al., 

2007). Understanding where gaps lie within health care institutions can allow for 

improvements within institutions.  
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CHAPTER III 

METHODS AND PROCEDURES 

Introduction 

Diabetes is a metabolic disease that affects blood glucose regulation. (American 

Diabetes Association [ADA], 2014). Glucose is a needed energy source for cells that 

make up muscle and tissue in the body. Cellular absorptions of blood glucose is 

dependent on insulin (Kharroubi & Darwish, 2015). When left untreated, or poorly 

treated, diabetes can lead to serious complications, including heart disease, renal disease, 

and death (Conway et al., 2018; ADA, 2017). As of 2017 diabetes was the seventh 

leading cause of death in the United States (Center for Disease Control and Prevention 

[CDC], 2018a). Mortality for individuals with type 1 diabetes has been found to be three 

to five times higher than the general population (Conway et al., 2018). Additionally, 

people with type 2 diabetes have been found to have a two to four-fold increased 

mortality rate compared to individuals without the disease (Andersson et al., 2018). In 

2017, the age-adjusted United States diabetes mortality rate was 21.5 per 100,000 people 

(CDC, 2019a). That same year, Wisconsin had an age-adjusted diabetes mortality rate of 

19.1 per 100,000 people. However, in Monroe County, the 2017 age-adjusted mortality 

rate was 34.8 per 100,000 people (WI Department of Health Services, 2019).  
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Deaths due to diabetes, including the development of comorbid conditions, such 

as heart disease and renal disease, typically stem from complications associated with poor 

glycemic control (Gagnum et al., 2016). One contributor of poor glycemic control may be 

improper diabetes self-management (Nam et al., 2011). Diabetes self-management 

practices are behaviors undertaken by individuals with diabetes or those who are at risk to 

successfully manage or prevent the disease on their own (Tomky et al., 2008). These 

behaviors include healthy eating, being physically active, monitoring blood sugar, 

adherence to medications, good problem-solving skills, healthy coping skills, and risk-

reduction behaviors (Haas et al., 2014). Proper self-care and adherence to a treatment 

regimen can reduce diabetes mortality and disability (Nam et al., 2011). An individual's 

ability to carry out self-management behaviors can be improved through diabetes self-

management education (DSME) (Haas et al., 2014). It is expected that those with greater 

knowledge, which can lead to great skill and confidence, will be able to slow the 

progression of the disease and avoid complications (Shrivastava et al., 2013). A study by 

He and colleagues (2016) found that DSME has been shown to improve clinical 

outcomes, reduce all-cause mortality due to diabetes, and that the practice is cost 

effective.  

The purpose of this mixed methods study was to assess the DSME provided by 

select health care institutions in Monroe County, Wisconsin. Little was known as far as to 

what extend diabetes prevention and education is addressed within Monroe County or the 

roles the various health care institutions play in regards to providing DSME. Specifically, 

this study explored the quality of education based on professionally suggested criteria. 

This study also assessed the accessibility of DSME within each institution to better 
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understand how individuals in need are able to take advantage of services that the 

institutions provide. Availability was also assessed by asking study participants where 

else in Monroe County individuals may be receiving DSME in Monroe County. 

Furthermore, any strengths, weaknesses, opportunities, and threats for providing DSME 

within each health care institution and for the county as a whole were identified.  

Subject Selection 

Five health care institutions were selected for this study as identified through 

purposive sampling. Kayleigh Day, a health educator with the Monroe County Health 

Department, had previous confirmation that Mayo Clinic Health System, Gundersen 

Health System, Scenic Bluffs Community Health System, Tomah Health, and Tomah VA 

Medical Center offered DSME. Though the researcher delimited this study to these five 

health care institutions, participants were asked whether they knew of other places in the 

community where people may access DSME. Of the five health care institutions 

identified, four participated in this study.  

In regard to selecting individuals within each of the four health care institution to 

participate in this study, with the assistance of Ms. Day, a contact person for each 

institution was identified to begin recruitment. The researcher reached out via email 

and/or phone call to these people to provide them with more information about the study, 

which included the survey and interview questions. The researcher requested that those 

who participate in the study were health care providers who work specifically with 

individuals with diabetes and engage in DSME. Based on the information provided to 

them, if the contact persons did not feel that they were the most appropriate individual to 

participate in the study, they were asked to share the study information with another 
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person who met the inclusion criteria. Additionally, if multiple individuals were needed 

to adequately answer the questions being asked, they were asked to complete the survey 

together and partake in the same interview. Once an appropriate individual(s) were 

identified and agreed to take part in the study, he or she became the participant(s) from 

that health care institution.  

Instrumentation 

The instrument utilized in this study was a quality improvement tool titled, 

Assessment of Primary Care Resources and Supports to Chronic Disease Management 

(PCRS). This tool was developed by the Advancing Diabetes Self-Management (ADSM) 

Program of the Robert Wood Johnson Foundation’s Diabetes Initiative (Diabetes 

Initiative, 2009).  

The PCRS has gone through stringent and iterative testing to ensure the 

usefulness and usability of the tool. In its development, the PCRS was put through three 

pilot tests. The first was an external review in four primary care sites. The purpose of this 

pilot was to determine, clarity, conciseness, completeness, consistency, flow, and ease to 

use. The second test included 52 primary care teams that represented diverse roles and 

worked with a range of different chronic conditions. This was done to test the usefulness 

of the tool across differing roles and chronic diseases. The third test included sending the 

tool to external consultants. Based on feedback, changes were made to broaden language 

to be more inclusive of cultural differences, and adding more complete instructions. 

Overall, the external consultants found the tool to be clear and useful to use in initiating 

quality improvement processes.  
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Following the three pilot tests, the tool was evaluated by the Institute of 

Healthcare Improvement (IHI). As part of this evaluation, 20 primary care teams 

completed the tool. Results showed that the Cronbach’s alpha for the Patient Supports 

section was .94. The second section, Organizational Supports, also had a high internal 

consistency reliability at .90. Data collected during interviews with the primary care 

teams indicated that the teams found the PCRS helpful for their quality improvement 

efforts (Brownson et al., 2007).  

The PCRS was designed to be implemented in primary care settings to evaluate 

current delivery of resources and support for self-management of chronic disease, and to 

identify areas and ways in which services could be enhanced (Brownson et al., 2007). 

The tool is free to use and accessible to the public. Structured as a survey, the PCRS 

contains 16 items that assess the level of care between the patient and the health care 

provider (Patient Supports; 8 questions) and the level of support at the health care 

institution level (Organizational Supports; 8 questions). Each question is rated on a 10-

point Likert scale that corresponds to four different quality levels based on performance: 

nonexistent/inadequate support, inconsistent/sporadic support, consistent/coordinated 

support, and system-wide adoption and integration of support. In the survey, these levels 

are identified as D, C, B, and A, respectively. With the exception of level D, each level 

has three numbers to select from. This allows the person completing the survey to 

consider to which degree each characteristic is met, even within levels of performance 

(Brownson et al., 2007). See Appendices A and B for a copy of the tool and definition of 

characteristics.  
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Data Collection 

Prior to beginning data collection, the researcher obtained study approval from the 

University of Wisconsin-La Crosse Institutional Review Board. A copy of the approval 

letter can be found in Appendix C. The PCRS is meant to be given to all members of a 

department or providers in a care setting to evaluate self-management care and service 

delivery. After survey completion, a conversation should take place to share comments, 

insights, and rationale for each characteristic that is evaluated on the tool (Brownson et 

al., 2007). For this study both this approach to data collection and the structure of the tool 

were modified slightly to better suit unique research conditions. 

For this study, the survey was only given to one individual from each health care 

institution to complete instead of a whole department or care team. However, as 

addressed above, if more than one individual was needed to adequately complete the 

survey they completed it together. The survey was also modified so that the levels of 

performance for each 10-point Likert scale item were removed. This was done to avoid 

participants feeling as if they were being graded on their performance, to promote 

authentic answers, and to remove fears of being categorized as low quality. Performance 

levels were later reassigned by the researcher when analyzing data. 

Once participants were finalized, the PCRS was sent to those individuals via 

email. There was one survey sent to each health care institution to be completed. Surveys 

were sent as an editable word document and participants were instructed to save the 

document and highlight their score for each characteristic. Participants were then asked to 

send the completed survey back via email. As surveys were sent out the researcher 

informed participants that if they did not complete and return the survey in two weeks, 
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the researcher would reach back out for follow up. It was estimated that it took 

participants approximately ten minutes to complete the survey.  

Further, the discussion this tool is supposed to generate was not had with all 

members of a department or providers in a care setting. Instead, discussions took place 

between study participants and the researcher in the form of semi-structured key 

informant interviews. Key-informant interviews are in-depth interviews with individuals 

who have firsthand knowledge about the community and are experts in the problem being 

investigated (University of California Los Angeles Center for Health Policy Research, 

n.d.). Interviews enable a great amount of data to be gathered rather quickly. They also 

allow for follow-up and clarification ensuring breadth and depth of the data collected. 

Interviews are useful for gathering participants’ perspectives on a phenomenon as they 

view it (Marshall & Rossman, 2016). For this study, a semi-structured interview process 

was utilized. Semi-structured interviews are scripted and follow a specific set of 

questions. This type of interview is useful for research that involves collecting data at 

multiple times or sites because it creates a systematic and repetitive data collection 

process. Semi-structured interviews also “evoke rich data that is focused and efficient for 

data analysis” (Marshall & Rossman, 2016, p.150).  

Once a participant returned a completed survey, and interview time and place was 

established via email or telephone. The researcher was available to meet participants at 

their respective health care institution. The researcher was also flexible with when an 

interview was conducted and insisted on a time that worked best for each participant. The 

one request asked of participants was that they provide a quiet space for the interview to 

be conducted, such as an office or meeting room. Interviews were used to discuss the 16 
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characteristics evaluated on the PCRS and reasoning for how each was scored. 

Additionally, questions were asked in order to assess accessibility of DSME at these 

health care institutions and further availability of DSME in Monroe County. See 

Appendix D for a copy of the interview protocol. 

Only one interview was conducted at each health care institution. In cases where 

more than one individual was helpful or needed to complete the survey, the researcher 

asked that all participates take part in the interview so that all questions could be 

answered adequately by the most capable person. The researcher and the study 

participants were the only ones present at the interviews. Interviews were audio recorded 

for further analysis. Each interview lasted approximately 45-60 minutes. Both surveys 

and interviews were completed throughout the months of January and February 2020.  

Data Analysis 

Survey results for each health care institution were initially examined based on 

numerical values for each characteristic. Based on these values, the researcher indicated 

the corresponding performance level for each characteristic as stipulated by the PCRS 

tool. Next, scores for each characteristic within the Patient and Organizational Supports 

sections were totaled for each participating location. These totals were used to more 

generally show the variation of self-management supports and services delivery between 

the institutions. Additionally, descriptive statistics were utilized to analyze data. This 

included minimums and maximums to show the spread of the data and the degree to 

which each characteristic was met across all participating institutions. Further analyses 

were done by calculating the mean and standard deviation for each characteristic. As 

indicators of central tendencies, mean and standard deviation were used to show average 
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scores and the differences of each observation from this middle point. Descriptive 

statistics were calculated in Microsoft Excel.  

The second step of data analysis for this study was to integrate quantitative and 

qualitative results. The researcher compared each participant’s interview transcript with 

the survey that was completed. This process was facilitated by the fact that interview 

questions were asked in a way that allowed participants to discuss criteria of each 

characteristic that they did or did not meet. This provided in-depth information on why 

and how each participant scored Patient and Organizational Supports the way they did. 

The researcher made note of the specific criteria that each health care institution 

referenced for each characteristic. This was done in order to identify common criteria or 

processes that equated to a certain score.   

Finally, a Strengths, Weaknesses, Opportunities, and Threats (SWOT) analysis 

was utilized to organize qualitative data. SWOT analysis has long been used in other 

industries, but has recently been gaining ground in the health sciences. This is an 

effective tool to use for quality improvements and in developing a strategic plan 

(Harrison, 2010). The main purpose of a SWOT analysis is to determine which things 

benefit an institution and which things must be addressed to achieve desired outcomes. 

As can be seen in Figure 1, with SWOT, internal and external factors are examined; 

internal factors are strengths and weaknesses, and external factors are opportunities and 

threats (Minnesota Department of Health, n.d.). Strengths represent capabilities, 

resources, and advantages a health care institution may possess and articulate what an 

institution is doing well. Weaknesses can be viewed as the absence of key strengths. 

Weaknesses articulate what an institution does poorly and what can be improved. 
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Opportunities is an evaluation of things outside of the institution that could yield 

possibilities for new internal improvements. Lastly, threats are external factors that 

inhibit the ability of the institution to do well. The SWOT framework is also broken 

down into helpful and harmful, where strengths and opportunities are recognized as 

helpful and weaknesses and threats are harmful (Copperhaver, 2018).  

Figure 1. SWOT Analysis Framework 

 

 

 

 

 

 

A study conducted by Mackay and colleagues (2016), utilized a SWOT analysis 

to evaluate the quality of transnational nursing education programs. Data were generated 

through interviews, which were then analyzed using thematic analysis. Themes were 

categorized by the SWOT framework. The researchers were able to recognize key 

strengths and weaknesses of transnational nursing education programs, as well as 

opportunities and threats. Specific recommendations were provided for the education 

programs, including aspects that should remain and areas that could be improved upon. 

The research presented in this thesis applied a similar technique using a SWOT analysis 
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to identify strengths, weaknesses, opportunities, and threats that exist within and outside 

each of the five identified health care institutions as it relates to DSME.  

Key-informant interviews were transcribed verbatim. Transcripts were reviewed 

and interpreted through thematic analysis. Thematic analysis is the method of identifying 

patterns, or themes, within a set of data. This is a flexible and useful tool that can provide 

detailed and rich accounts of data (Braun & Clarke, 2006). An advantage of thematic 

analysis is that it allows for a deductive approach to data coding and analysis. A 

deductive approach is when the researcher determines codes and themes based on pre-

determined concepts, ideas, or topics. In the case of this research, these predetermined 

reference points were provided by the SWOT framework.  

Thematic analysis is typically done in six phases, or steps (Braun & Clarke, 

2006). In this study, the researcher followed these steps when analyzing interview data. 

Phase 1 is familiarizing oneself with the data. This involved the researcher reading each 

transcript thoroughly once before any coding began. Phase 2 is generating initial codes. 

This was done by reading through and identifying any interesting or meaningful segments 

of data or any repeating patterns. This involved writing memos that summarized concepts 

and developing shorthand codes. Codes were developed with the SWOT framework in 

mind. Phase 3 of thematic analysis is searching for themes. This involved first grouping 

similar codes together under the SWOT framework categories. Once codes were grouped, 

the researcher began sorting the codes even more so into potential themes. Braun and 

Clarke (2006) describe this process as analyzing the codes and considering how they may 

combine or relate to one another to create overarching ideas, or themes. To help with this 
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process, an Excel table was created to better organize codes and themes were interpreted 

across, strengths, weaknesses, opportunities, and threats.  

Phase 4 of the process is reviewing themes. This involved going back and 

reviewing the codes, specifically the memos and summarized concepts that generated the 

codes. This was done to ensure that themes truly reflected the data. Phase 5 of thematic 

analysis is naming themes. Braun and Clarke (2006) explain that a theme must not just 

paraphrase the content of the data, it should also identify the essence of what it is 

describing. The researcher refined names by reviewing codes from which the themes 

were developed from to ensure that they were identifying the what and why of the data. 

Initially, phases 1 through 5 occurred separately for each interview. This was done so that 

the researcher could get a clear idea of themes for each institution regarding their 

strengths, weakness, opportunities, and threats. Then themes from all five health care 

institutions were brought together and Phases 4 and 5 were repeated. This was done in an 

effort to determine overarching themes for DSME in Monroe County as a whole. Finally, 

the last phase, Phase 6, is producing the report. This phase was completed when 

presenting results in chapter four of this thesis. This included ensuring that sufficient 

evidence was provided for each theme was presented in the narrative.   
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CHAPTER IV 

RESULTS 

Introduction 

Diabetes is a metabolic disease that affects blood glucose regulation. (American 

Diabetes Association [ADA], 2014). Glucose is a needed energy source for cells that 

make up muscle and tissue in the body. Cellular absorptions of blood glucose is 

dependent on insulin (Kharroubi & Darwish, 2015). When left untreated, or poorly 

treated, diabetes can lead to serious complications, including heart disease, renal disease, 

and death (Conway et al., 2018; ADA, 2017). As of 2017 diabetes was the seventh 

leading cause of death in the United States (Center for Disease Control and Prevention 

[CDC], 2018a). Mortality for individuals with type 1 diabetes has been found to be three 

to five times higher than the general population (Conway et al., 2018). Additionally, 

people with type 2 diabetes have been found to have a two to four-fold increased 

mortality rate compared to individuals without the disease (Andersson et al., 2018). In 

2017, the age-adjusted United States diabetes mortality rate was 21.5 per 100,000 people 

(CDC, 2019a). That same year, Wisconsin had an age-adjusted diabetes mortality rate of 

19.1 per 100,000 people. However, in Monroe County, the 2017 age-adjusted mortality 

rate was 34.8 per 100,000 people (WI Department of Health Services, 2019).  

Deaths due to diabetes, including the development of comorbid conditions, such 

as heart disease and renal disease, typically stem from complications associated with poor 
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glycemic control (Gagnum et al., 2016). One contributor of poor glycemic control may be 

improper diabetes self-management (Nam et al., 2011). Diabetes self-management 

practices are behaviors undertaken by individuals with diabetes or those who are at risk to 

successfully manage or prevent the disease on their own (Tomky et al., 2008). These 

behaviors include healthy eating, being physically active, monitoring blood sugar, 

adherence to medications, good problem-solving skills, healthy coping skills, and risk-

reduction behaviors (Haas et al., 2014). Proper self-care and adherence to a treatment 

regimen can reduce diabetes mortality and disability (Nam et al., 2011). An individual's 

ability to carry out self-management behaviors can be improved through diabetes self-

management education (DSME) (Haas et al., 2014). It is expected that those with greater 

knowledge, which can lead to great skill and confidence, will be able to slow the 

progression of the disease and avoid complications (Shrivastava et al., 2013). A study by 

He and colleagues (2016) found that DSME has been shown to improve clinical 

outcomes, reduce all-cause mortality due to diabetes, and that the practice is cost 

effective.  

The purpose of this mixed methods study was to assess the DSME provided by 

select health care institutions in Monroe County, Wisconsin. Little was known as far as to 

what extend diabetes prevention and education is addressed within Monroe County or the 

roles the various health care institutions play in regards to providing DSME. Specifically, 

this study explored the quality of education based on professionally suggested criteria. 

This study also assessed the accessibility of DSME within each institution to better 

understand how individuals in need are able to take advantage of services that the 

institutions provide. Availability was also assessed by asking study participants where 
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else in Monroe County individuals may be receiving DSME in Monroe County. 

Furthermore, any strengths, weaknesses, opportunities, and threats for providing DSME 

within each health care institution and for the county as a whole were identified.  

Data from this study were collected via survey, and key informant interviews. 

Surveys were sent out electronically via email to participants and key informant 

interviews took place at each health care institution. Descriptive statistics, including 

maximums and minimums, means, and standard deviations were used to summarize and 

compare survey results. Additionally, surveys were analyzed to determine Patient and 

Organizational Supports performance levels. Quantitative and qualitative data were then 

integrated by reviewing surveys and key-informant interviews together. This was done in 

an effort to further explain why and how participants scored themselves as they did for 

each self-management characteristic. Lastly, key-informant interview data were coded 

and themes were derived by utilizing the Strengths, Weaknesses, Opportunities, & 

Threats (SWOT) framework (Harrison, 2010).  

Survey Results 

One survey was sent out to each of the five health care institutions in Monroe 

County that were identified as appropriate to include in this study. Four of the five pre-

identified health care institutions participated in this study, by competing and returning 

the survey to the researcher. At least one health care provider from each institution 

participated, however in two cases, two providers jointly participated, for a total of 6 

participants. Participating health care institutions will be referenced in a deidentified 

matter as Location W, Location X, Location Y, and Location Z.  
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Analysis began by combining the numerical data from the four participating 

locations into one spreadsheet for easier analysis. The 10-point Likert scale rating 

represented to what degree a characteristic was met. For each characteristic, 1 indicated 

that the characteristic was met to the lowest degree and 10 indicated that the 

characteristic was met to the highest degree. Each numerical rating also fell into a letter 

category that corresponded to four different quality levels based on performance: 

nonexistent/inadequate support, inconsistent/sporadic support, consistent/coordinated 

support, and system-wide adoption and integration of support. These levels were 

provided as part of the tool used for this study. Letters A through D were used, with A 

being the highest and D being the lowest level of quality. With the exception of 

performance level D, each level has three numbers on the 10-point Likert scale associated 

with it. Table 1 displays the numerical ratings and corresponding performance level for 

each characteristic from the PCRS across the four health care institution.   

Table 1. Numerical Rating and Corresponding Performance Level for Self-Management 

Characteristics Identified in the PCRS Survey   

 Location W                   Location X                 Location Y                  Location Z 

CHARACTERISTIC 

Patient Support 

1: Individualized Assessment  4 (C) 7 (B) 5 (B) 10 (A) 

2: Self-Management Education  8 (A) 7 (B) 6 (B) 5 (B) 

3: Goal Setting 8 (A) 7 (B) 6 (B) 8 (A) 

4: Problem Solving Skills  7 (B) 5 (B) 6 (B) 8 (A) 

5: Emotional Health 7 (B) 6 (B) 7 (B) 7 (B) 

6: Patient Involvement 9 (A) 6 (B) 6 (B) 9 (A) 
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7: Social Support 7 (B) 6 (B) 7 (B) 9 (A) 

8: Link to Resources  5 (B) 6 (B) 8 (A) 8 (A) 

Organizational Support  

1: Continuity of Care 8 (A) 8 (A) 9 (A) 7 (B) 

2: Referrals 7 (B) 8 (A) 9 (A) 6 (B) 

3: Quality Improvement 6 (B) 8 (A) 8 (A) 7 (B) 

4: System for Documentation 7 (B) 7 (B) 8 (A) 6 (B) 

5: Patient Input 8 (A) 5 (B) 8 (A) 7 (B) 

6: Integration of Care 6 (B) 5 (B) 8 (A) 5 (B) 

7: Patient Care Team 9 (A) 8 (A) 7 (B) 5 (B) 

8: Education & Training  6 (B) 8 (A) 4 (C) 8 (A) 

  

Ratings were then summed to provide a total score for the two sections of Patient 

Supports and Organizational Supports for each participating location (Table 2). This was 

done to show how well, in general, the two types of support were provided by institutions 

and to identify the variation in quality between health care institutions. The range of 

scores possible for both sections, with eight 10-point Likert scale items was 8 to 80.   

Table 2. Total Scores for Patient and Organizational Supports Identified in the PCRS 

Survey   

                                              Location W Location X  Location Y Location Z   

Patient Support 
    

Total 55 50 51 64 

Organizational Supports  
    

Total 57 57 61 51 
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 Next, descriptive statistics, including minimums, maximums, mean, and standard 

deviation were used to analyze data. The minimum and maximum numerical values and 

letter ratings were determined for the four participating locations to show the range of 

scores and performance levels of each characteristic for the sample. Results are as 

followed: 

• Patient Support (PS) 1: The minimum score for Individualized Assessment of Patient 

Self-Management Educational Needs was 4, which corresponded to 

inconsistent/sporadic support (C). The maximum score was 10, which equated to 

system-wide adoption and integration of support (A).  

• PS 2: The minimum score for Self-Management Education was 5, which 

corresponded to consistent/coordinated support (B). The maximum score was 8, 

which equated to system-wide adoption and integration of support (A).  

• PS 3: The minimum score for Collaborative Goal Setting was 6, which corresponded 

to consistent/coordinated support (B). The maximum score was 8, which equated to 

system-wide adoption and integration of support (A).  

• PS 4: The minimum score for Problem Solving Skills was 5, which corresponded to 

consistent/coordinated support (B). The maximum score was 8, which equated to 

system-wide adoption and integration of support (A).  

• PS 5: The minimum score for emotional health was 6, which corresponded to 

consistent/coordinated support (B). The maximum score was 7, which also 

corresponded to consistent/coordinated support (B).  
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• PS 6: The minimum score for Patient Involvement in Decision Making was 6, which 

corresponded to consistent/coordinated support (B). The maximum score was 9, 

which equated to system-wide adoption and integration of support (A).  

• PS 7: The minimum score for Patient Social Support was 6, which corresponded to 

consistent/coordinated support (B). The maximum score was 9, which equated to 

system-wide adoption and integration of support (A).  

• PS 8: The minimum score for Link to Community Resources was 5, which 

corresponded to consistent/coordinated support (B). The maximum score was 8, 

which equated to system-wide adoption and integration of support (A).  

• Organizational Support (OS) 1: The minimum score for Continuity of Care was 7, 

which corresponded to consistent/coordinated support (B). The maximum score was 

9, which equated to system-wide adoption and integration of support (A).  

• OS 2: The minimum score for Coordination of Referrals was 6, which corresponded 

to consistent/coordinated support (B). The maximum score was 9, which equated to 

system-wide adoption and integration of support (A).  

• OS 3: The minimum score for Ongoing Quality Improvement was 6, which 

corresponded to consistent/coordinated support (B). The maximum score was 8, 

which equated to system-wide adoption and integration of support (A).  

• OS 4: The minimum score for System for Documentation of Self-Management 

Support Services was 6, which corresponded to consistent/coordinated support (B). 

The maximum score was 8, which equated to system-wide adoption and integration 

of support (A).  
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• OS 5: The minimum score for Patient Input was 5, which corresponded to 

consistent/coordinated support (B). The maximum score was 8, which equated to 

system-wide adoption and integration of support (A).  

• OS 6: The minimum score for Integration of Self-Management Support into Primary 

Care was 5, which corresponded to consistent/coordinated support (B). The maximum 

score was 8, which equated to system-wide adoption and integration of support (A).  

• OS 7: The minimum score for Patient Care Team was 5, which corresponded to 

consistent/coordinated support (B). The maximum score was 9, which equated to 

system-wide adoption and integration of support (A). 

• OS 8: The minimum score for Physician, Team, and Staff Self-Management 

Education and Training was 4, which corresponded to inconsistent/sporadic support 

(C). The maximum score was 8, which equated to system-wide adoption and 

integration of support (A). 

Further, the mean and standard deviation were calculated for each of the 16 

characteristics to show average scores and the differences of observations from this 

middle point (Table 3). 

Table 3. Mean and Standard Deviation for Self-Management Characteristics Identified in 

the PCRS Survey  

 Mean Standard Deviation 

CHARACTERISTIC 

Patient Support 

1: Individualized Assessment  6.50 2.29 

2: Self-Management Education  6.50 1.12 
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3: Goal Setting 7.25 0.83 

4: Problem Solving Skills  6.50 1.12 

5: Emotional Health 6.75 0.43 

6: Patient Involvement 7.50 1.50 

7: Social Support 7.25 1.09 

8: Link to Resources  6.75 1.30 

Organizational Support  

1: Continuity of Care 8.00 0.71 

2: Referrals 7.50 1.12 

3: Quality Improvement 7.25 0.83 

4: System for Documentation 7.00 0.71 

5: Patient Input 7.00 1.22 

6: Integration of Care 6.00 1.22 

7: Patient Care Team 7.25 1.48 

8: Education & Training  6.50 1.66 

 

 The highest average score for Patient Supports was Characteristic 6: Patient 

Involvement in Decision Making (M=7.50, SD=1.50). The lowest means for Patient 

Supports were Characteristics 1, 2 and 4. These included individualized Assessment of 

Patient Self-Management Educational Needs, Self-Management Education, and Problem 

Solving Skills (M=6.50, SD=2.29, M=6.50, SD=1.12, M=6.50, SD, 1.12, respectively). 

The highest mean for Organizational Supports was Characteristic 1: Continuity of Care 

(M=8, SD=0.71). The lowest mean for Organizational Supports was Characteristic 6: 

Integration of Self-Management Support into Primary Care (M=6.00, SD=1.22).  
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Key Informant Interview Results 

Integration of Quantitative and Qualitative Data 

The key-informant interview data and survey data were matched for each 

characteristic across the four health care institution that took part in this study to 

operationalize each characteristic. The survey was beneficial in understanding what 

participants reported that their health institution did related to DSME. However, this 

quantitative perspective gave little understanding as to why or how participants indicated 

that a health care institution met the criteria for a certain characteristic. Key-informant 

interviews were used to further explore this information.  

Patient Supports 

• Individualized Assessment of Patient Self-Management Educational Needs: 

Participants discussed tools that were utilized for each patient to assess their 

needs. One participant spoke of an assessment that was initially utilized and 

further completed on an annual basis to reassess needs. Another participant 

discussed that patients frequently self-identify their needs, saying that, “It mainly 

going off what the patient is identifying to as what their needs are.”  Another 

participant stated that they do a good job of assessing patients’ assets and 

barriers, however, the process was not standardized.  

• Patient Self-Management Education: Two participants discussed that this 

characteristic is a team effort. One participant explained that typically when a 

person is diagnosed with diabetes, the diagnosing physician will provide the first 

layer of education, which includes the basics of diabetes as a disease. A nurse, in 

this case, will then provide more in-depth DSME going forward. A majority of 



48  

participants also discussed that self-management education is patient-driven. One 

participant stated, “I tell them you know what, 80% of diabetes control is in your 

hands.” Additionally, participants discussed that they will take into account a 

person’s needs and wants when structuring education.  

• Goal Setting: A majority of participants discussed that they utilize a Specific, 

Measurable, Attainable, Realistic, and Time-bound (SMART) goal setting 

technique. Participants also discussed utilizing motivational interviewing when 

working on goals with patients. One participant stated, “We know that if a patient 

is not involved and is not interested in doing it it’s not going to be doable.” 

• Problem-Solving Skills: When discussing this characteristic, most participants 

talked about the importance of taking into consideration a person’s social 

determinants of health. One participant stated that, “Some, their anxiety raises 

through the roof as soon as they walk in this door, so we got to overcome that 

before we can even talk about diabetes.” Additionally, another participant 

discussed that they try to implement innovative problem-solving skills with 

patients. They described one patient in particular that had trouble remembering to 

take their medication. The participant introduced a medication key-fob to the 

patient because they drove to work every day, and this served as a reminder to 

take the diabetic medication.   

• Emotional Health: A majority of participants discussed that they have a mental 

health screening tool that they utilize with their patients, and patients are often 

referred to a behavioral health specialist is something that is done often. One 

participant even discussed that patients can see a specialist that day if needed. 
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Participants also discussed the idea of diabetes burn-out, with one in particular 

reported that they address this by validating the way the patient feels. They said, 

“It’s important not to criticize and not to be punitive.” 

• Patient Involvement: One participant discussed that they were a big supporter of 

bringing family members into the care plan, saying, “If I can get them to let the 

family member come in, I’m engaging them because I recognize that’s huge.” 

This was another characteristic for which participants discussed the use of 

motivational interviewing to ensure patients are involved in the decisions being 

made. One participant stated, “We try to do motivational interviewing, so that we 

aren’t working harder than they are.” 

• Patient Social Support: Participants discussed that, if a patient allows it, they 

always try to involve family members in DSME. Interestingly, one participant 

noted that they like to involve the person in the family who most often prepares 

the meals. The participant explained, “Patients say, “well my wife cooks all my 

food,” she comes back with him next time and she has questions and the visit 

morphs into her learning.” Participants also discussed the lack of diabetes support 

groups available for diabetes patients at their institutions and the county as a 

whole.  

• Linking to Community Resources: Participants discussed food pantries as the 

resource that they connect patients with the most. One participant stated, “I try to 

hand out that [food pantry] schedule pretty often to people just so they know 

about it.” Financial resources were also discussed, typically from the perspective 

of medication support for insulin and other diabetic medications and supplies.  
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Organizational Supports 

• Continuity of Care: All participants discussed their health care institution’s 

electronic health records as aiding in the ability to provide continued care. One 

stated, “The communication tools that are in there and the avenues really help 

with that continuity of care.” 

• Coordination of Referrals: Two participants discussed that they have processes in 

place to ensure a follow-up appointment is scheduled before the patient leaves the 

health care institution that day. One participant stated, “We are really confident 

that if we make sure that every diabetic has an appointment, every single time 

they walk out of this building they should have another appointment, we will be 

able to continue to serve them and meet their needs.” Another participant 

discussed that specialists have workstations throughout the institution, and said 

“they are very accessible and they’re communicating all the time.” The participant 

explained that this helps ensure referrals are completed.  

• Ongoing Quality Improvement: One participant noted, “There’s always some 

initiative to improve thing.” Some participant also discussed changes in practice 

that have come from quality improvement projects. Others explained that in their 

institution, quality improvement is usually a top down approach, and not specific 

to DSME.  

• System for Documentation of Self-Management Support Services: A majority of 

participants discussed that information gets documented in a patient’s chart 

utilizing their electronic health records. Participants also discussed that with these 

types of systems, anyone who accesses the chart can see notes and care plans. 
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Although, it was reported that it may not be as standardized as they would like. 

For example, one participant stated, “Is there a system where it’s a check box that 

you make certain everything is covered? I admit, no.”  

• Patient Input: A majority of participants stated that they use institution-wide 

surveys that patients complete to provide their feedback. Participants discussed 

that they are frequently updated on the results. Others also talked about more 

informal processes they have to elicit patient feedback, including incorporating 

questions into their closing statements with patients. One participant said an 

example of this was to ask, “is there something we could have done different? 

How was your experience today?”  

• Integration of Self-Management Support into Primary Care: One participant 

discussed that they utilize a whole person approach to care and that “All the 

different departments try and encourage the patients if they haven’t, if they are 

behind on something to try and get that handled.” Others explained that their care 

is more problem-oriented and needs specific to diabetes “may get lost in the mix” 

if the patient is at the health care institution for another reason.   

• Patient Care Team: Participants talked about having quarterly or regularly 

scheduled meetings for patient care teams. One participant discussed four-hour 

long meetings that all diabetes education staff attended. This participant also 

made note of the fact that these meetings are used to stay up-to-date on policies, 

update continuing education classes, and update patient handouts. Others 

discussed that there is constant communication amongst the care team members. 

It was mentioned that communication within teams created a collaborative effort. 
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However, some participants indicated that no scheduled meetings and that there 

was inadequate communication amongst care team members.  

• Physician, Team, and Staff Self-Management Education & Training: Two 

participant discussed that they have internal systems in place for continuing 

education. Another positive aspect was that at these locations, the education is 

mandatory and routine. Other participants identified that their institutions 

provided funding for providers to pursue continuing education. Then again, some 

participants discussed that they do not have internal systems for education, but 

they utilize credible online resources, such as the American Diabetes Association. 

SWOT Analysis 

Individual Institution Themes 

As a second step of qualitative data analysis, the six phases of thematic analysis, 

as described by Braun and Clarke (2006), were utilized to code transcripts and develop 

themes for each individual health care institution utilizing the Strengths, Weaknesses, 

Opportunities, and Threats (SWOT) framework (Harrison, 2010) (see Tables 4 through 7 

below). Phases 4, reviewing themes, and 5, naming themes, of the thematic analysis 

process were then repeated to determine overarching themes for Monroe County as a 

whole.  

Table 4. SWOT Themes for Location W 

Location W:   

S 

 

W 

 

O 

 

T 

 Patient Focused Lack of 
Consistency 

Marketing External 
Influences  
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 Communication 
& Collaboration 

  

Time External 
Resources  

Location  

 Technology/ 

Systems 

Lack of 
Resources 

 Costs 

 

 

Table 5. SWOT Themes for Location X 

Location X:  

 

 

S 

 

W 

 

O 

 

T 

 Patient Focused Lack of 
Consistency 

 

External 
Resources  

External 
Influences  

 Communication 
& Collaboration  

 

Time New Thinking Location  

 Technology/ 

Systems 

 

Lack of 
Resources 

 Costs 

 Continuing 
Education  
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Table 6. SWOT Themes for Location Y 

Location Y:  

 

 

S 

 

W 

 

O 

 

T  

 Patient Focused Lack of 
Consistency 

 

External 
Resources  

External 
Influences  

 Communication 
& Collaboration  

 

Time  Location  

 Technology/ 

Systems 

 

Lack of 
Resources 

 Costs 

 Affordability 

 

   

 Bilingual 
Resources 

   

 

 

Table 7. SWOT Themes for Location Z 

Location Z:  

 

 

S 

 

W 

 

O 

 

T  

 Patient Focused Lack of 
Consistency 

 

External 
Resources  

External 
Influences  

 Technology/ 

Systems 

 

Lack of 
Resources 

 Costs 

 In-house 
Programs 

Unidentified 
Needs 
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 Continuing 
Education  

   

 

Overarching Themes 

Themes related to strengths for all four or most institutions included personalized 

care and strong communication. Personalized care was exemplified by participants 

expressing that they meet patients where they are at. In addition, most participating 

locations utilized motivational interviewing, which they said gives patients the autonomy 

to help themselves. A majority of participants noted that goals are set with active 

involvement from patients, with one participant stating that “goals are self-driven.” The 

importance of strong communication was expressed multiple ways by participants. When 

describing care teams, participants described there is a team effort and that work is 

completed from a multi-faceted approach. It was also stated by participants that they try 

to coordinate whenever they can, as they explained that orthopedic providers and diabetes 

educators often work together because their patients often overlap. A similar partnership 

with dentists was also brought up, where providers are able to meet with diabetes patients 

in the dental clinic. Strong communication was also referenced with various resources or 

systems health care institutions have in place. Participants discussed the usefulness of 

electronic medical records. One participant stated that their electronic medical records 

allows anybody to access the patient’s chart to keep up- to-date with what that patient is 

working on. Another participant discussed their “tele-visits” that enable them to help 

patients who may live far away and can’t always make it into the clinic. Other electronic 
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systems were also discussed, with one participant describing a system that allows 

providers to send messages to other providers to answer questions and address concerns.  

Themes related to weaknesses derived from the data from all four or most health 

care institutions included lack of uniformity and under supply. Lack of uniformity could 

be seen in all four participating locations, with some examples found specifically in the 

way DSME that was provided. One participant mentioned that they don’t have a 

consistent tool to assess patient needs. Another stated their concern as, “I think we have 

room to grow to be able to offer a more similar experience”. Other inconsistencies were 

seen in the way charting and documentation occurred. One participant discussed that all 

providers document information in patient chart differently and it is not systematic. 

Under supply refers to the lack of resources seen throughout the health care institutions, 

with examples including what is needed for DSME and who should provide these 

services. For example, one participant mentioned that they do not have the proper 

resources needed for some aspects of diabetes care, like downloading insulin pumps. In 

addition, many locations did not offer any type of support groups for diabetes patients. In 

terms of health care providers as a resource, participants expressed that they do not have 

key personnel that may be needed for diabetes care, including a social worker and 

endocrinologist. It was found that only two of the four locations had a Certified Diabetes 

Educator on site, and only one had an endocrinologist. Under supply was described as far 

as providers’ ability to meet the needs of all patients. Most participants explained that 

there wasn’t enough time to adequately meet with patients. One stated that providers only 

have so much time to meet with and that they have a patient ever half an hour or every 

hour. Another participant described concerns about the number of patients scheduled in 
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the day, and that by the end of the day with patient 15 or 20 providers may be running out 

of steam.  

A theme across most institutions related to opportunities was partnerships. A 

common topic of discussion was access to food. For example, one participant discussed a 

partnership with a local food pantry and a grocery store in hopes of creating diabetic food 

boxes. Another unique partnership that may bring about opportunities to maximize the 

quality of DSME was interventions in school. One participant stated, “I just think schools 

would be a key component of the intervention piece.” The participant continued to 

explain that working with schools could be an opportunity to address kids who have or 

are at risk of diabetes, and their parents who may have diabetes.   

A common theme derived from the data related to threats was social conditions. 

Most participants reported that home life and family and friends may be a threat to 

effective diabetes self-management. One participant noted that a patient's involvement in 

their care depends on what’s going on in their lives. Another participant explained that 

family and friends can have an influence on whether patients take their insulin or not. 

Additionally, it was mentioned that providers don’t always know how accurate patients 

are reporting what their home life is which may negatively influence the ability to 

provide targeted care. Financial hardships was another social condition discussed. 

Finances were mostly discussed in terms of diabetes education appointments and 

medication. Participants discussed that diabetes education is relatively expensive and that 

there are large copays. Additionally, participants explained that diabetic medication is too 

expensive and pharmaceutical expenses can be a barrier for some patients. Further, the 

ruralness of the county as a social condition was discussed by participants as threatening 
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DSME, especially as it came to transportation. One participant shared transportation is a 

challenge in the area. Another participant explained that if patients live far away they 

often will not want to travel to the health care institution more than once a year.  

Availability and Accessibility 

Another reason key-informant interviews were conducted was to assess the 

availability of DSME in Monroe County, except for what was provided by the health care 

institutions that participated in this study. Data were also collected regarding accessibility 

of DSME within each institution to better understand how individuals in need are able to 

receive services. 

Availability  

When asked where else in the county DSME was provided, most participants 

named one of the four other pre-identified locations. However, other providers were 

discovered as well. They included a health clinic for those who do not have health 

insurance or other financial means to pay for their care. In addition, participants also 

discussed a local YMCA Diabetes Prevention Program, educators at the County Health 

Department, and the Internet.  

Accessibility  

When asked how patients access DSME through their institution, participants 

from two of the four participating locations identified that a referral is needed to see a 

diabetes educator. The other two participants discussed that a referral is sometimes 

placed, but patients can simply request to meet with a diabetes educator too. A second 

question asked of participants related to accessibility and how insurance plays a role in 

access to DSME. One participant reported that it plays a role in everything that they do 
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and that they often have to change the course of treatment because of insurance. Another 

participant stated that diabetes education is a covered service, however, it was also 

discussed that insurance will only pay for a certain number of visits. At one location, 

there was a sliding-scale fee plan that patients could sign up for to offset the cost 

insurance does not cover.  

Summary 

Four out of five health care institutions identified as appropriate to use for this 

study participated in completing a survey and a key-informant interview. Total scores 

calculated for each section of the PCRS survey showed a variation in quality between 

health care institutions. Survey results also showed that Characteristic 1 for Patient 

Supports, and 7 and 8 for Organizational Supports, had the largest range between 

minimum and maximum values. Characteristics with the largest means were 

Characteristic 6 for Patient Support and Characteristic 1 for Organizational Supports. 

Based on how participants scored each characteristic, performance levels were 

determined as provided by the tool. Findings showed that for all the participating health 

care institutions, a majority of characteristics fell into performance level A and B, which 

equated to system-wide adoptions and integration and consistent/coordinated of supports.  

All 16 characteristics then considered from the perspective of key-informant 

interview data to identify criteria or processes that participants used to operationalize 

each characteristic. A SWOT analysis of key-informant interviews was then utilized to 

identified strengths, weaknesses, opportunities, and threats for each health care institution 

and overall. Themes related to strengths for the county as a whole were identified to be 

personalized Care and strong communication. Common weaknesses were lack of 
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uniformity and under supply. A theme for opportunities was partnerships, which meant 

potential opportunities to maximize the quality of DSME . Lastly, a theme related to 

threats was Social Conditions, in the form of a patient’s home life, financial concerns, 

and the ruralness of the county.  

Availability and accessibility of DSME were also addressed in key-informant 

interviews. Key findings included additional locations being identified as possibly 

providing DSME, including the YMCA, County Health Department, a free health clinic, 

and the Internet. Findings related to accessibility showed that a referral is commonly 

needed in order to meet with a diabetes educator, though self-referral is also an option at 

some locations. Additionally, data showed that insurance plays a key role in gaining 

access to DSME services.    
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CHAPTER V 

DISCUSSION AND RECOMMENDATIONS 

Introduction 

Diabetes is a metabolic disease that affects blood glucose regulation. (American 

Diabetes Association [ADA], 2014). Glucose is a needed energy source for cells that 

make up muscle and tissue in the body. Cellular absorptions of blood glucose is 

dependent on insulin (Kharroubi & Darwish, 2015). When left untreated, or poorly 

treated, diabetes can lead to serious complications, including heart disease, renal disease, 

and death (Conway et al., 2018; ADA, 2017). As of 2017 diabetes was the seventh 

leading cause of death in the United States (Center for Disease Control and Prevention 

[CDC], 2018a). Mortality for individuals with type 1 diabetes has been found to be three 

to five times higher than the general population (Conway et al., 2018). Additionally, 

people with type 2 diabetes have been found to have a two to four-fold increased 

mortality rate compared to individuals without the disease (Andersson et al., 2018). In 

2017, the age-adjusted United States diabetes mortality rate was 21.5 per 100,000 people 

(CDC, 2019a). That same year, Wisconsin had an age-adjusted diabetes mortality rate of 

19.1 per 100,000 people. However, in Monroe County, the 2017 age-adjusted mortality 

rate was 34.8 per 100,000 people (WI Department of Health Services, 2019).  
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Deaths due to diabetes, including the development of comorbid conditions, such 

as heart disease and renal disease, typically stem from complications associated with poor 

glycemic control (Gagnum et al., 2016). One contributor of poor glycemic control may be 

improper diabetes self-management (Nam et al., 2011). Diabetes self-management 

practices are behaviors undertaken by individuals with diabetes or those who are at risk to 

successfully manage or prevent the disease on their own (Tomky et al., 2008). These 

behaviors include healthy eating, being physically active, monitoring blood sugar, 

adherence to medications, good problem-solving skills, healthy coping skills, and risk-

reduction behaviors (Haas et al., 2014). Proper self-care and adherence to a treatment 

regimen can reduce diabetes mortality and disability (Nam et al., 2011). An individual's 

ability to carry out self-management behaviors can be improved through diabetes self-

management education (DSME) (Haas et al., 2014). It is expected that those with greater 

knowledge, which can lead to great skill and confidence, will be able to slow the 

progression of the disease and avoid complications (Shrivastava et al., 2013). A study by 

He and colleagues (2016) found that DSME has been shown to improve clinical 

outcomes, reduce all-cause mortality due to diabetes, and that the practice is cost 

effective.  

The purpose of this mixed methods study was to assess the DSME provided by 

select health care institutions in Monroe County, Wisconsin. Little was known as far as to 

what extend diabetes prevention and education is addressed within Monroe County or the 

roles the various health care institutions play in regards to providing DSME. Specifically, 

this study explored the quality of education based on professionally suggested criteria. 

This study also assessed the accessibility of DSME within each institution to better 
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understand how individuals in need are able to take advantage of services that the 

institutions provide. Availability was also assessed by asking study participants where 

else in Monroe County individuals may be receiving DSME in Monroe County. 

Furthermore, any strengths, weaknesses, opportunities, and threats for providing DSME 

within each health care institution and for the county as a whole were identified.  

Four out of five health care institutions identified as appropriate to use for this 

study, four participated in completing a survey and a key-informant interview, with six 

participants in total. Survey results showed that Characteristic 1 for Patient Supports, and 

7 and 8 for Organizational Supports, had the largest range in how participants rated the 

performance of their institution. For all of the participating health care institutions, a 

majority of characteristics fell into the two highest performance levels. A SWOT analysis 

identified personalized care and strong communication as strengths for a majority of 

organizations. Common weaknesses included lack of uniformity and under supply. 

Partnerships came up as an opportunity, and social conditions was a theme related to 

threats. Additional locations were identified as possibly providing DSME, and referrals 

and insurance were mentioned as impacting access to DSME. 

Conclusion & Discussion 

Research Question 1: To what extent are Patient Supports related to diabetes self-

management education provided within select health care institutions in Monroe 

County, Wisconsin?  

Patient Supports is the level of care between the patient and the care provider 

(Shaw et al., 2011). The Patient Support section of the Assessment of Primary Care 

Resources and Supports for Chronic Disease Self-Management (PCRS) tool specifically 
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assesses the actions taken by providers in supporting patients’ self-management of their 

diabetes (Brownson et al., 2007). A study by Prochaska and colleagues (2009) showed 

that good patient-provider interaction and communication can predict better diabetes self-

management and better diabetes outcomes. More so, the eight characteristics assessed in 

this section of the PCRS are important for providers to address with a patient as many of 

them align with the seven essential self-management behaviors recommended by the 

American Association of Diabetes Educators (AADE).     

An overall assessment of to what extent Patient Supports related to DSME was 

provided within the select health care institutions in Monroe County is shown by the 

calculated totals for that section of the PCRS survey. All eight characteristics are 

measured by one Likert scale item with answer options from 1 to 10, with 10 indicating 

the highest quality of care. If a health care institution is rated as performing optimally for 

each Patient Support characteristic, that institution will receive a score of 80. In this 

study, the highest score between the four participating organizations was 64. This 

indicates that all participating locations have room for improvement. To better understand 

how improvements could be made, it’s important to look at the individual characteristics 

that make up this section.   

A relatively big difference between the minimum and maximum score for a 

characteristic for the four participating health care institutions may help identify 

examples of best practices in the community that can be pursued by institutions with 

room for improvement. The largest spread for in the data was Characteristic 1: 

Individualized Assessment of Patient’s Self-Management Educational Needs (Min 4, 

Max, 10). This was also one of only two characteristics from the whole 16-item survey 
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that had an institution rated at a C performance level. At Level C, implementation of this 

characteristic is inconsistent and sporadic and the patient-provider interaction is passive 

(Brownson et al., 2007). Individualized assessment of a patient’s self-management 

educational needs is the process of determining patient specific education needs, barriers, 

skills, preferences, learning styles, and resources for self-management. Many of these 

needs are all related to a patient’s social determinants of health, which include 

socioeconomic status, education, environment, social support networks, and access to 

health care (Kaiser Family Foundation [KFF], 2018).  

Institutions that scored themselves higher on this characteristic identified that they 

had a consistent tool to assess the needs of each patient. One participant spoke of an 

assessment that was initially utilized and further completed on an annual basis to reassess 

needs. Locations that were rated the lowest on this characteristic did not have a consistent 

tool to identify needs, one said that, “It’s mainly going off what the patient is identifying 

to as what their needs are.” This is problematic because if a patient does not feel 

comfortable or does not wish to verbally share their needs, these could be missed. In line 

with what locations that were scored high on this characteristic are doing, institution that 

can improve on this aspect of their performance can develop utilize a tool when assessing 

need. This tool should specifically assess need related to the social determinants of health 

and assess factors related to socioeconomic status, education, the environment, social 

support, and access to health care. By trying to as fully as possible implement a 

comprehensive assessment, the risk of missing patient needs will be minimized. 

Standardizing assessment will also help drive common language in this process and 

develop solutions that can be applied consistently to maximizes the quality of DSME.  
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Indicators of central tendencies for the sample, in the form of mean and standard 

deviation for each characteristic, can also be point to performance level consistency 

between health care institutions and to what extent Patient Supports are addressed in the 

community. Patient Support 6: Patient Involvement in Decision Making, had a highest 

average score among participating institutions (M=7.50, SD=1.50). Hyman and 

colleagues (2017) found that enhancing patient-provider shared decision making has been 

shown to results in greater patient satisfaction, adherence to treatment plans, and 

improved health outcomes. In this study, one location that was rated high for this 

characteristic emphasized bringing family members into the care plan, with the 

participant saying, “If I can get them to let the family member come in I’m engaging 

them because I recognize that’s huge.”  

For a location that rated lower on this characteristic, the participant discussed that 

relatively speaking, patients are involved but, “We have certain processes that have been 

put in place,” and “our job is to encourage the patient to go down this path with us for 

their best health.” The participant also did not speak to if family members are encouraged 

to be involved in care. Patient involvement can be facilitated by utilizing motivational 

interviewing, which provides the patient the autonomy to make decisions related to their 

care. Motivational interviewing was a technique used by other institutions that scored 

well on this characteristic as a way to engage patients in decision making. The health care 

institution that rated low on this characteristic could encourage family members to be 

more involved in the care. Perhaps by creating family visits where a patient and their 

family take part in the visit or by inviting family members into the visit for the last 10 

minutes for discussion in how they can help the patient better manage their diabetes.  
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Research Question 2: To what extent are Organizational Supports related to 

diabetes self-management education provided within select health care institutions 

in Monroe County, Wisconsin? 

 Organizational Supports are the supports provided at the health care institution 

level to promote high quality care (Shaw et al., 2011). An overall assessment of to what 

extent Organizational Supports related to DSME are provided within the select health 

care institutions in Monroe County is shown by the calculated totals for that section of 

the PCRS survey. The maximum score possible for Organizational Supports is 80 and 

minimum total was 8. In this study, the highest score for a health care institution was 61. 

Just as for Patient Supports, this indicates that improvements can be made at the health 

care institution level to promote high quality care. Minimum and maximum values were 

again used to help identify Organizational Support best practices among participating 

institutions. Characteristic 7: Patient Care Team (Min 5, Max 9), and Characteristic 8: 

Physician, Team, and Staff Self-Management Education & Training (Min 4, Max 8) had 

the greatest spread of data. Additionally, these characteristics also had relatively large 

standard deviations, further indicating greater variability in the level of performance 

between health care institutions and to what extent these Organizational Supports are 

addressed.    

Characteristic 7: Patient Care Team, describes a multidisciplinary team that works 

together to manage a patient’s health care (Brownson et al., 2007). Participants who 

scored their institutions high on this characteristic talked about having quarterly or 

regularly scheduled meetings for patient care teams. One participant discussed four-hour 

long meetings that all diabetes education staff attended. This participant also made note 
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of the fact that these meetings are used to stay up to date on policies, update continuing 

education classes, and update patient handouts. Additionally, institutions that were scored 

higher on the survey had constant communication amongst the care team members. It was 

discussed that the communication within teams created a collaborative effort. For 

locations that scored lower on this characteristic, it was indicated that there were no 

scheduled meetings and inadequate communication amongst care team members. In line 

with what institutions that scored high on this characteristic are doing, institutions with 

room for improvement could begin to implement regularly scheduled meetings with all 

care team members. Based on one high scoring institution, meetings could be quarterly 

for three to four hours, or an adequate time to work through all meeting items. This could 

be done by setting aside a consistent day and time for meetings, this would allow 

participants to incorporate meetings into their schedules. However, time was discussed as 

a barrier to meetings, and that it is hard to get all care team members together. To address 

this, and to follow the lead of high performing institutions, meeting minutes can be kept 

and sent out to those who were not able to make it. This would be another means of 

improvement, to keep all care team members updated if time and getting to a meeting is a 

barrier.   

 Characteristic 8: Physician, Team, and Staff Self-Management Education and 

Training, is the opportunities for members of the patient care team to increase their 

knowledge and build skills and practices for improving self-management support 

(Brownson et al., 2007). This is the second of only two characteristics for which an 

institution that participated in this study received a C for performance level. Again, at 

Level C, implementation of this characteristic is inconsistent and sporadic (Brownson et 
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al., 2007). Institutions that were scored high on this characteristic all had internal systems 

in place for continuing education. For example, two locations had an internal system 

which housed their continuing education classes. Another positive aspect was that the 

education was mandatory, routine and enforced by the department. Institutions that were 

scored lower had little continuing education or it was unstructured. One participant noted 

that continuing education was sporadic and something for their “downtime.” There was 

also no internal system for education, which meant they had to independently find the 

education on the web.  

Continuing education is important for providers. One study found that only 27% 

of providers were familiar with at least one best practice guideline as it come to DSME 

(Prochaska et al., 2009). Lower scoring institutions could advocate within their 

institutions for more structured continuing education opportunities. This can be done by 

reaching out to the administrators and the IT department to get a continuing education 

system developed. Additionally, one participant discussed using the International 

Diabetes Center (IDC) for their continuing education and best practice guidelines. The 

IDC provides practice, evidence-based information, learning activities, and educational 

tools for professions to expand their knowledge and improve patient care (HealthPartners 

Institute, 2019). If creating an internal system for education is not feasible for an 

institution, the alternative would be to delimit to where providers search for and receive 

education to ensure all are getting similar, high quality education.  

Research Question 3: What are Strengths, Weaknesses, Opportunities, and Threats 

as far as diabetes self-management education provided within select health care 

institutions in Monroe County, Wisconsin? 
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By coding transcripts and identifying themes using the Strengths, Weaknesses, 

Opportunities, and Threats (SWOT) framework (Harrison, 2010), the researcher was able 

to identify important information for each health care institution. Although many 

locations had similar themes, data also revealed unique gaps for certain institutions, as 

well as suggestions for how those missing pieces may be addressed. 

Two strengths that were not shared among all participating locations were 

continuing education and bilingual resources. As far as continuing education, as 

discussed under Research Question 2, an internal education system is one way to promote 

this resource. It may also be important to make this process mandatory and to ensure 

courses are refreshed often to reflect changes in practice. When it comes to bilingual 

resources, one location identified that approximately 10% of their patient population is 

Spanish speaking. Attributes that made this a strength for this institution was that they 

have many bilingual staff who can serve as interpreters for patients, and their patient 

resources are translated to Spanish. An additional great bilingual resource is their Spanish 

speaking diabetes support group. Hiring additional bilingual staff or offering a Spanish 

speaking support group may not be feasible in all locations. However, for institutions that 

are trying to improve on these types of practices, a start could be to offer patient 

resources in Spanish. This would promote greater inclusion to Spanish speaking 

individuals or those who prefer to communicate in Spanish.  

A weakness that was identified for one location and not the other three was 

unidentified needs. As discussed under for Research Question 1 on Patient Supports, this 

location did not have a consistent tool to assess patients’ needs. Further, this was 

identified as a weakness for this particular location because they did not utilize an 
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emotional health screening. A majority of the other participating locations employed a 

mental health screening tool with diabetes patients. This helped identify if there was a 

need to refer patients to see a behavioral health specialist. For the institution that had this 

gap as a weakness, utilizing a similar tool and process in this location would be 

recommended to avoid missing any mental health needs. The Robert Wood Johnson 

Foundation’s Diabetes Initiative, the same Initiative that the PCRS survey tool was 

developed for, offers many free resources including mental health screening forms for 

individuals with diabetes. Providers could utilize the Mental Health Progress Report or 

the Short Depression Screening Tool to assess emotional health needs (Diabetes 

Initiative, 2009).  

Lastly, a theme related to opportunities being pursued by some health care 

institutions was marketing. One location was exploring ideas on how to better market 

their diabetes education program to keep patients engaged. It was discussed that some 

patients see a diabetes educator as a punishment for when their diabetes is out of control. 

Another participant discussed that their diabetes support groups are put on by wellness 

coaches. These wellness coaches are trained health care providers, but with what may be 

perceived as a more appealing name, and they address diabetes education from an overall 

wellness perspective. The participant reported that the institution has had a great response 

to this from their patients. It may be an opportunity for other health care institutions to 

also adopt this terminology and approach to DSME to promote better engagement and 

improved attitudes towards DSME. 
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Research Question 4: How are individuals able to obtain diabetes self-management 

education through select health care institutions in Monroe County, Wisconsin?  

Accessibility is the ease with which an individual can obtain needed medical 

services (Research and Development Corporation, n.d). Participants were asked about 

accessibility as far as how patients are able to take advantage of DSME at their 

institution. A common way discussed was through referrals from health care providers, 

and others said that patients can self-request an appointment with a diabetes educator. In 

both instances, insurance may further complicate access. Participants were asked how or 

to what extent insurance plays a role in the care they provide, and in all of the cases, it 

was reported to be significant. One participant discussed the work it takes to figure out 

prior authorizations and what services are covered and for how long. The participant 

expressed that this work is often shouldered by the patients themselves, having to call 

their insurance company to figure out coverage. Ultimately, this may mean that patients 

forgo the care they need. One participant discussed a sliding fee scale that they provide 

for their patients. A sliding fee scale creates variable pricing for services based on what a 

patient can pay. This can help patients access DSME, especially if finances and insurance 

coverage are barriers. A recommendation to other health care institutions would be to 

implement a sliding fee scale for their diabetes education appointments. Another 

recommendation would be to explore the idea of major payers, such as the Center for 

Medicare and Medicaid Services (CMS), playing a larger role in paying for and 

promoting high-quality DSME through reimbursements to the health care institution. 

This could increase access but also ensure that health care institutions are delivery 

aspects of high quality education based on criteria needing to be met for reimbursement.  
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Research Question 5: What health care institutions or other organizations provide 

diabetes self-management education in Monroe County, Wisconsin?  

Availability is the sufficient supply and appropriate stock of health workers, with 

the competencies and skill‐mix to match the health needs of the population (World Health 

Organization, 2020). When asked about availability of DSME in Monroe County, 

participants mainly identified the other institutions selected for this study. This could 

indicate either that participants were not aware of other places that do provide DSME, or 

that DSME is truly only available through these health care institutions. Either way, this 

could prevent patients from getting the care they need, especially if they do not have the 

ability to access care through these institutions. One participant did suggest a free health 

clinic in Monroe County as a possible site to access DSME. The health clinic is open two 

evenings a month and serves those with no insurance or financial means to pay for health 

care. Two participants also mention a Diabetes Prevention Program at the YMCA. 

However, this program is only offered in the neighboring county. It may be beneficial to 

explore options of expanding this Diabetes Prevention Program to Monroe County. Even 

though Monroe County residents are able to attend the program in the neighboring 

county, there may be barriers such as transportation that would prevent individuals from 

attending this program. Creating partnerships between Monroe County and the Diabetes 

Prevention Program to implement this program locally, or possibly providing the training 

and resources for someone in Monroe County, a health educator at the Health Department 

for example, to implement it could be an option to expand availability to county 

residents. 
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Recommendations to Improve this Research 

Characteristic Definitions  

One way this research could have been improved would have been to share 

definitions of the self-management support characteristics when surveys were sent out. 

This would have promoted participants having a common understanding of each 

characteristic and they may have interpreted questions in a more similar manner. The 

researcher got a sense that interpretation might have been an issue in a few interviews. In 

a number of instances, participants asked for clarification on what the question was 

actually asking before they continued with their answer. In one case, after the researcher 

had clarified, the participant responded with, “I maybe answered this in a different way.” 

Further, one participant withheld from answering a question on the survey until further 

clarification was given on what was being asked. Proving definitions could have allowed 

for greater trust in the fact that this study in fact investigated the phenomenon of interest, 

and that it was investigated consistently between sites.  

Face Validity of Interview Questions  

Another improvement to this research would have been to further establish 

validity of interview questions. Questions were based on the PCRS tool, which has 

previously been shown to be reliable (Brownson et al., 2007). However, for this study, 

novel questions were added to this tool and both quantitative and qualitative data were 

collected, which may have impact to what extent the phenomenon of interest was 

specifically and comprehensively assessed. Face validity could have been established by 

sending the interview questions to an expert panel, possibility including a diabetes 

educator, an expert in the community, and an expert in qualitative research method. The 
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review of these experts could have been a good first step in ensuring that the interview 

questions measured what the researcher was intending to measure.  

Member Checks  

Another way to improve this research would have been to conduct member 

checks to ensure the researcher interpreted interview data correctly. Member checking is 

a way to ask participants whether the researcher “got it right” and promote credibility of 

findings (Marshall & Rossman, 2016). The researcher could have shared themes and 

interpretations for participants to review. Participants could have then provided their 

input prior to the researcher finalizing results. However, efforts would have to be made to 

follow up with participants after providing them with the information, and extra time may 

be needed for them to respond and provide feedback. Based on lack of response that was 

experienced when making initial contact with participants for this study, some actions 

that may improve response rate and how quickly people respond as part of member 

checking could include letting participants know upfront that providing feedback as part 

of a member checking process is a required part of participation.  

Differentiating Care Between Type 1 and Type 2 Diabetes  

 Another improvement to this research could have been asking providers to 

differentiate the care and education, if any, that they provide to individuals with type 1 

versus type 2 diabetes. Type 1 and type 2 diabetes, although similar, there are distinct 

differences in the level of care and attention needed to properly manage the disease. It 

was not explicitly asked how providers might address these two differently. However, 

some participants did mention that they work with many more individuals with type 2 

diabetes than type 1. Therefore, it could be assumed that what providers were discussing 
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may align more so with care and education given to individuals with type 2 diabetes. But, 

it would be beneficial to know this for certain by first asking them if they see individuals 

with type 1 diabetes, also if their education is different than for those with type 2 diabetes 

and how so.  

Reframing Accessibility Questions  

A final improvement to this research would have been to reframe questions 

around accessibility. Questions, as they were asked, provided surface level answers, 

which led to no new knowledge for the researcher and did not allow the research to 

provide any novel recommendations. For example, the fact that a referral is typically 

needed to see a specialist and that health insurance plays a role in health care access are 

well established practices. More useful things to ask could include questions around how 

specifically patients access DSME through an institution. Additionally, instead of asking 

what role health insurance plays in DSME, the question could have been rephrased to 

address how and why insurance plays a role.  

Recommendations for Future Research 

Additional Health Care Institutions 

In the future, it would be beneficial to collect data from the fifth health care 

institution that did not respond to the invitation to participate in this study. It would be 

helpful to have their input to generate a more complete understanding of DSME in 

Monroe County. To increase the likelihood of this institution participating, the Monroe 

County Health Department could put out more formal messaging about this research and 

the important impacts it will have. The health care institutions that did choose to 
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participate in this study could also advocate the importance of providing data. This may 

promote community buy in and investment in the study.  

In addition, it may be beneficial to collect data from the free health care clinic that 

was identified as part of this study. However, it would be important to first ensure that 

this location meet inclusion criteria, as far as providing DSME, in order for results to be 

compared to and included with data from the other health care institutions. If this location 

does not meet these standards, it may still be helpful to conduct the research as a case 

study to know what they have available and the care that they provide. This may help 

better understand how exactly this can be a useful resource for other health care 

institutions and for diabetes patients.  

Multiple Participants Within Health Care Institutions 

For future research, it would be beneficial to seek out multiple participants at each 

health care institution to provide quantitative and qualitative data. This may minimize 

some of the limitations of this study, specifically participants not answering questions 

honestly, completely, and accurately. An issue that the researcher noticed in this study 

was that there were some discrepancies between what a participant answered on the 

survey and what was discussed in the key-informant interview. Particularly, participants 

tended to score themselves high on the survey but what was said in the interviews did not 

support those claims. Having multiple respondents for an institution could allow the 

researcher to take the average score on the survey, which may be more representative of 

the actual quality of care provided across characteristics. Additionally, multiple 

participants may have been better able to address the multiple topics discussed in 

interviews, related to Patient and Organizational Supports, availability, and accessibility. 
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Again, creating community buy in and investment in this study may increase the 

likelihood of more people being willing to participate.   

Similar Research in Other Counties  

 It would be beneficial, in the future, to conduct this study and analysis in 

surrounding counties, or other counties in Wisconsin. This would allow for an 

understanding of availability, accessibility, and quality of DSME in other parts of the 

state that would be useful to further interpret Monroe County’s results. It would provide a 

greater understanding as to how Monroe County compares to other counties in the state 

regarding DSME. This could also help to identify best practices or processes that are 

implemented in other health care institutions in the state and adopt those in Monroe 

County to aid in improvements. 

Collecting Similar Research from Patients 

 Collecting this data from health care providers is just one side of the story. In the 

future, it would be beneficial to collect similar data from the patients. Questions 

regarding Patient Supports could be asked of patients in a way that addresses to what 

degree they feel health care providers implement the eight characteristics. Questions 

related to Organizational Supports could be eliminated due to patients not being equipped 

to answer those. Availability and accessibility questions could also be reframed to 

address where else patients seek diabetes education and resources and to understand how 

they access DSME. Data from patients may help to identify areas in which patients feel 

health care institutions could improve upon related to providing DSME or what they are 

doing well. It may also provide information about other sources of diabetes education and 

resources that providers were not aware of. Lastly, gaining understanding of how patients 
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are able to access DSME services could inform institutions on how they could provide 

better access to patients. Overall, collecting data from participants could allow for a full 

circle understanding of the availability, accessibility, and quality of DSME in Monroe 

County.    

Framework for Coding Qualitative Data   

For this study, SWOT was an appropriate framework to use when analyzing data 

and reporting results. The benefit of a SWOT analysis is that both external and internal 

factors are identified (Harrison, 2010). The framework allowed the researcher to address 

strengths and weaknesses within the health care institutions, as well as identify 

opportunities and threats in the community. Using the SWOT framework to organize 

qualitative data provided for a comprehensive assessment of DSME in Monroe County. It 

allowed for a broad scope of findings and helped identify many ways DSME could be 

improved. Another reason why the SWOT framework was appropriate in this case was 

that this was the first study of its kind in Monroe County. Understanding opportunities, 

threats, and any potential gaps as it comes to DSME is a good first step as plans are made 

to improve diabetes mortality rates.  

However, if Monroe County and the participating health care institutions are 

interested in doing more focused research within the institutions themselves, a similar 

framework called SOAR (Strengths, Opportunities, Aspirations, and Results) could be 

more beneficial (Stavros & Cole, 2013). SOAR has a greater focus on strengths and 

opportunities, and it is more geared towards obtaining certain results. This framework 

does not measure externally, but instead emphasizes what is happening within an 

institution. SOAR can provide health care organizations with more insight on what 
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strengths they can build on, help them understand what stakeholders are asking for, assist 

with identifying what their aspirations are, and set benchmarks for success. This would 

be an appropriate framework to use for health care institutions that want to keep moving 

forward based on results from this study and continue to improve how they provide 

diabetes care.   

Recommendations for Public Health Practice 

Utilizing the SWOT framework as part of this study identified important aspects 

of DSME, especially as it comes to opportunities and threats within the county, that may 

impact how this service is provided by health care institutions. Examining these 

opportunities and threats further may generate useful recommendations for public health 

practice. 

Creating Partnerships 

An overarching theme related to opportunities for all/most institution in this study 

was partnerships. This theme was identified based on discussions that providers had as to 

what would be helpful from them to provide high quality DSME. These were 

opportunities that they felt could be implemented outside of their health care institution 

but would still provide benefits to their patients within. Two partnerships in particular 

that were discussed by participants were food pantries and schools.   

Food security of patients was a barrier to effective DSME every participant 

discussed in this study. As healthy eating is one of the seven essential self-management 

behaviors identified by the AADE, healthy food is an important resource to diabetes 

patients. From the key informant interviews, it was apparent that health care institutions 
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acknowledge that if patients are not able to obtain healthy food, their DSME will not be 

as effective as possible.  

One health care institution that participated in this study is already beginning to 

work on this issue by creating a partnership with a local food panty and grocery store. 

This partnership would provide patients with diabetic food boxes that contain healthy 

food options. The grocery store will store and refrigerate the food boxes, with individuals 

being able to go there to pick them up at their convenience. However, at this time, this 

service would be only available to patients of that one health care institution. This type of 

partnership could be beneficial on a broader scale to promote food access for individuals 

with diabetes in general. The other health care institutions could also join in this 

partnership so that they too could provide this service to their patients. They could do this 

by working with the same food pantry and grocery store. Additional grocery stores may 

need to be involved based on location and capacity to store food boxes.  

Receiving diabetic food boxes could work on a referral system, where providers 

refer diabetes patients to obtain the diabetic food boxes. Individual health care 

institutions could be the payers for their patients to receive these food boxes. It is also 

possible to try to get health insurance companies to include this as a covered service. It 

would be important to emphasize that paying for their diabetes patients to receive this 

resource could ultimately provide a positive return on investment, as healthier food 

options will lead to better self-management (Shrivastava et al., 2013). With this type of 

investment possibly reducing health care expenditure due to diabetes complications, it 

may also make it an attractive project to use when applying for public health grants. 
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Finally, this type of partnership would provide health care institution an additional 

community resource for their diabetes patients.  

Another unique opportunity as far as partnerships discussed by participants was 

DSME being provided in schools. One participant discussed their concern about children 

who have diabetes or kids who are on the trajectory to developing diabetes. As type 2 

diabetes is becoming increasingly prevalent in youth (Mayo Clinic, 2019), the participant 

suggested that schools could be a point of contact to reach these children. Further, clinical 

setting can be intimidating for youth, and learning may be more conducive in a 

comfortable, familiar environment like school. Additionally, DSME within schools has 

the opportunity to be more fun than a doctor’s office, by including games and peers.   

 The average age of onset for type 2 diabetes in youth is 14 (Reinehr, 2013). 

Health care institutions could partner with Monroe County middle schools, to implement 

a DSME program for students with diabetes and those at risk. This could take the form of 

a program being implemented one night a week, over the span of a couple weeks, with 

health care providers facilitate on a rotating basis. This program could be offered for free 

if providers volunteer their time to facilitate the program and public health grant funds 

are secured. Students and/or their parents would self-select to participate in this program. 

An added benefit would be that children can take what they learn and resources home to 

parents who may also have diabetes or be at risk of developing the disease. Studies show 

that diabetes education patients often express that they desire to have family members 

include in their care (Scarton et al., 2019). Additionally, this method of educating could 

build social support in care, with youth learning and participating in this program 

alongside peers.  
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Addressing Social Conditions  

Regarding threats to providing high-quality DSME, an overarching theme in thi 

study was Social conditions. This theme was identified by participants describing barriers 

that patients face, such as home life with their family and friends, finances, and the 

ruralness of Monroe County.  

Participants expressed that a patient’s home life, which can include the support 

from their family and friends, may limit the ability to provide the care the patient needs. 

This idea has been presented before in the professional literature with providers reporting 

that lack of social support interfered with their ability to treat the patients’ diabetes 

effectively (Ruhil et al., 2017). Further, though well intended, support from those who are 

not going through a similar situation can often be inadequate, because there is a lack of 

understanding (Scarton et al., 2019). In collaboration with Monroe County support 

groups could be expanded to provide patients with other social networks. Two of the four 

participants reported internal support groups that were available to their patients. Both 

talked of the enormous benefits these groups offer to individuals. It has been reported 

before that social support systems are an important influence for diabetes self-

management and health (Clark & Utz, 2014). However, as far as what was discovered in 

this study, one downside is that these support groups are internal and are not widely 

accessible. Having an outside entity that hosts support groups would allow more 

individuals to attend. This entity could be the Monroe County Health Department. 

Individual institutions could partner with Monroe County to have providers facilitate 

groups on a rotating basis. This could start with providers who already have their own 

internal groups, since they have a stronger foundation on how to run an effective support 
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group. Providers from all institutions could also refer patients to these groups if they are 

lacking social support. This would be an opportunity for individuals to gain connections 

and generate social to help with DSME.  

Finances were reported as another common threat to high-quality DSME for 

patients. Cost was generally discussed in terms of diabetes education appointments. 

Participants expressed that diabetes education is expensive and insurance will only cover 

a certain number of visits. However, studies show that education is most effective when it 

is ongoing and that periodic reinforcement is necessary to achieve behavior change and 

sustain that change long-term (Ruhil et al., 2017; Shrivastava et al., 2013). Because only 

a limited number of visits may be covered, one participant expressed the feeling of 

having to provide patients with as much as possible at one time because they may not 

return. This is not conducive to proving high-quality care.  

Costs can be a difficult barrier for both patients and a health care institution to 

overcome. However, one participant did discuss that their administrators are looking at 

the cost of seeing a diabetes educator and how that can be reduced for patients. A 

recommendation of how to do this was discussed previously in this text under Research 

Question 4. Health care institutions could implement a sliding fee scale for diabetes 

education or explore the option of having a larger pay reimburse for DSME services. This 

may allow individuals to receive diabetes education on a more ongoing basis and give 

diabetes educators enough time to provide high-quality care.  

The last social condition that was fond to be a major theme in this study was the 

ruralness on Monroe County, specifically related to transportation concerns. Public 

transportation is limited and the relative lack of this resource contributes to patients 
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missing appointments. One participant discussed their no-show policy as including a 

follow-up with the patient on why they didn’t make it in that day. The participant 

reported that it is usually due to a transportation barrier. If patients are not able to make it 

to their appointment, their quality of care can be interrupted and inconsistent, which may 

negatively impact how well they are able to manage their diabetes.  

As a county, Monroe could create regulations or initiatives to increase access to 

public transportation. This could include working with location transportation companies 

to create more routes and increased frequency, specifically to the various health care 

institutions. One recommendation would be for Monroe County to work with Scenic 

Mississippi Regional Transit (SMRT). SMRT is a relatively inexpensive transportation 

resources, costing $3 for a one-way ticket and the company already has routes throughout 

Monroe County (SMRT, 2020). Their routes currently include stops at two of the health 

care institutions in Monroe County, but this could potentially be expanded to the other 

locations. This would be one way to ease transportation barriers and promote patients 

making it to their appointments.  
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Hi, my name is Mariah. As you know, I am here to learn more about Diabetes-Self 
Management Education (DSME) at your health care institution and throughout Monroe 
County. I am specifically interested in learning more about the education you provide 
here, and identify any strengths, weaknesses, opportunities, or threats to providing 
DSME. I also want to learn more about how patients access your DSME services. 
Additionally, I want to know where else, that you know of, county residents receive 
DSME.   
 
Before we begin, I want to remind you that everything you say here is confidential. 
You are allowed to pass if any question makes you feel uncomfortable and that you can 
withdraw from the interview at any time. Do you have any questions before we begin? I 
will start recording now.  
 
In setting up this interview today, I had asked you to fill out a survey and bring a copy of 
the survey with you to discuss. I want to start out by discussing your answers to that 
survey.    
 
Starting with patient supports, question ___ looks at _______. Please tell me why you 
answered as you did.   

Probing questions:   
• What aspects of this characteristic do you already do? (strengths)  
• What aspects of this characteristic do you not do? (weaknesses)   
•  What opportunities do you see or know of that could create improvements 
in this characteristic? (opportunities)   
• What are things that prevent or hinder you from reaching full potential of 
this characteristic? (threats)  
 

*repeat for each survey questions  
 
Thank you for sharing that with me. I just have two more questions I would like your 
feedback on.   
 
How do patients access DSME through your organization?  

o Can you give me an example or two of how this may look, if there is a 
range of options, from initial contact through the end of care?  
o What role does health insurance play in access to the DSME you provide?  

 
Where else, that you know of, do you patients receive DSME? In other words, who else 
in the county provides DSME?   
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